
. No. Recommendation  Hard Truths Government response Progress update 
1 It is recommended  that: 

 
• All commissioning, service provision regulatory 

and ancillary organisations in healthcare 
should consider the findings and 
recommendations of this report and decide 
how to apply them to their own work; 
 

• Each such organisation should announce at 
the earliest practicable  time its decision on the 
extent to which it accepts the 
recommendations and what it intends to do to 
implement those accepted, and thereafter, on a 
regular basis but not less than once a year, 
publish in a report information regarding its 
progress in relation to its planned actions; 
 

• In addition to taking such steps for itself, the 
Department of Health should collate 
information about the decisions and actions 
generally and publish on a regular basis but not 
less than once a year the progress reported by 
other organisations; 
 

• The House of Commons Select Committee on 
Health should be invited to consider 
incorporating into its reviews of the 
performance of organisations accountable to 
Parliament a review of the decisions and 
actions they have taken with regard to the 
recommendations in this report. 

Accepted. 
 
The Inquiry made recommendations aimed at national organisations both by name 
and by implication because of the nature of their responsibilities within the newly 
reformed system. This document includes a detailed account from each of these 
organisations on what they have already done to implement recommendations 
directed to them and what further action they plan to take. Many organisations have 
published updates separately on their own websites. 
 
In addition, a number of recommendations were aimed at NHS Trusts and NHS 
Foundation Trusts. 
 
The Secretary of State wrote to all Trust Chairs in February 2013 asking them to 
hold listening events with their staff to hear what they have learnt from the Inquiry 
findings, and how they best think safe, effective and compassionate care can be 
delivered in an NHS managing a growing workload within a tight financial context. 
He followed this up with a letter on 26 March asking them to set out how they intend 
to respond to the Inquiry’s conclusions before the end of 2013. Some Trusts have 
already issued a response. We would expect these responses to be placed on Trust 
websites. To maintain momentum, we would encourage all NHS trusts and NHS 
Foundation Trusts to use the opportunity this further response to the Inquiry 
presents to continue these local conversations. Leadership teams that put patients 
first recognise their organisations rely on the skill, motivation and behaviour of the 
people providing care to patients to drive improvements in safety, quality and 
compassionate care. 
 
The Government’s initial response to the Inquiry, Patients First and Foremost 
published in March 2013, set out a radical programme to prioritise care, improve 
transparency and ensure that where poor care is detected there is clear action and 
clear accountability. Informed by the six independent reviews and more detailed 
work over the summer, Hard Truths: the Journey to Putting Patients First builds on 
this to provide a detailed response to each of the 290 recommendations made by 
the Inquiry. The Department of Health will lead the system in providing an annual 
report on progress each Autumn. 
 
The Health Select Committee confirmed in 3rd Report After Francis – making a 
difference, published in September 2013, that it agrees with the Inquiry’s 
recommendation that it should monitor implementation of all his recommendations. 
Specifically, the Committee proposes to enhance its scrutiny of regulation of 
healthcare professionals by taking public evidence each year from the Professional 
Standards Authority for Health and Social Care on the regulatory environment and 
the performance of each professional regulator, based on the Professional 
Standards Authority’s own performance reviews. The Government is publishing its 
response to the Health Select Committee’s report in parallel with Hard Truths. 
 

 
 
Hard Truths: the Journey to Putting Patients First  published in November 2013 
provided an integrated and detailed response to each of the 290 
recommendations made by the Inquiry from every part of the health and care 
system. As part of the Department of Health’s commitment to leading the 
system in providing an annual progress report, this document sets out what 
progress has been made towards implementing the actions set out in Hard 
Truths for each recommendation over the last year.  
 
The Department of Health know that local conversations in NHS Foundation 
Trusts and NHS trusts on the learning from Francis have continued throughout 
the year with the focus increasingly shifting towards on driving further 
improvements in safety, quality and compassionate care across all health and 
care sectors and settings. 
 

2 The NHS and all who work for it must adopt 
and demonstrate a shared culture in which the 
patient is the priority in everything done. This 
requires: 

 
• A common set of shared core values and 

standards shared throughout the system. 
 
• Leadership at all levels from ward to the 

top of the Department of Health, 
committed  to and capable of involving 
all staff with those values and 
standards; 

 

Accepted. 
 
Shared core values and standards: 

 
• We will continue to use and promote the core values and expectations for the 

NHS set out in the NHS Constitution. 
 
• The development of values based recruitment by Health Education England 

will reinforce the importance of values as the driving force of the NHS. 
 
• The Care Quality Commission has conducted a major consultation on a new 

set of fundamental standards of care which will set out the inviolable 
principles of safe, effective and compassionate care that must underpin all 
care in the future. 

  
The Department of Health has put in place a number of measures to address the 
elements of this recommendation.  The detail of what the Department of Health 
have done is set out in the report on progress ‘Culture Change in the NHS - 
Applying the Lessons of the Francis Inquiry’ and in the updates we have 
provided on progress against other recommendations made by Sir Robert 
Francis QC.  
 
Among those measures are: 
 
Shared core values and standards 
 

• The Department of Health is consulting on a number of measures in 
relation to the NHS Constitution in response to the recommendations 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/270368/34658_Cm_8777_Vol_1_accessible.pdf
http://www.publications.parliament.uk/pa/cm201314/cmselect/cmhealth/657/657.pdf
http://www.publications.parliament.uk/pa/cm201314/cmselect/cmhealth/657/657.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/270368/34658_Cm_8777_Vol_1_accessible.pdf


• A system which recognises and applies 
the values of transparency, honesty and 
candour; 

 
• Freely available, useful, reliable and full 

information on attainment of the values and 
standards; 

 
• A tool or methodology such as a cultural 

barometer to measure the cultural health 
of all parts of the system. 

 

 
• The introduction of a new and robust inspection regime is an important 

shift in the way nationally the system will ensure poor care is identified 
and tackled. 

 
Leadership at all levels 

 
• We recognise the importance of leadership at all levels in ensuring that we 

prevent terrible failures of care of the kind we saw at Mid Staffordshire NHS 
Foundation Trust, and welcome the connection made in this 
recommendation between effective leadership and the engagement of staff. 

 
• The NHS Leadership Academy is developing and implementing a wide 

ranging programme of leadership support at all levels of the NHS, with 
a strong emphasis on values. 

 
Information on the attainment of the values and standards 

 
• We agree that the NHS needs to do much more to put in place a 

transparent approach to providing care and to working with patients. The 
shift to greater transparency is the foundation for the culture of honesty 
and candour that this recommendation calls for. 

 
• We are putting in place legal changes that place a statutory duty of candour 

on healthcare providers and which create a new offence of providing false or 
misleading information. 

 
Measuring cultural health 

 
• We agree that it is important to ensure there is a clear understanding of the 

cultural health of different parts of the NHS. Regular inspection will provide 
the basis for a new, clear, transparent system of ratings that will be 
accessible to the public. All acute hospitals in England will have been 
inspected by the end of 2015. 

 
• The Care Quality Commission is developing a set of indicators for inspecting 

all providers of NHS care, and this will permit judgements to be made about 
the culture of the organisation in question as well as other elements of its 
performance. 

 
• In June 2013, the Care Quality Commission issued A new start – 

Consultation on changes to the way CQC regulates, inspects and monitors 
care. In this, the Care Quality Commission suggested that a ‘well-led’ 
service is one where there is effective leadership, governance (clinical and 
corporate) and clinical involvement at all levels of the organisation, and an 
open, fair and transparent culture that listens and learns from people’s 
views and experiences to make improvements. They confirmed their plan 
was to encompass an assessment of aspects of governance, leadership 
and culture as part of its inspections to assess whether a service is ‘well-
led’. 

 
• The boards of NHS organisations at all levels have a central responsibility to 

pay close attention to the culture of their organisation, actively dealing with 
cultural risks and seeking improvements in their organisation’s culture, 
drawing on support mechanisms such as the cultural barometer that is being 
developed by the National Nursing Research Unit at King’s College London 
along with other organisations. We would expect boards to be transparent 
about this with patients and the public. 

 

made in the Inquiry report. 
• Publication of a values-based recruitment framework to support recruiting 

for values.  
• Fundamental standards of safety and quality incorporated into the 

requirements for providers registered with the Care Quality Commission. 
• A new, robust inspection regime in place for hospitals, primary care and 

social care.  
 
Leadership at all levels 

 
• NHS Leadership Academy programmes launched to support leaders from 

ward to board to lead for safer, more compassionate care. 
• Launch of the executive fast-track programme to increase the number of 

executive leaders in the NHS from clinical and non-NHS backgrounds.  
 

Information on the attainment of the values and standards 
 

• The Department of Health and NHS England have made available an 
unprecedented amount of data on safety and outcomes on the ‘myNHS’ 
website. 

• The statutory duty of candour applies to NHS care now and will apply to 
all Care Quality Commission registered care from April 2015.   

• New inspection model for hospitals now being used across the NHS. 
 
Measuring cultural health 

 
• New system of ratings in place, and the Care Quality Commission 

inspection model includes the assessment of how ‘well led’ an 
organisation is. 

• The ‘myNHS’ website includes hospital-level data on the ‘friends and 
family’ test; whether an organisation is recommended by staff; and on 
open and honest reporting.  

 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services


3 The NHS Constitution should be the first 
reference point for all NHS patients and staff 
and should set out the system’s common 
values, as well as the respective rights, 
legitimate expectation and obligations of 
patients. 

 

Accepted. 
 
We agree that the NHS Constitution should be the central reference point for all 
NHS patients and staff. The Constitution sets out principles and values to guide the 
NHS, as well as rights, pledges and responsibilities for patients and staff, and it has 
a powerful role to play in shaping the culture of the NHS. The Secretary of State for 
Health, all NHS bodies, private and voluntary sector providers supplying NHS 
services, and local authorities (in the exercise of their public health functions) are 
required by law to take account of the NHS Constitution in their decisions and 
actions. NHS England and clinical commissioning groups and Health Education 
England also have a legal duty to promote the Constitution. 
 
We recognise that levels of awareness of the Constitution are low among patients, 
the public and staff, and that we must raise the profile of the Constitution if it is to 
genuinely become the first reference point for patients and staff. To achieve this, 
the Department of Health, NHS England, Health Education England and clinical 
commissioning groups are working with relevant partners to embed and promote 
the Constitution across the system. The Department of Health is also developing 
options to increase the impact of the Constitution so that patients and the public 
understand their rights and responsibilities and are clear about what to do when 
their expectations are not met.  
 

The Department of Health sought advice from an independent Expert Advisory 
Group about how to increase impact and raise awareness of the NHS 
Constitution amongst the public and patients. On 13 March 2014 the Expert 
Advisory Group published its advice in a report to the Secretary of State for 
Health and relevant system bodies, outlining how to embed and strengthen the 
impact of the NHS Constitution within the system.  For example, the 
Department of Health has published a new guide which helps patients and the 
public understand how to give feedback and make complaints if the standards 
described in the NHS Constitution are not met. 
The Department will continue working with key partners to consider ways to 
increase the impact of the NHS Constitution 
 

4 The core values expressed in the NHS 
Constitution should be given priority of place 
and the overriding value should be that 
patients are put first, and everything done by 
the NHS and everyone associated with it 
should be informed by this ethos. 

 
 

Accepted. 
 
In the Statement of Common Purpose, all the leaders of the health and care system 
have personally committed to the values of the Constitution. 
 
The Constitution sets out the following values for the NHS: 
 
• Working together for patients 
 
• Respect and dignity 
 
• Commitment to quality of care 
 
• Compassion 
 
• Improving lives 
 
• Everyone counts. 
 
The Constitution notes that these values should underpin everything the NHS does 
and ‘provide common ground for co-operation to achieve shared aspirations, at all 
levels of the NHS’. 
 
In response to this recommendation, the Department brought forward the values 
section so that it appears early in the document (directly following the principles 
section) and re-ordered the values so that they start with ‘working together for 
patients,’ in the updated Constitution published on 26 March 2013. The text of this 
value explicitly states that ‘patients come first in everything we do.’ The work we are 
currently undertaking with stakeholders to increase awareness levels of the 
Constitution, as well as increase its impact, seeks to ensure that everyone is 
informed by the ethos that patients come first. 
 
We note that Principle 4 of the Constitution currently states that ‘the NHS aspires to 
put patients at the heart of everything it does.’ The Department of Health will 
consult on how this statement might be strengthened when we next update the 
Constitution. 
 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC. The key elements are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

  
 
 
 
 

5 In reaching out to patients, consideration Accepted. Sir Robert Francis QC was clear in his Inquiry report that the principal message 

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf


should be given to including expectations in 
the NHS Constitution that: 

 
• Staff put patients before themselves; 

 
• They will do everything in their power to 
protect patients from avoidable harm; 

 
• They will be honest and open with 

patients regardless of the 
consequences for themselves; 

• Where they are unable to provide the 
assistance a patient needs, they will 
direct them where possible to those who 
can do so; 

 
• They will apply the NHS values in all their 
work. 

 

 
 
The NHS Constitution already addresses some of the issues highlighted in this 
recommendation, and when it is next updated the Department of Health will consult 
with stakeholders on how to best reflect other issues. 
 
We agree that staff should be honest and open with patients, and the Constitution 
already makes clear that these are staff responsibilities. The Constitution also 
includes an expectation that staff will raise concerns early, in the public interest 
about risk, malpractice or wrongdoing (such as a risk to patient safety, fraud, or 
breaches of patient confidentiality) and a pledge that their employer will support 
staff to raise these concerns and act upon them. In addition, we are introducing a 
statutory duty of candour on all heath providers, making it a requirement for them to 
be open and honest where there have been failings in care (see 
recommendations174 and 181 for more on our response about openness and 
candour). 
 
We agree with the principle that patients should come first in everything the NHS 
does, and this is explicitly stated in the Constitution. We do not propose to include 
the more explicit wording ‘staff put patients before themselves’ suggested by the 
Inquiry, as we have heard concerns from stakeholders that such an expectation 
may also have a negative impact on staff safety and wellbeing. 
 
The Constitution also already states that its values should underpin everything the 
NHS does. We agree with the importance of protecting patients from avoidable 
harm. The Constitution already includes an expectation that staff will raise concerns 
early, such as a risk to patient safety; however, there is scope to further reflect the 
issue of staff protecting patients from avoidable harm. More broadly, as part of their 
code of conduct, regulated healthcare professionals already have a duty to comply 
with standardised procedures that protect patients from avoidable harm. Other work 
to help protect patients from avoidable harm includes introducing the new 
fundamental standards of care which will set out the level below which care should 
not fall (refer to the responses to recommendations 13-18 for more information), 
and ensuring that the NHS takes a zero tolerance approach to all healthcare 
associated infections (refer to the response to recommendation 107 for more 
information). 
 
When the Constitution and the Handbook to the NHS Constitution are next 
updated, the Department of Health will consider, in consultation with 
stakeholders, how best to further reflect the importance of staff: 
 
• protecting patients from avoidable harm 

 
• directing patients to other sources of assistance, in situations where they 

themselves are unable to help. 
 
 

 

of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC.  The key elements are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

 
 

6 The handbook of the NHS Constitution 
should be revised to include a much 
more prominent reference to the NHS 
values and their significance. 

 

Accepted. 
 
The Department of Health has already taken action to reflect this recommendation 
in the Handbook to the NHS Constitution. 
 
As noted in the response to recommendation 4, the NHS Constitution sets out the 
following values for the NHS: 
 
• Working together for patients 
 
• Respect and dignity 
 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC.  The key elements are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

 

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170649/Handbook_to_the_NHS_Constitution.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170649/Handbook_to_the_NHS_Constitution.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-%20constitution-for-england-2013.pdf


• Commitment to quality of care 
 
• Compassion 
 
• Improving lives 
 
• Everyone counts. 
  
The Constitution provides more information about these values, and the 
Department included an explanation of these values in the handbook when it was 
updated in March 2013. 
 
 

 
 
 

7 All NHS staff should be required to enter 
into an express commitment to abide by the 
NHS values and the Constitution, both of 
which should be incorporated into the 
contracts of employment. 

 
 

Accepted in principle. 
 
It is important that employers are able to recruit and retain the caring and 
compassionate staff the NHS needs. NHS Employers will support NHS 
organisations in developing and strengthening local policies and guidance so that 
there is a clear link between the values in the NHS Constitution and their own local 
values. 
The Department of Health will commission NHS Employers to support NHS 
organisations in strengthening local policies on appraisal and performance 
management are strengthened so that there is a clear line of sight between the NHS 
values, the Constitution and performance and appraisal systems. 
 
Steps have already been taken to improve performance and appraisal systems and 
agreement has been reached that, with effect from March 2013, pay progression will 
be linked more strongly to performance for the 1.1 million staff on Agenda for Change 
pay, terms and conditions. The agreement makes clear that:  

 
•  Employers must reference the NHS Constitution in local performance 

a rrangements; 
•   Knowledge and experience are not the only factors which employers should 

considerer when they develop local performance standards; 
 
• Employers now have the flexibility to consider not only what staff do for 

patients, but how they care for patients, encouraging the right behaviours and 
values. 

 
Staff appraisal is a critical part of staff performance and should be used to hold staff 
to account on how their behaviour demonstrates the values of the NHS and/or their 
organisation. The evidence shows that where staff performance is regularly and 
effectively reviewed, outcomes for patients are better. 

 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC.  The key elements are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

 
 

 

8 Contractors providing outsourced services 
should also be required to abide by these 
requirements and to ensure that staff 
employed by them for these purposes do so 
as well. These requirements could be 
included in the terms on which providers are 
commissioned to provide services. 

 

Accepted. 
 
The NHS Standard Contract requires all providers to have regard to the NHS 
Constitution. NHS England will strengthen this requirement in respect of 
subcontractors in future. 
 
The care patients receive should reflect NHS core values, as outlined in the 
Constitution, regardless of whether staff have been externally contracted. NHS 
commissioners are committed to ensuring core values permeate provider 
organisations and the wider system. 
 
By December 2013, NHS England will amend the NHS Standard Contract for 
2014–15 to require providers to ensure their subcontractors fully understand, 
and abide by, the importance of the Constitution. 
 
NHS England will also include an equivalent requirement in November 2013 in 

NHS England published the NHS Standard Contract for 2014–15 in December 
2013. In line with recommendation 8, the provisions of the NHS Standard 
Contract were revised to strengthen the requirements on all providers of 
commissioned healthcare services (other than primary care), including all staff 
and all sub-contractors, to abide by the NHS Constitution. The specific wording 
of the 2014/15 NHS Standard Contract now reads (Service Condition 1.3):  “The 
Parties must abide by and promote awareness of the NHS Constitution, 
including the rights and pledges set out in it. The Provider must ensure that all 
Sub-Contractors and all Staff abide by the NHS Constitution”.  

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
http://www.england.nhs.uk/nhs-standard-contract


standard contracts for commissioning support services. This will ensure the 
values outlined in the Constitution extend beyond providers of services through 
the wider system. 
 

 
 

9 The NHS Constitution should include 
reference to all the professional and 
managerial codes by which NHS staff are 
bound, including the Code of Conduct for 
NHS Managers. 

 
 

 

Accepted in principle. 
 
We support the principle of making clear which codes staff are expected to follow. 
However, as the NHS Constitution is intended to be a succinct and enduring 
document, the details of codes are more appropriately set out in the Handbook to 
the NHS Constitution rather than the Constitution. 
 
The Constitution already includes a duty for staff ‘to accept professional 
accountability and maintain the standards of professional practice as set by the 
appropriate regulatory body applicable to your profession or role’. The handbook, 
which provides more detailed guidance on each of the rights, pledges and 
responsibilities included in the Constitution, sets out the relevant professional bodies 
but does not currently reference the relevant codes of these bodies nor any 
managerial codes. 
 
When the Constitution is next updated, the Department of Health will consider 
how best to reflect in the Handbook the codes of conduct including the relevant 
professional and managerial codes, by which NHS staff are bound at that time. 
 

 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC. These are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

  

10 The NHS Constitution  should incorporate  an 
expectation  that staff will follow guidance and 
comply with standards relevant to their work, 
such as those produced by the National 
Institute for Health and Clinical Excellence and, 
where relevant, the Care Quality Commission, 
subject to any more specific requirements of 
their employers. 

 

Accepted in principle. 
 
The NHS Constitution already sets out a legal duty for staff to ‘accept professional 
accountability and maintain the standards of professional practice as set by the 
appropriate regulatory body applicable to your profession or role’. This includes 
having regard to the relevant guidance or regulations of their regulatory bodies, and 
applies to staff in regulated professions. However, the Constitution does not include 
an expectation that all staff (whether in a regulated profession or not) should follow 
guidance and standards relevant to their work, nor does the existing provision in the 
Constitution encompass standards and guidance produced by non-regulatory 
organisations to which staff may be expected to have regard. 
 
When the Constitution is next updated, the Department of Health will therefore 
consult on how best to reflect an expectation that staff will have regard to 
guidance, standards and codes that are relevant to their role. The Department will 
also consider how to reflect this issue in the Handbook to the NHS Constitution. 
 
 

 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC. These are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

 
 
 
 

11 Healthcare professionals should be prepared to 
contribute to the development of, and comply 
with, standard procedures in the areas in which 
they work. Their managers need to ensure that 
their employees comply with these 
requirements. Staff members affected by 
professional disagreement about procedures 
must be required to take the necessary 
corrective action, working with their medical or 
nursing director or line manager within the 
trust, with external support where necessary. 
Professional bodies should work on devising 
evidence-based standard procedures for as 
many interventions and pathways as possible. 

 

Accepted. 
 
Where there is good evidence that standardised procedures minimise risk and 
promote safer care, then it is the responsibility of healthcare staff to comply with 
these. 
 
The Department of Health is drawing up a new set of fundamental standards of care 
that will sit within the legal requirements that providers of health and adult social care 
must meet to be registered with the Care Quality Commission. Fundamentals of care 
will be set out in regulations, supplemented by guidance about compliance developed 
by the Care Quality Commission, and will also signpost guidance produced by the 
National Institute for Health and Care Excellence and others. Many of the fundamental 
standards of care will include human rights dimensions, for example, they will (subject 
to Parliamentary approval) confer on providers a duty to, among other things, treat 
people with dignity and respect, protect them from abuse, involve them in their care, 

The Government has passed legislation that will put in place new fundamental 
standards as requirements for registration with the Care Quality Commission. 
These fundamental standards set the level below which care must not fall. 
Where providers fail to meet these standards the Care Quality Commission will 
be able to use its enforcement powers to protect patients and service users from 
the risks of poor care – including prosecuting providers where a failure to meet a 
fundamental standard results in avoidable harm to a patient or service user, or a 
significant risk of such harm. 
 
 
The fundamental standards will come into force for all providers registered with 
the Care Quality Commission in April 2015. Two new regulations introducing a 
duty of candour for NHS bodies and a fit and proper person requirement for 
directors of NHS bodies came into force in November 2014. 
 

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170649/Handbook_to_the_NHS_Constitution.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170649/Handbook_to_the_NHS_Constitution.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170649/Handbook_to_the_NHS_Constitution.pdf


 and look after their care and welfare. The fact that fundamental standards of care will 
cover issues also protected by human rights mean that patients and other service 
users will have additional protection to that which already exists under the Human 
Rights Act 1998 and equality legislation. 
 
NHS England has agreed with the National Institute for Health and Care Excellence 
that the Inquiry’s concept of enhanced standards will be in the form of the existing 
quality standards, which are developed by National Institute for Health and Care 
Excellence and endorsed by NHS England. Commissioners will be expected to 
ensure compliance with these. 
 
In terms of input by professional bodies, the Academy of Royal Medical Colleges 
and Faculties have always taken an active leadership role in setting clinical 
service delivery standards. The Academy of Royal Medical Colleges and 
Faculties is working with the Care Quality Commission and the National Institute 
for Health and Care Excellence on how professional bodies will contribute to the 
development of standards and compliance measures and through this work, the 
Academy of Royal Medical Colleges and Faculties will make a significant 
contribution to consistency of patient experience, patient safety and clinical 
efficiency. 
 

 

In July 2014, Care Quality Commission consulted providers, health care 
professionals and other key stakeholders on proposed guidance on meeting the 
new regulations. The Care Quality Commission has published final guidance on 
how organisations may comply with the duty of candour and the fit and proper 
person requirement for NHS bodies which came into force in November 2014. 
 
The Care Quality Commission has also recently published a series of provider 
handbooks. These will sit alongside the guidance on the regulations and 
describe the end to end inspection process, including how the Care Quality 
Commission will judge what good quality care looks like and how the Care 
Quality Commission will rate providers. The handbooks cover hospitals, 
specialist mental health services, community health services, adult social care, 
and GP and out of hours services. 
 
The Care Quality Commission has been working with healthcare professionals 
including the Royal Colleges and their faculties, as well as providers, the public 
and other stakeholders throughout the development of its new regulatory 
approach. This has included: 
 

• engagement in the development of the Care Quality Commission’ s new 
approach to monitoring, inspecting and rating services and guidance on 
new regulations and enforcement powers;  

 
• identification of healthcare professionals to participate in the Care Quality 

Commission’s inspections;  
 

• support for the Care Quality Commission’s work on the use of clinical 
service accreditation schemes;  
 

• commitment to working together through the development of memoranda 
of understanding, joint working statements and information sharing 
agreements. 

 
12 Reporting of incidents of concern relevant to 

patient safety, compliance with fundamental 
standards or some higher requirement of the 
employer needs to be not only encouraged but 
insisted upon. Staff are entitled to receive 
feedback in relation to any report they make, 
including information about any action taken 
or reasons for not acting. 

 

Accepted. 
 

The Government agreed in its response to the Inquiry, Patients First and Foremost, 
that clear accountability for Trust Boards is essential so that they understand their 
responsibilities to patients. This includes a regard to patient safety and fundamental 
standards. 

 
The Care Quality Commission will develop and inspect against the fundamental 
standards, of which patient safety will be an essential component. NHS England is 
committed to working with the Care Quality Commission on developing a shared 
and agreed approach to measuring safety in the NHS (both for regulatory and 
improvement purposes) and is actively in discussion with the Care Quality 
Commission on the patient safety measures, including incident reporting, best 
suited for use in their surveillance model and how NHS England can contribute to 
this. 

 
‘Patient safety incidents reported’ is also one of the overarching indicators in Domain 5 
of the NHS Outcomes Framework and describes the readiness of the NHS to report 
harm and learn from it. Therefore, it is important that staff receive feedback on any 
concerns they raise about patient safety including via local incident reporting systems. 
At a national level, NHS England will re-commission the National Reporting and 
Learning System to improve its functionality, users and benefits. This will also aim to 
strengthen reporting and learning from the most serious incidents, with quicker 
notification and feedback of the relevant lessons learnt, and with more efficient 
mechanisms for distributing incident reports to relevant organisations, such as clinical 
commissioning groups, the Care Quality Commission, Monitor, the National Trust 
Development Authority and the Medicines and Healthcare products Regulatory 

Patient safety incident reporting is a key part of patient safety improvement. 
Patient safety incident reporting to the National Reporting and Learning System 
continues to increase year on year. Data published in April 2014 showed that in 
the six months from April 2013 to September 2013, 725,314 incidents in England 
were reported to the National Reporting and Learning System, 8.9% more than 
in the same period in the previous year. 
 
On 24 June, NHS England published the results of a new indicator on the NHS 
Choices website, rating NHS hospitals for their incident reporting. A good 
reporting culture in an organisation means that the organisation reports patient 
safety incidents frequently, reports the more serious incidents that occur but also 
reports many incidents involving low and no harm to patients, because its staff 
understand that by reporting even these less serious incidents, the organisation 
can learn and improve. A good reporting culture is also indicated by the staff of a 
hospital saying they think the organisation has fair and effective procedures 
when incidents are reported. These aspects of incident reporting have been 
combined from existing data sources, including the Care Quality Commission 
Intelligent Monitoring data, to give a composite rating for each acute hospital’s 
reporting culture. The rating does not describe whether a hospital is safe, but 
does provide patients with authoritative and easy to access information on how 
well developed the organisation’s patient safety incident reporting culture is and 
will encourage organisations to improve their reporting culture. 
 
Work to re-commission the National Reporting and Learning System has been 
progressed by NHS England with the development of a long list of options for the 
new system based on input from a wide range of stakeholders and experts. The 
options are now being appraised in terms of technical feasibility, deliverability 
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Agency. 
 

 

and operational impact and will be utilised to support the strategic business 
case. The procurement of the new system will then progress in the 2015/16 
financial year, subject to approvals. 
 
The Care Quality Commission is giving greater prominence to safety alerts in its 
revised surveillance model. The Care Quality Commission’s NHS acute 
Intelligent Monitoring system includes a composite indicator around completion 
of safety alerts which contributes to providers’ risk scores. Discussions are taking 
place as to whether this can be implemented for the other sectors the Care 
Quality Commission regulates.  
 
Providers are expected to retain accountability for implementing patient safety 
alerts while demonstrating safety improvement and learning in order to give 
safety alerts more prominence in the inspection model. 

  
13 Standards should be divided into: 

 
• Fundamental standards of minimum safety and 

quality – in respect of which non-compliance 
should not be tolerated. Failures leading to 
death or serious harm should remain offences 
for which prosecutions can be brought against 
organisations. There should be a defined set of 
duties to maintain and operate an effective 
system to ensure compliance. 

 
• Enhance quality standards – such standards 

could set requirements higher than the 
fundamental standards but be discretionary  
matters for commissioning and subject to 
availability of resources; 

 
• Developmental standards which set out longer 

term goals for providers – these would focus on 
improvements in effectiveness and are more 
likely to be the focus of commissioners and 
progressive provider leadership than the 
regulator. 

 
• All such standards would require regular review 

and modification. 
 

Accepted. 
 
The Department of Health, the National Institute for Health and Care Excellence, NHS 
England and the Care Quality Commission are working on a new framework of 
standards. New regulations setting out fundamental standards of care will come into 
effect during 2014, and will apply to all providers of health and social care required to 
register with the Care Quality Commission. Through its Chief Inspectors, the Care 
Quality Commission is engaging with providers, professionals and the public on what 
guidance it should publish on complying with these regulations and how they should 
relate to the Care Quality Commission’s broader assessments of the quality of health 
and care services. 
 
In Patients First and Foremost the Government confirmed that the Care Quality 
Commission would work with stakeholders to draw up a set of simpler fundamental 
standards that would make explicit the basic standards, and set a clear bar below 
which care should never fall. In June 2013, the Care Quality Commission issued  
A new start – Consultation on changes to the way CQC regulates, inspects and 
monitors care.This document started the public discussion on what the fundamental 
standards of care should be. On 17 October 2013, the Care Quality Commission 
published the responses to the consultation in A new start: Responses to our 
consultation on changes to the way the Care Quality Commission regulates, 
inspects and monitors care services, which showed that there is broad agreement 
with the new approach. The Department will consult shortly on the draft regulations; 
these will set in legislation the fundamental standards of care as outcomes that 
providers must meet. The final set of standards is likely to cover areas such as: care 
and safety of patients and service users; abuse, including neglect; respecting and 
involving service users; nutrition; consent; governance; cleanliness and safety of 
premises and equipment; staffing; fitness of directors; and duty of candour. 
 
The Care Quality Commission will issue succinct guidance on meeting the 
regulations’ requirements, which it will take into account when considering 
prosecutions. This guidance will sit alongside the broader handbook that the Care 
Quality Commission will issue on how it decides ratings of providers and services. 
 
The fundamental standards of care will be part of the regulatory system in their 
own right, alongside the Care Quality Commission’s broader assessments of the 
overall quality of a provider’s services. This will start initially in the hospital sector, 
but also alongside new Chief Inspectors of General Practice and Adult Social 
Care, who will extend and develop the approach for their respective sectors over 
time. The Care Quality Commission will keep guidance for their sectors under 
review and will advise Ministers if changes to the regulations are needed. 
 

The National Institute for Health and Care Excellence has an existing programme of 
production of quality standards that define what high quality care should look like in a 
defined care or service area. Topics in healthcare are referred by NHS England to the 

The National Institute for Health and Care Excellence has introduced developmental 
statements in its quality standards where appropriate.  Between June and 
September 2014 it published NICE quality standards - the process guide a 
consultation on its updated quality standards process guide which made detailed 
proposals for how developmental statements would be identified and produced.  
 
The Government has passed legislation that will put in place new fundamental 
standards as requirements for registration with the Care Quality Commission. 
These fundamental standards set a minimum level below which care must not 
fall. Where providers fail to meet these standards the Care Quality Commission 
will be able to use its enforcement powers to protect patients and service users 
from the risks of poor care – including prosecuting providers where a failure to 
meet a fundamental standard results in avoidable harm to a patient or service 
user, or a significant risk of such harm. 
 
The fundamental standards will come into force for all providers registered with 
the Care Quality Commission in April 2015.   Two new regulations introducing a 
duty of candour for NHS bodies and a fit and proper person requirement for 
directors of NHS bodies came in to force in November 2014.The Care Quality 
Commission published guidance for providers on the duty of candour for NHS 
bodies and the fit and proper person requirement for directors of NHS bodies 
regulations to help providers meet the requirements of the regulations.    
 
The Care Quality Commission has also recently published a series of provider 
handbooks. These will sit alongside the guidance on the regulations and 
describe the end to end inspection process, including how the Care Quality 
Commission will judge what good quality care looks like and how the Care 
Quality Commission will rate providers. The handbooks cover hospitals, 
specialist mental health services, community health services, adult social care, 
and GP and out of hours services. 
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National Institute for Health and Care Excellence, and the National Institute for Health 
and Care Excellence provides guidance for commissioners to help them to 
commission for quality improvement within these areas. Enhanced quality standards 
are set out for commissioners in the National Institute for Health and Care Excellence 
quality standards, which in future will also specify developmental standards.  
 

 
14  

In addition to the fundamental standards of 
service, the regulations should include 
generic requirements for a governance 
system designed to ensure compliance 
with fundamental standards, and the 
provision and publication of accurate 
information about compliance with the 
fundamental and enhanced standards. 

 

Accepted in principle. 
 
The Department of Health will consult on regulations which introduce fundamental 
standards of care and a clearer focus on governance arrangements for complying 
with them. These will be reflected in the Care Quality Commission’s new approach 
to inspection. The Care Quality Commission has powers to access any information 
that it deems necessary to carry out its functions, and through its checks on 
governance (including information governance), can assure that hospitals provide it 
with accurate information on how they are providing care that is safe, effective, 
caring, responsive and well-led. However, in order that the public can find 
information in one place, it is the Care Quality Commission rather than each 
provider that should publish information about providers’ performance, which it will 
do via ratings. Placing this information with the Care Quality Commission will allow 
the public to make informed comparisons and decisions about the care provider 
they choose. The Care Quality Commission’s ratings will report on overall quality, 
which will be broader than fundamental and enhanced standards. 
 
The Care Quality Commission consulted over summer 2013 on what should be 
considered fundamental standards of care. The Department will consult on 
regulations which will set these fundamental standards in legislation. The final set of 
standards is likely to cover areas such as: care and safety of patients and service 
users; abuse, including neglect; respecting and involving service users; nutrition; 
consent; governance; cleanliness and safety of premises and equipment; staffing; 
fitness of directors; and duty of candour. In parallel with the Department’s 
consultation on the regulations, the Care Quality Commission will consult on 
statutory guidance that it will take into account in enforcement, including 
prosecution, and issue a handbook to provide clarity on how it awards ratings. The 
regulations should come into force during 2014 and will also streamline and make 
clearer other requirements on providers, including governance arrangements for 
complying with fundamental standards. 
 
The Care Quality Commission started implementing its new approach to hospital 
inspection in September 2013. The approach is based around judging five 
dimensions of quality, one of which is how well-led a service is. This includes the 
governance and leadership of culture of the service. In December 2013 the Care 
Quality Commission will set out information in more detail in guidance, so that there 
is transparency in how it will rate acute hospitals. This will build on the proposals  in 
A new start – Consultation on changes to the way CQC regulates, inspects and 
monitors care by providing more detail on: 
 
• what the five questions that the Care Quality Commission inspects* will 
cover 
 
• the definition of each level of the rating scale (outstanding, good, requires 
improvement inadequate) 
 
• key lines of enquiry that will always be followed to ensure consistent ratings 
 
• indicators and data that contribute to the rating, and any methods or rules 
for aggregating them 
 
• how judgements are made from inspection findings and data, to place a 
provider in a ratings band. 

New Fundamental Standards regulations come into force for all providers of 
health and social care in April 2015. 
The fundamental standards are: 
 

• care and treatment must be appropriate and reflect service users’ needs 
and preferences. 

• service users must be treated with dignity and respect. 
• care and treatment must only be provided with consent. 
• care and treatment must be provided in a safe way. 
• service users must be protected from abuse and improper treatment. 
• service users’ nutritional and hydration needs must be met. 
• all premises and equipment used must be clean, secure, suitable and 

used properly. 
• complaints must be appropriately investigated and appropriate action 

taken in response. 
• systems and processes must be established to ensure compliance with 

the fundamental standards (good governance). 
• sufficient numbers of suitably qualified, competent, skilled and 

experienced staff must be deployed. 
• persons employed must be of good character, have the necessary 

qualifications, skills and experience, and be able to perform the work for 
which they are employed. 

• A health service body must act in an open and transparent way with 
relevant persons in relation to care and treatment provided to service 
users in carrying on a regulated activity (Duty of Candour).  
 

Under the leadership of the Chief Inspector of Hospitals, the Care Quality 
Commission started piloting its new inspection model in 18 acute trusts in 
September 2013.  A summary of the findings from these inspections was 
published by March 2014.  Since April 2014 all acute NHS trusts inspections 
have used the new methodology. By December 2015, the Care Quality 
Commission will have inspected all NHS Hospitals using its new methodology.  
 
In January 2014, the Care Quality Commission began testing its new inspection 
model in mental health, community services and NHS general practice out of 
hour’s services.  In April 2014, the first new-style inspections started in 200 
general practices and in adult social care.  Between April and June 2014, the 
Care Quality Commission consulted on how it planned to change the way it 
regulates, inspects and rate care services. The resulting changes come into 
effect in April 2015 and consultation handbooks were issued for the seven types 
of provider: acute, mental health and community hospitals; NHS GP and out of 
hours services; residential, community and hospice adult social care services. 
The handbooks set out for each type of provider:  
 

• what the Care Quality Commission look at on an inspection. 
• how the Care Quality Commission judge what 'good' care looks like. 
• how the Care Quality Commission rate care services to help people judge 

and choose care if they want to. 
• how the Care Quality Commission use information to help decide when 

and where to inspect. 
 

From April 2014, the Care Quality Commission began rating hospitals’ quality of 
care in bands ranging from outstanding to inadequate.  The full roll out of ratings 
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New Chief Inspectors of General Practice and Adult Social Care took up post at the 
Care Quality Commission in October 2013. They will spearhead the extension and 
development of the new inspection approach that has started in hospitals, to their 
respective sectors, and together will ensure that the Care Quality Commission is 
providing assurance that health and adult social care services join up seamlessly 
from the perspective of people who use services. The Deputy Chief Inspector of 
Mental Health will report to the Chief Inspector of Hospitals on how this applies to 
mental health services. 
 
*Is the service safe? Is the service effective? Is the service caring? Is the service 
responsive? Is the service well-led? 
 
 

for hospitals, and ratings for social care and GPs began to be used from October 
2014. Ratings give patients and the public a fair, balanced and easy to 
understand assessment of how well a provider is performing.   
  

15 All the required elements of governance 
should be brought together into one 
comprehensive standard. This should 
require not only evidence of a working 
system but also a demonstration that it is 
being used to good effect. 

 
 

Accepted in principle. 
 
The Department of Health will consult on new regulations which introduce 
fundamental standards of care and a clearer focus on governance arrangements for 
complying with them. The Care Quality Commission will consult on and issue 
guidance for providers, which will cover all elements of governance covered by the 
new regulations. Subject to consultation and Parliament, the regulations will be put in 
place during 2014 and then implemented progressively in all sectors. 
 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care. This set out 
proposals to assess providers and services with regard to five key questions, one of 
which is whether the service is well-led. Being well-led particularly concerns the 
culture, leadership and governance of the service and the provider. On 17 October 
2013, the Care Quality Commission published the responses to the consultation in 
A new start: Responses  to our consultation on changes to the way the Care 
Quality Commission regulates, inspects  and monitors care services, which 
showed that there is broad agreement with the new approach. 
 
The Care Quality Commission has introduced a new approach to inspection, 
including making judgements on five dimensions of quality*, one of which is how 
well-led a service is. This includes the effectiveness and existence of governance 
systems. The Care Quality Commission is working with Monitor, the NHS Trust 
Development Authority and NHS England to ensure that there is a single, 
coherent approach to oversight of governance. This will result in a single aligned 
framework for monitoring governance, coherent across all the elements of 
governance which are covered variously by the Care Quality Commission, NHS 
Trust Development Authority, Monitor or NHS England’s areas of responsibility. 
 

*Is the service safe? Is the service effective? Is the service caring? Is the service 
responsive to people? Is the service well-led? 

 
 

Between January and April 2014, the Department of Health consulted on new 
Fundamental Standards regulations.  These have been approved by Parliament 
and will come into force for all providers of health and social care in April 2015. 
The consultation response was published in July 2014. 
 
To meet the fundamental standard for good governance, providers must have 
oversight of planning, delivery and monitoring of all care and treatment. It must 
know what action is taken to mitigate risks to the quality and safety of care and 
treatment, and what action is taken in response to issues raised by monitoring 
activities. This includes ensuring that it has access to all relevant information 
about its service(s), including information about the experience of service users 
and others. The provider must also take timely and appropriate corrective action 
where there is a risk of a regulatory breach occurring, or where a regulatory 
breach has occurred. Additionally, the provider must securely maintain 
appropriate and accurate records as follows:  
 
• Records about all aspects of the care and treatment of each service user.  
• Relevant records about persons it employs for designing and delivering care 
and treatment.  
• Any other records which may be appropriate for managing the carrying on of 
regulated activities.  
 
The provider must also continually evaluate and make improvements to the 
systems and processes that are used to achieve the above.  
Information on the new inspection model programme and the Care Quality 
Commission consultation is given under recommendation 14. 
 

 

16 The Government, through regulation, but after 
so far as possible achieving consensus 
between the public and professional 
representatives, should provide for the 
fundamental standards which should define 
outcomes for patients that must be avoided. 
These should be limited to those matters that it 
is universally accepted should be avoided for 
individual patients who are accepted for 
treatment by a healthcare provider. 

 

Accepted. 
 
The Department of Health will shortly consult on new regulations that will provide 
for fundamental standards of care. The final set of standards is likely to cover 
areas such as: care and safety of patients and service users; abuse, including 
neglect; respecting and involving service users; nutrition; consent; governance; 
cleanliness and safety of premises and equipment; staffing; fitness of directors; 
and duty of candour. The consultation will include engagement events with 
professionals and the public to ensure that a wide a spectrum of views is 
collected. Subject to Parliament, these will come into force during 2014. 
 
In Patients First and Foremost  the Government confirmed that the Care Quality 
Commission would work with stakeholders to draw up a set of simpler fundamental 

Between January and April 2014, the Department of Health consulted on new 
fundamental standards regulations.  The Care Act 2014 received Royal Assent 
in May 2014 and these will come into force for all providers of health and social 
care in April 2015.  The consultation response was published in July 2014. 
 
New Fundamental Standards regulations come into force for all providers of 
health and social care in April 2015.The fundamental standards are: 
 

• care and treatment must be appropriate and reflect service users’ needs 
and preferences. 

• service users must be treated with dignity and respect. 
• care and treatment must only be provided with consent. 
• care and treatment must be provided in a safe way. 
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standards to make explicit the basic standards and set a clear bar below which care 
should never fall. In June 2013, the Care Quality Commission issued A new start – 
Consultation on changes to the way CQC regulates, inspects and monitors care. 
This document started the public discussion on what the fundamental standards of 
care should be. The consultation engaged 5,154 individuals and 4,500 organisations, 
plus 41 consultation events. Respondees included the medical and nursing Royal 
Colleges and the Nursing and Midwifery Council. The professional bodies were also 
part of a stakeholder advisory group with the Care Quality Commission. On 17 
October 2013, the Care Quality Commission published the responses to the 
consultation in A new start: Responses to our consultation on changes to the way 
the Care Quality Commission regulates, inspects  and monitors care services,  
which showed that there is broad agreement with the new approach. The 
Department is using the responses to this consultation to develop its new draft 
regulations. 
 

Through the Chief Inspector of Hospitals, the Care Quality Commission will consult 
on guidance for hospital providers on how they should comply with the 
requirements in the regulations. In December 2013 the Care Quality Commission 
will set out information in more detail in guidance, so that there is transparency in 
how it will rate acute hospitals. This will build on the proposals in A new start by 
providing more detail on: 
 
• what the five questions that the Care Quality Commission inspects* will cover 

 
• the definition of each level of the rating scale (outstanding, good, requires 

improvement inadequate) 
 
• key lines of enquiry that will always be followed to ensure consistent ratings 

 
• indicators and data that contribute to the rating, and any methods or rules for 

aggregating them 
 
• how judgements are made from inspection findings and data, to place a 

provider in a ratings band. 
 
While the focus is on hospital services in the first instance, new Chief Inspectors of 
General Practice and Adult Social Care, who took up post in the Care Quality 
Commission in October 2013, will extend and develop guidance on the regulations for 
providers in their respective sectors. The Deputy Chief Inspector of Mental Health will 
report to the Chief Inspector of Hospitals on how this applies to mental health 
services. Together they will ensure that the Care Quality Commission is providing 
assurance that health and adult social care services join up seamlessly from the 
perspective of people who use services. 

 
*Is the service safe? Is the service effective? Is the service caring? Is the service 
responsive? Is the service well-led? 
 

• service users must be protected from abuse and improper treatment. 
• service users’ nutritional and hydration needs must be met. 
• all premises and equipment used must be clean, secure, suitable and 

used properly. 
• complaints must be appropriately investigated and appropriate action 

taken in response. 
• systems and processes must be established to ensure compliance with 

the fundamental standards (good governance). 
• sufficient numbers of suitably qualified, competent, skilled and 

experienced staff must be deployed. 
• persons employed must be of good character, have the necessary 

qualifications, skills and experience, and be able to perform the work for 
which they are employed. 

• A health service body must act in an open and transparent way with 
relevant persons in relation to care and treatment provided to service 
users in carrying on a regulated activity (Duty of Candour).  

 
In July 2014, the Care Quality Commission published a consultation on guidance 
for providers meeting the fundamental standards and on the Care Quality 
Commission’s enforcement powers. The consultation closed on 17 October 
2014. The Care Quality Commission is considering the responses and will 
publish its new guidance prior to April 2015. 
 
To meet the fundamental standard for good governance, providers must have 
oversight of planning, delivery and monitoring of all care and treatment. It must 
know what action is taken to mitigate risks to the quality and safety of care and 
treatment, and what action is taken in response to issues raised by monitoring 
activities. This includes ensuring that it has access to all relevant information 
about its service(s), including information about the experience of service users 
and others. The provider must also take timely and appropriate corrective action 
where there is a risk of a regulatory breach occurring, or where a regulatory 
breach has occurred. Additionally, the provider must securely maintain 
appropriate and accurate records as follows:  
 
• Records about all aspects of the care and treatment of each service user.  
 
• Relevant records about persons it employs for designing and delivering care 
and treatment.  
 
• Any other records which may be appropriate for managing the carrying on of 
regulated activities.  
 
The provider must also continually evaluate and make improvements to the 
systems and processes that are used to achieve the above.  
The three Chief Inspectors will use the insights of people who use services to 
guide, inform and influence the inspection process and the judgements that 
come out of it. Information on the new inspection model programme and the 
Care Quality Commission consultation are given under recommendation 14. 
 
From April 2014, the Care Quality Commission began rating hospitals’ quality of 
care in bands ranging from outstanding to inadequate.  The full roll out of ratings 
for hospitals, and ratings for social care and GPs began to be used from October 
2014. Ratings give patients and the public a fair, balanced and easy to 
understand assessment of how well a provider is performing.  Ratings will give 
patients and the public a fair, balanced and easy to understand assessment of 
how well a provider is performing.   
 
 

17 The NHS Commissioning Board together 
with clinical commissioning groups should 

Accepted in principle. 
 

The National Institute for Health and Care Excellence has introduced 
developmental statements in its quality standards where appropriate.  Between 
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devise enhanced quality standards designed 
to drive improvement in the health service. 
Failure to comply with such standards 
should be a matter for performance 
management by commissioners rather than 
the regulator, although the latter should be 
charged with enforcing the provision by 
providers of accurate information about 
compliance to the public. 

 

NHS England and clinical commissioning groups will have regard to enhanced 
quality standards in the way they commission services, and the Care Quality 
Commission will use them to inform their ratings of providers. 
 
NHS England will work with clinical commissioning groups to use enhanced quality 
standards to drive improvements in the health service. NHS England has agreed 
with the National Institute for Health and Care Excellence that the concept of 
enhanced standards is represented by the existing quality standards, developed by 
National Institute for Health and Care Excellence and endorsed by NHS England. 
Compliance with these standards should indeed be a matter for commissioners 
rather than the regulator. NHS England is currently required in legislation to have 
regard to quality standards, and clinical commissioning groups are required to do 
the same through NHS England’s planning guidance. 
 
The Care Quality Commission will use enhanced quality standards to inform its 
quality ratings of providers. In line with recommendation 13, where there are 
emergent evidence-based technologies with the potential to drive widespread 
improvements, the National Institute for Health and Care Excellence will also include 
developmental standards within quality standards. 
 
As outlined in the response to recommendation 249, providers are required to 
publish a Quality Account each year, providing accurate information on their 
performance in relation to quality standards. NHS England will review Quality 
Accounts before the 2014–15 cycle to ensure that they give patients appropriate 
information on the services they use, and that they add value to the quality 
assurance infrastructure used by trusts, local and national organisations. 
 

June and September 2014 it published the National Institute for Health and Care 
Excellence quality standards - the process guide, a consultation on its updated 
quality standards process guide which made detailed proposals for how 
developmental statements would be identified and produced.  
 
The Care Quality Commission and Monitor work together to assess the capability 
of a Foundation Trust and/or its leadership to ensure safe and quality care. 
Monitor makes this assessment from the Board down, the Care Quality 
Commission from the ward up. The Care Quality Commission and Monitor have 
a new single, overarching framework for judging whether or not an organisation 
and/or service are well-led. The Care Quality Commission and Monitor use the 
framework to help inform their assessments and inspections. 
 
The framework is used during the routine inspection of Foundation Trusts where 
the Care Quality Commission requests information from Monitor in preparation 
for an inspection. The Care Quality Commission’s inspection provides a 
judgement on the quality of services and Monitor will then take action where 
necessary to support improvement. The Chief Inspector of Hospitals can also 
recommend that a Foundation Trust be put in special measures. As part of this, 
Monitor provides intensive support, including appointing an Improvement 
Director. The Care Quality Commission will then re-inspect and recommend 
whether the Foundation Trust should be kept in, or taken out of, special 
measures. 
 
For example in July 2013, after the Care Quality Commission inspection 
identified significant concerns about the quality of care, the Chief Inspector of 
Hospitals recommended that North Lincolnshire & Goole NHS Foundation Trust 
be placed in special measures. Monitor initially used its powers to agree a 
programme of work with the Foundation Trust to address issues in governance, 
clinical effectiveness, patient safety and experience. Monitor subsequently 
oversaw the Foundation Trust’s delivery of this programme, resulting in the 
quality issues being addressed. Following a recommendation from the Chief 
Inspector, the Foundation Trust was removed from special measures in July 
2014.   
 
The Care Quality Commission, Monitor and the NHS Trust Development 
Authority have jointly developed and published guidance on how the special 
measures programme worked for NHS trusts and Foundation Trusts. The Care 
Quality Commission and Monitor have also published a joint working agreement 
document setting out how they will work together.  
 
A review of Quality Accounts has taken place in 2013/14 and engaged 180 
stakeholders, including patients, carers, service providers, Healthwatch, NHS 
England, NHS Trust Development Authority, Care Quality Commission and 
Monitor.  As a result of this review, there is now an area on NHS Choices 
providing presentational guidance and as part of the review, it was 
recommended this should be further developed to include guidance about 
publishing data in a more patient friendly way. This will be further developed in 
2014/15. The Quality Accounts review also identified the need to provide local 
Healthwatch organisations with guidance on how to effectively challenge local 
Quality Accounts. This is being taken forward by NHS England and Healthwatch 
with a view that this will help to inform the approach Healthwatch take to 
commenting on Quality Accounts in 2014/15. 
 
 

18 It is essential that professional bodies in 
which doctors and nurses have confidence 
are fully involved in the formulation and in 
the means of measuring compliance. 

 

Accepted. 
 
The Care Quality Commission is taking steps to ensure that stakeholders, 
particularly including professional bodies, are fully involved in designing and 
developing its new approach to inspection. The Care Quality Commission’s new 

 
All of the Care Quality Commission’s new style inspections involve healthcare 
professionals as part of the inspection teams, according to their areas of 
specialism and training and depending on the service being inspected. In 
addition to this many of the Care Quality Commission’s inspectors themselves 
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approach to inspecting hospitals involves large teams of specialists as well as 
patient experts. The Care Quality Commission is working with medical and nursing 
Royal Colleges to resource the inspection teams. These teams give professionals a 
key role in how a hospital’s quality of care is assessed. 
 
The Care Quality Commission has consulted extensively on its new approach to 
inspection. The consultation engaged 5,154 individuals and 4,500 organisations, 
plus 41 consultation events. Professional bodies, and individual professionals, have 
been prominent contributors to these. On 17 October 2013, the Care Quality 
Commission published the responses to the consultation in, A new start: 
Responses to our consultation on changes to the way the Care Quality Commission 
regulates, inspects and monitors care services  which showed that there is broad 
agreement with the new approach. 
 
The Care Quality Commission is undertaking further work to deepen the 
engagement of professional bodies in developing its new approach, and in 
particular medical, nursing and midwifery Royal Colleges. Memoranda of 
understanding are in development with all of these bodies, covering collaboration in: 
 
•resourcing inspection teams;  
 
•developing standards and expectations of ‘what good looks like’ in different 
services; and 
 
•recognising accreditation schemes where that can encourage achievement of best 
practice standards and avoid duplicated inspection.  
 

come from specialist health backgrounds and are working in the sector in which 
they trained. For example, the Care Quality Commission inspectors who are 
clinical scientists and radiographers by training inspect radiology facilities and 
departments, both as individual inspections and as part of broader hospital 
inspections, providing specialist insight. The Care Quality Commission’s Chief 
Inspectors of Hospitals, Adult Social Care and General Practice themselves 
have significant experience and expertise in their sectors, as well as a number of 
their Deputy Chief Inspectors.  
  
The Care Quality Commission has been working with healthcare professionals 
including the Royal Colleges and their faculties, as well as providers, the public 
and other stakeholders throughout the development of its new regulatory 
approach. This has included: 
 

• Engagement in the development of the Care Quality Commission’s new 
approach to monitoring, inspecting and rating services and guidance on 
new regulations and enforcement powers  

 
• Identification of healthcare professionals to participate in the Care Quality 

Commission’s inspections  
 

• Support for the Care Quality Commission’s work on the use of clinical 
service accreditation schemes  
 

• Commitment to working together through the development of memoranda 
of understanding, joint working statements and information sharing 
agreements 

 
Joint agreements 

The Care Quality Commission works with strategic partner organisations 
including healthcare professional bodies in the development and delivery of its 
regulatory activity. These partnerships are underpinned by the development of 
joint agreements which set out: 

• clear expectations and objectives for the relationships  
• a framework for information exchange and operational working  
• clear evaluation criteria  
• a public signal of intent to work together  

19 There should be a single regulator dealing with 
both corporate governance, financial 
competence, viability and compliance with 
patient safety and quality standards for all 
trusts. 

 

Not accepted, although we agree with the principle of a single regulatory process. 
 
We agree with the principle that there should be a single regulatory process with 
clearly defined responsibilities across governance, finance and compliance with 
safety and quality standards. It is important that the system is able to identify and 
act quickly where there are potential risks to service users and, in ensuring this, that 
there are clear roles and responsibilities for all those involved in that process. 
 
In Patients First and Foremost (2013) we stated that the Care Quality Commission, 
Monitor and the NHS Trust Development Authority would establish a single failure 
regime that would further clarify the separate functions of the Care Quality 
Commission and Monitor across health and social care. This will ensure that the 
role of inspecting Trusts is kept clearly separate from the responsibility for the 
turnaround of failing organisations, and there can be no conflict of interest in 
assessing quality. It also allows us to address, more fully, the Inquiry’s concerns 
regarding the potential impact on the whole system of rapid changes to the quality 
regulator. 
 
The Care Bill lays the framework for a simple, flexible process for tackling quality 
failures in NHS Trusts and Foundation Trusts. It will remain the primary 

The Care Quality Commission and Monitor work together to assess the capability 
of a Foundation Trust and/or its leadership to ensure safe and quality care. 
Monitor makes this assessment from the Board down, the Care Quality 
Commission from the ward up. The Care Quality Commission and Monitor have 
a new single, overarching framework for judging whether or not an organisation 
and/or service are well-led. The Care Quality Commission and Monitor use the 
framework to help inform their assessments and inspections. 
 
The framework is used during the routine inspection of Foundation Trusts where 
the Care Quality Commission requests information from Monitor in preparation 
for an inspection. The Care Quality Commission’s inspection provides a 
judgement on the quality of services and Monitor will then take action where 
necessary to support improvement. The Chief Inspector of Hospitals can also 
recommend that a Foundation Trust be put in special measures. As part of this, 
Monitor provides intensive support, including appointing an Improvement 
Director. The Care Quality Commission will then re-inspect and recommend 
whether the Foundation Trust should be kept in, or taken out of, special 
measures. 
 
For example in July 2013, after the Care Quality Commission inspection 
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responsibility of the board of a Trust, working with their commissioners, to ensure 
the provision of good quality care. 
 
The Care Quality Commission will not exercise its enforcement powers, beyond 
issuing a new warning notice outlined in the Care Bill, in respect to Trusts unless 
patients and service users are at immediate risk of harm, in which case it will be 
able to act immediately. Where intervention is required it will be the role of Monitor 
(for Foundation Trusts) and the NHS Trust Development Authority (for NHS trusts) 
to take action. Ultimately, if it proves impossible for an NHS Trust or Foundation 
Trust to turn their performance around, the organisation may be placed into Trust 
special administration on quality grounds. Special administration will provide a 
framework for determining how best to secure a comprehensive range of high 
quality services that are both financially and clinically sustainable. In very serious 
cases, the Care Quality Commission (subject to Parliamentary approval) will have 
the power to prosecute a provider for a breach of fundamental standards of care. 
 
The Care Quality Commission, Monitor and the NHS Trust Development Authority 
will work together to publish further guidance on how they work together to address 
risks to quality. This will include details of how concerns, including immediate 
concerns, will be addressed; how and when special measures and the single failure 
regime could be triggered; and what guidance and support would be made available 
to the public in the event of large scale, significant failure. This guidance will build 
on the joint policy statement, The Regulation and oversight of NHS Trusts and 
Foundation Trusts (May 2013) published by the Care Quality Commission, Monitor, 
the NHS Trust Development Authority, NHS England and the 
Department of Health. 
 

identified significant concerns about the quality of care, the Chief Inspector of 
Hospitals recommended that North Lincolnshire & Goole NHS Foundation Trust 
be placed in special measures. Monitor initially used its powers to agree a 
programme of work with the Foundation Trust to address issues in governance, 
clinical effectiveness, patient safety and experience. Monitor subsequently 
oversaw the Foundation Trust’s delivery of this programme, resulting in the 
quality issues being addressed. Following a recommendation from the Chief 
Inspector, the Foundation Trust was removed from special measures in July 
2014.   
 
The Care Quality Commission, Monitor and the NHS Trust Development 
Authority have jointly developed and published guidance on how the special 
measures programme worked for NHS trusts and Foundation Trusts. The Care 
Quality Commission and Monitor have also published a joint working agreement 
document setting out how they will work together.  
  

20 The Care Quality Commission should be 
responsible for policing the fundamental 
standards, through the development of its core 
outcomes, by specifying the indicators by 
which it intends to monitor compliance with 
those standards. It should be responsible not 
for directly policing compliance with any 
enhanced standards but for regulating the 
accuracy of information about compliance with 
them. 

 

Accepted in part. 
 

In June 2013 the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care. Following this 
extensive consultation, in September 2013 it carried out its first new-style hospital 
inspections. The new approach to inspections is based on an overall view of quality 
and safety, divided into five domains, and includes ratings on each domain as well as 
overall ratings. This is a substantial change from the previous approach, which 
focused only on policing compliance with standards. The new-style inspections are 
underpinned by a published list of indicators, which formed part of the consultation. 
The inspection approach will include checking providers’ governance arrangements, 
as necessary checking information governance, and the provider’s ability to assure 
its performance information generally. The Care Quality Commission’s ratings are 
also likely to consider specific enhanced standards, as the National Institute for 
Health and Care Excellence quality standards will be taken into account when 
awarding a rating, particularly at the ‘good’ and ‘outstanding’ levels. 

 
However, it would not be appropriate for the Care Quality Commission to be 
responsible beyond this for regulating the accuracy of information about compliance 
with enhanced standards. By means of contract management, commissioners will 
have the specific lead responsibility for holding providers to account for the 
accuracy of information they provide on performance against enhanced standards. 
The Care Quality Commission’s monitoring will look more broadly at the provider’s 
capability to use information effectively for assurance and improvement, with an 
expectation that it will disclose relevant information fully and honestly. 
 
 

The Care Quality Commission will be responsible for policing the fundamental 
standards when they come into force in April 2015. This will be based on the 
Care Quality Commission’s new approach to inspection. Under the leadership of 
the Chief Inspectors the Care Quality Commission has put in place specialist 
inspection teams that subject providers to greater scrutiny. Inspections now 
routinely involve expert inspectors and people with experience of receiving care.  
 
The Care Quality Commission provides regular performance reports to its Board 
on the quality and safety of health and care services it finds through its 
inspections. It has also put in place a performance and evaluation programme to 
assess the impact of its regulatory approach. This is designed to provide: 
 
• evaluation, analysis and insight on the impact and outcomes of regulation, as 

viewed and experienced by all stakeholders – providers, people who use 
services and the public, partners and other stakeholders 

• evaluation and performance measures in relation to the quality, effectiveness 
and efficiency of the Care Quality Commission’s regulatory approach and 
delivery 

• data collection and analysis on the costs of regulation  

• a framework to analyse and interpret findings, to inform assessment of the 
Care Quality Commission’s value for money.  

 
 

21  
The regulator should have a duty to monitor the 
accuracy of the information disseminated by 
providers and commissioners on compliance 
with standards and their compliance with the 
requirement of honest disclosure. The regulator 

Accepted in principle. 
 
The Care Quality Commission already has powers to require information and 
explanations, with failure to provide these or obstructing an inspector constituting 
an offence, and has started to put steps in place to improve its monitoring. The 
Care Quality Commission will not be wholly reliant on one information source; its 

The Care Quality Commission has put in place a system of Intelligent Monitoring 
to help decide when, where and what to inspect. This draws information and 
data from a range of sources to identify providers and services where there may 
be a greater risk of providing poor care. The evidence from the Intelligent 
Monitoring system is used to prioritise which providers will be inspected and the 
lines of enquiry during an investigation. The system triggers a response, for 
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must be willing to consider individual cases of 
gross failure as well as systemic causes for 
concern. 

 

new surveillance model, combined with the existing information resources available 
to it, will allow it to cross- refer concerns and build up a picture of care. It is also a 
condition of Monitor’s licence that information provided to Monitor is accurate, 
complete and not misleading. Monitor can and has pursued cases where 
information provided to it has been inaccurate. 

 
The Care Quality Commission has developed a new approach to monitoring 
hospitals’ performance, which helps direct the timing and focus of inspection. It 
includes measures of data quality, which may prompt assessment of culture, 
leadership and governance and, within that, information governance. The Care 
Quality Commission has a strong key role in that area through its National 
Information Governance Committee. The Care Quality Commission’s monitoring of 
hospitals includes a range of systemic indicators, such as outliers on different 
measures over time), and individual events (examples include reports from whistle 
blowers, safeguarding incidents, notifiable deaths and incidents). All of these are able 
to trigger interventions, including inspection. 

 
The Care Quality Commission will consider further measures related to data quality 
as its new system for monitoring providers matures, in order continuously to improve 
its sensitivity to this aspect of quality of care. Taken together, therefore, the Care 
Quality Commission already take a range of robust approaches to assessing and 
verifying the extent to which providers are complying with standards; it is therefore 
unnecessary to impose a new duty on it. 

 

example, where there are a statistically significant number of severe harm 
incidents or avoidable deaths at a provider. “Never events” trigger an automated 
elevated risk in Intelligent Monitoring which inspectors follow up individually. The 
data it looks at includes information from: 
 

• Staff 
• Patient surveys 
• Mortality rates 
• Hospital performance information such as waiting times and infection 

rates 
 
In October 2013 the Care Quality Commission began a pilot of its Intelligent 
Monitoring programme for acute and specialist NHS trusts. The pilot looked at 
more than 150 different sets of data (indicators), which related to the five key 
questions the Care Quality Commission asks of all services – are they safe, 
effective, caring, responsive, and well-led? Using this data, the Care Quality 
Commission grouped all acute NHS trusts into six priority bands for inspection. In 
March and July 2014, the Care Quality Commission updated its surveillance 
model for acute and specialist NHS trusts.   
 
In November 2014, the Care Quality Commission published Mental Health 
Intelligent Monitoring reports, which display the results of its analysis of Tier 1 
indicators for all Mental Health NHS trusts. Each trust will receive an individual 
report and banding, similar to those for acute hospitals. The bandings will range 
from one to four.  
 
In November 2014 the Care Quality Commission published its first round of 
Intelligent Monitoring for GPs made up of different types of evidence on patient 
experience, care and treatment, based on sources including surveys and official 
statistics 
 
The Care Quality Commission has always used important information in statutory 
notifications as an indicator of quality and safety in the adult social care sector, 
alongside other information about safeguarding alerts and information provided 
by others such as people who use services, staff and the public. The Care 
Quality Commission does not have a lot of quantitative data consistently 
collected across the sector but it is taking steps to improve this. With a new, 
more thorough model, the Care Quality Commission intends to use all the 
available information to check whether there is a risk that services do not provide 
either safe or quality care.  
 
Draft Intelligent Monitoring models for the Adult Social Care sector have been in 
place since October 2014, with separate sets of indicators for residential, 
community and hospice services. The Care Quality Commission will continue to 
develop these models with providers and stakeholders to develop a more robust 
Intelligent Monitoring system within Adult Social Care during 2015/16 and 
beyond. 
 

22 The National Institute for Health and Clinical 
Excellence should be commissioned to 
formulate standard procedures and practice 
designed to provide the practical means of 
compliance, and indicators by which 
compliance with both fundamental and 
enhanced standards can be measured. These 
measures should include both outcome and 
process based measures, and should as far as 
possible build on information already available 
within the system or on readily observable 
behaviour. 

Accepted in principle. 
 
A range of guidance, indicators and measures will be provided to support the 
implementation of quality standards. Guidance, technology appraisals and standards 
provided by the National Institute for Health and Care Excellence make an essential 
and key contribution to how the Care Quality Commission assesses the quality of 
NHS services, alongside bodies accredited by the National Institute for Health and 
Care Excellence and other appropriate sources of guidance and standards. The 
National Institute for Health and Care Excellence, the Care Quality Commission and 
NHS England will work together on the objective of ensuring that authoritative 
guidance is available on fundamental and enhanced standards. The National Institute 
for Health and Care Excellence already develops indicators to go alongside quality 

The National Institute for Health and Care Excellence has introduced 
developmental statements in its quality standards where appropriate.  Between 
June and September 2014 it published the National Institute for Health and Care 
Excellence quality standards - the process guide, a consultation on its updated 
quality standards process guide which made detailed proposals for how 
developmental statements would be identified and produced. 
  
At the end of 2014, the Care Quality Commission and the National Institute for 
Health and Care Excellence published a Memorandum of Understanding that 
sets out how the two organisations work in partnership to encourage 
improvement in the quality of care. This includes the guidance, advice and other 
tools that the National Institute for Health and Care Excellence provides for the 
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 standards, and the National Institute for Health and Care Excellence and NHS 
England develop tools to support commissioners in commissioning for quality. The 
Department of Health will shortly consult on new regulations that will set out 
fundamental standards of care. The Care Quality Commission will then consult on 
sector-specific statutory guidance for providers that it will take into account when 
enforcing those regulations, including prosecution, and how it decides a rating. In this 
guidance the Care Quality Commission will signpost guidance and measures by the 
National Institute for Health and Care Excellence and other appropriate bodies. 
 

 
 

health and care system, the support the Care Quality Commission provides for 
the development and implementation of the National Institute for Health and 
Care Excellence guidance, quality standards and indicators, and the support the 
National Institute for Health and Care Excellence provides to the Care Quality 
Commission in order for the Care Quality Commission to fulfil its role in the 
regulation of health and social care services. 
  
In July 2014, the Care Quality Commission consulted providers, health care 
professionals and other key stakeholders on proposed guidance on meeting new 
fundamental standards regulations. The draft guidance referenced the National 
Institute for Health and Care Excellence’s technology appraisals, guidelines and 
quality standards. The Care Quality Commission has published final guidance on 
how organisations may comply with the duty of candour and the fit and proper 
person requirement for NHS bodies which came into force in November 2014. 
The Care Quality Commission will publish guidance on meet the remaining 
fundamental standards prior to them coming into force in April 2015.                                                                                                                      

23 The measures formulated by the National 
Institute for Health and Clinical Excellence 
should include measures not only of clinical 
outcomes, but of the suitability and 
competence  of staff, and the culture of 
organisations. The standard procedures and 
practice should include evidence-based tools 
for establishing what each service is likely to 
require as a minimum in terms of staff 
numbers and skill mix. This should include 
nursing staff on wards, as well as clinical 
staff. These tools should be created after 
appropriate input from specialities, 
professional organisations, and patient and 
public representatives, and consideration of 
the benefits and value for money of possible 
staff: patient ratios. 

 

Accepted. 
 
The Department of Health have therefore tasked the National Institute for Health 
and Care Excellence to set out authoritative, evidence-based guidance on safe 
staffing. By Summer 2014, the National Institute for Health and Care Excellence will 
have produced guidance on safe staffing in acute settings, including its view of 
existing staffing tools. This initial phase will be followed by further work to develop 
full accreditation of staffing tools against the evidence-based guidance, and work on 
safe staffing in non-acute settings, including mental health, community services and 
learning disability. The focus of the work will be nursing and maternity staffing 
levels, but it will also take into account the importance of getting skill mix right and 
the wider context of other workforce groups, along with the importance of multi- 
disciplinary working in modern healthcare. 
 
The work led by the National Institute for Health and Care Excellence will be driven 
by an independent advisory committee for staffing. This will consider the evidence 
and draft the guidance, but it will also be able to signal the need for changes to 
existing tools where the evidence clearly indicates that there is an urgent need for 
them to be updated. 
 
Ahead of the work being undertaken by the National Institute for Health and Care 
Excellence, the National Quality Board is publishing alongside this response a 
guidance document that sets out the current evidence on safe staffing and makes 
clear the immediate expectations on all NHS bodies what they must do to ensure 
that every ward and every shift has the staff needed to ensure that patients receive 
safe care. 
 
NHS Trusts should therefore, from today, take account of the guidance issued by 
the National Quality Board. They should follow this advice until guidance developed 
by the National Institute for Health and Care Excellence advisory committee for 
staffing is rolled-out from Spring 2014. 
  
The guidance issued by the National Institute for Health and Care Excellence is not 
expected to include absolute staffing ratios given the inflexibility of such an 
approach, and the potential risks and disadvantages that the rigid application of 
ratios could have for patient care. The guidance will, however, provide an 
evidenced, authoritative basis for staffing decisions. The National Institute for 
Health and Care Excellence, NHS England, Health Education England and other 
national organisations will work together to ensure that NHS Trusts have the 
tools they need to make decisions to secure safe staffing; and these decisions will 
then be subject to external scrutiny and challenge by commissioners, regulators 
and the public, and inspection by the Chief Inspector of Hospitals. 
 

The National Quality Board staff guidance document to support providers and 
commissioners to make the right decisions about nursing, midwifery and care 
staffing capacity and capability was published in November 2013. 
 
The National Institute for Health and Care Excellence is working over a three-
year period on guidance on safe staffing in nine different settings (including 
acute, community, mental health, and learning disability).  A consultation on the 
first setting, adult acute wards, ran from 12 May to 10 June 2014 and the 
guidance was published in July 2014. This recommends a systematic approach 
at ward level to ensure that patients receive the nursing care they need, 
regardless of the ward to which they are allocated, the time of the day, or the day 
of the week.  
 
The National Institute for Health and Care Excellence have been consulting on 
draft guidance on safe staffing in maternity settings between October and 
November 2014 and they expect to publish the guidance shortly 

24 Compliance with regulatory fundamental Accepted. Between April and June 2014, the Care Quality Commission consulted on how it 
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standards must be capable so far as possible of 
being assessed by measures which are 
understood  and accepted by the public and 
healthcare professionals 

 
The Care Quality Commission has consulted on fundamental standards of care, 
which the Department of Health will reflect in regulations. The Care Quality 
Commission will engage with the public, providers and professionals to develop 
guidance that makes clear what it will take into account when enforcing the 
regulations, and prepare a handbook on how it awards ratings. 
 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care. This document 
started the public discussion on what the fundamental standards of care should be. 
The consultation engaged 5,154 individuals and 4,500 organisations, and held 41 
consultation events. On 17 October 2013, the Care Quality Commission published 
the responses to the consultation in A new start: Responses to our consultation on 
changes to the way the Care Quality Commission regulates, inspects and monitors 
care services, which showed that there is broad agreement with the new approach. 
 
The Department of Health will shortly consult on the draft regulations; these will set 
in legislation the fundamental standards of care as outcomes that must be avoided; 
they will also streamline and improve the clarity of requirements that must be 
positively achieved in order for a provider to register with the Care Quality 
Commission (these requirements were called ‘expected standards’ in its 
consultation.) Subject to Parliament, the regulations will come into force during 
2014. 
 
While the focus is on hospital services in the first instance, in October 2013 new 
Chief Inspectors of General Practice and Adult Social Care took up post in the Care 
Quality Commission, and it will extend and develop guidance on the regulations for 
providers into all three of the Chief Inspectors’ respective sectors. The Deputy Chief 
Inspector of Mental Health will report to the Chief Inspector of Hospitals on how this 
applies to mental health services. 
 
The three Chief Inspectors will engage the public, professionals and providers in 
developing guidance for all sectors. Attention will be given to how the fundamental 
standards of care are presented to the public, in particular so as to clarify the 
relationship to rights under the NHS Constitution and consumer rights. 
 
Many of the fundamental standards of care will include human rights dimensions, for 
example, subject to Parliamentary approval, they will confer a duty on providers to, 
among other things, treat people with dignity and respect, protect them from abuse, 
involve them in their care, and look after their care and welfare. The fact that 
fundamental standards of care will cover issues also protected by human rights 
means that patients and other service users will have additional protection to that 
which already exists under equality legislation and the Human Rights Act 1998. 
 

planned to change the way it regulates, inspects and rates care services. As part 
of this, it carried out 36 consultation events, hearing from over 700 people 
including members of the public, organisations that represent people who use 
services, providers, commissioners and staff. It received over 400 responses 
through its online web form and just under 200 written responses 

The Care Quality Commission has also recently published a series of provider 
handbooks. These will sit alongside the guidance on the regulations and 
describe the end to end inspection process, including how the Care Quality 
Commission will judge what good quality care looks like and how the Care 
Quality Commission will rate providers. The handbooks cover hospitals, 
specialist mental health services, community health services, adult social care, 
and GP and out of hours services. 
 
The Government has passed legislation that will put in place new fundamental 
standards as requirements for registration with the Care Quality Commission. 
These fundamental standards set the level below which care must not fall. 
Where providers fail to meet these standards the Care Quality Commission will 
be able to use its enforcement powers to protect patients and service users from 
the risks of poor care – including prosecuting providers where a failure to meet a 
fundamental standard results in avoidable harm to a patient or service user, or a 
significant risk of such harm. 
 
The fundamental standards will come into force for all providers registered with 
the Care Quality Commission in April 2015. Two new regulations introducing a 
duty of candour for NHS bodies and a fit and proper person requirement for 
directors of NHS bodies came into force in November 2014. 
 
In July 2014, the Care Quality Commission consulted providers, health care 
professionals and other key stakeholders on proposed guidance on meeting new 
fundamental standards regulations. The Care Quality Commission has published 
final guidance on how organisations may comply with the duty of candour and 
the fit and proper person requirement for NHS bodies which came into force in 
November 2014. The Care Quality Commission will publish guidance on meet 
the remaining fundamental standards prior to them coming into force in April 
2015.                                                                                                                      
 

25 It should be considered the duty of all 
specialty professional bodies, ideally 
together with the National Institute for Health 
and Clinical Excellence, to develop 
measures 
of outcome in relation to their work and to 
assist in the development of measures of 
standards compliance. 

 

Accepted. 
 
The Academy of Royal Medical Colleges and Faculties are committed to delivering 
consistent and high quality patient experiences and outcomes and will continue to 
support the design, implementation and review of clinical standards and the 
processes for assuring their use. 

 
The Academy will do this in a patient-focused way and in conjunction with key 
partners. The Academy of Royal Medical Colleges and Faculties have always taken 
an active leadership role in setting clinical service delivery standards. In addition, 
with individual Royal College and Faculty activity such as accreditation schemes 
and invited reviews and the Academy’s membership of the National Institute for 
Health and Care Excellence’s Implementation Collaborative, involvement in assuring 
compliance with clinical standards is continuing to strengthen. 
 
In response to the Inquiry, the Academy and the National Institute for Health and 

The medical Royal Colleges and Faculties continue to develop standards within 
their specialist areas and provide direct input to the development of the National 
Institute for Care and Health Excellence’s guidance with the aim of driving 
improvement in health and patient care.  
 
The Colleges are working with the Care Quality Commission on their contribution 
to the regulator’s standards and inspection processes. This work will be 
continuing during 2015.  
 
The relevant Colleges have been actively involved with NHS England in the 
publication of consultant treatment outcomes data for specific specialties.  
 
Work is also being taken forward to develop the scope and remit of Colleges’ 
supported service accreditation schemes and, particularly to ensure consistency 
of approach, including a common framework and set of standards for 
accreditation across services and specialties 
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Care Excellence are also working to agree and implement how medical and other 
Colleges will contribute to the development of outcomes measures. For example, on 
staff suitability and competence; evidence based tools for establishing what each 
service is likely to require as a minimum in terms of staff numbers and skill mix; and 
measures of standards compliance. 
 
The Care Quality Commission will look at the implementation of the National 
Institute for Health and Care Excellence clinical and other guidelines as part of their 
inspection process and there is a move to greater transparency of clinical 
outcomes – NHS England has for the first time published clinical outcomes by 
consultant for ten medical specialties and has also begun to publish data on the 
friends and family test. 
 

26 In policing compliance with standards, direct 
observation of practice, direct interaction with 
patients, carers and staff, and audit of records 
should take priority over 
monitoring and audit of policies and protocols.  
The regulatory system should retain the 
capacity to undertake in-depth investigations  
where these appear to be required. 

 

Accepted. 
 
In A new start – Consultation on changes to the way CQC regulates, inspects and 
monitors care, the Care Quality Commission consulted on new approaches to 
inspection which fully reflect this recommendation. On 17 October 2013, it published 
the responses to the consultation in A new start: Responses to our consultation on 
changes to the way the Care Quality Commission regulates, inspects and monitors 
care services, which showed that there is broad agreement with the new approach. It 
has appointed a Chief Inspector of Hospitals to take the new approaches forward, 
starting in acute hospitals, but also alongside new Chief Inspectors of General Practice 
and Adult Social Care, who will extend and develop the approaches for their respective 
sectors over time. The Deputy Chief Inspector of Mental Health will report to the Chief 
Inspector of Hospitals on how this applies to mental health services. 
 
The first of new hospitals inspections have already begun, and the Care Quality 
Commission is reviewing its approach to carrying out investigations in light of its new 
inspection methodology, the single failure regime and the learning from its report of 
its own regulatory process at University Hospital of Morecambe Bay. 
 
Through the use of larger inspection teams and longer inspection visits, the Care 
Quality Commission inspections now include more observation of care and contact 
with patients and staff. The use of specialist inspectors means a stronger focus on 
practice and case note review. A key part of the new inspection is to hold ‘listening 
events’ prior to each inspection to inform the focus of the inspection. The overall focus 
on quality, rather than regulations, means far less emphasis on checking policies and 
procedures. 
 
The Care Quality Commission’s large, specialist inspection teams, and their focus 
on the delivery and experience of services rather than only on compliance with 
regulations, means that the new inspections are able to include in-depth 
investigation of individual providers. 
 
The Care Quality Commission also has a specific power of investigation which can 
cover providers, services across providers, and commissioners. The Care Quality 
Commission is reviewing its approach to using this power. 
 

 
 

Under the leadership of the Chief Inspectors, the Care Quality Commission has 
put in place specialist inspection teams that subject providers to greater scrutiny. 
Inspections now routinely involve expert inspectors and people with experience 
of receiving care. 
 
The Care Quality Commission inspection teams will hold a public listening event 
before the start of their site visit or on the evening of the first day. The Care 
Quality Commission may plan additional listening events depending on the size, 
geographical spread and demographic profile of the trust. These events are 
intended for members of the public, so the trust’s management and press are 
discouraged from attending. The listening events are promoted through 
appropriate public communications channels, for example, local community 
group newsletters and local media.  
 
The inspection team will also interview directors of the trust and staff at all levels, 
at a minimum interviewing the chair, chief executive, medical director, director of 
nursing, chief operating officer, director of finance, non-executive director 
responsible for quality/safety, board director responsible for end-of-life care, 
service leads for the core services and the complaints lead. The inspection team 
will also hold focus groups and individual interviews including junior doctors, 
registered nurses and midwives, consultants and other medical staff, student 
nurses and healthcare assistants, administration and support staff and 
foundation trust council of governors.  
 
The Care Quality Commission recruits, trains and supports people who use 
services- known as ‘Experts by Experience’- to accompany its inspection staff on 
inspections of health and social care services and its visits to monitor the use of 
the Mental Health Act.  

Experts by Experience also attend listening events, consultations and staff 
training events and take part in activities to develop the Care Quality 
Commission’s strategy and processes. The Care Quality Commission currently 
works with around 500 Experts by Experience covering a wide variety of 
backgrounds. 

During inspections, Experts by Experience spend time talking to people who use 
the service and observing the environment. They have first-hand experience of 
receiving care so they know which questions to ask to get as much information 
from the visit as possible. Their findings are used to support the inspector’s 
judgment on the service and can also be included in the inspection report. 
 

27 The healthcare systems regulator should 
promote effective enforcement by: use 
of a low threshold of suspicion; no 
tolerance of non-compliance with 
fundamental standards; and allowing no 
place for favourable assumptions, unless 

Accepted. 
 
The Care Quality Commission’s new approach to inspection includes clearly 
recognising and encouraging high quality care through ratings which will highlight 
outstanding practice. But where it identifies concerns, the Care Quality Commission 
will also have the ability to act swiftly and firmly on it. 

New Fundamental Standards regulations come into force for all providers of 
health and social care in April 2015. The Care Act 2014, which received Royal 
Assent in May 2014, created an additional form of warning notice specifically for 
NHS trusts and foundation trusts, which the Care Quality Commission can issue 
when it judges that a trust requires significant improvement. This warning notice 
can lead to the provider entering the failure regime and is intended to come into 
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there is evidence showing that suspicions 
are ill-founded  or that deficiencies  have 
been remedied. It requires a focus on 
identifying what is wrong, not on praising 
what is right. 

 
 

 
 
 

 
The Department of Health will consult shortly on new regulations which will make 
clearer the fundamental standards of care, and enable enforcement against them 
without a prior warning notice. Subject to Parliamentary approval, the regulations will 
come into force during 2014. 

 
The Care Quality Commission will consult on a new enforcement policy for all sectors, 
making clear how any breach of the fundamental standards of care will be acted 
upon, so that these new regulations can be enforced effectively as they come into 
effect. Through its policies, the Care Quality Commission will ensure its actions are as 
transparent and understandable to the public as possible, and that information is 
made available about providers subject to enforcement. 
 
For NHS Trusts and NHS Foundation Trusts there is a single failure regime to ensure 
that the various means of holding NHS providers to account for failures of finance or 
governance are equally available for failures of quality. It ensures that the Chief 
Inspector of Hospitals’ concerns trigger action by commissioners, the NHS Trust 
Development Authority or Monitor, rather than the Care Quality Commission acting 
alone. The action triggered includes credible strong sanctions, such as a managed 
process for placing a provider into administration and reconfiguring its services. 
 
While this new approach to effective action in the NHS has already started, it will 
be further underpinned by legislation upon adoption of the Care Bill, currently 
before Parliament. The new legislation will strengthen the current administrative 
arrangements and give a statutory basis for the means by which, through the 
Chief Inspector, the Care Quality Commission refers a Foundation Trust to Monitor 
for intervention. 
 

 

force at the same time as the fundamental standards are introduced.   
 
Special measures will apply to NHS trusts and foundation trusts that have 
serious failures in quality of care and where there are concerns that existing 
leadership cannot make the necessary improvements without support.  NHS 
trusts are put into special measures by the NHS Trust Development Authority 
while foundations trusts will be put into special measures by Monitor.  
 
Generally, this happens following a recommendation by Professor Sir Mike 
Richards, Chief Inspector of Hospitals. In May 2014, the Care Quality 
Commission, Monitor and the NHS Trust Development Authority published joint 
guidance on how the special measures programme works for NHS trusts and 
Foundation Trusts.  The guidance explains why a trust would be placed in 
special measures, what happens during the special measures period, the roles 
and responsibilities of the Trust, the Care Quality Commission, Monitor and the 
NHS Trust Development Authority, and how trusts exit special measures.   
 

28 Zero tolerance: A service incapable of meeting 
fundamental standards should not be permitted 
to continue. Breach should result in regulatory 
consequences attributable to an organisation in 
the case of a system failure and to individual 
accountability where individual professionals 
are responsible. Where serious harm or death 
has resulted 
to a patient as a result of a breach of 
fundamental standards, criminal liability 
should follow and failure to disclose breaches 
of these standards to the affected patient (or 
concerned relative) and a regulator should also 
attract regulatory consequences. Breaches not 
resulting in actual harm but which have 
exposed patients to a continuing risk of harm 
to which they would not otherwise have been 
exposed should also be regarded as 
unacceptable. 

 

Accepted. 
 
The Government agrees that decisive action must be taken in response to a failure 
of quality of care and just as there is a clearly defined end point for hospitals that 
are financially unsustainable, the same principle must apply for those that are 
clinically unsustainable. This process must ensure problems can be rectified quickly 
while allowing essential services to continue and without compromising patient 
safety. 
 
The Care Quality Commission has clear legal powers to take swift and decisive 
action if patients are at immediate risk of harm, ensuring that the service or ward in 
question is closed immediately until the risk is addressed. New fundamental 
standards will be introduced which will set the level below which standards of care 
should not fall. Where the Care Quality Commission finds an NHS Trust or 
Foundation Trust to be failing systematically, for example with serious or repeated 
breaches of the fundamental standards, it will issue a warning notice requiring the 
provider to improve within a fixed period. If problems persist, the NHS Trust 
Development Authority, for an NHS Trust, or Monitor, for an NHS Foundation Trust 
will intervene. Levels of service performance and standards of care quality form part 
of Monitor’s regular risk assessment of Foundation Trusts including the Care 
Quality Commission judgements on the quality of care provided. Monitor also 
expects licence holders to notify them in the event of any incident, event or report 
that may raise potential concerns over compliance with the licence. Breaches of 
licence conditions will attract enforcement action that can range from informal 
action, imposition of special licence conditions, removal or suspension of directors 
and revoking provider’s licence. 
 
In instances where, but not limited to, the Chief Inspector of Hospitals considers 
that standards of care quality are inadequate the Care Quality Commission may 
recommend that the NHS Trust Development Authority or Monitor place the Trust 
into special measures. Special measures provide a framework for action where it is 

From April 2015, along with the introduction of new fundamental standards, the 
Care Quality Commission will have new enforcement policy for all providers. The 
key difference is that the new policy will allow the Care Quality Commission to 
take the most appropriate action straight away. For example, the Care Quality 
Commission will be able to prosecute a provider without first issuing a warning 
notice, if that is the right thing to do. The Care Quality Commission will use these 
new arrangements to protect people who use regulated services from harm and 
the risk of harm and to hold providers and individuals to account for failures in 
how the service is provided.  
 
The changes to the Care Quality Commission’s enforcement policy do not mean 
that the principles that underpin effective enforcement will change. The effective 
use and deployment of the Care Quality Commission’s powers are achieved 
through robust evidence gathering at the outset, consideration of the range of 
enforcement tools available and taking action that is proportionate to the 
concerns identified and the impact on people who use services.  
 
The Care Act 2014 has created an additional form of warning notice specifically 
for NHS Trusts and Foundation Trusts. The Care Quality Commission will issue 
these where it judges that a trust requires significant improvement. When there 
are failures in the quality of care within NHS trusts the Care Quality Commission 
works closely with Monitor and the NHS Trust Development Authority. This 
warning notice can lead to the provider entering the failure regime.   
 
Further progress has been made in ensuring more robust accountability for 
individuals.  A new fit and proper person test for directors of NHS Trusts was put 
in place in November 2014, and in April 2015 will be extended to all providers of 
health and adult social care registered with the Care Quality Commission. This 
test is being introduced as a new requirement for registration and places a 
requirement on providers to take steps to ensure that their Board level Directors 
are fit to perform the role to which they are appointed, and provides the Care 
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not thought probable that the Trust leadership can secure the necessary 
improvements in quality without intensive intervention. Such interventions would be 
led by Monitor or the NHS Trust Development Authority and can include formal 
partnering with a high performing Trust to share best practice and guidance, a full 
leadership capability review including the ability to replace directors, creation of a 
public ‘Improvement Plan’, and the appointment of an Improvement Director to 
oversee progress. Typically the Chief Inspector will re-inspect the Trust after a year 
to ascertain whether the required improvements are being made. 
 
Ultimately, if it proves impossible for an NHS Trust or an NHS Foundation Trust to 
turn their performance around, Monitor, or the NHS Trust Development Authority 
(through a recommendation to the Secretary of State), will be able to place the 
organisation into special administration on quality grounds. Special administration 
will provide a framework for determining how best to secure a comprehensive range 
of high quality services that are both financially and clinically sustainable. As a 
backstop, if the Care Quality Commission considers that Monitor or the NHS Trust 
Development Authority has erred in not placing a trust into special administration it 
will be able to compel them to initiate the process. 
 
The Department of Health will revise the requirements for registration with the Care 
Quality Commission so that they will include fundamental standards. Under the 
revised registration requirements the intention is that it will be possible to prosecute 
providers in the most serious cases of poor care without the need for an advance 
warning notice. These new powers will build on and be compatible with powers 
already provided to the Care Quality Commission under the provisions of the Mental 
Health Act 1983 (as updated and amended by the Mental Health Act 2007) and 
supported by the Code of Practice to the Mental Health Act 2012 to monitor the use 
of the Mental Health Act and protect the interests of people whose rights are 
restricted under that Act. 
 
For individual healthcare providers, Monitor and the NHS Trust Development 
Authority have a range of intervention powers. For example, Monitor is able to 
remove, suspend or replace NHS Foundation Trusts’ Governors or Directors. The 
NHS Trust Development Authority is able to remove Directors in NHS Trusts. The 
Department has also consulted on proposals that will allow the Care Quality 
Commission to hold Board members to account for the provision of poor care, 
which could result in them being removed from their posts. The Care Quality 
Commission does not have the power to take action against individuals. However, 
in instances where an individual is found to have caused death or serious harm, 
existing legislation can be used by the appropriate authority to hold them to 
account, as has happened with staff who were charged with neglect or ill-treatment 
at Winterbourne View. In addition, the Government agrees with Professor Don 
Berwick’s recommendation that there should be legal sanctions where individuals or 
organisations are guilty of wilful neglect or mistreatment of patients. This will help 
ensure there is ultimate accountability for those guilty of the most extreme types of 
poor care. The Government will seek to legislate on this, and will work with 
stakeholders beforehand to determine the details of this measure, and will consult 
on proposals for legislation as soon as possible. 
 
Professional regulators can take a decision to remove clinical practitioners through 
the fitness to practice processes. The Nursing and Midwifery Council has 
responded to say that it will undertake a comprehensive review of its current Code 
in the light of the recommendations in the Inquiry report to explore how key 
messages can be strengthened and developed. This will include ensuring that a 
duty to comply with any relevant national fundamental standards is addressed in the 
revised Code. The General Medical Council is undertaking a programme to reform 
its fitness to practice processes including speeding up investigations work, 
modernising and streamlining the adjudication procedures and strengthening 
confidence in the independence of its adjudication function. The latter has resulted 
in the launch of the Medical Practitioners Tribunal Service in June 2012. 

Quality Commission with a power to insist on the removal of Directors that it 
considers do not meet the fitness requirement.  
  
Professional regulation is also being strengthened. From 31 March 2015, 
nurses and midwives registered in the UK must practise in line with an 
updated Code of professional standards of practice and behaviour. This 
revised code will replace the 2008  Nursing and Midwifery Council Code. 
The 2015 Code has been updated to reflect changes in contemporary 
professional nursing and midwifery practice, and wider societal 
expectations of health and social care, in order to drive continuous 
improvement in the quality and safety of care. The Nursing and Midwifery 
Council has also produced guidance for Fitness to Practise panel members 
called ‘Guidance for decision makers on insight, remediation and risk of 
reoccurrence’ which has explicit requirements in relation to candour and near 
misses.  
  
The Government has also introduced   an Order under Section 60 of the Health 
Act 1999, which came into force on the 11 December 2014 and makes 
amendments to the Nursing and Midwifery Order 2001. This will enable the 
Nursing and Midwifery Council to carry out its fitness to practise processes more 
efficiently. This is set out in more detail in the update to recommendation 228. 
  
As the next step in the General Medical Council’s programme of reform to its 
fitness to practise procedures, the Department is working with them to develop 
legislation to establish the Medical Practitioners Tribunal Service in statute and 
modernise the fitness to practise procedures involving doctors. This includes a 
number of measures to make the fitness to practise procedures at the 
adjudication stage swifter and more effective. The intention is that an Order 
under Section 60 of the Health Act 1999 will amend the grounds on which the 
Professional Stands Authority for Health and Social Care can refer a fitness to 
practise panel decision to the higher courts and introduce a corresponding new 
right of appeal for the General Medical Council.   
  
 



 
29 It should be an offence for death or serious 

injury to be caused to a patient by a breach of 
these regulatory requirements, or, in any other 
case of breach, where a warning notice in 
respect of the breach has been served and the 
notice has not been complied with. It should be 
a defence for the provider to prove that all 
reasonably practical steps have been taken to 
prevent a breach, including having in place a 
prescribed system to prevent such a breach. 

 

Accepted. 
 
We agree that there should be serious consequences for any organisation that 
breaches basic quality standards in the provision of care. 
 
In its response to the Inquiry, Patients First and Foremost, the Government 
committed to draw up a new set of fundamental standards of care that will sit within 
the legal requirements that providers of health and adult social care must meet to 
be registered with the Care Quality Commission. The fundamental standards of 
care set a clear bar below which standards of care should not fall and focus on the 
very basics of care that matter to people and will be easily understood by all. These 
fundamental standards will be consulted on soon, and further details of this are set 
out in recommendation 13. 
 
There will be immediate, serious consequences for services where care falls below 
these standards. Subject to the passage of regulations, the Care Quality 
Commission will have new powers during 2014, including the ability to prosecute a 
provider for failing to provide fundamental levels of care, without having to issue a 
formal warning first. See recommendation 28 for further details. 

The Care Quality Commission have made progress in ensuring that providers 
can be held to account where they provide care that is of an unacceptable 
standard. 
 
When the new fundamental standards come into force in April 2015, the Care 
Quality Commission will publish a new enforcement policy for all providers. This 
will allow the Care Quality Commission to take the most appropriate action 
straight away. For example, the Care Quality Commission will be able to 
prosecute a provider without first issuing a warning notice, where appropriate. 
The Care Quality Commission will use these new arrangements to protect 
people who use regulated services from harm and the risk of harm and to hold 
providers and individuals to account for failures in how the service is provided.  
 
The changes to the Care Quality Commission’s enforcement policy do not mean 
that the principles that underpin effective enforcement will change. The effective 
use and deployment of the Care Quality Commission’s powers are achieved 
through robust evidence gathering at the outset, consideration of the range of 
enforcement tools available and taking action that is proportionate to the 
concerns identified and the impact on people who use services.  
 

30 The healthcare regulator must be free to 
require or recommend immediate protective 
steps where there is reasonable cause to 
suspect a breach of fundamental standards, 
even if it has yet to reach a concluded view or 
acquire all the evidence. The test should be 
whether it has reasonable grounds in the 
public interest to make the interim requirement 
or recommendation. 

 

Accepted. 
 
As part of the overall single failure regime (see recommendation 19) it is important 
that where the Care Quality Commission identify breaches of fundamental 
standards that it is able to act quickly. As such the Care Quality Commission will 
retain its ability to stop a service from providing care if it is putting people at 
immediate risk of harm as outlined by the Health and Social Care Act 2008.The 
Act states that where the Care Quality Commission has ‘‘reasonable cause’ to 
believe that unless it acts people may be exposed to the risk of harm, it may 
impose, or vary a condition of a provider’s registration or suspend it from the point 
written notice is given as part of an urgent response. 

 
In addition, subject to the passage of regulations, during 2014 the Care Quality 
Commission will also have new powers to prosecute a provider for failing to provide 
fundamental levels of care, without having to issue a formal warning first. See 
recommendation 28 for further details. 

 
The powers outlined above are supported by the Care Quality Commission’s new 
regulatory model, and its new approach to inspections. This approach is outlined 
in more detail in recommendations 50 and 51. 
 

 

The Care Act 2014 has created an additional form of warning notice 
specifically for NHS Trusts and Foundation Trusts. The Care Quality 
Commission can now issue these where it judges that a trust requires 
significant improvement (not necessarily tied to breaches of regulations). 
This warning notice can lead to the provider entering the failure regime. Also, 
subject to the passage of regulations during 2014, the Care Quality Commission 
will have new powers to prosecute a provider for failing to provide fundamental 
levels of care, without having to issue a formal warning first.. The intention is 
that regulations will be in place in April 2015. 
 
 

 

31 Where aware of concerns that patient safety is 
at risk, Monitor and all other regulators of 
healthcare providers must have in place 
policies which ensure that they constantly 
review whether the need to protect patients 
requires use of their own powers of 
intervention to inform a decision whether or 
not to intervene, taking account of, but not 
being bound by, the views or actions of other 
regulators. 

 
 

Accepted. 
 
We agree that where routine monitoring and inspection identifies risks to patients’ 
safety, regulators must be able to intervene swiftly and in a coordinated way that 
promotes joint action as part of a single failure regime (see recommendation 19). 
 
In April 2013 a network of local and regional Quality Surveillance Groups was 
established that brought together commissioners, regulators, local Healthwatch 
representatives and other bodies on a regular basis to share information and 
intelligence about quality across the system, including the views of patients and the 
public. Quality Surveillance Groups help to proactively spot potential problems early 
on and coordinate any action that is needed to respond where risks to patients are 
identified. Where potential concerns arise of a serious failure, members of the 
Quality Surveillance Groups will be able to act quickly by triggering a risk summit. 
All Quality Surveillance Group members relevant to the provider in question 
attend these summits so that they can, together, give specific, focused 
consideration to the concerns raised and develop a joined-up response. 

Under the new special measures regime, the NHS Trust Development Authority 
and Monitor are now able to intervene at providers which the Care Quality 
Commission judge to be providing poor quality care as part of their new 
inspection programme. This includes partnering the failing provider with a high-
performing buddy, the appointment of a dedicated Improvement Director at the 
trust as well as other targeted interventions to ensure rapid improvements 
where failings have been identified.  
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As part of its regulatory model, the Care Quality Commission monitors evidence 
and information to detect if a provider is performing outside of what would be 
expected. This includes the monitoring of a small set of key measures that have a 
high impact on people and can alert the Care Quality Commission to changes in 
those areas. These include mortality rates, never events, results from staff and 
patient surveys, information from whistleblowers, comments from patients and the 
public on the quality of care, and information from Quality Surveillance Groups. Any 
indicator within that set which points to a potential concern will trigger a response 
from the Care Quality Commission depending on the concerns raised. 
This may vary from asking the Trust for further information and an explanation to 
conducting an inspection or, in extreme cases, the suspension of a service. On 24 
October 2013, the Care Quality Commission published for the first time surveillance 
data for all acute trusts as part of its new regulatory regime. For further details on 
the Care Quality Commission’s new inspection and surveillance programme see the 
responses to recommendations 20, 50 and 51. 
 
The NHS Trust Development Authority published Delivering High Quality Care for 
Patients (April 2013) which outlines the oversight model that will use to hold non- 
Foundation Trusts to account for their performance. Where necessary, the NHS 
Trust Development Authority will directly intervene by requesting recovery plans 
and additional reporting, increasing engagement with the organisation, 
commissioning ‘deep dive’ investigations into a trust’s performance, reviewing the 
skills and competency of the board, and commissioning interim support to provide 
additional management capacity. 
 
For NHS Foundation Trusts, Monitor will continue to assess breaches to its licence 
system that sets conditions covering financial viability and governance as well as 
other areas that reflect Monitor’s expanded role within healthcare. Monitor’s licence 
conditions include compliance with healthcare standards specified by the Secretary 
of State for Health, the Care Quality Commission, NHS England and statutory 
regulators of healthcare professions. To do this, Monitor uses a risk based system 
of regulation that determines the intensity of monitoring required for each 
Foundation Trusts. Where Monitor determines that a Foundation Trust has 
breached its licence it may impose additional conditions to resolve any concerns 
including where the Care Quality Commission has issued a warning notice to a 
Foundation Trust. These are in addition to Monitor’s powers to apply discretionary 
requirements or seek enforcement undertakings from a provider that has breached 
its licence. Monitor also has a formal weekly process to review the need for 
intervention and, if required, calls urgent special meetings to take a formal decision 
to intervene where patient safety might be at risk. Decisions are closely informed by 
the views and actions of the Care Quality Commission but are not bound by them. 
 

32 Where patient safety is believed on 
reasonable grounds to be at risk, Monitor 
and any other regulator should be obliged 
to take whatever action within their powers 
is necessary to protect patient safety. Such 
action should include, where necessary, 
temporary measures to ensure such 
protection while any investigation required to 
make a final determination is undertaken. 

 

Accepted. 
 
As part of the overall single failure regime (see recommendation 19) it is important 
that where the Care Quality Commission, Monitor or the NHS Trust Development 
Authority identify breaches of fundamental standards that they can act swiftly to 
resolve those issues. 
 
As such, the Care Quality Commission has retained both its ability to impose 
enforcement action to ensure that patient safety risks are addressed and to stop the 
provision of a service where it is putting people at immediate risk of harm as outlined 
by the Health and Social Care Act 2008. 
 
Subject to the passage of appropriate regulations, the Care Quality Commission will 
also be able to prosecute a provider for failing to provide fundamental levels of care, 
without having to issue a formal warning first. See recommendations 28 and 30 for 
further details. 
 

Under the new special measures regime, the NHS Trust Development 
Authority and Monitor are now able to intervene at providers which the Care 
Quality Commission judge to be providing poor quality care as part of their new 
inspection programme. This includes partnering the failing provider with a high-
performing buddy, the appointment of a dedicated Improvement Director at the 
trust as well as other targeted interventions to ensure rapid improvements 
where failings have been identified.  

 

http://www.legislation.gov.uk/ukpga/2008/14/contents


Monitor and the NHS Trust Development Authority have retained their powers to 
intervene at their discretion if urgent action is required. Details of this are outlined as 
part of the response to recommendation 31. 
 

33 Insofar as health regulators do not consider 
they possess any necessary interim powers, 
the Department of Health should consider 
the introduction of the necessary 
amendments to legislation to provide such 
powers. 

 

Accepted in principle. 
 
The Care Quality Commission already has the power of immediate intervention where 
it considers that the quality of services to be insufficient or the safety of service users 
is at risk. The NHS Trust Development Authority and Monitor each have powers to 
intervene and direct change where it is considered necessary. 
 
 

The Department of Health will consult shortly on new regulations which will make 
clearer the fundamental standards of care and enable enforcement against them 
without a prior warning notice. The Care Quality Commission will consult on a new 
enforcement policy for all sectors so that these new regulations can be enforced 
effectively when they come into force, subject to Parliament, during 2014. 
 
In Patients First and Foremost the Government announced that the Care Quality 
Commission, Monitor and the Trust Development Authority would establish a single 
failure regime to provide clarity while retaining the Care Quality Commission and 
Monitor as separate regulators with defined responsibilities across health and social 
care. To support this, specific clauses within the Care Bill lay the framework for a 
simple, flexible process for tackling quality failures in trusts and to provide the Care 
Quality Commission with the powers to issue a new warning notice to trusts where 
there are systematic failures in the quality of services requiring improvement. 
 
To address failures of quality where providers are unable to resolve problems on 
their own, the Care Quality Commission will be able to prompt intervention from 
Monitor (for NHS Foundation Trusts) or the NHS Trust Development Authority (for 
NHS Trusts). If the Chief Inspector finds a serious breach of health and safety 
requirements, the Care Quality Commission would refer the matter immediately 
to the Health and Safety Executive, which in serious cases could decide to 
prosecute. 
 
The Care Quality Commission plans to introduce this programme in November 2013 
through a protocol setting out how it, Monitor and the NHS Trust Development 
Authority will coordinate their respective powers of intervention. This will be 
underpinned by legislation when the Care Bill completes its Parliamentary passage. 
 

 

Under the new special measures regime, the NHS Trust Development Authority 
and Monitor are now able to intervene at providers which the Care Quality 
Commission judge to be providing poor quality care as part of their new 
inspection programme. This includes partnering the failing provider with a high-
performing buddy, the appointment of a dedicated Improvement Director at the 
trust as well as other targeted interventions to ensure rapid improvements 
where failings have been identified. 
 

34  
Where a provider is under some form of 
regulatory investigation, there should be some 
form of external performance management 
involvement to oversee any necessary interim 
arrangements for protecting the public. 

 

Accepted in principle. 
 

It remains the responsibility of providers’ Boards to identify and resolve risks to 
patients swiftly. However, where there are significant issues that require action the Care 
Quality Commission will issue an enforcement notice and it is the roles of Monitor or 
the NHS Trust Development Authority to ensure that this is complied with. 
 
The response to recommendation 19 outlines a single failure regime that can be 
enacted where risks to quality and patient safety are identified. As part of that regime, 
the Care Quality Commission, the NHS Trust Development Authority or Monitor will 
work together, with the Trust and its commissioners, to ensure that where concerns 
are raised, the Trust acts swiftly to resolve them and to protect patients. 
 

Under the new special measures regime, the NHS Trust Development Authority 
and Monitor are now able to intervene at providers which the Care Quality 
Commission are providing poor quality care as part of their new inspection 
programme. This includes partnering the failing provider with a high-performing 
buddy, the appointment of a dedicated Improvement Director at the trust as well 
as other targeted interventions to ensure rapid improvements where failings 
have been identified.  
 

35 Sharing of intelligence between regulators 
needs to go further than sharing of existing 
concerns identified as risks. It should extend 
to all intelligence which when pierced together 
with that possessed by partner organisations 
may raise the level of concern. Work should be 

Accepted. 
 
The sharing of local intelligence between professional and system regulators in an 
appropriate and timely way is key to ensuring that risks to service users are 
identified and acted upon as needed. The Government’s response to the Caldicott 
Review (Department of Health, September 2013) states that, ‘Health and social 

Revised guidance for Quality Surveillance Groups How to make your Quality 
Surveillance Group Effective was published in March 2014  
  

Despite NHS England restructuring its field force, there will continue to be 27 
QSGs on their current footprint, and 4 regional Quality Surveillance Groups. 
Central information is not collected on the performance of  Quality Surveillance 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251750/9731-2901141-TSO-Caldicott-Government_Response_ACCESSIBLE.PDF
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251750/9731-2901141-TSO-Caldicott-Government_Response_ACCESSIBLE.PDF
http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf


done on a template of the sort of information 
each organisation would find helpful. 

 

care professionals should have the confidence to share information in the best 
interests of their patients within the framework set out by [the Caldicott principles]. 
They should be supported by the policies of their employers, regulators and 
professional bodies.’ The response to recommendation 252 outlines further how 
data can be shared through appropriate anonymised routes. 
 
At a local level, in April 2013 a network of local and regional Quality Surveillance 
Groups was established that brings together commissioners, regulators, local 
Healthwatch representatives and other bodies on a regular basis to share 
information and intelligence about quality across the system, including the views of 
patients and the public. 
 
Quality Surveillance Groups help to proactively spot potential problems early on and 
coordinate any action that is needed to respond where risks to patients are 
identified. Where potential concerns arise of a serious failure, members of the 
Quality Surveillance Groups will be able to act quickly by triggering a risk summit. 
All Quality Surveillance Group members relevant to the provider in question attend 
these summits so that they can, together, give specific, focused consideration to the 
concerns raised and develop a joined-up response. 
 
The National Quality Board is currently conducting a review of how the Quality 
Surveillance Group network is operating, and what support it needs to be as 
effective as possible. It will publish revised guidance and support materials by the 
end of the 2013 to support all Quality Surveillance Groups to reach their full 
potential. 
 
At a national level, professional and system regulators have agreements and 
Memoranda of Understanding supported, as appropriate, by statutory requirements 
to ensure information is shared. It is the responsibility of all organisations to review 
what information can, appropriately, be shared openly with its partners and the 
public to support transparency and improvement. 
 
As part of this agenda, the Care Quality Commission: 
 
• uses a range of information from regulators and partners to supports its 
surveillance process and collects that data routinely to support its processes. For 
example, when any reports to prevent future deaths are produced by a coroner they 
are shared with the Care Quality Commission to support their understanding of risk 
(see recommendation 282); 
 
• contacts professional regulators, and others, to request relevant intelligence 
to inform them of the inspections that it is undertaking as part of its new regime and 
to request appropriate intelligence. The Care Quality Commission also collects 
information from the Nursing and Midwifery Council and the General Medical 
Council routinely to support its surveillance model and intelligence used within its 
data packs; 
 
• has a detailed memorandum of understanding with Monitor regarding the 
sharing of intelligence and the working practices that support this. The Care Quality 
Commission and Monitor will continue to review this document and update it in the 
light of the Care Quality Commission’s A New Start; 
 
• will, as part of the single failure regime, send any notices regarding 
performance to Monitor and the NHS Trust Development Authority. 
 
 

Groups, however anecdotal information suggests they have bedded in further 
and got into their stride in many parts of the country - with commissioners and 
regulators seeing them as a vital part of the quality infrastructure   
  

 
Information sharing between regulators: 
The General Medical Council has been working closely with the Care Quality 
Commission to build on its Memorandum of Understanding.  
 
The Care Quality Commission and the Nursing and Midwifery Council signed an 
updated memorandum of understanding in December 2013. The  Memorandum 
of Understanding outlines the areas of cooperation between the two 
organisations, and was supplemented in July 2014 by a joint operating protocol 
 
The Nursing and Midwifery Council is undertaking an internal quality assurance 
exercise on its own practice under its Memoranda of Understanding, the results 
of which will inform Memoranda being developed with other regulators. It will first 
report on the activity occurring as a result of partnership agreements and then 
undertake a more qualitative assessment of the impact of its own practice on 
safety and quality. 
 
  

 
 

36 A co-ordinated collection  of accurate 
information about the performance of 
organisations must be available to 
providers, commissioners,  regulators and 

Accepted. 
 

The Health and Social Care Act 2012, requires the Health and Social Care 
Information Centre to establish and operate a system for the collection or analysis of 

The National Information Board ensures that the Health and Social Care 
Information Centre is the focal point for data collected at the national level and 
that it increasingly becomes a ‘gateway’ for those seeking new data collections. 
The Centre will continue to look for opportunities for standardising outputs in 

http://www.legislation.gov.uk/ukpga/2012/7/contents


the public, in as near real time as possible, 
and should be capable of use by 
regulators in assessing the risk of non-
compliance. It must not only include 
statistics about outcomes, but must take 
advantage of all safety related information, 
including that capable of being derived 
from incidents, complaints and 
investigations. 

 
 

information in connection with the provision of health services and adult social care in 
England, if so directed by the Secretary of State or NHS England. The Informatics 
Services Commissioning Group, established in 2013, has been set up to enable the 
Health and Social Care Information Centre to become the focal point for data 
collected at the national level and that it increasingly becomes a checkpoint for those 
seeking new data collections. 

 
The Health and Social Care Information Centre publishes more than 130 statistical 
publications annually via its website. It also publishes a range of national indicators 
and metrics many of which are available publicly through its indicator portal This 
includes, for example, the Summary Hospital-level Mortality Indicator, indicators from 
the Quality Outcomes Framework and measures from the NHS Outcomes 
Framework. 

 
In addition, a range of metrics are collected and published by other organisations 
across the health sector that relate directly to the quality of patient care. This 
includes data on infection control published by Public Health England and 
information on safety incidents that are published by NHS England. From November 
2013, NHS England will increasingly make such information accessible through NHS 
Choices in order to bring together the most reliable and relevant data from national 
web services and act as a ‘front door’ to the best information on health and social 
care on the internet. 

 
Published data can be readily accessed by regulators to assess the risk of non-
compliance. Where needed, however, additional data can be made available to 
regulators, for example, through local arrangements such as direct memoranda of 
understanding with the appropriate data collector. 

 
Published Official Statistics are subject to the UK Statistics Authority’s  Code of 
Practice for Official Statistics (January 2009) which expects that statistical reports 
should be released as soon as they are ready to avoid unnecessary delays and 
that such publication should take into account the needs of data users and the 
public. 
 
In the light of this, and other similar recommendations in the Review, we expect 
that the Health and Social Care Information Centre should explore options and 
make proposals for using standard reporting formats that can be made more 
available to all organisations, in line with the ‘do once and use many times’ 
principle, with a view to improving consistency of analysis across the system. 

 

the context of the dissemination activities (for example to support the Care 
Quality Commission’s new inspection and intelligent monitoring activities), and it 
will work with its partners to explore how this approach might support their work.  
 
In addition, a range of metrics are collected and published across the health 
sector that relate directly to the quality of patient care.  This includes data on 
infection control (Public Health England), safety incidents (NHS England) and 
patients’ feedback reported on the NHS Choices website and, in future, through 
a national Health & Social Care Digital Service, which will be replacing NHS 
Choices.  This new online service will bring together the most reliable and 
relevant data from national web services and act as a ‘front door’ to the best 
information on health and social care on the internet. 

 

37 Trust Boards should provide, through quality 
accounts, and in nationally consistent format, 
full and accurate information about their 
compliance with each standard which applies 
to them. To the extent that it is not practical in 
a written report to set out detail, this should 
be made available via each trust’s website. 
Reports should no longer be confined to 
reports on achievements as opposed to a fair 
representation of areas where compliance has 
not been achieved. A full account should be 
given of the methods used to obtain the 
information. To make or be party to a wilfully 
or recklessly false statement as to compliance 
with safety or essential standards in the 
required quality account should be made a 
criminal offence. 

 
 

Accepted. 
 

The  National Health Service (Quality Accounts Regulations) 2010 the  National 
Health Service (Quality Accounts) Amendment Regulations 2011and the  National 
Health Service (Quality Accounts) Amendment Regulations 2012 set out 
information that must be included within Part 2 of the Quality Accounts to ensure 
they are comparable including information on their compliance (see recommendation 
246). The Quality Accounts are published nationally via the NHS Choices website to 
ensure that they are accessible and the information they contain on quality is 
available to patients and the public (see recommendation 247). 

 
We also agree that reports should not be confined to achievements and should 
reflect a balanced view of quality. Professor Sir Bruce Keogh’s report  Review into 
the quality of care and treatment provided by 14 hospital trusts in England 
(NHS England, July 2013) stated as an ambition that ‘…patients and the public, 
will have rapid access to accurate, insightful and easy to use data about quality at 
service line level’. This includes an action that the‘…the requirements for Quality 
Accounts for the 2014–15 round begin to provide a more comprehensive and 
balanced assessment of quality.’ 

 

A review of Quality Accounts has taken place and engaged 180 stakeholders, 
including patients, carers, and service providers, Healthwatch, NHS England, 
NHS Trust Development Authority and Monitor. The Quality Accounts 
Stakeholder Group has updated the purpose of Quality Accounts; ‘Quality 
Accounts should  give the reader the confidence the organisation was being 
open and honest about the quality of services being provided and was 
committed to driving continuous quality improvement’. Following this review a 
Quality Accounts Data Dictionary was developed and published in March 2014 
to improve the consistency of indicator data and definitions. A live set of  
frequently asked questions has also been published in March 2014 focusing on 
specific areas of quality account production, including further technical guidance 
relating to indicators and information about who has to produce a quality 
account. Both of these are hosted on NHS Choices and can be updated 
throughout the year. Organisations take their indicator reporting information 
from the Health and Social Care Information Centre Quality Accounts Portal for 
purposes of consistency and accuracy. The Health and Social Care Information 
Centre portal was refreshed in March 2014.   
 

 

http://www.hscic.gov.uk/
http://www.hscic.gov.uk/indicatorportal
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf
http://www.legislation.gov.uk/uksi/2011/269/pdfs/uksi_20110269_en.pdf
http://www.legislation.gov.uk/uksi/2011/269/pdfs/uksi_20110269_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf


NHS England will review Quality Accounts before the 2014–15 cycle to ensure that 
they give patients appropriate information regarding the services they use, and 
that they add value to the quality assurance infrastructure used by trusts, local 
and national organisations. The review will consider recommendations 246 to 251 
concerning the Quality Accounts along with the action highlighted in Sir Bruce’s 
report and will report in early 2014. It is expected that the review will be complete 
such that guidance can be issued in March 2014 and trusts advised of expected 
changes in early 2014. 

 
38 The Care Quality Commission should ensure 

as a matter of urgency that it has reliable 
access to all useful complaints  information 
relevant to assessment of compliance with 
fundamental standards, and should actively 
seek this information out, probably via its local 
relationship managers 

Accepted. 
 

In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care This made clear 
that information from individual members of the public who make complaints, raise 
concerns and provide feedback about the quality and safety of their care would be a 
vital source of information and that a well-led service or organisation would have a 
good complaints procedure that drives improvement. On 17 October 2013, it 
published the responses to the consultation in A new start: Responses to our 
consultation on changes to the way the Care Quality Commission regulates, 
inspects and monitors care services, which showed that there is broad agreement 
with the new approach. 
 
The Care Quality Commission already has a customer service centre which 
receives comments from the public, and it ensures that these comments are fed 
into inspections. No legal obstacles to the Care Quality Commission accessing 
information have been identified. Any bureaucratic obstacles to information 
sharing are being addressed through the development of information sharing 
protocols. The Care Quality Commission and the General Medical Council have 
published an operational protocol which sets out in detail how coordination and 
information sharing will work between the two regulators. The Care Quality 
Commission is in agreement with the Nursing and Midwifery Council that they 
will develop a similar joint working protocol by December 2013. Arrangements 
are in place for updated information sharing arrangements thereafter with the 
General Dental Council and the Health and Care Professions Council. 

 
The Care Quality Commission is examining how it needs to develop its systems 
further to ensure that it can use feedback and complaints from all sources to 
inform its inspection system, and ensure that people contacting the Care Quality 
Commission with information are clear what the Care Quality Commission will 
do with that information, and what action it may take in response. This work will 
be shaped by findings set out in A review of the NHS hospitals complaints 
system: putting patients back in the picture, and to ensure that complaints 
information and feedback from people who use services is embedded 
consistently and given significant weighting, the Care Quality Commission has 
committed to develop the way it uses these in its surveillance model by early 
2014. 
 

 

 
Ahead of any inspection, the Care Quality Commission requests a range of 
information relating to complaints from providers. This includes numbers of 
complaints, themes of complaints and the timeliness of resolution of complaints.  
 

The Care Quality Commission will also ask providers to share with us any survey 
they have carried out of people who have complained to them in the last 12 
months.  
 
The new fundamental standards will place a legal requirement on registered 
providers to provide the Care Quality Commission with information about 
complaints. 
 

39 The Care Quality Commission should 
introduce a mandated return from 
providers about patterns of complaints, 
how they were dealt with and outcomes. 

 

Accepted in principle. 
 

Information from people, who use care services about the quality and safety of their 
care, including concerns and complaints, is a vital source of information which needs 
to be available to the regulator. As part of the introduction of its new approach to 
inspection, the Care Quality Commission will ensure that it has access to this 
information so that it is a central part of how it focuses inspections. Through its 
engagement activity and refinement of its new approach, the Care Quality 
Commission will consider how best to ensure that it has access to this information. 

 
The Care Quality Commission already accesses and uses a range of information 
about complaints to inform the timing and focus of its inspections. The information 

 
Ahead of any inspection, the Care Quality Commission requests a range of 
information relating to complaints from providers. This includes numbers of 
complaints, themes of complaints and the timeliness of resolution of complaints.  
 

The Care Quality Commission will also ask providers to share with us any survey 
they have carried out of people who have complained to them in the last 12 
months.  
 
The new fundamental standards will place a legal requirement on registered 
providers to provide the Care Quality Commission with information about 
complaints. 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf


ranges from aggregated numbers and patterns of complaints, to individuals who 
contact it and tell inspectors about their experience. The Care Quality Commission 
also has a Memorandum of Understanding with Monitor that allows the two-way 
sharing of patient complaints information so that Monitor can act on it. 

 
The Care Quality Commission started implementing its new approach to hospital 
inspection in September 2013. The approach is based around judging five dimensions 
of quality. In December 2013 it will set out information in more detail in a handbook for 
providers, so that there is transparency in how it will rate acute hospitals. This will 
build on the proposals in A new start – Consultation on changes to the way CQC 
regulates, inspects and monitors care by providing more detail on: 

 
• what the five questions that the Care Quality Commission inspects* will cover; 

 
• the definition of each level of the rating scale (outstanding, good, requires 

improvement inadequate); 
 
• key lines of enquiry that will always be followed to ensure consistent ratings; 

 
• any additional indicators and data that contribute to the rating (beyond 

those used for surveillance), and any methods or rules for aggregating 
them; 

 
• how judgements are made from inspection findings and data, to place a 

provider in a ratings band. 
 

In all inspections, the Care Quality Commission will use key information to identify 
priorities to check, and this will always include complaints information as an 
essential component. This is likely to require definition of a comprehensive, 
standardised information set which the Care Quality Commission can access as 
part of pre-inspection planning and as and when required for on-going monitoring. 

 
The information could be required on a mandatory basis by incorporating it in 
regulations or through the Care Quality Commission’s general power to require 
access to whatever information it needs to exercise its functions. However, it is 
premature to make decisions on requiring mandatory information until the 
implications of Rt Hon Ann Clwyd MP and Professor Tricia Hart’s Review of the 
Handling of Complaints in NHS Hospitals are fully understood, until the NHS 
Confederation’s review of bureaucracy has reported, and the Care Quality 
Commission has evaluated its information requirements in light of its first inspections 
using its new approach. The Care Quality Commission will review whether to require 
routinely from providers a report on complaints, self-assessment or other form of 
declaration, in order to inform its monitoring and inspections, as it continues to test 
and engage on refining its new approach to inspection between now and April 2014. 

 
*Is the service safe? Is the service effective? Is the service caring? Is the service 
responsive? Is the service well-led? 

 
 
 

 

 
 

40  
It is important that greater attention is paid to 
the narrative contained in, for instance, 
complaints data, as well as to the numbers. 

 

Accepted. 
 
The new approach to inspection introduced by the Care Quality Commission 
places a stronger focus on how care is delivered in practice and how it is 
experienced, rather than only on compliance with regulations. In line with this, it 
is now making greater use of the information that it holds on complaints. 
 

The Care Quality Commission already uses a range of information about complaints 
to inform the timing and focus of its inspections. The information ranges from 

The new inspection process being developed by the Care Quality Commission, 
working with the Patients Association, is to build an approach based on 
listening and focus groups, and an interview with the complaints manager. It 
may also involve looking through complaints file; in other words, looking at the 
whole complaints process. 
 
The Care Quality Commission provider handbooks were published in October 
2014 and include mandatory key lines of enquiry for use in all inspections. For 
complaints this means the inspection finding evidence to answer the questions 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf


aggregated numbers and patterns of complaints, to individuals who contact the Care 
Quality Commission and tell inspectors about their experience. The Care Quality 
Commission will review how it makes best use of the complaints that it receives 
directly from individuals, and the individual stories in complaints as well as the 
aggregated trends, in light of Rt Hon Ann Clwyd MP and Professor Tricia Hart’s 
Review of the Handling of Complaints in NHS Hospitals 
 
 
 
 

 

- How are people’s concerns and complaints listened and responded to and 
used to improve quality of care? For staff concerns, evidence will be gathered 
to answer the questions – Is the value of staff raising concerns recognised by 
both leaders and staff? Is appropriate action taken as a result of concerns 
raised? 
 
Over the next six months, the Care Quality Commission plan to further 
strengthen this approach through:  
• starting to design a set of training and support for inspection team 

members and other the Care Quality Commission staff that is likely to 
include issues such as understanding the legal framework, facilitating 
staff forums to ensure raising and acting on concerns is discussed, how 
to manage sensitivities in handling concerns such as confidentiality, use 
of inspection guidance and tool kits, identifying good and poor practice. 

• In terms of complaints handling, the Care Quality Commission plan in 
hospitals and other care sectors to carry out an audit of a randomly 
selected (by the Care Quality Commission) sample of closed files to 
understand if these have been handled in a way that matches the good 
practice they expect to see.  

• Interviews with senior management, including the Head of Human 
Resources or equivalent, will include questions about policies on and the 
practice of handling staff concerns. 
 

There was a positive response when the Care Quality Commission engaged on 
their proposed approach with groups of people who have experience of making 
complaints, complaint advocacy services, staff who have raised concerns about 
services and national bodies. The Care Quality Commission have gathered, 
from their inspection activity, evidence of good and poor practice in the different 
sectors for a Chief Inspector of Hospitals report Complaints Matter, which was 
published in December 2014. 
 
The Care Quality Commission is also undertaking a wide review of “customer 
experience” that will understand how they can improve the way they listen and 
respond to concerns and complaints and the providers they regulate. This will 
include looking at good practice in other service sectors. They are also carrying 
out a review of their own whistleblowing policies using external expertise. 
 
The Care Quality Commission is building up the relationships it has with its 
strategic partners to reform the wider complaints system in order to align work 
on vision and standards, share good practice and consistency in messaging 
and on a joint vision for good complaints handling. 

 
41 The Care Quality Commission should have a clear 

responsibility to review decisions not to comply 
with patient safety alerts and to oversee the 
effectiveness of any action required to implement 
them. Information-sharing with the Care Quality 
Commission regarding patient safety alerts 
should continue following the transfer of the 
National Patient Safety Agency’s functions in 
June 2012 to the NHS Commissioning Board 

Accepted in principle. 
 
The Care Quality Commission already monitors compliance with patient safety alerts, 
such as those issued by the Medicines and Healthcare products Regulatory Agency, 
and is able to investigate further where it identifies the need to do so in order to hold 
providers to account for failures to act on them. The Care Quality Commission is 
currently exploring how it can give greater prominence to safety alerts in its revised 
surveillance and inspection model. However care is needed to be clear that providers 
retain accountability for implementing patient safety alerts. It is not the Care Quality 
Commission’s role to oversee providers’ individual decisions or actions. Providers 
must be able to explain and account for how they act on safety alerts; the Care 
Quality Commission’s role will be to assess their capability and performance in terms 
of whether it results in good quality care. 

 
NHS England is developing proposals for a new system of safety alerts, and, to 
strengthen the ability to monitor alerts and compliance with them, the Care Quality 
Commission is closely involved in that work. The role of regulation is integrated into an 
overall approach that allows for both safety improvement and accountability. 

The Care Quality Commission is giving greater prominence to safety alerts in its 
revised surveillance model. The Care Quality Commission’s NHS acute 
Intelligent Monitoring system includes a composite indicator around completion 
of safety alerts which contributes to providers’ risk scores. 
 
 
The Care Quality Commission is continuing to develop its approach to the use of 
data and intelligence,   including the role of safety alerts, across all the sectors it 
regulates, both to inform risk identification and to support and test inspection 
findings, as an integral part of its new regulatory approach 
 
Providers are expected to retain accountability for implementing patient safety 
alerts while demonstrating safety improvement and learning in order to give 
safety alerts more prominence in the inspection model.  
 
 
 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf
http://www.cqc.org.uk/sites/default/files/20141208_complaints_matter_report.pdf
https://admin.cqc.org.uk/sites/default/files/Intelligent%20Monitoring%20Indicators%20and%20Methodology%20JULY.pdf


 
 

 

42 Strategic Health Authorities/their 
successors should, as a matter of routine, 
share information on serious untoward 
incidents with the Care Quality 
Commission. 

 

Accepted. 
 

Information on serious untoward incidents is shared routinely with the Care Quality 
Commission, and Quality Surveillance Groups have been established to support 
the sharing of information and intelligence more generally at a local level. 

 
NHS England is the relevant successor to Strategic Health Authorities. It continues 
routinely and regularly to share with the Care Quality Commission information on 
serious untoward incidents reported to the Strategic Executive Information System 
and the National Reporting and Learning System. 

 
The Care Quality Commission has direct access to the Strategic Executive 
Information System, and is able to view all the information submitted to that 
system regarding serious incidents. Information on National Reporting and 
Learning System reported incidents is shared on a weekly basis with the Care 
Quality Commission. 

 
The Care Quality Commission is reviewing how it uses incident data in its new 
surveillance and monitoring approach to support inspections carried out on behalf 
of the new Chief Inspector of Hospitals, looking at both incident severity and 
levels/consistency of reporting. The Care Quality Commission and NHS England 
are working closely on these developments and have agreed to use the same 
indicators and approach to their analyses where this is possible. 

 
Quality Surveillance Groups have been established from April 2013 in each area and 
in each region. These groups actively share between commissioners, regulators, all 
local NHS organisations and others, information and intelligence on the quality of care 
being delivered, including on untoward incidents and how they are managed. The 
National Quality Board is currently conducting a review of how the Quality Surveillance 
Group network is operating, and what support it needs to be as effective as possible. 
It will publish revised guidance and support materials by the end of the 2013 to 
support all Quality Surveillance Groups to reach their full potential. 

 

The Intelligent Monitoring tool analyses a range of information including 
information from the National Reporting and Learning System, as well as 
people’s experiences of care, staff experience and analysis of statutory returns 
to the Care Quality Commission (for example, notifications of serious incidents). 
 
The indicators raise questions about the quality and safety of care but are not 
used on their own to make final judgments. These judgments will always be 
based on what the Care Quality Commission finds at inspection, which is 
informed by Intelligent Monitoring data and information from the service provider 
and other local sources.  
 
Since April 2013, a network of Quality Surveillance Groups has been established 
at a local and regional level across the country.  Quality Surveillance Groups 
regularly bring together organisations from across the health economy to share 
information and intelligence on the quality of care being provided to their 
communities. Regional Quality Surveillance Groups share reports with key 
issues and concerns with each other and to the NHS England Executive Group 
on a regular basis so that any issues that need national attention and action can 
be escalated.   
To support Quality Surveillance Groups to be as effective as possible in fulfilling 
their role and potential, a review has been undertaken by the National Quality 
Board along with all organisations represented on the Quality Surveillance 
Groups. This has resulted in the publication of revised guidance for Quality 
Surveillance Groups, ‘How to run an effective Quality Surveillance Group’.  
 
 

43 Those charged with oversight and regulatory 
roles in healthcare should monitor media 
reports about the organisations for which they 
have responsibility. 

 

Accepted. 
 
Regulatory bodies and commissioners of NHS services do monitor media 
reports about relevant organisations for which they hold responsibility. 

 
Within the Care Quality Commission’s new approach to inspection, it will be 
monitoring media reports with those contributing to decisions on when and where to 
inspect. They are reflected in the data packs the Care Quality Commission uses to 
focus its inspections. Monitor and the NHS Trust Development Authority monitor 
media reports about the organisations they regulate, and this information feeds into 
their assessment processes and on-going regulation activity. NHS England actively 
monitors media reports about clinical commissioning groups and providers. The 
Nursing and Midwifery Council monitors media coverage of potential fitness to 
practise issues relating to registered nurses and midwives, and opens investigations 
when serious concerns appear to have been raised. The General Medical Council 
conducts extensive monitoring of print, online, broadcast and social media as part of 
its commitment to be proactive in identifying risk to patients and patient care, and it 
opens investigations when there appears to be a serious concern. 

 
Since April 2013, NHS England has rolled out Quality Surveillance Groups across 
England. These groups actively share among commissioners, regulators and other 
organisations information and intelligence on the quality of care being delivered, 
including issues and cases of media and public interest. The National Quality Board 
is currently conducting a review of how the Quality Surveillance Group network is 
operating, and what support it needs to be as effective as possible. It will publish 

 
The Care Quality Commission uses some media monitoring information in its 
acute inspection planning and its provider relationship teams are alerted to 
media stories about providers locally. The Care Quality Commission is now 
reviewing its approach to determine how it will use this source of intelligence in 
the future. 

http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf


revised guidance and support materials by the end of the 
2013 to support all Quality Surveillance Groups to reach their full potential. 

 
44 Any example of a serious incident or avoidable 

harm should trigger an examination by the 
Care Quality Commission of how that was 
addressed by the provider and a requirement 
by the trust concerned to demonstrate that the 
learning to be derived has been successfully 
implemented. 

 

Accepted in part. 
 
The Care Quality Commission’s new approach to inspection includes a published set 
of ‘Intelligent Monitoring’ indicators for monitoring quality in providers: for the first time 
indicators in relation to acute trusts were published on 24 October 2013, and these will 
be published quarterly. The indicators use information on serious incidents and 
avoidable harm, all of which is valuable to the Care Quality Commission. While it would 
not be feasible to follow up on every reported incident of patient harm as there are 
more than 250,000 incidents each year with over 200,000 of these categorised as 
low harm incidents, the Care Quality Commission has defined a number of these 
indicators as ‘tier one indicators’, which always trigger rigorous follow up action to 
obtain assurance. Tier one indicators include serious incidents such as ‘never events’. 
The Care Quality Commission’s new Intelligent Hospital Monitoring system will also 
trigger a response whenever there is a statistically significant number of severe harm 
incidents or avoidable deaths at a provider location. The Care Quality Commission 
also analyses information over time and takes action on patterns of differences 
between expected and observed outcomes of care, and patterns of incidents. 

 
The indicators on their own will not be used to draw definitive conclusions or 
judge the quality of care – that will be a matter for inspection. Instead the 
indicators will be used as ‘smoke detectors’, which will start to sound if a 
hospital is outside the expected range of performance for one or more 
indicators. The Care Quality Commission will then assess what the most 
appropriate response should be. Providers are required to inform the Care 
Quality Commission of a range of incidents that may point to failings in the care 
provided. 

 
The Care Quality Commission will consider further ways to monitor and act on 
incidents and avoidable harm as its new system of monitoring providers matures, in 
order continuously to improve its sensitivity to this aspect of quality of care. 
However, it needs to avoid any duplication with local arrangements for ensuring 
that providers address serious incidents and avoidable harms and demonstrate 
learning, as set out in NHS England’s Serious Incident Reporting and Learning 
Framework. For this reason, while the Care Quality Commission should ensure high 
priority to responding to concerns about patient safety, it should not follow up any 
serious incident or avoidable harm, given that other arrangements are in place and 
the Care Quality Commission needs to target its resources where it will have 
greatest impact in promoting better quality care. 
 

 

The Care Quality Commission’s Intelligent Monitoring system triggers a response 
where there are a statistically significant number of severe harm incidents or 
avoidable deaths at a provider. ‘Never events’ trigger an automated elevated risk 
in Intelligent Monitoring which inspectors are expected to follow up individually. 
The Care Quality Commission uses this information to determine whether to 
inspect a provider and what line of enquiry to take on inspection.  
 
The Care Quality Commission is currently reviewing internally its role and 
approach to serious incident reporting and investigations, this includes a 
thematic probe into complaints, concerns and whistleblowing, a part of which is 
the examination of what the Care Quality Commission does with this information 
and how it can be used better.  
 
 

45 The Care Quality Commission should be 
notified directly of upcoming healthcare- 
related inquests, either by trusts or 
perhaps more usefully by coroners. 

 
 

Accept in principle. 
 
Coroners’ investigations and inquests can provide useful information on the quality of 
services delivered by care providers and any risk of future deaths. As a result, the 
Care Quality Commission already receives Reports to Prevent Future Deaths and 
disclosure in inquests where they have interested person status. 

 
Since 25 July, coroners are under a statutory duty to make details of the date, 
time and place of all inquests available before hearings commence. However, in 
order to support its new inspection model, the Care Quality Commission may 
require further details regarding upcoming inquests. 

 
To this end, the Care Quality Commission will undertake an analysis of the 
information available from coroners’ investigations and inquests, along with other 
information it already receives relating to expected and unexpected deaths. It will 
consider the findings of that analysis, including how it could target requests for 
information from coroners and any burden that collecting this data might impose, 

The Care Quality Commission is undertaking an analysis of the information 
available from coroners’ investigations and inquests, along with other 
information it already receives relating to expected and unexpected deaths. 
It will consider the findings of that analysis, including how it could target 
requests for information from coroners and any burden that collecting this 
data might impose, working with the Coroners’ Society of England and 
Wales, the Office of the Chief Coroner, the Ministry of Justice and the 
Department of Health.  
 
In addition, the Care Quality Commission is also working with the Coroners’ 
Society of England and Wales and the Office of the Chief Coroner in 
establishing a Memorandum of Understanding with the aim of achieving 
better working relationships and the sharing of information. The Care 
Quality Commission continues to receive prevention of future death reports, 
and received 127 notices between August 2013 and August 2014.   
 
The Care Quality Commission now has a single point within the Care 

http://www.nrls.npsa.nhs.uk/report-a-patient-safety-incident/serious-incident-reporting-and-learning-framework-sirl/
http://www.nrls.npsa.nhs.uk/report-a-patient-safety-incident/serious-incident-reporting-and-learning-framework-sirl/


working with the Coroners’ Society of England and Wales, the Office of the Chief 
Coroner, the Ministry of Justice and the Department of Health. Together, they will 
develop an appropriate way forward. 

 
In addition, the Care Quality Commission is also working with the Coroners’ 
Society of England and Wales and the Office of the Chief Coroner in 
establishing a Memorandum of Understanding with the aim of achieving better 
working relationships and the sharing of information between the Care Quality 
Commission and coroners. 

 

Quality Commission where all Regulation 28 notices from Coroners are 
received. There is a central record to enable tracking of the regulations 
from receipt through to response and the Care Quality Commission has 
created detailed guidance on internal processes to facilitate earlier 
involvement in inquests including the provision of information. In the future 
there is the potential for a reporting capacity. 
 
 

46 The Quality and Risk Profile should not be 
regarded as a potential substitute for active 
regulatory oversight by inspectors. It is 
important that this is explained carefully and 
clearly as and when the public are given 
access to the information. 

 

Accepted. 
 
Replacing the quality and risk profile approach, since October 2013 the Care 
Quality Commission has published its analysis of risk indicators for the entire 
hospital sector, showing how all hospital providers perform against these indicators 
of risk. Updates will be published quarterly. Under its new inspection approach, 
spearheaded by the Chief Inspector of Hospitals, as it carries out each inspection 
under its new approach, the Care Quality Commission will publish the data pack at 
the same time as publishing the inspection report. A data pack is a detailed 
analysis of key information that the Care Quality Commission holds about a 
provider, including its performance on risk indicators, other sources of data, and 
qualitative information such as views of local organisations and feedback from 
patients. 

 
The Care Quality Commission’s new approach is designed to support inspection by 
specialist teams, through inspections based on identifying lines of enquiry from 
whatever quantitative and qualitative information suggest about standards of care, 
rather than focused on regulations. Under the new approach the Care Quality 
Commission also analyses information about providers to decide the timing of 
inspections so that there is timely follow-up to potential concerns. This is to clarify 
the difference between on-going monitoring, and judgements by inspectors at 
certain points within that. 

 
The Care Quality Commission has begun its new approach to monitoring 
providers in the hospital sector. New Chief Inspectors of General Practice and 
of Adult Social Care took up post in October 2013 and will now spearhead the 
extension and development of new approaches to monitoring standards of care 
in those sectors. The Deputy Chief Inspector of Mental Health will report to the 
Chief Inspector of Hospitals on how this applies to mental health services. 

 

In March and July 2014, the Care Quality Commission updated its surveillance 
model for acute NHS trusts and in July 2014, it published for the first time 
surveillance models for adult social care, general practice, community and 
mental health providers. 
 
In January 2014, the Care Quality Commission started its new inspection 
programme for mental health trusts, community trusts and general practice out 
of hours services. In April 2014, new style inspections started in adult social 
care.  The first new inspections for ambulance services and dentists started in 
July 2014. 

 

47 The Care Quality Commission should expand its 
work with overview and scrutiny committees and 
Foundation Trust governors as a valuable 
information resource. For example, it should 
further develop its current ‘sounding 

Accepted. 
 

The Care Quality Commission has taken steps to engage Overview and Scrutiny 
Committees and Foundation Trust Governors, to increase their input to its new 
approach to inspection and monitoring. 

 
All Overview and Scrutiny Committees now receive a two-monthly bulletin from 
the Care Quality Commission to update them on work and encourage feedback 
from their scrutiny reviews and activity. Each Overview and Scrutiny Committees 
has received a welcome letter from Professor Sir Mike Richards, the Chief 
Inspector of Hospitals. Local Trusts being inspected under the Care Quality 
Commission’s first wave of new in depth inspections have received a second 
letter inviting them to the public listening events and encouraging specific 
feedback about the Trusts. 

 
The Care Quality Commission has put in place a contract with the Centre for Public 
Scrutiny to further develop information sharing and relationships with Overview and 
Scrutiny Committees across the regions. A sounding board of Overview and Scrutiny 
Committees was held in August 2013, which included encouraging Overview and 
Scrutiny Committees to access the Care Quality Commission’s local data to inform 

 
The Care Quality Commission works with overview and scrutiny committees by 
allowing them to access and use the information the Care Quality Commission 
holds about services to help them drive local improvements in care services. 
They also work with the Care Quality Commission to coordinate compliance 
monitoring with scrutiny committee activity where appropriate. In turn, the 
committees share information with the Care Quality Commission gathered from 
local communities about the quality and safety of health and social care services.  
 
The contract in place with The Centre for Public Scrutiny to deliver work across 
the country with overview and scrutiny committees will run until March 2015.  
 
The Care Quality Commission is developing a separate guide for local 
councillors and overview and scrutiny committees to working with the Care 
Quality Commission, due to be published in November 2014. The Care Quality 
Commission is developing similar guidance for Foundation Trust Governors. This 
is due to be published in early 2015.  
 



their scrutiny work programmes. 
 

The Care Quality Commission and Monitor have worked together so that Monitor’s 
new statutory guidance for Governors provides briefing on the Care Quality 
Commission’s role and new approach to inspection. It sets out ways in which 
Governors can have an effective role in the Care Quality Commission’s monitoring 
and inspection, and how information should be shared. 
 
 

48 The Care Quality Commission should send a 
personal letter, via each registered body, to each 
Foundation Trust governor on appointment,  
inviting them to submit relevant information about 
any concerns to the Care Quality Commission 

Accepted in principle. 
 

Professor Sir Mike Richards, the Chief Inspector of Hospitals, has already written 
to Foundation Trust Councils of Governors about the first wave of his new NHS 
Trust inspections, setting out how Councils of Governors can be involved in 
listening events, can feed in information to the inspections, and can contact the 
local Care Quality Commission manager if at any time they wish to raise 
questions or provide further information to it in relation to the quality of care 
provided by the trust. The Foundation Trust Council of Governors was used to 
convey this information to individual Governors because of their requirement to 
work collectively as a Council. 

 
The Care Quality Commission has worked with Monitor to ensure that Foundation 
Trust governors have clear guidance on the Care Quality Commission’s role and 
how to raise concerns. This information will be available to governors on an on-
going basis, and to newly appointed governors, in addition to the one-off letter 
that has been sent. 

 

 
The Care Quality Commission has extended the independent panel for 
governors run by Monitor so that it now also acts as an independent panel for 
Councils of Governors to raise queries they have in relation to healthcare 
standards. 
 
The Care Quality Commission wrote to all Foundation Trust Councils of 
Governors in Autumn 2013 when it announced its new approach, informing them 
of the first wave of its new acute inspections. Following this, it was agreed that it 
would become part of the Care Quality Commission’s methodology to invite the 
relevant Council of Governors to contribute evidence as part of an inspection. 
Further work is being undertaken to embed this. 

 
The Care Quality Commission is also undertaking work to ensure that there is an 
effective framework in place so that its hospital inspection teams know how 
Councils of Governors should be invited to contribute evidence. The Care 
Quality Commission will be publishing a briefing for all Foundation Trust Councils 
of Governors about its new approach and standards of care.  
 

49 Routine and risk-related monitoring, as 
opposed to acceptance of self-declarations of 
compliance, is essential. The Care Quality 
Commission should consider its monitoring in 
relation to the value to be obtained from: 

 
• The Quality and Risk Profile; 

 
• Quality Accounts; 

 
• Reports from Local Healthwatch; 

 
• New or existing peer review schemes; 

 
• Themed inspections. 

 

Accepted. 
 
The Care Quality Commission is fundamentally changing the way it monitors providers 
on the quality of their services. Through its Chief Inspector of Hospitals, it has 
introduced a new system in the hospital sector. The Chief Inspectors of General 
Practice and Adult Social Care have been appointed, and will similarly lead the 
development of new approaches in their sectors. 

 
The Care Quality Commission has consulted on and started implementing a new 
approach to monitoring providers, based on identification of the indicators that are 
most important in signalling potential concerns in each type of care. This has 
started in the hospital sector, and the Chief Inspector of Hospitals has been clear 
that information from people who use the service, or their representatives, 
information from accreditation and peer review, and information from other 
oversight bodies are also important alongside indicators from national data. In 
October 2013 the Care Quality Commission began regularly publishing its analyses 
of the indicators for each hospital trust. 

 
The Care Quality Commission will continue to develop the approach to monitoring 
hospitals, and extend it to mental health, community health and ambulance 
providers both in the NHS and the independent sector. The Chief Inspector of 
General Practice, on behalf of the Care Quality Commission, will bring forward 
proposals for his sector and consult on them. A signposting document on adult 
social care, A fresh start for the regulation and inspection of adult social care, 
was issued in October 2013 by the Chief Inspector of Social Care. 

 
The Care Quality Commission is engaged in a review of quality accounts that the 
National Quality Board has requested and will play its part in ensuring that quality 
accounts add value, are robust and have accountability for inaccurate or 
inappropriate information. 

 
The Care Quality Commission is developing Memoranda of 

The Care Quality Commission has put in place a system of Intelligent Monitoring 
to help decide when, where and what to inspect. This draws information and 
data from a range of sources to identify providers and services where there may 
be a greater risk of providing poor care. The evidence from the Intelligent 
Monitoring system is used to prioritise which providers will be inspected and the 
lines of enquiry during an investigation. The system triggers a response, for 
example, where there are a statistically significant number of severe harm 
incidents or avoidable deaths at a provider. “Never events” trigger an automated 
elevated risk in Intelligent Monitoring which inspectors follow up individually. The 
data it looks at includes information from: 
 

• Staff 
• Patient surveys 
• Mortality rates 
• Hospital performance information such as waiting times and infection 

rates 
 
In October 2013 the Care Quality Commission began a pilot of its Intelligent 
Monitoring programme for acute and specialist NHS trusts. The pilot looked at 
more than 150 different sets of data (indicators), which related to the five key 
questions the Care Quality Commission asks of all services – are they safe, 
effective, caring, responsive, and well-led? Using this data, the Care Quality 
Commission grouped all acute NHS trusts into six priority bands for inspection. In 
March and July 2014, the Care Quality Commission updated its surveillance 
model for acute and specialist NHS trusts.   
 
In November 2014, the Care Quality Commission published Mental Health 
Intelligent Monitoring reports, which display the results of its analysis of Tier 1 
indicators for all Mental Health NHS trusts. Each trust receives an individual 
report and banding, similar to those for acute hospitals. The bandings range from 
one to four.  
 

http://www.monitor.gov.uk/home/news-events-publications/our-publications/browse-category/guidance-health-care-providers-and-co-54
http://www.cqc.org.uk/sites/default/files/media/documents/20131013_cqc_afreshstart_2013_final.pdf
http://www.cqc.org.uk/sites/default/files/media/documents/20131013_cqc_afreshstart_2013_final.pdf
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
http://www.cqc.org.uk/public/hospital-intelligent-monitoring


Understanding with all the medical, nursing and midwifery Royal Colleges in 
order to explore the potential to use their accreditation schemes in its 
monitoring, where that can encourage achievement of best practice 
standards and avoid duplicated inspection. 

 
The Care Quality Commission is reviewing its approach to themed inspections, 
including how they can contribute to its broader monitoring of providers. 
 
 

 

In November 2014 the Care Quality Commission published its first round of 
Intelligent Monitoring for GPs 
 
The Care Quality Commission has always used important information in statutory 
notifications as an indicator of quality and safety in the adult social care sector, 
alongside other information about safeguarding alerts and information provided 
by others such as people who use services, staff and the public. The Care 
Quality Commission does not have a lot of quantitative data consistently 
collected across the sector but it is taking steps to improve this. With a new, 
more thorough model the Care Quality Commission intends to use all the 
available information to check whether there is a risk that services do not provide 
either safe or quality care.  
 
Draft Intelligent Monitoring models for the Adult Social Care sector have been in 
place since October 2014, with separate sets of indicators for residential, 
community and hospice services. The Care Quality Commission will continue to 
develop these models with providers and stakeholders to develop a more robust 
Intelligent Monitoring system within Adult Social Care during 2015/16 and 
beyond. 
 
The Care Quality Commission’s Board agreed a new, strategic approach to 
thematic work in February 2014 that will enable the Care Quality Commission to 
develop an independent voice through bespoke thematic activity on priority 
topics.  The Care Quality Commission will develop bespoke methods for each 
project, and this will mean that thematic findings can inform its surveillance, 
inspection and ratings when appropriate.  Thematic work goes beyond 
inspection, and may include for example a data review which looks at 
information sources which are not part of the Care Quality Commission’s routine 
intelligence monitoring. 
 
 

50 The Care Quality Commission should retain 
an emphasis on inspection as a central 
method of monitoring non-compliance. 

 

Accepted. 
 

The Care Quality Commission has introduced a fundamentally different and 
strengthened approach to inspection as the centrepiece of how it assures 
standards of care. 

 
The Care Quality Commission’s new approach to inspection involves large teams 
of specialists and public listening events, resulting in judgements about the 
quality of care rather than compliance with regulations. The new approach is led 
by the Chief Inspector of Hospitals, Professor Sir Mike Richards; several 
thousand specialists and members of the public have put themselves forward to 
join his inspection teams. This level of engagement, and the more relevant 
outputs, ensures that inspection is at the heart of the Care Quality Commission’s 
role and purpose. The new approach is designed to support inspection by 
specialist teams, through inspections which, rather than being focused on 
regulations, are based on identifying lines of enquiry from whatever quantitative 
and qualitative information suggest about standards of care. 

 
The Care Quality Commission’s new approach to monitoring the quality and safety of 
services has been introduced initially in acute hospitals. New Chief Inspectors of 
General Practice and of Adult Social Care took up post in October 2013, and will 
now spearhead the extension and development of new approaches to monitoring 
and inspecting standards of care in those sectors. The Deputy Chief Inspector of 
Mental Health will report to the Chief Inspector of Hospitals on how this applies to 
mental health services. 

 

As described in recommendation 38, the Care Quality Commission started 
piloting its new inspection regime in September 2013 and has been steadily 
rolling this out to all health and care sectors.  Care Quality Commission is now 
in the process of inspecting all NHS acute trusts using the new model of 
inspection 
 

51 The Care Quality Commission should develop 
a specialist cadre of inspectors by through 
training in the principles of hospital care. 

Accepted. 
 

The Chief Inspector of Hospitals has begun inspecting in this way. Useful lessons 

In January 2014, the Care Quality Commission started its new inspection 
programme for mental health trusts, community trusts and general practice out 
of hours services. In April 2014, the first new style inspections started in adult 



Inspections of NHS hospital care providers 
should be led by such inspectors who should 
have the support of a team, including service 
level user representatives, clinicians and any 
other specialism necessary because of 
particular concerns. Consideration should be 
given to applying the same principle to the 
independent sector, as well as to the NHS. 

 

were learnt from the Care Quality Commission’s targeted inspections of 150 learning 
disability in-patient units following events at Winterbourne View hospital; these 
benefitted enormously from the involvement in inspection of trained and supported 
learning disabled self-advocates and family carers. 

 
Also, building on the approach developed by Professor Sir Bruce Keogh’s reviews 
of mortality in 14 NHS trusts, the Chief Inspector of Hospitals has started 
inspections involving teams made up of senior and junior doctors, nurses and 
allied health professionals; senior managers; and people with experience of using 
hospital services. Six thousand individuals put themselves forward to be part of 
these inspections, and the number continues to increase. This is encouraging 
progress towards ensuring that inspection teams with a range of specialist and lay 
perspectives will be sustainable. 

 
Through its Chief Inspector of Hospitals, the Care Quality Commission will extend 
this approach to mental health, community healthcare and ambulance services 
during 2014–15, with appropriate adaptation and tailoring to those sectors. The 
approach will be adapted to independent as well as NHS providers. 

 
New Chief Inspectors of General Practice and of Adult Social Care took up post in 
October 2013, and will similarly spearhead the extension and development of new 
approaches to monitoring and inspecting standards of care in those sectors. 

 

social care. The Care Quality Commission’s rating of providers will commence 
in Independent Mental Health (community and hospitals), NHS Specialist 
Acute Hospitals and NHS Ambulance Trusts is expected to start in early 2015. 

 

52 The Care Quality Commission should consider 
whether inspections  could be done 
in collaboration with other agencies, or 
whether they can take advantage of any peer 
review arrangements available. 

 

Accepted. 
 
The Care Quality Commission is developing Memoranda of Understanding with 
medical, nursing and midwifery Royal Colleges. These will ensure that peer review 
and accreditation schemes are taken fully into account as new methods of 
inspection are introduced in each sector and evolve. The Care Quality Commission 
will continue joint inspection with other regulators and inspectorates. This will include 
extending from December 2013 the approach to coordination developed with the 
General Medical Council (see below), to other professional regulators. 

 
In A new start – Consultation on changes to the way CQC regulates, inspects 
and monitors care the Care Quality Commission consulted on new approaches to 
regulation and, as part of that, proposed closer work with other agencies and 
better use of accreditation and peer review schemes. On 17 October 2013, it 
published the responses to the consultation in A new start: Responses to our 
consultation on changes to the way the Care Quality Commission regulates, 
inspects and monitors care services, which showed that there is broad 
agreement with the new approach. 

 
The Care Quality Commission and the General Medical Council have explored 
coordination through shadowing each other’s inspections and assessments of 
professional education; this is reflected in an operational protocol that they have 
published. Discussions are under way on how best to learn from this, and extend 
the learning to other professional regulators in healthcare. 
 

  
 

 
 

 

Under the leadership of the Chief Inspectors, the Care Quality Commission has 
put in place specialist inspection teams that subject providers to greater scrutiny. 
Inspections now routinely involve expert inspectors and people with experience 
of receiving. 

The Care Quality Commission is currently undertaking work whether on it might 
take account of accreditation schemes in Adult Social Care. During May 2014, 
the Care Quality Commission held a series of roundtable events with 
stakeholders and also co-production sessions, which generated mixed views. As 
a consequence, the Care Quality Commission with its staff and stakeholders will 
be giving further consideration to accreditation.  

Memoranda of Understanding are being developed and revised with other 
strategic partner organisations, often supported by joint operating protocols. For 
example, a joint working protocol has recently been established with the Nursing 
and Midwifery Council and will be embedded in 2015. The Care Quality 
Commission is close to updating its joint working arrangements with the National 
Institute for Health and Care Excellence and the Health and Care Professionals 
Council, and the Care Quality Commission intelligence teams are liaising with 
the Health and Care Professionals Council on routine information sharing. 
 
General Medical Council /The Care Quality Commission protocol  
•      The General Medical Council and the Care Quality Commission reviewed 
their Joint Operating Protocol, and published the revised version on 11 
December 2014. 
 
Revalidation and General Medical Council/The Care Quality Commission joint 
training 

• The Care Quality Commission has submitted their Annual Organisational 
Audit report  

• The Care Quality Commission is preparing a development plan to set up 
structure and processes for the Care Quality Commission as a 
designated body.  

• The Care Quality Commission is including questions about appraisal and 
revalidation in our GP inspections. 

• The Care Quality Commission is developing a process for working with 
Area Teams to discuss practice and individual performance prior to and 
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following inspections. 
• A representative from the Care Quality Commission sits on the General 

Medical Council’s Expert Advisory Group on Standards for Education and 
Training. The Care Quality Commission has introduced the concept of 
Key Lines of Enquiry to this group and this methodology is now being 
looked at in the creation of new standards.  

• An e-learning package is being developed – by agreement with the Chief 
Inspector for Primary Medical Services and Integrated Care, Professor 
Steve Field - and will be integrated into the Care Quality Commission’s 
annual programme of GP training. 

Data to support GP inspections: 
• Internal discussions at the Care Quality Commission are underway to 

understand how the General Medical Council can provide information to 
support this process. 

Data to support hospital inspections: 
The General Medical Council continues to send the Care Quality Commission 
sets of information relating to individual trusts, for use as part of our inspection 
process. The data covers each of their core functions: Registration & 
Revalidation, Fitness to Practise and Education. 
The General Medical Council also shares this information with the responsible 
officer at the trust.  
Information Sharing Agreement: 
Development of the Information Sharing Agreement and the individual sharing 
schedules therein has been progressing slowly, partly due to the development of 
the Care Quality Commission’s new approach and data packs, but it is a priority 
and the Care Quality Commission is aiming to finalise this in the near future.  
 

53 Any change to the Care Quality 
Commission’s  role should be by 
evolution – any temptation  to abolish 
this organisation and create a new one 
must be avoided. 

 

Accepted. 
 

There are no plans to abolish the Care Quality Commission.  The Care Quality 
Commission has set out a new strategy for the next three years, and has a new 
Board in place, with five new Non-executives and its three Chief Inspectors. The 
Care Quality Commission has begun a process of fundamental change, begun in 
the hospital sector and to be rolled out to the other services that it regulates. 

 
On 1 October 2013, the Secretary of State for Health announced the intention to 
give the Care Quality Commission greater independence. Under the proposals, 
the Secretary of State will relinquish a range of powers to intervene in the 
operational decisions of the Care Quality Commission. This means that the Care 
Quality Commission will no longer need to ask for Secretary of State approval to 
carry out an investigation into a hospital or care home. It will also remove the 
Secretary of State’s power to direct the Care Quality Commission on the content 
of its annual report. The Government proposes to make these changes via the 
Care Bill, by amending the Health and Social Care Act 2008, under which the 
Care Quality Commission was established. The Care Bill will also put the Chief 
Inspectors’ posts into statute to ensure their longevity. 

 
In April 2013 the Care Quality Commission published its future strategy document 
in Raising  Standards, putting people first – our strategy 2013–16, In this it sets out 
how it will work better with partners in health and social care, build relationships 
with the public and those it regulates, and build a high performing organisation. 

 
A change programme is underway for the Care Quality Commission to develop into 
a strong, independent, expert inspectorate whose evidence based, professional 
judgements are welcomed and instructive. The Chair and Board is reviewing 
governance structures throughout the organisation to ensure that decisions are 
taken by the right people at the right time. 

 
In A new start – Consultation on changes to the way CQC regulates, inspects and 
monitors care the Care Quality Commission consulted a new approach to hospital 

The Care Quality Commission has a programme of transformation focussed on 
developing its new regulatory approach, and on ensuring that the organisation is 
structured, skilled and supported to deliver this. Key elements in the overall 
transformation delivered since November 2013 include:  

• The reorganisation of the Care Quality Commission’s inspection 
workforce into three inspection directorates from April 2014, each led by 
a Chief Inspector;  

• New waves of inspections in adult social care, primary medical services, 
mental health and community health, which were rolled out from April  
2014- with full rollout in the acute hospitals sector;  

• Provider handbooks published for all sectors;  
• Senior leadership and management posts competed for and largely 

filled;  
• The Scheme of Delegation changed to reflect the new structure and 

roles;  
• The Academy (for training and development) up and running delivering 

induction courses, training for new approach waves;  
• and a learning management system for staff on track to be live in 

autumn 2014.  
 
In 2015, the Care Quality Commission will focus on i) developing and using an 
overarching operating model with supporting business processes to drive value 
for money into its approaches; ii) learning from its inspection waves and ensuring 
a sustainable approach; iii) transforming its registration approach; iv) 
implementing its new regulatory powers from the Care Act; v) relooking at its 
approach to handling and using complaints, concerns and whistle-blowing; and 
vi) embedding the changes made in 2013/14 to ensure they become and remain 
mainstream accountabilities. 
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inspections. On 17 October 2013, it published the responses to the consultation, A 
new start: Responses to our consultation on changes to the way the Care Quality 
Commission regulates, inspects and monitors care services, which showed that 
there is broad agreement with the new approach. The new Chief Inspector of 
Hospitals is leading the new inspections which started in September 2013. Chief 
Inspectors of General Practice and Adult Social Care took up their posts in October 
2013, and will similarly spearhead the extension and development of new 
approaches to monitoring and inspecting standards of care in those sectors. 
  

 
 

 
54 Where regulatory issues are discussed between 

the Care Quality Commission 
and other agencies, these should be 
properly recorded to avoid any suggestion 
of inappropriate  interference in the Care 
Quality Commission’s  statutory role. 

 
 

Accepted. 
 
The Care Quality Commission is implementing this recommendation by means of 
partnership agreements and operational protocols which include criteria to make 
and store a formal record of meetings. So far, these cover the Care Quality 
Commission’s relationships with Monitor, the NHS Trust Development Authority, 
Healthwatch England and the General Medical Council. The Care Quality 
Commission will extend this approach to other stakeholders, foremost among which 
are the other professional regulators and the Ombudsmen. 
 

 

The Care Quality Commission is the independent regulator of health and adult 
social care providers in England. The Government has put in place a series of 
measures to give it greater independence. These include the removal of a 
number of specific powers for the Secretary of State for Health to intervene in its 
day to day work, the appointment of three Chief Inspectors and a strengthened 
Board. 
 
The Care Quality Commission is currently developing a Memorandum of 
Understanding with the Local Government Ombudsman.  This will be 
underpinned by an information sharing protocol which will set out the 
circumstances and the nature in which information will be shared between the 
two bodies, the frequency information will be shared and the use to which it will 
be put.   
 
Similarly, the Care Quality Commission is also developing a protocol for sharing 
information, including relevant emerging and urgent concerns, safeguarding 
issues and whistleblowing concerns with the Parliamentary and Health Services 
Ombudsman (this does not apply where the Parliamentary and Health Services 
Ombudsman  may be investigating the Care Quality Commission). 
 
These agreements aim to enable each organisation to fulfil its regulatory and/or 
statutory duties and responsibilities proportionately and collaboratively. 
 

55 The Care Quality Commission should 
review its processes as a whole to ensure 
that it is capable of delivering regulatory 
oversight and enforcement effectively, in 
accordance with the principles outlined in 
this report. 

 

Accepted. 
 
The Care Quality Commission has begun implementing a new approach to 
inspection and enforcement that is fundamentally different. It has appointed chief 
inspectors to lead this new approach in each sector. Key means of assuring its 
effectiveness include the extensive consultation and engagement that has helped 
to shape it, and the appointment of a Chief 
Inspector of Hospitals who personally spearheads it, ensuring that it commands 
the support of the sector and the public. 

 
The Department of Health will consult on new regulations which will come into effect 
during 2014. Subject to Parliamentary approval, these will set out clearly the 
fundamental standards below which care should never fall, and enable the Care 
Quality Commission to enforce against these standards without issuing a prior 
warning notice. The Care Quality Commission will consult on a new enforcement 
policy for all sectors (to sit alongside the failure regime for the NHS) so that these new 
regulations can be enforced effectively as they come into effect. 

 
Chief Inspectors of General Practice and Adult Social Care have been appointed, 
who will now start a similar process of consultation and engagement on new 
regulatory approaches for their sectors. 
 
An independent evaluation of the Care Quality Commission’s new approach to 
hospital inspections has been commissioned from the King’s Fund and Manchester 
Business School, and work began in October 2013. This will evaluate the 

The Care Quality Commission has put in place arrangements to evaluate its new 
approach to inspection and regulation. It has engaged Frontier Economics to 
undertake a review of its operations, enabling the Care Quality Commission to 
understand and demonstrate to its stakeholders the ongoing impact of the Care 
Quality Commission regulation; and to assess its value for money. The Care 
Quality Commission has commissioned Frontier Economics to develop a robust 
framework for assessing the costs and benefits of regulation.  This is part of a 
wider programme of related work being undertaken by the Care Quality 
Commission. The next steps for this project are for Frontier Economics to 
continue to gather and analyse data and evidence, both from the Care Quality 
Commission and more widely, including:  
 

● Total costs and the Care Quality Commission’s funding 
● Timesheet data and activity recording tool - to a varying degree of 

accuracy and completeness (varies across sectors and whether 
the Care Quality Commission – both direct staff or indirect - or 
external staff are concerned)  

● Resource modelling for the new regulatory approach (typical 
made up of inspections, lengths of inspection, datapacks 
prepared, time spent writing up inspection reports, etc.)  

● Scheduling Project – national scheduling tool for inspections  
● Costs of inspections - (salaries of inspectors, day rates of experts 

by experience and other specialists, indirect costs such as travel 
& subsistence costs or printing costs, overhead costs such as 
intelligent monitoring, admin support, other corporate services and 
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effectiveness and efficiency of the new inspection model, and how inspection 
teams have used and acted upon the available surveillance information. The report 
of this evaluation will be published in May 2014. 

 
The Care Quality Commission is also developing a set of new strategic measures, 
which from 2014 will be reported in its quarterly performance reports to the Board 
and in its monthly scorecards on the Care Quality Commission website. These 
measures will include: how quickly it has responded to risks identified through the 
surveillance model; the proportion of providers judged to be poor, but for whom no 
risk information had been available; and the impact of action taken when providers 
have been judged to be poor or requiring improvement. 
 

 

executive team) and other activities carried out by the Care 
Quality Commission for the new and old model  

● Impact assessments – data and analysis therein 
 
Frontier Economics have acknowledged that the Care Quality Commission 
operates in a complex and changing environment which makes it more difficult to 
attribute any change in final outcomes to the existence of the Care Quality 
Commission, however the project hopes to demonstrate the impact of the Care 
Quality Commission on service users and providers.  
 
The Care Quality Commission also commissioned the Manchester Business 
School (Kieran Walshe and Denham Phipps) to investigate how evidence and 
research can be used by the Care Quality Commission to evaluate how well its 
current regulatory arrangements in health and social care work. The findings of 
this report supported the restructure of the Care Quality Commission into 
sectoral based directorates and demonstrated the need for specialisation 
amongst inspectors. It also drove the development of the Care Quality 
Commission’s standards and ratings framework.  
 
The Care Quality Commission also now has a  programme board which monitors 
six internal projects, including: 
 

• The Care Quality Commission’s operating model 
• Quality framework 
• National scheduling  
• Cost of delivery 
• Value for money 
• Evaluation and benefits 

 
56 The leadership of the Care Quality Commission 

should communicate  clearly and persuasively 
its strategic direction to the public and to its 
staff, with a degree of clarity that may have 
been missing to date. 

 

Accepted. 
 

In April 2013 the Care Quality Commission published its new three year 
strategy, Raising Standards, putting people first – our strategy 2013–16. This 
document sets out how the Care Quality Commission will make major changes 
to what it does and how it does it. 
 
This was reinforced in June 2013, when the Care Quality Commission issued A new 
start – Consultation on changes to the way CQC regulates, inspects and monitors 
care to start the public discussion on what the fundamental standards of care should 
be and how surveillance, inspection and monitoring might work. On 17 October 2013, 
it published the responses to the consultation A new start: Responses to our 
consultation on changes to the way the Care Quality Commission regulates, 
inspects and monitors care services, which showed that there is broad agreement 
with the new approach. 

 
Chief Inspectors of Hospitals, General Practice and Adult Social Care have been 
appointed and will start a similar process of consultation and engagement on 
new regulatory approaches for their sectors. The Deputy Chief Inspector of 
Mental Health will report to the Chief Inspector of Hospitals on how they apply to 
mental health services. 
 

 

Between 9 April and 4 June 2014 the Care Quality Commission consulted on 
how it planned to change the way it regulates, inspects and rate care services. 
The changes include things like:  
   
• what the Care Quality Commission look at on an inspection. 
• how the Care Quality Commission judge what 'good' care looks like. 
• how the Care Quality Commission rate care services to help people judge and 
choose care if they want to. 
• how the Care Quality Commission use information to help decide when and 
where to inspect. 
   
The Care Quality Commission has published consultation handbooks for seven 
services and consulted on enforcing the fundamental standards. More 
information is provided in response to recommendation 14. 
 
In July 2014, the Care Quality Commission published a consultation on guidance 
for providers meeting the fundamental standards and on  the Care Quality 
Commission’s enforcement powers.  
   
The consultation closed on 17 October 2014. The Care Quality Commission is 
considering the responses and will publish its new guidance ahead of the 
regulations coming into force in April 2015  
 
As part of its 2014-15 business plan the Care Quality Commission has published 
details of how it will measure its impact, outcomes, quality, effectiveness and 
internal capabilities. See response to recommendation 55. 
 

57 The Care Quality Commission should 
undertake a formal evaluation of how it would 
detect and take action on the warning signs 
and other events giving cause for concern at 

Accepted. 
 
The Care Quality Commission has carried out a significant review of how it uses 
information to identify potential failures in the quality of care in hospitals. Taking each 

The Care Quality Commission has put in place a system of Intelligent Monitoring 
to help decide when, where and what to inspect. This draws information and 
data from a range of sources to identify providers and services where there may 
be a greater risk of providing poor care. The evidence from the Intelligent 
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the Trust described in this report, and in the 
report of the first inquiry, and open that 
evaluation for public scrutiny. 

 

of five key questions – is a service safe, effective, caring, responsive and well led – the 
review undertook to define an ‘ideal’ set of indicators that the Care Quality 
Commission could routinely monitor to identify these potential failures. The review 
then scoured national and international best sources in quality measurement. A short 
list of potential measures was then identified and tested through analysis and a series 
of engagements with the sector and experts in the measurement of quality. In A new 
start – Consultation on changes to the way CQC regulates inspects and monitors 
care the Care Quality Commission consulted on the set of indicators. It analysed the 
resulting set of indicators, and published on 24 October 2013 for the first time the 
analysis outputs, which it will publish quarterly. This way it will ensure wider feedback 
on its approach. It is also committed to on-going evaluation of the indicators to learn 
and improve the new approach.  
 
 

 

Monitoring system is used to prioritise which providers will be inspected and the 
lines of enquiry during an investigation. The system triggers a response, for 
example, where there are a statistically significant number of severe harm 
incidents or avoidable deaths at a provider. “Never events” trigger an automated 
elevated risk in Intelligent Monitoring which inspectors follow up individually. The 
data it looks at includes information from: 

• Staff 
• Patient surveys 
• Mortality rates 
• Hospital performance information such as waiting times and infection 

rates 
In October 2013 the Care Quality Commission began a pilot of its intelligent 
monitoring programme for acute and specialist NHS Trusts. The pilot looked at 
more than 150 different sets of data (indicators), which relate to the five key 
questions the Care Quality Commission asks of all services – are they safe, 
effective, caring, responsive, and well-led? Using this data, the Care Quality 
Commission grouped all acute NHS trusts into six priority bands for inspection 
(The bands are based on the likelihood that people may not be receiving safe, 
effective, high quality care). The Care Quality Commission completed its latest 
round of Intelligent Monitoring of trusts in July 2014.  
 
In November 2014, the Care Quality Commission published Mental Health 
intelligent monitoring reports, which display the results of its analysis of Tier 1 
indicators for all Mental Health NHS trusts. Each trust will receive an individual 
report and banding, similar to those for acute hospitals. The bandings will range 
from one to four.  
 
In November 2014  the Care Quality Commission  published its first round of 
Intelligent Monitoring for GPs 
 
Draft Intelligent Monitoring models for the Adult Social Care sector have been in 
place since October 2014, with separate sets of indicators for residential, 
community and hospice services.  the Care Quality Commission  will continue to 
develop these models with providers and stakeholders to develop a more robust 
Intelligent Monitoring system within  Adult Social Care  during 2015/16 and 
beyond 
 

58 Patients, through their user group 
representatives, should be integrated into the 
structure of the Care Quality Commission. It 
should consider whether there is a place for a 
patients’ consultative council with which 
issues could be discussed to obtain a patient 
perspective directly. 

 

Accepted. 
 
The Care Quality Commission uses a wide range of means to engage people who 
use services in its work. It is holding a number of events and activities to ask people 
how they it can best involve patients, relatives and carers in its work. This includes 
looking specifically at a ‘People’s Panel’ 

 
Healthwatch England is the independent consumer champion for health and 
social care in England, and works closely with the Care Quality Commission. The 
Chair of Healthwatch England sits on the Care Quality Commission’s Board and 
is able to ensure a focus in the board’s considerations on the views of people 
who use health and care services. 

 
The Care Quality Commission engages directly with people who use health and 
social care services to consult on its strategy and policy activity, as well as 
involving people who use services in the development of its regulatory 
methodologies. It also recruits, trains and supports people who use services to 
accompany its inspection staff on inspections (these people are known as ‘Experts 
by Experience’); the benefits of involving learning disabled Experts by Experience in 
the post-Winterbourne View hospital inspections of learning disability in-patient 
units were very clear. The Care Quality Commission works at a local level with 
overview and scrutiny committees, and Foundation Trust councils of governors, 
who scrutinise the different elements of the local system, to share information 

 
The Care Quality Commission recruits, trains and supports people who use 
services- known as ‘Experts by Experience’- to accompany its inspection staff on 
inspections of health and social care services and its visits to monitor the use of 
the Mental Health Act.  
Experts by Experience also attend listening events, consultations and staff 
training events and take part in activities to develop the Care Quality 
Commission’s strategy and processes. The Care Quality Commission currently 
works with around 500 Experts by Experience covering a wide variety of 
backgrounds. 
During inspections, Experts by Experience spend time talking to people who use 
the service and observing the environment. They have first-hand experience of 
receiving care so they know which questions to ask to get as much information 
from the visit as possible. Their findings are used to support the inspector’s 
judgment on the service and can also be included in the inspection report. 
 
The Care Quality Commission has received a huge amount of applications to be 
an Expert by Experience and have currently paused recruitment. However, the 
Care Quality Commission has developed an online community that people can 
be a part of, called the Care Quality Commission Action Team. People who are 
members of the Care Quality Commission’s Action Team help the Care Quality 
Commission to develop our policies, processes and inspection materials. The 
Care Quality Commission Action Team members also receive a monthly news 
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about the safety and quality of local services. The Care Quality Commission works 
with local Healthwatch and other local voluntary and community organisations, to 
share surveillance and intelligence to support the Commission’s regulatory 
function. 

 
 
 

update which lets them know how to get involved in the Care Quality 
Commission activities and the promotion of listening events.  
 

59 Consideration should be given to the 
introduction of a category for nominated 
board members from representatives of the 
professions, for example, the Academy of 
Medical Royal Colleges, a representative of 
nursing and allied healthcare professionals, 
and patient representative groups. 

 

Accepted in principle 
 
Steps have already been taken by Care Quality Commission to establish a series 
of sector specific advisory groups, which include senior representatives from 
Royal Colleges and patient groups. These groups support the three new Chief 
Inspectors by: 

 
• contributing to the design and development of methods and approaches by 

providing expert advice, opinion and challenge; 
 
• providing a steer on any issues arising; 

 
• acting as an advocate for the Care Quality Commission and as a 

communication channel to their ‘community/membership’, helping to share the 
understanding, seek wider input; 

 
• recommending individuals to join task and finish groups, to provide expert 

knowledge and advice on detailed areas of work, such as the drafting of 
guidance. 

 
In September 2013 the Care Quality Commission also appointed a National Advisor 
on Patient Safety, Culture and Quality. 

 
The Care Quality Commission is also considering whether this recommendation 
could provide a renewed impetus to its Advisory Committee as a statutory, advisory 
body to the Board in order to ensure that different perspectives on quality and safety 
of care are all taken into account. 

 
In addition, Since publication of the Inquiry report, the Care Quality Commission has 
appointed a new Board of executive and non-executive directors. The three new 
Chief Inspectors have been appointed to the Board; they provide leadership to 
ensure that hospital, social care and primary care perspectives are fully taken into 
account. A strong voice for people who use health and care services is provided by 
the Chair of Healthwatch England. The Care Quality Commission, in particular 
through the Chief Inspectors, also has close links to the Royal Colleges through a 
sector-specific advisory committee. It has also set out a strategy which commits it to 
ensuring that providers, professionals and people who use health or care services 
will help shape the approach to regulation. 

 

All of the Care Quality Commission’s new style inspections involve healthcare 
professionals as part of the inspection teams, according to their areas of 
specialism and training and depending on the service being inspected. In 
addition to this many of the Care Quality Commission’s inspectors themselves 
come from specialist health backgrounds and are working in the sector in which 
they trained. For example, the Care Quality Commission inspectors who are 
clinical scientists and radiographers by training inspect radiology facilities and 
departments, both as individual inspections and as part of broader hospital 
inspections, providing specialist insight. The Care Quality Commission’s Chief 
Inspectors of Hospitals, Adult Social Care and General Practice themselves 
have significant experience and expertise in their sectors, as well as a number of 
their Deputy Chief Inspectors.  
  
The Care Quality Commission has been working with healthcare professionals 
including the Royal Colleges and their faculties, as well as providers, the public 
and other stakeholders throughout the development of its new regulatory 
approach. This has included: 
 

• Engagement in the development of the Care Quality Commission’s new 
approach to monitoring, inspecting and rating services and guidance on 
new regulations and enforcement powers  

 
• Identification of healthcare professionals to participate in the Care Quality 

Commission’s inspections  
 

• Support for the Care Quality Commission’s work on the use of clinical 
service accreditation schemes  
 

• Commitment to working together through the development of memoranda 
of understanding, joint working statements and information sharing 
agreements 

 

60 The Secretary of State should consider 
transferring the functions of regulating 
the governance of healthcare providers 
and the fitness of persons to be directors, 
governors or equivalent persons from 
Monitor to the Care Quality Commission. 

 
 

Accepted in principle. 
 
However, we believe that the best way to achieve the desired outcome is through 
closer co-operation between Monitor and the Care Quality Commission rather than 
through the transfer of functions. The Care Quality Commission’s inspection regime 
will include a focus on whether or not an organisation is ‘well-led’. 
 
We agree that the public have the right to expect that people in leading positions in 
NHS organisations are fit and proper persons; and that where it is demonstrated  
that a person is not fit and proper, they should not be able to occupy such a 
position. Monitor and the Care Quality Commission are committed to ensuring that, 
taken together, their processes for registration and licensing reflect these principles. 
The Care Quality Commission’s inspection regime will include a focus on whether 
or not an organisation is ‘well-led’. 

The NHS Trust Development Authority, Monitor and the Care Quality 
Commission published How Monitor, the Care Quality Commission and the NHS 
Trust Development Authority will work together to assess how well led 
organisations are in May 2014.  
 

The Department of Health has consulted on a new registration requirement 
that all directors of providers registered with the Care Quality Commission 
must meet a fit and proper person test. The Care Quality Commission will be 
able to insist on the removal of directors that fail this test. The consultation 
included how the revised fit and proper person requirement will work, and 
questions about the impact of the new regulations.  The consultation ran from 
27 March to 25 April 2014. The Fit and Proper Persons Test Regulations 
have been passed by Parliament and are in place in November 2014 for NHS 
organisations and from April 2015 for other organisations. 
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In order to support this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 
new requirement that all Board Directors (or equivalents) of providers registered with 
the Care Quality Commission must meet a new fitness test. We are proposing that 
this test includes checks about whether the person is of good character including 
past employment history, and if the individual has the qualifications, skills and 
experience necessary for the work or office as well as the more traditional 
consideration of criminal and financial matters. 
 
The Government proposes that the fit and proper persons test will now be used as a 
mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by Care Quality Commission at the point of registration. Where a 
Director is considered by Care Quality Commission to be unfit it could either refuse 
registration, in the case of a new provider, or require the removal of the Director on 
inspection, or following notification of a new appointment. Further details will be set 
out in the response to the consultation on corporate accountability which will be 
published shortly. We plan to publish the draft regulations for consultation at the 
same time. 
 
See also recommendations 79 and 80. 
 

 
 

 

61 A merger of system regulatory functions 
between Monitor and the Care Quality 
Commission should be undertaken 
incrementally and after thorough planning. 
Such a move should not be used as a 
justification for reduction of the resources 
allocated to this area of regulatory activity. It 
would be vital to retain the corporate memory 
of both organisations. 

 

Not accepted, although we agree with the principle regarding changes to the 
regulatory system. 

 
While we do not accept this recommendation in the light of the response to 
recommendation 19, we agree with the principles that it outlines regarding changes 
to the regulatory system. If changes are required between regulatory functions, they 
should be considered carefully and implemented appropriately to ensure that the 
organisational memory is retained and that, where change is needed, it is 
undertaken after appropriate consultation. 

 
However, as outlined in relation to recommendation 19, we do not intend to merge 
regulatory functions through the development of a single regulator. Rather we intend 
to implement a single failure regime with clear roles and responsibilities, keeping 
separate the responsibility for inspecting and assessing quality from the 
responsibility for improvement. 

 

No further update is required.  Please see response to the recommendation in 
Hard Truths.  

62 For as long as it retains responsibility for the 
regulation of FTs, Monitor should incorporate  
greater patient and public involvement into its 
own structures, to ensure this focus is always at 
the forefront of this work. 

Accepted. 
 
A central theme of Monitor’s Quality Governance Framework is whether the 
Boards of NHS organisations actively engage patients, staff and other key 
stakeholders on quality. From April 2013 it is also a licence condition that 
Foundation Trusts actively engage with patients on the quality of care and take into 
account their views. Monitor’s assessment process includes reviews of patient 
surveys and the NHS staff survey, meetings with staff and patient groups, review 
of access and outcome metrics, local media coverage and interviews with lead 
commissioners, the Care Quality Commission and external and internal auditors. 
Monitor also writes to local MPs and Healthwatch to see if they have any concerns 
they wish to raise. As part of Monitor’s Quality Governance review they seek to 
understand the Trust Board’s arrangements to actively engage with patients. 
Levels of service performance and standards of care quality form part of Monitor’s 
regular risk assessment of Foundation Trusts including the Care Quality 
Commission’s judgements on the quality of care provided. Monitor also expects 
licence holders to notify them in the event of any incident, event or report that may 
raise potential concerns over compliance with the licence. Regulatory action may 
also be triggered by information from local patient groups if it represents a material 
concern. This is underpinned by two-way sharing of information on patient 
complaints by Monitor and Care Quality Commission and sharing of intelligence 
on the quality of care by regional and local Quality Surveillance Groups. Where 

Monitor appointed Hugo Mascie-Taylor as Medical Director and Director of 
Patient and Clinical Engagement in May 2014. A good practice toolkit to guide 
Monitor’s patient engagement has also been developed and a patient 
awareness programme undertaken including an all staff event on making a 
difference for patients. ‘Patients first’ is now one of Monitor’s five values and 
further work is planned to embed the values into Monitor’s everyday work. 



enforcement action is required further intelligence may be sought including 
seeking the views of patient representatives and undertaking further analysis of the 
complaints made to the Foundation Trust, Monitor and Care Quality Commission. 

 
To further embed patient involvement in Monitor’s processes, Monitor is currently 
engaging with the Department of Health on the recruitment of a Medical Advisor and 
Director of Patient and Clinical Engagement, and has developed three patient 
engagement work strands which will be taken forward over the next 12 months. 

 
Projects are underway working with a social research consultancy, patient 
representative bodies, Healthwatch and other national level health organisations, 
to help Monitor better understand what good practice looks like when engaging 
and consulting with patients, the public and their representatives. 

 
Monitor has also pledged to build the use of patient intelligence and complaints into 
their regulatory approach, working closely with the Care Quality Commission, and 
will put in place a plan to ensure that ‘patients first’ is embedded into its culture and 
ways of working. 

 
63 Monitor should publish all side letters and 

any rating issued to trusts as part of their 
authorisation or licence. 

 

Accepted. 
 
Monitor has published all side letters since 2011 and risk ratings are published on a 
quarterly basis. Side letters are issued in certain circumstances where an applicant 
meets the statutory requirements for authorisation but there are matters that need to 
be addressed within a specified timeframe. The letter will detail the issue that needs 
to be addressed and the monitoring arrangements to be put in place to ensure 
delivery. 

 
The welcome letter to a newly authorised trust sets out risk ratings for the first year. 
The quarterly risk rating is published on Monitor’s web-site in the first quarter 
following authorisation. Monitor’s risk-based framework assigns risk ratings to each 
NHS Foundation Trust on the basis of its forward plan and in-year performance 
against that plan. Monitor uses these ratings to guide the intensity of monitoring and 
to signal Monitor’s degree of concern with specific issues identified, and 
consequently the risk of breach of the Continuity of Services or governance 
conditions of the licence. 

 

No further update is required.  Please see response to the recommendation in 
Hard Truths  

64 The authorisation process should be 
conducted by one regulator, which should 
be equipped with the relevant powers and 
expertise to undertake this effectively. With 
due regard to protecting  the public from 
the adverse consequences inherent to any 
reorganisation, the regulation of the 
authorisation  process and compliance with 
Foundation Trust standards should be 
transferred to the Care Quality 
Commission, which should incorporate  the 
relevant departments  of Monitor. 

 

Not accepted, although we agree with the principle of better regulation of the 
authorisation process. 

 
As outlined in relation to recommendation 19, we agree with the principle of better 
regulation of the authorisation process, but we do not intend to merge regulatory 
functions. What is needed is radically better coordination between the regulators, 
and a far stronger focus on the quality and safety of services within the 
authorisation process, than was the case at Mid Staffordshire NHS Trust. 

 
The Department of Health, with the Care Quality Commission’s chief inspectors, is 
currently developing fundamental standards and will consult on setting these out in 
regulations, which make clear the standards below which care should never fall. A 
provider who is in breach of fundamental standards should not be authorised as a 
Foundation Trust. 

 
As set out in recommendation 20, the Care Quality Commission’s new approach to 
inspection will look more broadly than just compliance with regulations. It will reach 
judgements about the overall quality of services, taking into account how safe, 
effective, caring, responsive and well-led they are. No provider will be authorised as a 
Foundation Trust unless the Care Quality Commission, through its Chief Inspector of 
Hospitals, judges that the quality of their services is ‘good’ or ‘outstanding’. 

 
The NHS Trust Development Authority, Monitor and the Care Quality Commission 

The NHS Trust Development Authority, Monitor and the Care Quality 
Commission published How Monitor, the Care Quality Commission and the NHS 
Trust Development Authority will work together to assess how well led 
organisations are in May 2014.  
 

The metrics by which the NHS Trust Development Authority will assess the 
quality of services delivered by any given Trusts, which are set out in the NHS 
Trust Development Authority Accountability Framework for NHS Trusts, are 
consistent with those used by the Care Quality Commission in its Intelligent 
Monitoring system. 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/312990/Well-led_framework_statement_of_intent_1_.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/312990/Well-led_framework_statement_of_intent_1_.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/312990/Well-led_framework_statement_of_intent_1_.pdf


have undertaken an end-to-end review of the Foundation Trust assessment and 
authorisation process. The review aligns Monitor’s Quality Governance Framework 
with the Care Quality Commission’s approach to assessing leadership, culture and 
governance as part of the new inspection methodology. Monitor, the NHS Trust 
Development Authority and the Care Quality Commission will also develop a 
common set of quality indicators. This should ensure that there is a seemless 
process at every stage of assessment. 

 
65  

The NHS Trust Development Authority should 
develop a clear policy requiring proof of fitness 
for purpose in delivering the appropriate quality 
of care as a pre-condition to consideration for 
support for a Foundation Trust application. 

 

Accepted. 
 
The NHS Trust Development Authority has published its Accountability Framework 
which sets out how Trusts will be held to account for delivering the appropriate 
quality of care. Trusts which are failing to meet these standards are subject to a 
robust and transparent escalation process. 

 

Since the decision was made only to support Foundation Trust applications from 
providers with a Care Quality Commission rating of ‘good’ or ‘outstanding’, the 
NHS Trust Development Authority has advised the Care Quality Commission on 
trusts that should be considered as priorities for inspection in order to allow their 
Foundation Trust bids to progress. 55 NHS Trusts have been inspected under 
the new arrangements, and of these ten have received NHS Trust Development 
Authority board approval to be considered by Monitor for Foundation Trust 
authorisation.   
 

66 The Department of Health, the NHS Trust 
Development Authority and Monitor should 
jointly review the stakeholder consultation  
process with a view to ensuring that; 

 
• local stakeholder and public opinion is 

sought on the fitness of a potential 
applicant NHS Trust for Foundation Trust 
status and in particular on whether a 
potential applicant is delivering a 
sustainable service compliant with 
fundamental standards; 

 
• an accessible record of responses received 
is maintained; 

 
• the responses are made available for 

analysis on behalf of the Secretary of 
State, and, where an application  is 
assessed by it, Monitor. 

 
 

Accepted. 
 

The NHS Trust Development Authority will test Trusts’ Patient and Public 
Involvement strategies to ensure they are engaging with their patients and local 
community throughout the Foundation Trust application process, particularly on 
the quality of care being provided. 
It will also verify that Trusts are explicitly asking questions about quality of care in 
their public consultation and triangulating responses with any identified issues of 
clinical quality. 

 
The NHS Trust Development Authority will follow up with the Trust on what it has 
done in response to any concerns raised during the consultation process and 
record this feedback, sharing the information with Monitor as necessary 
throughout the application process. 

 
Monitor’s assessment process also includes reviews of patient views and the NHS 
staff survey, meetings with staff and patient groups, review of access and outcome 
metrics, local media coverage and interviews with lead commissioners, the Care 
Quality Commission and external and internal auditors. Monitor also writes to local 
MPs and Healthwatch to see if they have any concerns they wish to raise. As part 
of their Quality Governance review they also seek to understand the Trust board’s 
arrangements to actively engage with patients. Monitor will continue to consider the 
content of the consultation and the applicant’s response to the issues raised as 
part of the assessment process. 

 

As set out in the NHS Trust Development Authority Accountability Framework for 
NHS Trusts, Trusts must demonstrate that they have sought feedback from the 
public regarding the quality of their services, and that this feedback is being used 
to make the necessary improvements. 

67 The NHS Trust Development Authority should 
develop a rigorous process for the 
assessment as well as the support of potential 
applicants for Foundation Trust status. The 
assessment must include as a priority focus a 
review of the standard of service delivered to 
patients, and the sustainability of a service at 
the required standard. 

 

Accepted. 
 

The focus of the NHS Trust Development Authority is to enable NHS Trusts to 
provide high quality, sustainable services for their local communities. It does this by 
overseeing all aspects of a Trust Board’s performance on delivering high quality 
care and supporting them to become sustainable organisations, thereby preparing 
them to become a Foundation Trust. The Board of the NHS Trust Development 
Authority will only approve a Trust’s application to be passed to Monitor, when it is 
satisfied that the Trust has clearly demonstrated both these aspects. 

 
The NHS Trust Development Authority has set out its rigorous process for assessing 
aspirant Foundation Trusts in its Accountability Framework Delivering High Quality 
Care For All. There will be a comprehensive inspection by the Care Quality 
Commission of the quality of services delivered by an aspirant Foundation Trust, as 
well as the quality governance arrangements within a Trust, prior to any decision by 
the Board of the NHS Trust Development Authority as to whether a Foundation Trust 
application will be supported. No provider will go forward for Foundation Trust 
authorisation unless the Care Quality Commission, through its Chief Inspector of 

NHS Trusts are now required to produce 5-year strategic plans. Trusts will only 
have their Foundation Trust applications approved by the NHS Trust 
Development Authority Board if they are able to demonstrate their sustainability 
in the long-term, as well as achieving a ‘good’ or ‘outstanding’ rating. 

 



Hospitals, judges that the quality of their services is ‘good’ or ‘outstanding’. 
 

68 No NHS trust should be given support to 
make an application to Monitor unless, in 
addition to other criteria, the performance 
manager (the Strategic Health Authority 
cluster, the Department of Health team, or the 
NHS Trust Development Authority) is satisfied 
that the organisation currently meets 
Monitor’s  criteria for authorisation  and that it 
is delivering a sustainable service which is, 
and will remain, safe for patients, and is 
compliant with at least fundamental 
standards. 

 
 

 

Accepted. 
 
The Board of the NHS Trust Development Authority will only approve a Trust’s 
application to be passed to Monitor, when it is satisfied that the Trust has clearly 
demonstrated that it is able to provide high quality care for patients, and has the right 
business plan in place to ensure it can continue to deliver well into the future. 

 
The NHS Trust Development Authority has set out its rigorous process for assessing 
aspirant Foundation Trusts in its Accountability Framework, Delivering High Quality 
Care For All, of which the quality and sustainability of services is the focus. The NHS 
Trust Development Authority considers information from the public consultation, the 
Care Quality Commission, NHS England, the relevant Clinical Commissioning 
Group(s) and other national and local system partners prior to the NHS Trust 
Development Authority Board making a decision as to whether a Foundation Trust 
application will be supported. No provider will go forward for Foundation Trust 
authorisation unless the Care Quality Commission, through its Chief Inspector of 
Hospitals, judges that the quality of their services is ‘good’ or ‘outstanding’. 
 

 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

69 The assessment criteria for authorisation should 
include a requirement that applicants 
demonstrate their ability to consistently meet 
fundamental patient safety and quality 
standards at the same time as complying with 
the financial and corporate governance 
requirements of a Foundation Trust. 

 

Accepted. 
 

The NHS Trust Development Authority has set out its rigorous process for assessing 
aspirant Foundation Trusts in its Accountability Framework Delivering High Quality 
Care For All. Quality and sustainability are the focus of the Foundation Trust 
application approvals process. 
 
This involves a comprehensive inspection by the Care Quality Commission of the 
quality of services delivered by an aspirant Foundation Trust, as well as the quality 
governance arrangements within a Trust, prior to any decision by the Board of the 
NHS Trust Development Authority as to whether a Foundation Trust application will 
be supported. 

 
Trusts are challenged throughout Monitor’s assessment process to demonstrate that 
they meet all of the assessment criteria relating to quality and safety. A number of 
changes in relation to providing evidence of quality have already been implemented 
to strengthen this (see recommendations 62 and 66 for details), and in particular 
NHS Trusts who aspire to become Foundation Trusts will in future no longer be able 
to do so unless and until they have achieved a ‘good’ or an ‘outstanding’ rating 
under the new Care Quality Commission inspection regime. 

 
A joint working group between Monitor, the Care Quality Commission and NHS 
Trust Development Authority has been formed to ensure that the process for 
assessing applicant trusts reflects the recommendations of the Inquiry. This work is 
intended to strengthen further the assessment of quality in the approvals process 
through better sharing of information and expertise, alignment of metrics and 
ensuring more consistent judgements on quality. 

 

The ‘end to end’ review of the authorisation process is now complete and 
changes have been made to how quality is assessed in the process e.g. early 
quality governance review, NHS Trust Development Authority  de-briefing 
meeting at the beginning of assessment and a revised threshold for referral to 
Monitor linked to the Care Quality Commission’s rating. 
 

70 A duty of utmost good faith should be 
imposed on applicants for Foundation Trust 
status to disclose to the regulator any 
significant information material to the 
application and to ensure that any 
information is complete and accurate. This 
duty should continue throughout the 
application process, and thereafter in 
relation to the monitoring of compliance. 

 

Accepted. 
 
NHS Trusts are expected to be open with the NHS Trust Development Authority 
and regulators throughout the Foundation Trust application process. In order to 
further support this duty of utmost good faith, the NHS Trust Development 
Authority will explicitly ask Trusts if they have anything to declare in relation to their 
application in the final Board-to-Board meeting before it is formally considered by 
the board of the NHS Trust Development Authority for approval to proceed to 
Monitor. 

 
The Care Quality Commission is working closely with both Monitor and the NHS 

No further update is required.  Please see response to the recommendation in 
Hard Truths 



Trust Development Authority to ensure that all applicants are subject to inspection 
so that comprehensive, up-to-date information on the quality of care and 
governance process is available at the appropriate stages of the application 
process, and prior to any decision by the board of the NHS Trust Development 
Authority as to whether a Foundation Trust application will be supported. Monitor 
also now requires all applicants to sign a letter to confirm that they have provided 
all information relevant and material to the Foundation Trust assessment process. 

 
The Care Quality Commission is also involving Monitor and NHS Trust Development 
Authority in developing its new inspection methods and surveillance model, so as to 
ensure that opportunities for information-sharing are identified and used fully on an 
on-going basis. 

 
In addition, as set out in recommendation 173, every healthcare organisation and 
everyone working for them must be honest, open and truthful. This will build upon 
the existing requirement of Monitor’s licence that information provided is accurate, 
complete and not misleading and the expectation that licence-holders notify Monitor 
in the event of any incident, event or report that may raise concerns over compliance 
with their licence. 
 

 
71 The Secretary of State’s support for an 

application should not be given unless he is 
satisfied that the proposed applicant 
provides a service to patients which is, at 
the time of his consideration, safe, effective 
and compliant with all relevant standards, 
and that in his opinion it is reasonable to 
conclude that the proposed applicant will 
continue to be able to do so for the 
foreseeable future. In deciding whether he 
can be so satisfied, the Secretary of State 
should have regard to the required public 
consultation and should consult with the 
healthcare regulator. 

 

Accepted. 
 
The NHS Trust Development Authority’s role is to ensure, on behalf of the Secretary 
of State for Health, that aspirant Foundation Trusts are ready to proceed for 
assessment by Monitor. This role is discharged on behalf of the Secretary of State 
by the Board of the NHS Trust Development Authority, which will not refer to Monitor 
any Trust where there are concerns relating to the compliance with any of the 
relevant standards either now or in the future. The decision of the Board is made 
with regard to the public consultation and after consulting with the Care Quality 
Commission, NHS England and other national and local system partners. 

 
No provider should be authorised as a Foundation Trusts unless the Care Quality 
Commission, through its Chief Inspector of Hospitals, judges that the quality of their 
services is ‘good’ or ‘outstanding’. 

 

NHS Trusts are now required to produce 5-year strategic plans. Trusts will only 
have their Foundation Trust applications approved by the NHS Trust 
Development Authority Board if they are able to demonstrate their sustainability 
in the long-term, as well as achieving a ‘good’ or ‘outstanding’ rating. 

 

72 The assessment for an authorisation of 
applicant for Foundation Trust status should 
include a full physical inspection of its 
primary clinical areas as well as all wards to 
determine whether it is compliant with 
fundamental safety and quality standards. 

 

Accepted. 
 

The Care Quality Commission has agreed that, in the future, it will inspect NHS 
Trusts while the NHS Trust Development Authority is assessing whether to support 
their Foundation Trust application to progress to Monitor. This inspection earlier in 
the process will provide invaluable information as to the applicant Trust’s compliance 
with fundamental quality and safety standards. The Care Quality Commission’s new 
inspection process is significantly more in- depth than its former approach and 
allows for large teams of specialist inspectors to visit any areas of a provider as they 
see fit. 

 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

73 The Department of Health’s regular 
performance reviews of Monitor (and the 
Care Quality Commission) should include an 
examination of its relationship with the 
Department of Health and whether the 
appropriate degree of clarity of understanding 
of the scope of their respective 
responsibilities has been maintained. 

 

Accepted. 
 
As part of the normal accountability processes that the Department of Health has set 
in place as a sponsor, the state of the relationship between the Department and its 
arm’s length bodies is kept under regular review. Discussions include key areas of 
risk, consideration of how well the Department and the relevant arm’s length body are 
working together and what could be done to improve co-operation and shared 
understanding. These discussions also include consideration of how the arm’s length 
body is working within the wider health and care system, including areas of significant 
uncertainty or concern in relation to other arm’s length bodies. 

 

The normal accountability processes that the Department of Health has set in 
place as a sponsor continue to address this recommendation. 

 

74 Monitor and the Care Quality Commission 
should publish guidance for governors 

Accepted. 
 

In March 2014 Monitor published ‘Your duties: a brief guide for NHS foundation 
trust governors’ which sets out the role of Monitor and Care Quality 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf


suggesting principles they expect them to 
follow in recognising their obligation to account 
to the public, and in particular in arranging for 
communication with the public served by the 
Foundation Trust and to be informed of the 
public’s views about the services offered. 

 

Monitor published a number of guidance documents for Foundation Trust 
governors, most recently (August 2013) a revised version of Your statutory duties: a 
guide for NHS Foundation Trust Governors. This includes guidance on the new 
statutory duties from the Health and Social Care Act 2012, including that of 
representing the interests of members and of the public. This guidance has been 
published in association with the Department of Health, Care Quality Commission, 
Foundation Trust Network and Foundation Trust Governors Association. 

 
Working in partnership with Monitor and the Foundation Trust Network, the NHS 
Leadership Academy has commissioned the GovernWell Programme, a new national 
training programme for Foundation Trust governors. The GovernWell programme is 
designed to help equip governors and non-executives with the skills they need to 
perform effectively, including improving their ability to challenge quality problems. 

 
Monitor has also set up the Panel for Advising Governors, which has a former 
Foundation Trust chair as its Chair, together with 16 other experienced Members. 
The Panel has been operational since May 2013 and is ready to take questions 
from governors on topics as per the Health and Social Care Act 2012. 

 
Monitor, the Department of Health, Care Quality Commission, Foundation Trust 
Network and Foundation Trust Governors Association have agreed to publish jointly a 
summary guide for all Councils of Governors on the respective roles of the 
sponsoring organisations, how they work together and how they work with 
Governors, by the end of December 2013. 

 
Following this, the group is planning a series of good practice guides on key aspects 
of the governor role. The first of these guides is planned to be on representing the 
interests of members and the public, and is intended also to guide Foundation Trusts 
on how they will need to support governors in this aspect of their role. 

 

Commission and also reminds governors of their legal responsibility to 
represent the interests of the public and members of the Foundation Trust. 
Work is also in hand to produce material to assist governors in representing 
the interests of the public.  This guide is being produced with Monitor and NHS 
Providers and will be published shortly 

 

75 The Council of Governors and the board of 
each Foundation Trust should together 
consider how best to enhance the ability of 
the council to assist in maintaining compliance 
with its obligations and to represent the public 
interest. They should produce an agreed 
published description of the role of the 
governors and how it is planned that they 
perform it. Monitor and the Care Quality 
Commission should review these descriptions 
and promote what they regard as best 
practice. 

 

Accepted in part. 
 
In August 2013 Monitor published a revised version of Your statutory duties: a guide 
for NHS Foundation Trust Governors which includes guidance on the new statutory 
duties from the Health and Social Care Act 2012. This guidance has been published 
in association with the Department of Health, Care Quality Commission, Foundation 
Trust Network and Foundation Trust Governors Association. 
 
The above organisations recognise the variety of non-statutory duties that 
governors may perform, as well as the importance of preserving the autonomy of 
individual trusts and therefore the guidance does not seek to prescribe how 
governors should work day-to-day; NHS Foundation Trust boards and governors 
will agree this between themselves. Monitor and the Care Quality Commission will 
not review the descriptions produced by each Foundation Trust agreed between 
boards and governors. 
 
Monitor, the Department, Care Quality Commission, Foundation Trust Network 
and Foundation Trust Governors Association are planning a series of good 
practice guides to support governors in carrying out their duties. The first of 
these guides is planned to be on representing the interests of members and the 
public. In addition, Monitor, the Foundation Trust Network and the NHS Leadership 
Academy have commissioned the GovernWell programme, a new national training 
programme for Foundation Trust governors designed to help equip governors and 
non-executives with the skills they need to perform effectively. 
 
 

In March 2014 Monitor published ‘Your duties: a brief guide for NHS foundation 
trust governors’ which sets out the role of Monitor and Care Quality 
Commission and also reminds governors of their legal responsibility to 
represent the interests of the public and members of the Foundation Trust. 
Work is also in hand to produce material to assist governors in representing 
the interests of the public.  This guide is being produced with Monitor and NHS 
Providers and will be published shortly. 
 

 
The GovernWell national training programme for foundation trust governors 
was launched in May 2013. GovernWell is a four tier programme that offers 
pre-induction resources, an induction toolkit, and core and specialist skills 
modules. Each tier of the programme builds on the last, offering governors the 
opportunity to build their knowledge and skill base to effectively operate in the 
role. 

76 Arrangements must be made to ensure that 
governors are accountable  not just to 
the immediate membership but to the public 
at large – it is important  that regular and 

Accepted. 
 

The Health and Social Care Act 2012 provides that one of the general duties of the 
Council of Governors is to represent the interests of the members of the corporation 

In March 2014 Monitor published ‘Your duties: a brief guide for NHS foundation 
trust governors’ which sets out the role of Monitor and Care Quality 
Commission and also reminds governors of their legal responsibility to 
represent the interests of the public and members of the Foundation Trust. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/301286/BriefGuideForGovernors.pdf


constructive contact between governors and 
the public is maintained. 

 

as a whole and the interest of the public. Governors are elected from the 
membership of the Foundation Trust, who in turn consist of staff members, the 
general public and sometimes, patients or service users and their carers. 

 
How governors engage and represent the public is not defined in law, as 
Foundation Trust boards and governors will agree between themselves how 
governors should work day-to- day. Examples of methods by which governors 
may represent the interests of the public are included in Chapter 4 of Monitor’s 
publication Your statutory duties: a reference guide for NHS Foundation Trust 
governors (Aug 2013). 

 
Monitor, Department of Health, Care Quality Commission, Foundation Trust 
Network and Foundation Trust Governors Association are planning a series of 
good practice guides to support governors in carrying out their duties. The first 
of these guides is planned to be on representing the interests of members and 
the public. 

 

Work is also in hand to produce material to assist governors in representing 
the interests of the public.  This guide is being produced with Monitor and NHS 
Providers and will be published shortly 
 

77 Monitor and the NHS Commissioning Board 
should review the resources and facilities 
made available for the training and 
development of governors to enhance their 
independence and ability to expose and 
challenge deficiencies in the quality of the 
Foundation Trust’s services. 

 

Accepted. 
 

Working in partnership with Monitor and the Foundation Trust Network, the NHS 
Leadership Academy has commissioned the GovernWell programme, a new 
national training programme for Foundation Trust governors. The GovernWell 
programme is designed to help equip governors and non-executives with the skills 
they need to perform effectively, including improving their ability to challenge quality 
problems. 
 
Monitor has surveyed Foundation Trust governors to review the current levels of 
support available and shares good practice with Foundation Trust Chairs, chief 
Executives and non- executive Directors on working effectively with their governors. 
Monitor also speaks regularly to Trust staff and councils of governors on the role of 
governors and what the expectations should be of it. 
 
Monitor will be reviewing the uptake and feedback on the GovernWell programme on 
an ongoing basis. Monitor will also be supporting events hosted by the Foundation 
Trust Network for NHS Trust and Foundation Trust Chairs on working effectively with 
governors. 

 
Monitor will update the Code of Governance to reflect the statutory duty of 
Foundation Trust boards to provide appropriate training for Foundation Trust 
governors. Foundation Trust boards will also be asked to self-certify on this as part 
of the Annual Plan Review. 

 
 

Monitor sits on the GovernWell Advisory Group, together with representatives 
from the former Foundation Trust Governors Association, the Department of 
Health, the NHS Leadership Academy and some chairs and trust secretaries 
from NHS Foundation Trusts. This group meets approximately quarterly to 
review the uptake and marketing of the programme and to discuss how best to 
refresh its content in the light of evolving governor needs. 
 
Monitor published a revised Code of Governance for Foundation Trusts in July 
2014 and this references Your statutory duties: a guide for NHS Foundation 
Trust Governors as setting out the detailed governance requirements relating to 
governors. The detailed guide sets out the trust’s duty to take steps to ensure 
that governors are equipped with the skills and knowledge they need to 
discharge their duties appropriately. 

 

78 The Care Quality Commission and Monitor should 
consider how best to enable governors to have 
access to a similar advisory facility in relation to 
compliance with healthcare standards as will be 
available for compliance issues in relation to 
breach of a licence (pursuant to section 39A of 
the National Health Service Act 2006 as 
amended), or other ready access to external 
assistance. 

Accepted. 
 
Monitor has set up the Panel for Advising Governors, which has a former Foundation 
Trust chair as its Chair, together with 16 other experienced members. The panel 
has been operational since May 2013 and is ready to take questions from 
governors on topics as per the Health and Social Care Act 2012. 

 
Governors may therefore put a question to the existing panel on a breach or 
potential breach of the trust’s constitution, breach of licence or any other matter 
under chapter 5 of the National Health Service Act 2006. 

 
The Care Quality Commission has recently written to all Councils of Governors to 
confirm the appointment of Professor Sir Mike Richards as the new Chief Inspector of 
Hospitals, and to highlight and inform governors of the ways in which they can share 
information and raise issues with the Care Quality Commission, and contribute to the 
new NHS inspections. 

 

No further update is required.  Please see response to the recommendation in 
Hard Truths 



The Care Quality Commission will be piloting ways for governors to contribute 
directly to the new hospital inspections, as a further route to raising issues. 

 
79 There should be a requirement that all directors 

of all bodies registered by the Care Quality 
Commission as well as Monitor for Foundation 
Trusts are, and remain, fit and proper persons 
for the role. Such a test should include a 
requirement to comply with a prescribed code 
of conduct for directors. 

 

Accepted in principle. 
 
We agree that the public have the right to expect that people in leading positions 
in NHS organisations are fit and proper persons; and that where it is 
demonstrated that a person is not fit and proper, they should not be able to 
occupy such a position. Monitor’s licence conditions for providers of NHS 
services already prevents licensees from allowing unfit persons to become or 
continue as governors or directors (or those performing similar or equivalent 
functions. They are also required to ensure that their contracts of service with its 
Directors contain a provision permitting summary termination in the vent of a 
Director being or becoming an unfit person. The Licensee is also required to 
ensure that it enforces that provision promptly upon discovering any Director to 
be an unfit person. 
 
The Government issued in July 2013 a consultation on Strengthening corporate 
accountability in health and social care. This proposes a new requirement that all 
Board Directors (or equivalents) of providers registered with the Care Quality 
Commission must meet a new fitness test. We are proposing that this test includes 
checks about whether the person is of good character including past employment 
history, if the individual has the qualifications, skills and experience necessary for the 
work or office, as well as the more traditional consideration of criminal and financial 
matters. 
 
The Government proposes that the fit and proper persons test will now be used as 
a mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by Care Quality Commission at the point of registration. Where a 
Director is considered by Care Quality Commission to be unfit it could either refuse 
registration, in the case of a new provider, or require the removal of the Director on 
inspection, or following notification of a new appointment. Further details will be set 
out in the response to the consultation on corporate accountability which will be 
published shortly. We plan to publish the draft regulations for consultation at the 
same time. 

 
The standards produced by the Professional Standards Authority (Standards for 
members of NHS boards and Clinical Commissioning Group governing bodies in 
England) provide the basis for assessing the fitness of senior board-level leaders and 
managers. 
 

 

The Department of Health has consulted on a new registration requirement 
that all directors of providers registered with the Care Quality Commission 
must meet a fit and proper person test. The Care Quality Commission will be 
able to insist on the removal of directors that fail this test. The consultation 
included how the revised fit and proper person requirement will work, and 
questions about the impact of the new regulations.  The consultation ran from 
27 March to 25 April 2014. The Fit and Proper Persons Test Regulations 
have been passed by Parliament and are in place in November 2014 for NHS 
organisations and from April 2015 for other organisations. 
 

80 A finding that a person is not a fit and 
proper person on the grounds of 
serious misconduct or incompetence 
should be a circumstance added to 
the list of disqualifications in the 
standard terms of a Foundation Trust’s 
constitution. 

 

Accepted in principle. 
 
We agree that the public have the right to expect that people in leading positions in 
NHS organisations are fit and proper persons; and that where it is demonstrated that 
a person is not fit and proper, they should not be able to occupy such a position. 
Monitor and the Care Quality Commission are committed to ensuring that, taken 
together, their processes for registration and licensing reflect these principles. 
Monitor’s licence conditions already require providers to ensure that no person who 
is an unfit person may become or continue as a Director and that they ensure that 
its contracts of service with its Directors contain a provision permitting summary 
termination in the event of a Director being or becoming an unfit person. 

 
In order to strengthen this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 
new requirement that all Board Directors (or equivalents) of providers registered 
with the Care Quality Commission must meet a new fitness test. We are proposing 
that this test includes checks about whether the person is of good character 
including past employment history, if the individual has the qualifications, skills and 

The Department of Health has consulted on a new registration requirement 
that all directors of providers registered with the Care Quality Commission 
must meet a fit and proper person test. The Care Quality Commission will be 
able to insist on the removal of directors that fail this test. The consultation 
included how the revised fit and proper person requirement will work, and 
questions about the impact of the new regulations. The consultation ran from 
27 March to 25 April 2014.The Fit and Proper Persons Test Regulations have 
been passed by Parliament and are in place in November 2014 for NHS 
organisations and from April 2015 for other organisations. 
 

https://www.gov.uk/government/consultations/fit-and-proper-persons-test-regulations.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/210734/Corporate_accountability.pdf
https://www.gov.uk/government/consultations/fit-and-proper-persons-test-regulations.


experience necessary for the work or office, as well as the more traditional 
consideration of criminal and financial matters. 

 
The Government proposes that the fit and proper persons test will now be used as 
a mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by Care Quality Commission at the point of registration. Where a 
Director is considered by Care Quality Commission to be unfit it could either refuse 
registration, in the case of a new provider, or require the removal of the Director on 
inspection, or following notification of a new appointment.  The Government believes 
that this will be a robust method of ensuring that Directors whose conduct or 
competence makes them unsuitable for these roles are prevented from securing 
them. The scheme will be kept under review to ensure that it is effective, and 
we will legislate in the future if the barring mechanism is not having its desired 
impact. Further details will be set out in the response to the consultation on 
corporate accountability which will be published shortly. We plan to publish the draft 
regulations for consultation at the same time. 

 
In addition to regulatory mechanisms, we also believe it is important for 
organisations appointing and employing senior leaders to use the means already 
available to them (most notably recruitment, appraisal, exit procedures and 
provision of references) to ensure and strengthen the quality of the senior leaders 
in their organisations and the wider system, and to identify and deal with issues of 
performance and behaviour. This will on occasion (but not always) include action 
to remove someone from a senior role. The Government, the Care Quality 
Commission, the NHS Trust Development Authority and Monitor will continue to 
work with NHS Employers and other organisations with a responsibility for and an 
interest in these issues to ensure a focus on improving the way that existing 
mechanisms operate. We believe that the focus for this issue should be the internal 
processes described above, and the Care Quality Commission’s registration 
requirements rather than the constitution of the Foundation Trust. 

 
81 Consideration should be given to 

including the criteria for fitness a 
minimum level of experience and/or 
training, while giving appropriate latitude 
for recognition of equivalence. 

 

Accepted. 
 
We agree that people in leading positions in NHS organisations should have the 
appropriate experience and training to take up those positions and that this should 
be one of the criteria for any assessment of whether someone is a fit and proper 
person. It is vital that they are assessed as a key element of the recruitment process 
and of ongoing appraisal. As set out in The Healthy NHS Board 2013, as well as 
experience and technical skill, values and behaviour are also critical to getting the 
right leaders in place. We also endorse the document’s advice that regular skills 
audits of current board members should be carried out. 

 
Monitor’s Risk Assessment Framework sets out how it oversees NHS Foundation 
Trusts compliance with the provider licence. Where a breach has occurred in 
respect of governance, one of the areas Monitor may investigate is the Foundation 
Trust’s management and organisational capability in making an assessment about 
return to compliance. Monitor’s Code of Governance for Foundation Trusts sets a 
clear expectation that there should be a formal, rigorous and transparent procedure 
for the appointment of directors and that care should be taken to ensure that new 
appointees have relevant skills and experience. 
 
Monitor is working with the Foundation Trust Network to offer a 2-day induction 
programme for new non-executive directors of NHS Foundation Trusts. The first of 
these programmes was run in September 2013. Monitor will be working together with 
the NHS Leadership Academy, NHS Trust Development Authority and Foundation 
Trust Network to increase external support for chief executives of NHS Trusts and 
Foundation Trusts. Monitor will also consider how best to support medical directors in 
the coming year. 
 

 

Monitor has run a series of events with Chief Executive Officers to help identify 
their support needs and the follow-on action is now under consideration. The 
development of an induction event for Executive Directors including Medical 
and Nursing Directors is in hand. The need for further support will be reviewed 
in light of this work. 

 

https://www.leadershipacademy.nhs.uk/wp-content/uploads/2013/06/NHSLeadership-HealthyNHSBoard-Review-2013.pdf


82 Provision should be made for regulatory 
intervention to require the removal or 
suspension form office after due process of 
a person whom the regulator is satisfied is 
not or is no longer a fit and proper person, 
regardless of whether the trust is in 
significant  breach of its authorisation  or 
licence. 
 

Accepted. 
 
Under the revised registration requirements, in cases where a Director was 
deemed by the Care Quality Commission to be unfit, the Care Quality 
Commission will be able to insist on their removal by placing a condition on the 
provider’s registration.  If the provider failed to remove the director that would be 
an offence for breach of the condition, and the provider would be liable to 
prosecution. 

 
The Government proposes that the fit and proper persons test will now be used as a 
mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by the Care Quality Commission at the point of registration. Where a 
Director is considered by the Care Quality Commission to be unfit it could either 
refuse registration, in the case of a new provider, or require the removal of the 
Director on inspection, or following notification of a new appointment. Further details 
will be set out in the response to the consultation on corporate accountability which 
will be published shortly. The Government plans to publish the draft regulations for 
consultation at the same time. 

 

The Department of Health has consulted on a new registration requirement 
that all directors of providers registered with the Care Quality Commission 
must meet a fit and proper person test. The Care Quality Commission will be 
able to insist on the removal of directors that fail this test. The consultation 
included how the revised fit and proper person requirement will work, and 
questions about the impact of the new regulations.  The consultation ran from 
27 March to 25 April 2014.The Fit and Proper Persons Test Regulations have 
been passed by Parliament and are in place in November 2014 for NHS 
organisations and from April 2015 for other organisations. 
 

83 If a ‘fit and proper person test’ is introduced  
as recommended,  Monitor should issue 
guidance on the principles on which it would 
exercise its power to require the removal or 
suspension or disqualification of directors who 
did not fulfil it, and the procedure it would 
follow to ensure due process. 
 

Accepted. 
 
Monitor and the Care Quality Commission are committed to ensuring that, taken 
together, their processes for registration and licensing work effectively to ensure that 
people in leading positions are fit and proper persons. The Care Quality Commission 
will set out in guidance how it will apply the fit and proper persons test as part of its 
regulatory regime and will ensure that as far as possible its approach in relation to 
registration is aligned with Monitor’s assessment of fitness as part of its licensing 
process (which applies to a narrower range of organisations than registration). 
Monitor has also published guidance on how it will exercise its enforcement powers 
which are used where there is a breach of licence conditions. This includes 
procedures for imposing additional licence conditions on NHS Foundation Trusts 
and removing, suspending or disqualifying directors or governors of NHS 
Foundation Trusts. 
 

The fit and proper person requirement was put in place in November 2014 for 
directors of NHS Trusts, and in April 2015 for all providers of health and adult 
social care registered with the Care Quality Commission. 
 
The fit and proper person requirement provides an important mechanism to hold 
to account individual Directors that have been responsible for the provision of 
unacceptable standards of care and will assess whether directors: 

• are of good character. 
• have the necessary qualifications, skills and experience. 
• are able to perform the work that they are employed for. 
• can supply information, such as certain checks and a full employment 

history. 
 

 

84 Where the contract of employment or 
appointment of an executive or non-executive is 
terminated in circumstances in which there are 
reasonable grounds for believing that he or 
she is not a fit person to hold such a post, 
licensed bodies should be obliged by the terms 
of their licence to report the matter to Monitor, 
the Care Quality Commission and the NHS 
Trust Development Authority. 

 
 

Accepted in principle. 
 

In cases where there are reasonable grounds that a person is not fit to hold such a 
post, we would expect this view to be reflected in the references provided by the 
employer to a prospective new employer. Prospective employers have a 
responsibility to seek references from previous employers. NHS Employers are 
working on how to support organisations so that all information relating to 
recruitment into Board positions is presented, known and used by employers. 
Rather than use a regulatory intermediary as a register of concerns about a 
person’s fitness of the kind identified by this recommendation, we therefore believe 
it would be better to make references and recruitment processes more effective. 

 
We agree that the public has the right to expect that people in leading positions 
in NHS organisations are fit and proper persons; and that where it is 
demonstrated that a person is not fit and proper, they should not be able to 
occupy such a position. Monitor’s licence conditions for providers of NHS 
services already prevents licensees from allowing unfit persons to become or 
continue as governors or directors (or those performing equivalent functions). 
They are also required to ensure that their contracts of service with its Directors 
contain a provision permitting summary termination in the event of a Director 
being or becoming an unfit person. The Licensee is also required to ensure that 
it enforces that provision promptly upon discovering any Director to be an unfit 
person. 

 
In order to strengthen this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 

The Department of Health has consulted on a new registration requirement 
that all directors of providers registered with the Care Quality Commission 
must meet a fit and proper person test. The Care Quality Commission will be 
able to insist on the removal of directors that fail this test. The consultation 
included how the revised fit and proper person requirement will work, and 
questions about the impact of the new regulations.  The consultation ran from 
27 March to 25 April 2014.The Fit and Proper Persons Test Regulations have 
been passed by Parliament and are in place in November 2014 for NHS 
organisations and from April 2015 for other organisations. 
 

https://www.gov.uk/government/consultations/fit-and-proper-persons-test-regulations.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/210734/Corporate_accountability.pdf
https://www.gov.uk/government/consultations/fit-and-proper-persons-test-regulations.


new requirement that all Board Directors (or equivalents) of providers registered with 
Care Quality Commission must meet a new fitness test. We are proposing that this 
test includes checks about whether the person is of good character including past 
employment history, if the individual has the qualifications, skills and experience 
necessary for the work or office, as well as the more traditional consideration of 
criminal and financial matters. 

 
The Government proposes that the fit and proper persons test will now be used as 
a mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by Care Quality Commission at the point of registration. Where a 
Director is considered by Care Quality Commission to be unfit it could either refuse 
registration, in the case of a new provider, or require the removal of the Director on 
inspection, or following notification of a new appointment. Further details will be set 
out in the response to the consultation on corporate accountability which will be 
published shortly. We plan to publish the draft regulations for consultation at the 
same time. 

 
 

85 Monitor and the Care Quality Commission 
should produce guidance to NHS and 
Foundation Trusts on procedures to be followed 
in the event of an executive or non-executive 
director being found to have been guilty of 
serious failure in the performance of his or her 
office, and in particular with regard to the need 
to have regard to the public interest in protection 
of patients and maintenance of confidence in 
the NHS and the healthcare system. 
 

Accepted. 
 

In cases where a Director was deemed by the Care Quality Commission to be 
unfit, the Care Quality Commission would be able to insist on their removal by 
placing a condition on the provider’s registration.  If the provider then failed to 
remove the director that breach of the registration condition would be an 
offence for which the provider would be liable to prosecution. 

 
The Care Quality Commission will publish guidance setting out how the process 
will work, and how it will co-operate with Monitor and the NHS Trust 
Development Authority. 

 
Under the single failure regime, Monitor and the NHS Trust Development Authority 
would be able to use their existing powers to enforce fit and proper persons 
requirements (such as the removal of directors) on licence holders and NHS Trusts. 
 

 
 

The Care Quality Commission is taking forward the development of a ‘fit and 
proper persons’ test for board-level leaders in the organisations registered with 
it, whether in the public, private or voluntary sectors. The fit and proper person 
test includes ‘service misconduct’ as a ground of unfitness. 
 
In cases where a Director was deemed by the Care Quality Commission to be 
unfit, the Care Quality Commission would be able to place a condition on the 
provider’s registration. If the provider failed to demonstrate the director’s fitness, 
the resultant breach of the registration condition would create an offence for 
which the provider would be liable to prosecution. The Care Quality Commission 
published guidance on the duty of candour and fit and proper person 
requirement for NHS bodies in November 2014. 
 

86 A requirement should be imposed on 
Foundation Trusts to have in place an 
adequate programme for the training and 
continued development of directors. 
 

Accepted. 
 
Monitor’s licence conditions require providers to ensure that no person who is an 
unfit person may become or continue as a Director and that they ensure that its 
contracts of service with its Directors contain a provision permitting summary 
termination in the event of a Director being or becoming an unfit person. The 
Licensee is also required to ensure that it enforces that provision promptly upon 
discovering any Director to be an unfit person. 

 
We agree that it is important for directors of all NHS organisations (including 
Foundation Trusts) to be provided with the development they need to operate 
effectively and responsibly. The recently published The Healthy NHS Board 2013 
document sets out a number of measures for the development of individual 
directors and boards as a whole, including 360 degree feedback, structured 
induction, peer learning, whole board performance assessment and individual 
appraisal. Monitor’s Code of Governance for Foundation Trusts sets out an 
expectation that Directors should also have access, at the NHS foundation trust’s 
expense, to training courses and/or materials that are consistent with their 
individual and collective development programme. Monitor’s Quality Governance 
framework guidance also challenges boards to ensure they have the necessary 
leadership, skills and knowledge to ensure delivery of the quality agenda. It also 
suggests boards conduct regular self-assessments to test its skills and capabilities 
and attend training sessions covering the core elements of quality governance and 
continuous improvement. Monitor already has in place programmes provided jointly 

Three induction programmes have now been run for Foundation Trust Non-
Executive Directors. The first joint Monitor/NHS Trust Development Authority 
conference for Chief Executive Officers and Chairs was held in October 2014 
and is covered strategic planning and transaction guidance. 
 

https://www.leadershipacademy.nhs.uk/wp-content/uploads/2013/06/NHSLeadership-HealthyNHSBoard-Review-2013.pdf


with others to support chairs, non- executive directors and finance directors.  
Monitor additionally provides a one-day induction programme for new chairs and 
chief executives of NHS Foundation Trusts and is working with the Foundation Trust 
Network to offer a 2-day induction programme for new non-executive directors of 
NHS Foundation Trusts. The first of these programmes was run in September 2013 
and the next cohort will take place in January 2014. Monitor will be working together 
with the NHS Leadership Academy, NHS Trust Development Authority and the 
Foundation Trust Network to increase external support for chief executives of NHS 
Trusts and Foundation Trusts and will also consider how best to support medical 
directors in the coming year. The Foundation Trust Network also offers development 
programmes for executive directors and company secretaries 

 
 

87 The Health and Safety Executive is clearly not 
the right organisation to be focusing on 
healthcare. Either the Care Quality 
Commission should be given power to 
prosecute 
1974 Act offences or a new offence containing 
comparable provisions should be created 
under which the Care Quality Commission has 
power to launch a prosecution. 
 

Accepted in principle. 
 

The Care Quality Commission is the right organisation to focus on healthcare, 
investigate and act where patients have been seriously harmed because of unsafe 
or poor care. Investigation of such incidents can give early warning of more 
widespread management failure. 

 
The Government recognises that, although the Care Quality Commission is able to 
prosecute providers, directors and unincorporated associations under the Health 
and Social Care Act 2008, in practice there have been few prosecutions. This 
suggests that the Care Quality Commission’s approach to enforcement needs to be 
strengthened. The Department of Health is developing revised requirements for 
registration with the Care Quality Commission to include fundamental standards 
that will enable prosecutions of providers to occur where patients have been 
harmed because of unsafe or poor care, without the need for an advance warning 
notice. This will ensure that the current regulatory gap identified in the Inquiry report 
is willed. A new start – Consultation on changes to the way CQC regulates, 
inspects and monitors care  set out plans to introduce fundamental standards 
which will enable the Care Quality Commission to take more effective action, 
including prosecution, where there are clear failures to meet basic standards of 
care. On 17 October 2013, the Care Quality Commission published the responses 
to the consultation in A new start: Responses  to our consultation on changes to 
the way Care Quality Commission regulates, inspects and monitors care services 
,which showed that there is broad agreement with the new approach. 

 
The Department is also working with the Care Quality Commission and the Health 
and Safety Executive to ensure that the Health and Safety at Work Act 1974 and its 
relevant statutory provisions will continue to be used by the Health and Safety 
Executive where it provides for the most specific breaches. Given the Health and 
Safety Executive’s more limited role for patient safety, the Care Quality Commission 
and the Health and Safety Executive will together develop and agree criteria and 
handling arrangements for the matters that the Health and Safety Executive will 
investigate. 

 
The Care Quality Commission and the Health and Safety Executive have a published 
a Liaison Agreement, which describes how the two organisations currently work 
together. This will need to change to reflect the revised registration requirements, the 
Care Quality Commission’s role, the criteria for matters which the Health and Safety 
Executive will investigate, and the mechanism for referral. The Care Quality 
Commission and the Health and Safety Executive will ensure that this is done in line 
with the implementation of the revised registration requirements. 

 
The Health and Safety Executive will support the Care Quality Commission in 
developing its role in investigating and prosecuting in cases of unacceptable care. 
The Department of Health will work with the Department of Work and Pensions and 
the Health and Safety Executive to ensure that Health and Safety Executive has the 
necessary capacity to support the Care Quality Commission. 

Regulations will introduce new fundamental standards of care as requirements 
for registration with the Care Quality Commission. These will allow the Care 
Quality Commission to take robust action against providers that do not deliver 
an acceptable standard of care, including prosecution.  The Care Quality 
Commission produces ratings of the quality of care ranging from outstanding to 
inadequate to provide service users with a fuller picture of the quality of care 
available. Regulations have been introduced for ratings from October 2014 and 
fundamental standards for health and adult social care provision in April 2015. 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/sites/default/files/media/documents/cqc_newstartresponse_2013_14_tagged_sent_to_web.pdf
http://www.cqc.org.uk/sites/default/files/media/documents/cqc_newstartresponse_2013_14_tagged_sent_to_web.pdf


 
 
 

88 The information contained in reports for the 
Reporting of Injuries, Diseases and 
Dangerous Occurrences Regulations should 
be made available to healthcare regulators 
through the serious untoward incident 
system in order to provide a check 
on the consistency  of trusts’ practice in reporting 
fatalities and other serious incidents. 

 
 

Accepted in principle. 
 
Access to accurate and up to date information and intelligence is essential to the 
effective regulation of health and adult social care providers by the Care Quality 
Commission. In practice, few patient incidents fall under the category of Reporting 
of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) and the 
Care Quality Commission would in any case be informed of these incidents through 
the statutory notifications that registered providers are required to make them. In 
addition, there is an information sharing agreement in place between the Health and 
Safety Executive and the Care Quality Commission. Currently, in addition to the 
information shared via the Liaison Agreement, the Health and Safety Executive 
shares quarterly investigated RIDDOR accidents, complaints, and enforcement and 
prosecution notices data. This information will be shared on a more frequent basis 
under new working arrangements and will be reflected in the liaison agreement 
between the Care Quality Commission and the Health and Safety Executive. 

 
 
 
 
 
 
  

The Health and Safety Executive, the Department of Health and the Care 
Quality Care are taking forward the recommendations of the Francis Inquiry and 
the Health and Safety Executive’s Triennial Review with regard to the 
relationship between the Health and Safety Executive and the Care Quality 
Commission.   The Care Quality Commission have consulted on a revised 
liaison agreement setting out their working arrangements including their criteria 
for referrals and prosecutions and better co-operation in the underpinning 
information-sharing arrangements. The final liaison agreement will be published 
in April 2015. 
Currently, the Health and Safety Executive shares quarterly investigated 
Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
accidents, complaints, and enforcement and prosecution notices data. This is 
part of the joint work by the Health and Safety Executive and the Care Quality 
Commission that is set out in a liaison agreement. 
 
The agreement will make clear that when fundamental standards are in place, 
the Care Quality Commission will have the lead role in considering whether to 
take enforcement action on safety incidents which affect people using services 
registered with it. The Health and Safety Executive or local authorities will have 
the lead in considering whether to take enforcement action on safety incidents 
affecting people using other health and care services, and for safety incidents 
affecting staff and the public in all services. The new liaison agreement will also 
set principles for case-by-case decisions on which regulator will take the lead in 
complex situations. 
 
This greater simplicity and clarity about when each regulator will take the lead, is 
expected to result in an increase in enforcement activity by Care Quality 
Commission. The Health and Safety Executive is providing Care Quality 
Commission with support and practical assistance, to help it build up the 
necessary capability to deliver this.  
 

89 Reports on serious untoward incidents 
involving death of or serious injury to patients 
or employees should be shared with the 
Health and Safety Executive. 
 

Accepted in principle. 
 

The Care Quality Commission is the regulator of the safety and quality of health 
and adult social care providers in England. Providers registered with the Care 
Quality Commission are required to notify it of serious untoward incidents 
involving death or serious injury either directly or through the National Reporting 
and Learning System in the case of NHS organisations. The Care Quality 
Commission uses the intelligence that it receives from these notifications as 
part of its risk assessment. An initial assessment of serious untoward incidents 
should be carried out by the Care Quality Commission as the specialist 
inspector of the health and adult social care providers, with the ability to draw 
on the Health and Safety Executive’s expertise in investigations and 
prosecutions. This will be set out in the revised liaison agreement between the 
Care Quality Commission and the Health and Safety Executive. 

 
 

The Health and Safety Executive shares quarterly investigated Reporting of 
Injuries, Diseases and Dangerous Occurrences Regulations accidents, 
complaints, and enforcement and prosecution notices data with Care Quality 
Commission. This is part of the joint work by Health and Safety Executive and 
Care Quality Commission that is set out in a liaison agreement. The Care Quality 
Commission have consulted on a revised liaison agreement setting out their 
working arrangements including their criteria for referrals and prosecutions and 
better co-operation in the underpinning information-sharing arrangements. The 
final liaison agreement will be published in April 2015. 
  
This agreement will make clear that when fundamental standards are in place, 
the Care Quality Commission will have the lead role in considering whether to 
take enforcement action on safety incidents which affect people using services 
registered with it. The Health and Safety Executive or local authorities will have 
the lead in considering whether to take enforcement action on safety incidents 
affecting people using other health and care services, and for safety incidents 
affecting staff and the public in all services. The new liaison agreement will also 
set principles for case-by-case decisions on which regulator will take the lead. 
 

90 In order to determine whether a case is so 
serious, either in terms of the breach of 
safety requirements or the consequences 
for any victims, that the public interest 
requires individuals or organisations to be 
brought to account for their failings, the 
Health and Safety Executive should obtain 

Accepted. 
 
The Health and Safety Executive has always sought expert advice. Such advice might 
come from its own specialist inspectors or subject matter experts, from staff within 
the Health and Safety Laboratory, from other regulators such as the Medicines and 
Healthcare products Regulatory Agency, from the Department of Health, from external 
associations such as the National Back Exchange, from independent medical 

No further update is required.  Please see response to the recommendation in 
Hard Truths 



expert advice, as is done in the field of 
healthcare litigation and fitness to practise 
proceedings. 

 
 

practitioners who are experts in their field or others. 
 
The Care Quality Commission will also seek appropriate specialist advice in 
investigating potential breaches of the new fundamental standards. 
 

91 The Department of Health and NHS 
Commissioning Board should consider what 
steps are necessary to require all NHS 
providers, whether or not they remain members 
or the NHS Litigation Authority scheme, to have 
and to comply with risk management standards 
at least as rigorous as those required by the 
NHS Litigation Authority. 

 
 

Accepted in principle. 
 
We agree that the effectiveness of any national scheme of this kind to promote the 
improvement of risk management and any associated benefits for patient safety will 
be dependent on it continuing to have near universal coverage of providers. It is 
also accepted that the NHS Litigation Authority’s risk management standards and 
assessments have assisted in improving processes for risk management in the 
NHS. However, the existence of a risk management system, even one complying 
with the NHS Litigation Authority’s standards does not of itself mean that a trust is 
safe. There are many other factors that are relevant which should be considered 
when assessing whether practices are safe for staff and patients. The Government 
is clear that there should be fundamental standards that represent the basic 
requirements and that should be the core of all services. The new fundamental 
standards will sit within the legal requirements that providers of health and adult 
social care must meet to be registered with Care Quality Commission. Together 
with a new ratings systems, developed and published by the Care Quality 
Commission, providers will be assessed on how well they meet the standards for 
safe and high quality care. 
 
All NHS Trusts and Foundation Trusts are currently members of the NHS Litigation 
Authority’s clinical negligence scheme. In addition, the number of independent 
providers funded to provide NHS healthcare joining the scheme, is increasing. The 
scheme is voluntary and there is no requirement for trusts that opt out to meet the 
NHS Litigation Authority’s standards. 
 
As well as the Inquiry, recent reviews led by Sir Bruce Keogh and Professor Dr Don 
Berwick, when considered with the views of the NHS Litigation Authority’s 
members, indicate that the time is right to move away from assessments against a 
set of risk management standards to a new outcome focused approach. The new 
approach to safety and learning will support members to reduce claims by focussing 
on areas which cause significant harm and in working towards improving clinical 
outcomes. These changes will also seek to reduce bureaucracy and the burden on 
front line staff, and avoid duplication with other agencies. 
 
This means that the NHS Litigation Authority risk management standards the 
Inquiry refers to will be discontinued and the last assessment will be carried out on 
March 2014. Therefore, the Department considers it would not be appropriate to 
require any NHS provider leaving the scheme to have and to comply with the 
outgoing standards. 

The NHS Litigation Authority ceased their assessments of members’ compliance 
against their risk management standards from April 2014, reducing bureaucracy 
and the burden on front line staff and avoiding duplication with other agencies. 
Together with a new ratings system, developed and published by the Care 
Quality Commission, providers are now assessed by the Care Quality 
Commission on how well they meet the standards for safe and high quality care. 
The Care Quality Commission standards and inspection regimes apply across all 
registered providers of health and adult social care, and not only those 
organisations that are members of the NHS Litigation Authority’s clinical 
negligence indemnity scheme. 
 

92 The financial incentives at levels below 
level 3 should be adjusted to maximise 
the motivation to reach level 3. 

 
 

Accepted. 
 
From 1 April 2013, the NHS Litigation Authority introduced a revised pricing 
methodology for the Clinical Negligence Scheme for Trusts. 

 
The new approach means that organisations with a good claims record will see the 
benefit of this in their Clinical Negligence Scheme for Trusts pricing whereas those 
organisations with a less favourable claims history will contribute more to the risk 
pool. These changes were discussed extensively with members of the scheme. The 
Department of Health and other relevant parties across the system agreed this 
represents a more equitable way of distributing the costs of the scheme. 

 
The NHS Litigation Authority is also already bringing the focus of NHS organisations 
onto their claims activity which it is hoped will in turn assist in reducing the costs 
associated with Clinical Negligence Scheme for Trusts and ultimately reduce the level 
of harm to patients. 

In 2013 the NHS Litigation Authority informed the NHS that it would be moving 
away from the system of risk management discounts on members’ contributions 
whilst aiming to avoid large swings in price for members who currently receive 
discounts. The revised pricing methodology, which has been in place since April 
2013, financially rewards organisations with fewer, less costly claims and 
financially incentivises organisations to focus on their claims with a view to 
reducing them, thereby reducing harm and improving patient and staff safety. 
In addition, the NHS Litigation Authority is supporting Sign up to Safety, the 
campaign launched by the Secretary of State for Health that aims to listen to 
patients and staff, learn from when things go wrong and act to make care 
safer. The NHS Litigation Authority will review members’ safety plans and where 
they aim to reduce claims and are robust, the NHS Litigation Authority will make 
a payment to support implementation of the safety improvement plan. 
 



 
 
 

93 The NHS Litigation Authority should introduce 
requirements with regard to observance of the 
guidance to be produced in relation to staffing 
levels, and require trusts to have regard to 
evidence-based  guidance and benchmarks 
where these exist and to demonstrate that 
effective risk assessments take place when 
changes to the numbers or skills of staff are 
under consideration.  It should also consider 
how more outcome based standards could be 
designed to enhance the prospect of exploring 
deficiencies in risk management, such as 
occurred at the trust. 
 

Accepted in principle. 
 
As in the response to recommendation 91, the NHS Litigation Authority will move 
away from assessments against a set of risk management standards to a new 
outcome focused approach. The new approach which will support members to 
reduce claims by focussing on areas which cause significant harm and in working 
towards improving clinical outcomes. These changes will also seek to reduce 
bureaucracy and the burden on front line staff, and avoid duplication with other 
agencies. 

 
The NHS Litigation Authority is not in a position to introduce requirements with regard 
to the observance of guidance in relation to staffing levels, or to require the 
assessment of appropriate skill mix, staffing level and staff patient ratios. It is for 
trusts (and where appropriate, regulators) to have regard to evidence based 
guidance and benchmarks and to undertake effective risk assessments when 
changes to numbers or skills of staff are under consideration. 

 
However, the NHS Litigation Authority’s revised pricing methodology for setting 
member contributions for their indemnity cover takes account of staffing and 
activity levels. This mean that if all other factors are equal, organisations which 
have more staff to undertake activities with the same level of risk will pay less 
for their indemnity cover. It also ensures that organisations with fewer claims 
pay less for the indemnity cover, therefore rewarding safer organisations. 

 
 

From April 2013 the pricing approach for the Clinical Negligence Schemes for 
Trusts was changed to take greater account of claims paid and those in the 
process of being resolved. It also takes into account staffing and activity levels 
across higher risk service areas. The pricing approach rewards organisations 
with fewer less costly claims and thereby financially incentivises organisations to 
reduce their claims and thereby reduce harm and improve patient and staff 
safety. 
 

94 As some form of running record of the 
evidence reviewed must be retained on 
each claim in order for these reports to be 
produced, the NHS Litigation Authority 
should consider the development of a 
relatively simple database containing the 
same information. 
 

Accepted. 
 
The NHS Litigation Authority has launched a new extranet which provides members 
with detailed information about their claims so they can easily identify areas where 
they need to focus on reducing claims. The information is real time and shows total 
volumes and values but also broken down by speciality. Members can use the 
information to benchmark themselves against similar organisations. 
  
The extranet also provides materials to support learning. 

The NHS Litigation Authority launched its extranet service for members during 
2013-14. They share more data with members to help them reduce claims and 
improve patient and staff safety. The extranet now provides members with real-
time access to their claims data together with learning resources. It enables 
them to log new claims, track the progress of ongoing claims, and assess and 
manage their risk. It also provides learning materials such as case studies to 
enable shared learning across the NHS. The data can help the NHS to prevent 
harm to patients and staff which might otherwise lead to future claims against the 
NHS.  
 

95 As the interests of patient safety should prevail 
over the narrow litigation interest under which 
confidentiality or even privilege might be 
claimed over risk reports, consideration should 
also be given to allowing the Care Quality 
Commission access to these reports. 
 

Accepted. 
 
In response to the Caldicott Review, Information: To Share or Not to Share (2013), the 
Department of Health stated that health and care professionals must make decisions 
about how information is shared and used in the best interests of people and 
patients using the five rules of confidentiality set out in new Health and Social Care 
Information Centre’s guidance, Guide to Confidentiality in Health and Social Care 
(2013). 
 
The NHS Litigation Authority also supports the view that the patient safety should 
prevail over litigation interests. It actively supports explanations and apologies and 
will never refuse to indemnify a member because they have apologised. It shares 
information which supports learning from claims with the NHS and makes such 
information available to members and where appropriate, other stakeholders. The 
NHS Litigation Authority is sharing relevant claims information as part of the Care 
Quality Commission’s inspection regime. The NHS Litigation Authority is also putting 
in place an information sharing agreement with regulators to enable us to share 
relevant information. 
 
 

The NHS Litigation Authority shares relevant claims information (with due regard 
to data protection and patient confidentiality) as part of the Care Quality 
Commission’s inspections regime and where appropriate with other regulators. 
The NHS Litigation Authority has published a set of data sharing principles which 
sets out the basis upon which it will share data whilst appropriately maintaining 
confidentiality. The overriding principle is to share information to support patient 
safety. 
 

96 The NHS Litigation Authority should make 
more prominent in its publicity an 

Accepted. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
http://www.rcpa.org.uk/MyFiles/Files/2013/HSCIC-guide-to-confidentiality.pdf
http://www.rcpa.org.uk/MyFiles/Files/2013/HSCIC-guide-to-confidentiality.pdf


explanation comprehensible to the general 
public of the limitations of its standards 
assessments and of the reliance which can 
be placed on them. 

 
 

The NHS Litigation Authority has included a comprehensible explanation of the 
limitations of the standards and assessments process on its website. Following 
the publication of the NHS Litigation Authority’s Industry Review in January 2012, 
the NHS Litigation Authority has reviewed the standards and assessment process 
and advised members that it is moving away from assessment against standards 
to an outcome focus approach. This will support the NHS to learn from claims by 
sharing information and learning and through price incentivisation. 
 
 

97 The National Patient Safety Agency’s resources 
need to be well protected  and defined. 
Consideration should be given to the transfer of 
this valuable function to a systems regulator. 
 

Accepted in part. 
 
The functions of the National Patient Safety Agency were moved to NHS England in 
order to ensure that improving safety is core business for the NHS. The Department of 
Health and NHS England agree this vital function should continue to have its resources 
protected. The Mandate for NHS England includes the objective to continue to reduce 
avoidable harm and make measurable progress by 2015 to embed a culture of patient 
safety in the NHS including through improved reporting of incidents. NHS England will 
be held accountable for progress against the objectives and will use its position as the 
leadership body for the NHS to support quality improvement throughout the healthcare 
system, which by definition includes safety improvement. 
 
Patient safety is a critical component of what an effective regulator seeks to secure, 
maintain and improve and is rightly at the heart of the Care Quality Commission’s 
new inspection regime. The Chief Inspector of Hospitals’ assessment will include an 
inspection for patient safety which will inform the ratings of all NHS providers. In 
addition, the Care Quality Commission and NHS England will work closely together 
to share information, including reported incidents from the National Reporting and 
Learning System, to support Care Quality Commission’s surveillance and inspection. 

 
The Government has considered the case for the transfer of the functions of the 
National Patient Safety Agency to a system regulator. These functions were primarily 
focused on learning, improvement and innovation rather than regulation and 
assurance. The core functions were to collect patient safety incident reports from 
all healthcare organisations, so that those reports could be analysed by safety 
experts in order to learn from what had gone wrong and then to use that 
knowledge to encourage patient safety improvement across the system. No 
system is ever 100% safe and patient safety demands an active commitment to 
continually reducing harm. Professor Don Berwick’s report, Improving the Safety of 
Patients in England, emphasises that regulation is a crucial component of patient 
safety, but is not sufficient alone to secure patient safety. Ensuring the continual 
reduction of harm to patients requires the underlying culture of the NHS to be 
devoted to learning, improvement and innovation, and delivering that is a role that 
goes much wider than the system regulator’s remit. The Government believes this 
role rightly sit within NHS England. 

 
In order to realise the Berwick report’s vision of the NHS as an organisation devoted 
to continual learning and improvement, NHS England and NHS Improvement Quality 
are leading to establish a nationwide Patient Safety Collaborative Programme and 
will bring a significant level of resource and support to patient safety and 
improvement science over the next 5 years. Each collaborative will be locally-led and 
nationally supported. They will be designed to inspire and support a culture of 
continuous learning and improvement of patient safety in the NHS and be expected 
to deliver on a set of core patient safety priorities as well as their own priorities. As 
set out in the NHS Mandate refresh, NHS England and NHS Improvement Quality 
will seek to finalise the design of the programme, put in place the support and 
development capacity and recruit participating organisations by spring 2014. NHS 
England is also working with others on the best ways to develop much greater 
patient safety capability in the NHS through the education and training of the 
healthcare workforce in patient safety skills. 

 

In the wake of the Public Inquiry -  with  the Care Quality Commission now 
making rapid progress to improve the rigour and effectiveness of its surveillance, 
inspection and ratings responsibilities for patient safety; NHS England now 
focusing primarily on the commissioning of safe services; the new development 
of the patient safety transparency website; and the launch of the new national 
Sign up to Safety Campaign – the Government agrees with Sir Robert that it 
makes sense to concentrate and consolidate national expertise and capability on 
safety within a single organisation that can provide strategic leadership across 
the whole healthcare system.    
  
The Department of Health will therefore consider with relevant organisations the 
options for transferring NHS England’s responsibilities for to a single national 
body. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/226703/Berwick_Report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/226703/Berwick_Report.pdf


 
98 Reporting to the National Reporting and 

Learning System of all significant  adverse 
incidents not amounting to serious untoward 
incidents but involving harm to patients 
should be mandatory on the part of trusts. 

 
 

Accepted in principle. 
 
Reporting of patient safety incidents involving severe harm and death is already 
mandatory nationally under the Care Quality Commission regulations and these 
incidents are actively reviewed by NHS England as well as being shared with the 
Care Quality Commission. 
 
The Government’s current policy is not to introduce a mandatory reporting system 
at this stage however the Government does agree there should be a new duty on 
providers to be candid to patients (as set out in recommendation 174) and more 
should be done to promote the reporting of all patient safety incidents among 
healthcare professionals (as set out in recommendation 181). 
 
The National Reporting and Learning System already receives over 1.2 million 
incident reports a year and NHS England continues to encourage increased 
reporting from across the healthcare system. Indicator 5.1 of the NHS Outcomes 
Framework requires that the NHS continues to increase the numbers of incidents 
that are reported to the National Reporting and Learning System as this is a good 
indication of the development of a mature patient safety culture where 
organisations are open about incidents. NHS England will continue to drive the 
development of the safety culture within the NHS, not least by implementing 
relevant recommendations from the Berwick report. Organisations should 
routinely collect, analyse and respond to local measures that serve as indicators 
of the level of quality and safety of healthcare, including the voices of patients and 
staff, staffing levels, the reliability of critical processes and other quality metrics. 
 
As stated in recommendation 97, the Chief Inspector of Hospitals’ assessment will 
include an inspection for patient safety which will inform the ratings of all NHS 
providers and the Care Quality Commission and NHS England will work closely 
together to share information, including reported incidents from the National 
Reporting and Learning System, to support Care Quality Commission’s 
surveillance and inspection. 
 
 

As set out in the updated response to Recommendation 12, patient safety 
incident reporting to the National Reporting and Learning System continues to 
increase year on year. Data published in April 2014 showed that in the six 
months from April 2013 to September 2013, 725,314 incidents in England were 
reported to the National Reporting and Learning System, 8.9% more than in the 
same period in the previous year. 
Following close liaison between the Care Quality Commission and NHS 
England, the Care Quality Commission’s new Intelligent Monitoring system now 
assesses the patterns of incident reporting to the National Reporting and 
Learning System by flagging as at risk or at elevated risk all organisations 
demonstrating any of the following: 

• potential under-reporting of patient safety incidents as suggested by 
organisations who are reporting significantly fewer patient safety 
incidents than other organisations 

• potential under-reporting of patient safety incidents causing death and 
severe harm as suggested by organisations who are reporting 
significantly fewer of these kinds of incidents than other organisations 

• potential under-reporting of patient safety incidents involving no harm as 
suggested by organisations who report a significantly higher proportion of 
incidents involving harm than other organisations 

• poor organisational commitment to monthly reporting of incidents to the 
National Reporting and Learning System, as demonstrated by reporting 3 
months or less out of six; or 

• where a hospital has significantly lower scores than other organisations in 
relation to the percentage of staff who report their organisations’ 
procedures and responses to incident reports are fair and effective via 
the NHS Staff Survey. 

On 24 June 2014, NHS England published the results of a new indicator on the 
NHS Choices website, rating NHS hospitals for their incident reporting. A good 
reporting culture in an organisation means that the organisation reports patient 
safety incidents frequently, reports the more serious incidents that occur but also 
reports many incidents involving low and no harm to patients, because its staff 
understand that by reporting even these less serious incidents, the organisation 
can learn and improve. A good reporting culture is also indicated by the staff of a 
hospital saying they think the organisation has fair and effective procedures 
when incidents are reported. These aspects of incident reporting have been 
combined to give a composite rating for each acute hospital’s reporting culture. 
The rating does not describe whether a hospital is safe, but does provide 
patients with authoritative and easy to access information on how well developed 
the organisation’s patient safety incident reporting culture is and will encourage 
organisations to improve their reporting culture. 
Work to re-commission the National Reporting and Learning System is 
underway in NHS England with ongoing stakeholder and expert engagement 
being used to inform the design phase. The options development and appraisal 
will be progressed in Q3 and Q4 of 2014/15 with the revised design confirmed 
by the end of March 2015, subject to approvals. The procurement of the new 
system will then progress over the 2015/16 financial year. 

99 The reporting system should be developed to 
make more information available from this 
source. Such reports are likely to be more 
informative than the corporate version where 
an incident has been properly reported, and 
invaluable where it has not been. 

 
 

Accepted in principle. 
 
This recommendation refers to the reporting of patient safety incidents by 
individuals as opposed to via the ‘standard’ route of uploading incident reports 
from organisations’ local risk management systems. It is predicated on the view 
that these reports may contain more information than those reported via an 
organisation’s own reporting system (the ‘corporate version’) and are of use where 
individuals feel unable to report an incident to their own organisation. 

 
An online incident reporting e-form that can be used by individual staff, patients 
and the public to report patient safety incidents directly exists. While staff who 
use the online e-form form are encouraged to also report the incident to their 

As set out in the updated response to Recommendation 12, patient safety 
incident reporting to the National Reporting and Learning System continues to 
increase year on year.  
 
On 24 June 2014, NHS England published the results of a new indicator on the 
NHS Choices website, rating NHS hospitals for their incident reporting. The 
rating does not describe whether a hospital is safe, but does provide patients 
with authoritative and easy to access information on how well developed the 
organisation’s patient safety incident reporting culture is and will encourage 
organisations to improve their reporting culture. 
 
Work to re-commission the National Reporting and Learning System is underway 



employer’s local systems, there is no automatic link back to local systems. 
Therefore there is a risk that by encouraging wider use of reporting routes that 
avoid local organisations’ own reporting systems, important information about the 
incident may not reach the organisation concerned. This would severely 
compromise local learning and improvement. In addition, creating an automatic 
link may well discourage people from using the e-form if they are concerned 
about the response of the organisation in question. Taking into account these 
considerations, NHS England will consider how to make the online e-form more 
widely available and explore the feasibility of online reports being fed back to 
trusts at the same time as they are reported to the National Reporting and 
Learning System. NHS England is reviewing the National Reporting and Learning 
System in order to redesign and re-commission the system to ensure it is more 
responsive, easier and simpler to use and makes incident reporting and feedback 
a more worthwhile activity for users. In particular, NHS England is looking to 
make sure the reporting portal is more widely known and advertised. 

 
More importantly, NHS England’s programme of work will further encourage a culture 
in the NHS where staff feel able to report any incident to their own organisation in as 
full and informative a way as necessary. This together with work being taken 
forward by the professional regulators in response to recommendation 181, should 
create a more open and transparent culture and promote a climate of learning to 
drive improvements in patient safety. 
 

 
 

in NHS England with ongoing stakeholder and expert engagement being used to 
inform the design phase. Consideration is actively being given to the importance 
of making incident reporting as easy and widely accessible as possible through 
direct reports by individuals, including staff and patients. Further development of 
the e-form as well options to allow access via web and smart phone apps is 
being considered within the redesign. The options development and appraisal 
will be progressed in Q3 and Q4 of 2014/15 with the revised design confirmed by 
the end of March 2015, subject to approvals. The procurement of the new 
system will then progress over the 2015/16 financial year.  
 

100 Individual reports of serious incidents which 
have not been otherwise reported should be 
shared with a regulator for investigation, as the 
receipt of such a report may be evidence that 
the mandatory system has not been complied 
with. 
 

Accepted in principle. 
 
All serious incidents involving severe harm and death reported by individuals to via 
the on-line e-form, or any route, are routinely shared with the Care Quality 
Commission on a weekly basis. The Care Quality Commission also receives all 
incident reports to the National Reporting and Learning System on a weekly basis, 
regardless of the seriousness of the incident or the source of the report. The Care 
Quality Commission also has direct access to the national Serious Incident 
reporting system, STEIS (the Strategic Executive Information System), which is 
used by commissioners and providers to report and manage serious incidents in 
NHS-funded care. It is therefore able to view all the information submitted to that 
system regarding Serious Incidents as well. 
  
The Government does not support the view at this stage that there should be a 
mandatory reporting system for all incidents however, as set out in recommendation  
98, NHS England and the Care Quality Commission are committed to working 
together to develop a shared and agreed approach to measuring safety in the NHS, 
both for regulatory and improvement purposes. NHS England and the Care Quality 
Commission are working together to agree a set of patient safety measures, 
including all incidents reported. The Care Quality Commission will also be reviewing 
its approach to looking at serious untoward incidents as part of our pre- inspection 
activity. 
 

As set out in the update to recommendation 98, NHS England and the Care 
Quality Commission have co-developed a new set of indicators that are used in 
the Care Quality Commission’s Intelligent Monitoring system that flag as at risk 
or at elevated risk all organisations demonstrating any of the following: 

• potential under-reporting of patient safety incidents as suggested by 
organisations who are reporting significantly fewer patient safety 
incidents than other organisations 

• potential under-reporting of patient safety incidents causing death and 
severe harm as suggested by organisations who are reporting 
significantly fewer of these kinds of incidents than other organisations 

• potential under-reporting of patient safety incidents involving no harm as 
suggested by organisations who report a significantly higher proportion of 
incidents involving harm than other organisations 

• poor organisational commitment to monthly reporting of incidents to the 
National Reporting and Learning System, as demonstrated by reporting 3 
months or less out of six; or 

• where a hospital has significantly lower scores than other organisations in 
relation to the percentage of staff who report their organisations’ 
procedures and responses to incident reports are fair and effective via 
the NHS Staff Survey. 

 
 

101 While it may be impracticable for the National 
Patient Safety Agency or its successor to have 
its own team of inspectors, it should be 
possible to organise for mutual peer review 
inspections  or the inclusion in Patient 
Environment Action Team representatives from 
outside the organisation. Consideration could 
also be given to involvement from time to time 
of a representative of the Care Quality 
Commission. 
 

Accepted. 
 
Patient Environment Action Team inspections have now been replaced by Patient-led 
Assessments of the Care Environment. These are annual inspections of all NHS 
hospitals (and some independent sector ones) that cover provisions for privacy and 
dignity, cleanliness, food, and general décor/maintenance of hospital buildings. They 
are carried out by teams that include at least 50% patients or members of the public, 
which increases the external scrutiny (the Patient Environment Action Team process 
was entirely self-assessment). The Department of Health has advised that Patient-led 
Assessments of the Care Environment assessments should also include an external 
validator. 
 

As stated in our initial response, Patient-led Assessments of the Care 
Environment replaced Patient Environment Action Team inspections early in 
2013. Fieldwork for the 2014 round of Patient-led Assessments of the Care 
Environment assessments was carried out between February and June 2014 
and the outcomes were published by the Health and Social Care Information 
Centre in August 2014. The Health and Social Care Information Centre also 
provide additional support for independent reviews through making available a 
list of volunteer independent reviewers. The Care Quality Commission calculates 
an overall trust Patient-led Assessments of the Care Environment score that 
incorporates the scores for each of the four domains to assess the final risk for 
the Patient-led Assessments of the Care Environment indicator within Intelligent 
Monitoring since July 2014.  The Care Quality Commission is still happy to 



External validation, in this context, means that an individual with experience of 
the patient assessment process attends the assessment at another organisation 
to observe the process and ensure that it is conducted in accordance with 
published advice, guidelines and recommendations. Such individuals do not 
normally take part in the assessment and would not count as a Patient Assessor 
for the purposes of ensuring a minimum of 50% of assessors were from outside 
the organisation being assessed. Patient-led Assessments of the Care 
Environment inspections are voluntary, but in the first year (2013) every single 
eligible NHS hospital and well over 200 independent sector hospitals took part. 
The results are used by the Care Quality Commission in their risk assessment of 
sites prior to inspection. 
 
Importantly, the principle of this recommendation will also be met through the new 
functions of the Chief Inspector of Hospitals and Care Quality Commission’s 
inspection regime. The Chief Inspector of Hospitals is expected to provide an 
honest and independent assessment about how well or badly hospitals are serving 
patients and the public. Expert inspections are envisaged whereby inspectors will be 
specialists in the areas they review; and judgement will be based on first-hand 
expert experience combined with data and feedback from patients and staff. 
Building on the approach developed by Professor Sir Bruce Keogh’s reviews of 
mortality in 14 NHS trusts, the Chief Inspector of Hospitals has started inspections 
involving teams made up of senior and junior doctors, nurses and allied health 
professionals; senior managers; and people with experience of using hospital 
services. Six thousand individuals put themselves forward to be part of these 
inspections, and the number continues to increase. This is encouraging progress 
towards ensuring that inspection teams with a range of specialist and lay 
perspectives will be sustainable. 
 
 

provide a representative to support Patient-led Assessments of the Care 
Environment assessments should NHS England seek its input.  
 

102 Data held by the National Patient Safety 
Agency or its successor should be open to 
analysis for a particular purpose, or others 
facilitated in that task. 

 
 

Accepted. 
 
In its response to the Caldicott Review, Information: To Share or Not to Share 
(2013), the Department of Health stated that health and care professionals must 
make decisions about how information is shared and used in the best interests of 
people and patients using the five rules of confidentiality set out in new Health and 
Social Care Information Centre guidance, Guide to Confidentiality in Health and 
Social Care (2013). This guidance provides a balance between confidentiality and 
information sharing and states that, ‘People using services deserve a lot more than 
just information security. Individuals need the teams of professionals who are 
responsible for their care to share information reliably and effectively. Confidential 
information about an individual must not leak outside of the care team, but it must 
be shared within it in order to provide a seamless, integrated service.’ 
 
Greater sharing of National Reporting and Learning System information is a stated 
aim of NHS England, within the bounds of an information governance framework. 
NHS England publishes patient safety incident data from the National Reporting 
and Learning System including information on levels and severity of harm to 
patients. NHS England is exploring the extent 
to which information on Serious Incidents can be disclosed in more detail without 
breaching the Data Protection Act. As part of the review of the National Reporting 
and Learning System, NHS England is considering how greater access can be 
provided to others for the purposes of analysis of patient safety incident data. 
Fundamentally NHS England is of the view that improving patient safety is more 
important than preserving unnecessary confidentiality. 
 
The National Clinical Assessment Service, previously a division of the National 
Patient Safety Agency, was transferred to the NHS Litigation Authority in April 2013. 
The release of information relevant to this service is consistent with the NHS 
Litigation Authority’s approach to making information and data available which is not 
subject to data protection legislation and regulation, and would not result in breach 

On 24 June 2014, a new NHS Choices microsite was launched which for the first 
time brings together a range of meaningful patient safety data that can be used 
by patients and the public to understand more about the safety of services. The 
data includes information on incident reporting, infection control and cleanliness, 
staffing levels, patient safety alert compliance, risk assessment for blood clots, 
data on pressure ulcer and harmful fall prevalence from the NHS Safety 
Thermometer, the Care Quality Commission’s assessment of compliance with 
their national standards, and data on the proportion of staff who would 
recommend the organisation if their family or friends needed treatment. These 
are now incorporated on My NHS, which alongside other data allows for greater 
scrutiny and comparison of the performance on similar organisations in terms of 
quality and safety. 
 
NHS England began the monthly publication of never event data from April 2014. 
 
NHS England makes data on patient safety incidents available to a wide range of 
patient safety researchers, academics and improvement specialists via the form 
of Data Sharing agreements. This data is used as the source material for 
published studies, supports innovation in safer care and tackles key themes and 
areas of risk identified by professionals outside of NHS England. The Care 
Quality Commission also has unfettered access to all patient safety incidents 
reported to the National Reporting and Learning System.  
 



confidentiality and/or rules of the court or litigation practice. 
 
The Care Quality Commission and NHS England will develop a dedicated hospital 
safety website for the public which will draw together up to date information on all 
the factors, for which robust data is available, that impact on the safety of care. This 
will include information on staffing, pressure ulcers, healthcare associated infections 
and other key indicators, where appropriate, at ward level. The website will aim to 
begin publication from June 2014. This will over time become a key source of public 
information, putting the truth about care at the fingertips of patients. NHS England 
will begin to publish never events data quarterly before the end 2013, and then 
monthly by April 2014 to help Trusts, patients and the public drive improvement of 
services. In addition, new Patient Safety Collaboratives will be created from April 
2014, which will bring together expertise on learning from mistakes, encourage 
open reporting of safety incidents and near misses, and support NHS organisations 
to take a rigorous approach to transforming patient safety. Initial priorities will 
include tackling pressure ulcers, hospital associated infections, falls and medication 
errors. The National Director of Patient Safety, Dr Mike Durkin, will lead the work to 
develop the collaboratives. 
 

103 The National Patient Safety Agency or its 
successor should regularly share information 
with Monitor. 
 

Accepted. 
 
NHS England is actively working directly with Monitor to ensure they have access to 
patient safety data they require and that they are able to use it appropriately. NHS 
England agrees that the Care Quality Commission will also play a key role in 
coordinating the patient safety information to be shared or highlighted with 
organisations such as Monitor. More widely, NHS England is working to collate and 
make available a patient safety measurement framework to provide more clarity on 
patient safety data available, and what it can be used for and not used. Ultimately 
NHS England, Monitor, the Care Quality Commission and the NHS Trust 
Development Authority will work to bring together a common dataset for quality 
which could be used in a consistent way by all commissioners and regulators. 
 
National Clinical Assessment Service previously a division of the National Patient 
Safety Agency was transferred to the NHS Litigation Authority in April 2014. The 
NHS Litigation Authority is also developing a data sharing process for sharing 
relevant information with Monitor, the Care Quality Commission and the NHS Trust 
development Authority to support patient and staff safety. 
 
 

NHS England and Monitor have established data sharing arrangements for the 
sharing of National Reporting Learning System data including the agreement to 
share the National Reporting and Learning System data monthly. This 
agreement has been in place since April 2014. In addition, the Care Quality 
Commission’s Intelligent Monitoring system which NHS England has helped to 
develop now provides the authoritative view of patient safety and wider quality-
related data in the NHS. 
 

 

104 The Care Quality Commission should be 
enabled to exploit the potential of the 
safety information obtained by the 
National Patient Safety Agency or its 
successor to assist it in identifying areas 
for focusing its attention. There needs to 
be a better dialogue between the two 
organisations as to how they can assist 
each other. 

Accepted. 
 
A new start – Consultation on changes to the way CQC regulates, inspects and 
monitors care set out the Care Quality Commission’s intentions to gather 
information from a range of sources to inform its work. It noted that the Care Quality 
Commission’s Chief Inspectors will use the expert judgements of their teams of 
inspectors, together with information and evidence held both by the Care Quality 
Commission and its partners in the system, to provide a single, authoritative 
assessment of the quality and safety of care services. A New Start made clear that 
the Care Quality Commission would be looking, among other things, at whether a 
service is safe (i.e. people are protected from physical, psychological or emotional 
harm) and set out proposals for safety indicators. The consultation closed on 12 
August 2013, and responses were considered alongside the recommendations from 
the Berwick Review, Improving the Safety of Patients in England, which included 
recommended actions around better streamlining of data requests via the Care 
Quality Commission acting as the coordinating hub for intelligence about quality and 
safety of care. On 17 October 2013, the Care Quality Commission published the 
responses to its consultation in A new start:  Responses to our consultation on 
changes to the way Care Quality Commission regulates,  inspects and monitors 
care services, which showed that there is broad agreement with the new approach. 
NHS England and the Care Quality Commission are committed to working together 

NHS England and the Care Quality Commission have worked jointly to ensure a 
shared view of patient safety data (and what it means) is developed, and that 
this is reflected in the new Care Quality Commission’s surveillance model for 
acute and specialist NHS trusts. The Care Quality Commission now has free and 
unfettered access to all incident reporting information collected by the National 
Reporting and Learning System and through the Strategic Executive Information 
System. The Care Quality Commission and NHS England’s Patient Safety 
Domain regularly meet to share information, review and co-develop initiatives to 
improve patient safety. For example, NHS England and the Care Quality 
Commission have co-developed a new set of indicators that are used in the Care 
Quality Commission’s Intelligent Monitoring system. In March and July 2014, the 
Care Quality Commission updated its surveillance model for acute and specialist 
NHS trusts. 
 
 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/226703/Berwick_Report.pdf
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-response-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
http://www.cqc.org.uk/public/hospital-intelligent-monitoring


to develop a shared and agreed approach to measuring safety in the NHS, both for 
regulatory and improvement purposes. They are working to develop a set of patient 
safety measures that are best suited for use the Care Quality Commission in their 
surveillance model and NHS England is providing patient safety expertise on how 
patient safety data might be used by the Care Quality Commissions for its 
surveillance and inspection processes. A joint statement between NHS England and 
the Care Quality Commission is being published setting out how the two 
organisations will align their work to support inspection and surveillance work for 
safety. 
 

The National Clinical Assessment Service, previously a division of the National Patient 
Safety Agency transferred to the NHS Litigation Authority in April 2013. The NHS 
Litigation Authority is also putting in place an information sharing agreement with 
regulators, which will include relevant information relating to the National Clinical 
Assessment Service. 
 

 
 

105 Consideration should be given to whether 
information from incident reports involving 
deaths in hospital could enhance 
consideration of the hospital standardised 
mortality ratio. 
 

Accepted. 
 
As part of Professor Sir Bruce Keogh’s Review of the Quality and Safety of Care and 
Treatment Provided by 14 Hospital Trusts in England, NHS England provided detailed 
reports from the National Reporting and Learning System for each of the 14 trusts 
that were looked at. That process was informative and resulted in key lines of inquiry 
for the inspection teams on the ground. It in effect acted as a pilot for a stronger 
method of utilising the National Reporting and Learning System data in Care Quality 
Commission inspections. It was also found that data from the National Reporting 
and Learning System correlated well with other datasets to indicate problems with 
safety. NHS England will work with the Care Quality Commission to build on the 
learning from Sir Bruce Keogh’s Review to address this. NHS England is also leading 
work to develop proposals for ensuring every trust undertakes retrospective case 
note reviews of patient deaths according to a consistent methodology to further 
encourage learning from adverse events. This will help trusts address common 
issues associated with avoidable hospital mortality, such as management of 
deteriorating patients. 
 
 

 
 

 
NHS England was already exploring the development of a standardised 
process for supporting the NHS to undertake retrospective case note review. 
Introducing a national standard approach for undertaking case note review 
would build on innovative work at the London School of Hygiene and Tropical 
Medicine and has the potential to enable NHS Trusts to develop a better 
understanding of actually avoidable deaths.  
  
•       Although case note reviews are a “gold standard approach” they can be 
time and resource intensive.  
  
•       NHS England are moving ahead now to develop a national rate and 
produce an estimate number of avoidable deaths for each hospital. This will 
be done by someone independent of Trusts and the numbers will be made 
public. Trusts will be expected to report annually to the Secretary of State for 
Health on their actions to reduce avoidable deaths. 

 

106 HPA and its successor, should co-
ordinate  the collection,  analysis and 
publication of information on each 
provider‘s performance in relation to 
healthcare associated infections, working 
with the Health and Social Care 
Information Centre 

Accepted. 
 
Public Health England, which since April 2013 has taken on the functions of the 
Health Protection Agency, is working together with the Health and Social Care 
Information Centre to coordinate the collection, analysis and publication of 
information in relation to Healthcare Associated Infections.This includes a number 
of on-going activities: exploration of linkage of Public Health England Healthcare 
Associated Infections patient-level surveillance data with Hospital Episode 
Statistics data for enhanced epidemiological analyses; exploration of linkage of 
Public Health England Healthcare Associated Infections surveillance data with the 
death registrations (for mortality trends) to improve understanding of causality; 
Public Health England facilitation of voluntary surveillance within the Infections in 
Critical Care Quality Improvement Programme to increase the knowledge and 
evidence base, leading to quality improvement; a review of priority categories for 
Surgical Site Infection surveillance to inform strategic development and support 
needs of local users; taking a key role in the finalisation, roll-out and on-going 
development of the new Data Capture System to incorporate and support the 
above- mentioned surveillances activities. Public Health England is also working 
with trusts and Clinical Commissioning Groups to facilitate the Post Infection 
Review process for MRSA. 
 

Public Health England publishes as routine mandatory surveillance data on 
Meticillin-resistant Staphylococcus aureus (MRSA), Meticillin-sensitive 
Staphylococcus aureus (MSSA) and Escherichia coli (E. coli) bloodstream 
infections and Clostridium difficile infection (CDI) at the level of each NHS acute 
trust.  Trusts report these data to a web-based data capture system.  Public 
Health England is providing expertise to support the development of a new 
integrated and future-proofed data capture system for its mandatory healthcare 
associated infection surveillance programmes which can be used by all parts of 
the healthcare system. 
Public Health England also provides expertise to support NHS organisations 
reporting positive cases of Meticillin-resistant Staphylococcus aureus  
bloodstream infection in undertaking a Post Infection Review for each case.  A 
Post Infection Review is undertaken to identify how a case occurred, actions 
which can prevent a reoccurrence and the organisation best placed to ensure 
improvements are made.  Public Health England has successfully liaised with 
NHS England to refine the Post Infection Review process from April 2014 so that 
cases of  Meticillin-resistant Staphylococcus aureus bloodstream infection can 
be more accurately assigned to either an acute trust, Clinical Commissioning 
Group or ‘third party’ acknowledging the complex nature of cases. 

In order to assess patient outcomes, Public Health England has successfully 
linked data both on bloodstream infections and surgical site infection (hip 

http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf


Additionally, Public Health England is providing advice and support to the Care 
Quality Commission in its regulatory work to develop its new surveillance model for 
the construction of quality indicators. 
 
 

replacement and other types of surgery) to the Office for National Statistics 
death registration data Before the end of March 2015, Public Health England will 
assume responsibility for producing mortality data for cases of  Meticillin-
resistant Staphylococcus aureus  bloodstream infection and Clostridium difficile 
infection by linking Public Health England mandatory surveillance data with 
death registration data. This data will be published on an annual basis. 
 

107 If the Health Protection  Agency or its successor, 
or the relevant local director of 
public health or equivalent official, becomes 
concerned that a provider’s management of 
healthcare associated infections is or may be 
inadequate to provide sufficient protection  of 
patients or public safety, they should immediately 
inform all responsible commissioners,  including 
the relevant regional office of the NHS 
Commissioning Board, the Care Quality 
Commission and, where relevant, Monitor, of 
those concerns.  
Sharing of such information should not be 
regarded as an action of last resort. It should 
review its procedures to ensure clarity of 
responsibility for taking this action. 
 
 

Accepted. 
 
Public Health England is reviewing its governance framework which underpins its 
responsibilities (in partnership with local, regional and national partners) for sharing 
and escalating concerns. As part of this work and as new structures emerge, Public 
Health England is revisiting and updating its internal operational guidelines, which 
provide a standardised risk-based approach within the framework, for its regional 
centres. This work formalises the process whereby Public Health England internally 
escalates, and informs local and national commissioners and regulators about, any 
concerns they might have regarding the management of Healthcare Associated 
Infection-related risks linked with health and adult social care providers (e.g. during 
outbreaks and incidents of infectious diseases). 
 
A peer support toolkit, previously developed by the Health Protection Agency (whose 
functions were transferred into Public Health England from 1 April 2013), is also under 
review. The toolkit clarifies the process whereby expert and peer support might be 
offered to, or requested by, healthcare providers. It includes recommended timelines, 
and the format the advice might take, as deemed appropriate for the situation. 
 
Following discussions with the key parties outlined in this recommendation, joint draft 
proposals are being developed to share expertise across all the key stakeholders in 
relation to infection, including those that are healthcare associated. These 
stakeholders include the Care Quality Commission, Monitor, NHS England and the 
NHS Trust Development Authority. The draft proposals strengthen current practices 
on information sharing among these organisations and will also establish an agreed 
set of principles and information flows setting out the lines of communication for 
sharing information where there are concerns that may require further investigation. 
The overarching principles and lines of communication were established in July 
2013. 
 
 

Public Health England has been undertaking work to review and revise 
arrangements for the sharing of information and escalation of concerns relating 
to the management of healthcare associated infections by health and adult social 
care providers. This includes procedures for internal escalation within Public 
Health England and escalation to relevant external bodies, such as 
commissioners and regulators, both locally and nationally. This work is being 
undertaken within the context of an organisation-wide strategic review, which 
includes consideration of the management of public health priorities to ensure 
Public Health England can fulfil its role of leading the public health system and 
deliver its responsibilities in the most efficient and effective way. 

Set in this context, escalation procedures have been updated and will be finally 
outlined within updated operational guidance for Public Health England Centres, 
aimed at improving the quality and consistency of the advice and support Public 
Health England Centres offer to provider organisations in relation to healthcare 
associated infections. Public Health England’s operational guidance has been 
re-written to reflect the changes to structures within the health and social care 
sector in England and to outline the requirements relating to the Antimicrobial 
Resistance agenda. It is currently being prepared for internal consultation with a 
view to publication before the end of march 2015. Public Health England’s work 
to update this operational guidance will be further finessed by the 
recommendations resulting from its own internal strategic review. This document 
encompasses the updated escalation algorithm and is scheduled for publication 
by end of March 2015. Public Health England is also considering how it will 
integrate proportionate expert support into the escalation process as requested 
or deemed necessary according to the level of concern. 

Additionally, Public Health England is working to integrate this approach into a 
high-level overview of the escalation steps in relation to sharing concerns about 
healthcare associated infections aligned to incident levels within Public Health 
England’s National Incident Response Plan. This work is being undertaken with 
partners, including the Department of Health, NHS England, the Care Quality 
Commission, Monitor and the NHS Trust Development Authority. Public Health 
England will continue to monitor the agreed ways of working between the 
organisations and undertake work to strengthen, these informed by any changes 
or recommendations arising from its strategic review.  
 

108 Public Health England should review the 
support and training that health protection 
staff can offer to local authorities and other 
agencies in relation to local oversight of 
healthcare providers’ infection control 
arrangements. 
 

Accepted. 
 
Public Health England recognises the importance of supporting local infection control 
and prevention arrangements, and has undertaken a review. Although the offer of 
support and training would be a significant undertaking, Public Health England is 
considering options as to how it will be able to provide this in the future and is 
discussing these with the Department of Health. 
 

Public Health England is continuing to work with partners working across the 
Health Protection Directorate, the Nursing Directorate and the Operations 
Directorate to explore options to improve training.  

 
Public Health England is currently triangulating work across three of its 
Directorates (Health Protection, Operations and Nursing) to develop a training 
strategy to facilitate support and training for Local Authorities and other agencies 
(stakeholders) in relation to both the local oversight and risk assessment of 
healthcare providers’ infection control arrangements. 
 
A position statement and proposals for the High Level Steering Group for the UK 
5 year Antimicrobial Resistance Strategy outlining Infection Prevention and 
Control in England – Proposals to revisit structures and functions, principles and 
practice was submitted on 18 July 2014 with an emphasis on education, training 
and leadership. 

 
A report of the Public Health England-led multi-stakeholder Antimicrobial 



Resistance Strategy Systems Mapping Workshop held on the 08 July 2014 
outlined the development of a national training and education framework for 
professionals for Infection Prevention and Control and antibiotic resistance, 
focusing on establishing strong national and local leadership and governance for 
Infection Prevention and Control across the health and care sector. 

 
The Public Health England Operational Directorate (via the Public Health 
England Centre Antimicrobial Resistance and Healthcare Associated Infections 
leads group) is developing a ‘train the trainers’ programme outlining the roles 
and responsibilities of Public Health England Centres there Local Authorities and 
other Stakeholders. This will be by the end of the financial year and will be  
aligned with the revision of the Public Health England internal Healthcare 
Associated Infections and Antimicrobial Resistance Operational Guidance for 
Public Health England Centres, the cross-organisational ‘Overarching Principles 
for Sharing Concerns’  and the revision of The Health and Social Care Act 2008: 
Code of Practice on the prevention and control of infections and related 
guidance (2010) . The training programme will cover local oversight of infection 
prevention and control for local authorities and other agencies using risk 
assessment, epidemiological principles, infection surveillance data and softer 
intelligence. The training programme will utilise existing local and national data 
combined with local knowledge and will be developed and disseminated through 
Health Protection Teams using the available resources and by working with their 
health communities (Quality surveillance Groups, Health and Well-being Groups 
and Infection Prevention and Control committees). This will contribute to a 
consistent approach across all Public Health England Centres and their 
localities.  
 

109 Methods of registering a comment or 
complaint must be readily accessible and 
easily understood.  Multiple gateways need to 
be provided to patients, both during their 
treatment and after its conclusion, although all 
such methods should trigger a uniform 
process, generally led by the provider trust. 
 

Accepted. 
 
Feedback of any kind, but particularly concerns and complaints, are important; 
they enable things to be put right for the complainant and drive the 
improvement of hospital services. But there is evidence that not everyone who 
would wish to make a complaint does so. This can be for a number of 
reasons, of which ease of access to the complaints arrangements is an 
important one. 
 
The overall framework for complaints handling is laid down in regulation and it 
is important that the overall process is consistent across the NHS and clear to 
patients. 
 
The Government wants to see every Trust make clear to every patient from 
their first encounter with the hospital: 
 
• How they can complain to the hospital when things go wrong 
  
 
 
• Who they can turn to for independent local support if they want it, and 
where to contact them 
 
• That they have the right to go to the Ombudsman  if they remain 
dissatisfied, and how to contact them; and 
 
• Details of how to contact their local HealthWatch. 
 
A sign in every ward and clinical setting would be a simple means of achieving 
this and the Department will be discussing with Healthwatch England, Care 
Quality Commission and NHS England the best means of ensuring this 
becomes standard practice in all NHS hospitals 
in England. We would expect these posters to set out how to complain about 

The Department of Health made a complaints poster template available to the 
NHS at the end of November 2014. 
 
The Parliamentary and Health Service Ombudsman working with Healthwatch 
England and the Local Government Ombudsman published universal 
expectations for raising concerns and complaints to support improvements in 
complaint handling. The user led vision and expectations represent a 
comprehensive guide to how a good experience of raising a concern or 
complaint should look and feel.  
 
For the person who has raised a concern or complaint, the ultimate vision is for 
them to be able to describe their experience as:  “I felt confident to speak up and 
making my complaint was simple. I felt listened to and understood. I felt that my 
complaint made a difference.”  The expectations provide a tangible way to 
measure the extent to which the expectations of users of health and social care 
services are being met through the complaints arrangements. .  
 
The Department of Health and NHS England together are issuing an accessible 
feedback and complaints guide for patients who wish to give feedback or that are 
dissatisfied with the service they have received from the NHS.  The guide will 
provide information on how to raise a concern or to make a complaint.  This will 
support the NHS Constitution which sets out patients’ right to complain about 
their NHS care, should they wish, and will be published on the NHS Constitution  
page of the Gov.uk website. 
 
Creating an environment whereby complaints are encouraged across the NHS 
will take time, but the Government and its national partners are seeing 
substantial progress being made in a variety of areas. One example of progress 
in the patient’s access to complain is the Lancashire Teaching Hospitals NHS 
Foundation Trust. Information and awareness of how to provide feedback/make 
a complaint is emphasised in the Trust through installation of a suite of posters 
widely displayed in public areas; information leaflets that are available in all 
areas; and information on the Trust’s websites, both internally and externally 



hospital, how to seek support from their local Healthwatch and how to refer 
their complaint to the Ombudsman. 
 
It is important that local Healthwatch, as the patient and public champion for 
health and care services, should be as strong and effective as possible so that 
it can speak up for patients and provided independent support on complaints. 
The Department of Health supports Healthwatch England in their plans to 
coordinate a consumer-facing complaints campaign with their partners. This 
will help ensure there is better quality information for patients about how to 
raise a concern and the standards they should expect if they make a 
complaint. 
 
The Department of Health wants to see patient advice and liaison services 
well-sign posted, funded and staffed in every hospital so patients can go and 
share a concern with someone else in the hospital if they do not feel confident 
talking to their nurse or doctor on the ward. The Department agrees it is 
appropriate to review the patient advice and liaison services, and will 
undertake to begin that work in 2014. 
 
Furthermore Rt Hon Ann Clwyd MP and Professor Tricia Hart’s Review of the 
Handling of Complaints in NHS Hospitals makes two recommendations on 
good practice to support patients who have some dissatisfaction with their 
healthcare that would assist in the delivery of this recommendation: 
 
• Trusts should provide patients with a way of feeding back comments 
and concerns about their care on the ward, including simple steps such as 
putting pen and paper by the bedside, and making sure patients know who to 
speak to if they have a concern – this could be a nurse or a doctor, or a 
volunteer on the ward; 
 
• Hospitals should actively encourage and use volunteers to support 
patients in expressing concerns or complaints. This is particularly important 
where patients are vulnerable or alone, when they might find it difficult to raise 
concerns at the time the problem arises: volunteers should be regularly 
refreshed. 
 
As part of its new inspection regime, the Care Quality Commission will be 
including complaints handling in its assessment of Trust performance which 
includes how Trusts have learnt from complaints. 
 
 

facing. In addition, satisfaction questionnaires included with each complaint 
response in which the complainant is asked to provide feedback on the 
complaints process, the quality of the response letter, and whether it 
satisfactorily answers their queries and concerns ensures that the Trust 
maintains a certain level of quality in its complaints processes. While these 
methods of patient complaint are not nationwide as of yet, Lancashire Teaching 
Hospitals NHS Foundation Trust testifies that a positive cultural change, which 
welcomes negative feedback, is beginning to take place within the nation’s 
healthcare environments.  
 
Complaints are a key line of inquiry for the Care Quality Commission in all health 
and social care inspections as part of the “responsive” domain.  
  
 

110 Actual or intended litigation should not be a 
barrier to the processing or investigation of a 
complaint at any level. It may be prudent for 
parties in actual or potential litigation to agree 
to a stay of proceedings pending the outcome 
of the complaint, but the duties of the system to 
respond to complaints should be regarded as 
entirely separate from the consideration of 
litigation. 
 

Accepted. 
 

The NHS Litigation Authority actively promotes openness, transparency and candour 
and has long advocated that it is appropriate to apologise when things go wrong and 
to provide a full explanation in response to a concern. The NHS Litigation Authority is 
clear that providing an apology and an explanation in response to a concern will not 
affect member’s indemnity cover, irrespective of whether this forms part of the 
complaints process. 

 
Prior to April 2009, where a complaint was received about which the complainant 
had indicated in writing that they were intending to take legal proceedings, the 
complaint was excluded from the NHS complaints arrangements. In 2009, the 
Department of Health removed this regulation because it considered there should 
be no direct link between responding to a complaint and consideration of litigation. 
In some cases, it will be appropriate for the complaint to be put on hold, but that 
should be an exception. 

 
The Department of Health will work with Action Against Medical Accidents (AvMA) 
and NHS England to clarify that a threat of future litigation should not delay the 

The Department of Health, working closely with Action against Medical 
Accidents and NHS England published clarification on this in March 2014 

 



handling of a complaint. 
 

 
 

111 Provider organisations must constantly promote 
to the public their desire to receive 
and learn from comments and complaints;  
constant encouragement should be given to 
patients and other service users, individually 
and collectively,  to share their comments and 
criticisms  with the organisation. 
 

Accepted. 
 
Feedback, of which complaints are an important part, is a strong indicator of patient 
experience, and serves to assist organisations to improve service delivery. It should 
be encouraged and welcomed as a matter of good practice. 
 
The Review of the Handling of Complaints in NHS Hospitals and the Inquiry showed 
that complaints should be dealt with fairly and lessons learned when things go 
wrong. The emphasis is rightly on hospital Boards and Chief Executives to correct 
their mistakes, explain to patients what went wrong, and show how they will put it 
right. The management of an effective system of complaints and patient feedback is 
a Board level responsibility. An effective Trust Board will promote a culture of 
openness, recognise the value of patient comments 
and complaints, and make it easy for patients, their families and carers to give 
feedback. An effective Trust Board will also be open about and publish regular 
information about the complaints it receives and the action it is taking as a result. 
  
The Government wants to see every Trust make clear to every patient from their 
first encounter with the hospital: 
 
• How they can complain to the hospital when things go wrong 
 
• Who they can turn to for independent local support if they want it, and where 
to contact them 
 
• That they have the right to go to the Ombudsman  if they remain dissatisfied, 
and how to contact them; and 
 
• Details of how to contact their local HealthWatch. 
 
A sign in every ward and clinical setting would be a simple means of achieving this 
and the Department will be discussing with Healthwatch England, Care Quality 
Commission and NHS England the best means of ensuring this becomes standard 
practice in all NHS hospitals in England. We would expect these posters to set out 
how to complain about hospital, how to seek support from their local Healthwatch 
and how to refer their complaint to the Ombudsman. 
 
It is important that local Healthwatch, as the patient and public champion for health 
and care services, should be as strong and effective as possible so that it can 
speak up for patients and provided independent support on complaints. The 
Department of Health supports Healthwatch England in their plans to coordinate a 
consumer-facing complaints campaign with their partners. This will help ensure 
there is better quality information for patients about how to raise a concern and the 
standards they should expect if they make a complaint. 
 
The Review of the Handling of Complaints in NHS Hospitals recommends the 
following: 
 
• Trusts should actively encourage both positive and negative feedback about 
their services. Complaints should be seen as essential and helpful information, and 
welcomed as necessary for continuous service improvement. 
 
• Trusts should provide patients with a way of feeding back comments and 
concerns about their care on the ward, including simple steps such as putting pen 
and paper by the bedside, and making sure patients know who to speak to if they 
have a concern – this could be a nurse or a doctor, or a volunteer on the ward to 

Sir Mike Richard’s thematic complaints report Complaints Matter was published 
in December 2014. It covers acute inspections, primary care, and social care 
and identifies trends and themes in complaints handling drawn from the 
inspections done by the Care Quality Commission. 
  
Monitor is in the process of working to further align the well-led framework with 
the Care Quality Commission’s new inspection regime. The current well-led 
framework was published in May 2014 and includes a number of references to 
how boards should use complaints in reviewing their governance arrangements. 
The framework will be used by NHS Trusts, Foundation Trusts, Monitor, NHS 
Trust Development Authority and the Care Quality Commission to ensure 
consistent standards across the system of how well-led NHS organisations are. 

The Department of Health is working with NHS England to strengthen the 15/16 
NHS Standard contract so it includes the need to prominently display complaints 
information. 

Looking at whether patients can leave feedback easily has been a component 
of the new the Care Quality Commission inspections since October 2014. 
Complaints is a key line of enquiry in the Care Quality Commission inspections, 
and this includes looking at a random sample of closed complaints to see how 
they were investigated, and to look at how the Trust learnt from the complaint 
and embedded the change in the organisation. The Care Quality Commission 
will also look at the ward environment. Within the inspections, the Care Quality 
Commission will look at whether the method of investigating the complaint is 
appropriate for the issue involved i.e. that in serious cases, independent 
investigation was conducted. 
 
  
 
 
 

 

https://www.gov.uk/government/publications/well-led-nhs-foundation-trusts-a-framework-for-structuring-governance-reviews


help people. 
 
• Hospitals should actively encourage volunteers. Volunteers can help support 
patients who wish to express concerns or complaints. This is particularly important 
where patients are vulnerable or alone, when they might find it difficult to raise a 
concern. Volunteers should be trained. 
 
As part of its new inspection regime, the Care Quality Commission will be including 
complaints handling in its assessment of Trust performance, looking at how they 
have learnt lessons and what action they have taken as a result. 

112 Patient feedback which is not in the form of 
a complaint but which suggests cause for 
concern should be the subject of 
investigation  and response of the same 
quality as a formal complaint, whether or not 
the informant has indicated a desire to have 
the matter dealt with as such 

In many respects, the distinction between a ‘concern’ and a ‘complaint’ is artificial. 
Both indicate some level of dissatisfaction and require a response. Patients or their 
relatives will often feel more comfortable in raising a concern than in making a 
complaint, but a concern may be just as likely to indicate a potential patient safety 
issue. It is important that concerns and complaints are handled in accordance with 
the needs of the individual case, and investigated. 
 

Sir Mike Richard’s thematic complaints report Complaints Matter was published 
in December 2014. It covers acute inspections, primary care, and social care 
and identifies trends and themes in complaints handling drawn from the 
inspections done by the Care Quality Commission. 
Monitor is in the process of working to further align the well-led framework with 
the Care Quality Commission’s new inspection regime. The current well-led 
framework was published in May 2014 and includes a number of references to 
how boards should use complaints in reviewing their governance arrangements. 
The framework will be used by NHS trusts, Foundation trusts, Monitor, NHS 
Trust Development Authority and the Care Quality Commission to ensure 
consistent standards across the system of how well-led NHS organisations are. 
 
At their 2014 Annual Conference, the NHS Confederation dedicated a session 
on capturing the patient perspective to improve care. The session looked at good 
practice examples of organisations effectively gathering and using feedback to 
improve services and how the NHS can make the most of this invaluable 
information to deliver patient-centred healthcare.  
At their 2015 Annual Conference, the NHS Confederation will have the patient 
voice and experience as a central theme.  
 
 
 

113 The recommendations and standards 
suggested in the Patients Association’s  
peer review into complaints  at the Mid 
Staffordshire NHS Foundation Trust should 
be reviewed and implemented in the NHS. 

 
 

Accepted. 
 
At present, standards of complaints handling are judged on the basis of the 2009 
regulations and the Health Service Ombudsman’s Principles of Good Complaints 
Handling. While both of these remain important, a more formal statement of 
standards is likely to be of benefit to the NHS, whether complaints managers and 
Trust Boards at local level, or regulators. 
 
The Review of the Handling of Complaints in NHS Hospitals recommends that: 
 
• Commissioners and regulators establish clear standards for hospitals on 

complaints handling. These should rank highly in the audit and assessment of 
the performance of all hospitals. 

 
The Government has asked the Parliamentary and Health Service Ombudsman 
and Healthwatch England, working with the Department of Health, to develop a 
patient-led vision and expectations for complaints handling in the NHS. The 
Parliamentary and Health Service Ombudsman, Healthwatch England and the 
Department of Health will work with the Patients Association, patients, regulators, 
commissioners and providers to develop universal expectations for complaints 
handling. These will be used across the NHS to drive improvements in patient 
satisfaction with complaint handling. The vision and expectations will inform: 
 
• Patients about what to expect when they make a complaint about NHS services 

 
• The work of the Healthwatch network in challenging local providers to 

improve their practices 
 

The Parliamentary and Health Service Ombudsman, working with Healthwatch 
England and the Local Government Ombudsman, published universal 
expectations for raising concerns and complaints to support improvements in 
complaint handling in November 2014. The user led vision and expectations 
represent a comprehensive guide to how a good experience of raising a concern 
or complaint should look and feel.  
 
For the person who has raised a concern or complaint, the ultimate vision is for 
them to be able to describe their experience as:  “I felt confident to speak up and 
making my complaint was simple; I felt listened to and understood; I felt that my 
complaint made a difference.” The expectations provide a tangible way to 
measure the extent to which the expectations of users of health and social care 
services are being met through the complaints arrangements.  
  
This work will inform the Care Quality Commission inspections to help to assess 
to what extent the service is responsive. 
 

https://www.gov.uk/government/publications/well-led-nhs-foundation-trusts-a-framework-for-structuring-governance-reviews
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/255615/NHS_complaints_accessible.pdf
http://www.ombudsman.org.uk/__data/assets/pdf_file/0007/28816/Vision_report.pdf


• Providers and commissioning bodies about what they can do to use patient 
concerns and complaints to improve services and how they can measure their 
own progress 

 
• Regulatory assessment of hospital complaint handling 

 
• The Parliamentary and Health Service Ombudsman investigation of complaints 
about NHS services brought to them by patients and their families. 

 
 

114 Comments or complaints which describe 
events amounting to a serious or untoward 
incident should trigger an investigation. 

 
 

Accepted. 
 
A fundamental principle of the current complaints arrangements for handling 
NHS and adult social care complaints is that a case should be handled 
according to the needs of that individual case. Investigation should be 
proportionate to the needs of the case, but any concern about patient safety 
needs to be robustly investigated. The Department of Health strongly agrees 
that complaints amounting to a serious or untoward incident warrant 
independent local investigation and we want to see all NHS Trusts using their 
statutory powers to offer this to patients. 

 
NHS England’s guidance The Serious Incident Framework sets out how Serious 
Incidents should be managed. It states that ‘Initial incident grading should err on the 
side of caution, categorising and treating an incident as a serious incident if there is 
any possibility that it is.’ Furthermore it states that ‘All serious incidents should be 
investigated using best practice methodologies such as root cause analysis.’ Any 
complaint alleging that a Serious Incident has occurred should therefore be 
investigated. The Care Quality Commission already uses a range of information 
about complaints to inform the timing and focus of its inspections, and through the 
Chief Inspectors, is currently exploring how it can give greater prominence to 
complaints and safety alerts in its revised surveillance and inspection model. 

 
The definition of a Serious Incident is: 

 
• an incident that occurred during NHS funded healthcare (including in the 

community), which resulted in one or more of the following: 
 

• unexpected or avoidable death or severe harm of one or more 
patients, staff or members of the public; 

 
• a never event – all never events are defined as serious incidents although not 

all never events necessarily result in severe harm or death; 
 

• a scenario that prevents, or threatens to prevent, an organisation’s ability to 
continue to deliver healthcare services, including data loss, property 
damage or incidents in population programmes like screening and 
immunisation where harm potentially may extend to a large population; 

 
• allegations, or incidents, of physical abuse and sexual assault or abuse; 
and/or 

 
• loss of confidence in the service, adverse media coverage or public 

concern about healthcare or an organisation. 
 
The current NHS England Serious Incident Framework is a working draft and will 
therefore be updated and clarified in relation to this recommendation. 

 
 

NHS England’s guidance The Serious Incident Framework sets out how Serious 
Incidents should be managed. NHS England is reviewing the Serious Incident 
Framework, but it agrees it is important that the level of investigation required 
following a serious incident will vary according to the severity of the incident. In 
some circumstances, fully independent investigation by an external team will be 
appropriate. 
  
NHS England will be publishing an update of the Serious Incident Framework in 
due course. 
 

115 Arms length independent investigation  
of a complaint should be initiated by 

Accepted in part. 
 

 
The Department of Health agrees there needs to be communication to the NHS, 

http://www.england.nhs.uk/wp-%20content/uploads/2013/03/sif-guide.pdf
http://www.england.nhs.uk/wp-%20content/uploads/2013/03/sif-guide.pdf


the provider trust where any one of the 
following apply: 

 
• A complaint amounts to an allegation of a 
serious untoward incident; 

 
• Subject matter involving clinically 

related issues is not capable of 
resolution without an expert clinical 
opinion; 

 
• A complaint raises substantive 

issues of professional 
misconduct or the performance 
of senior managers. 

 
• A complaint involves issues 

about the nature and extent of 
the services commissioned. 

 

Investigation of any complaints should be proportionate to the needs of the individual 
case. This follows the fundamental principle that complaints cases should be handled 
according to the needs of that individual case. In serious or complex complaints, the 
investigator may often be expected to be from outside the organisation being 
complained about. 
 
Where a serious incident is alleged via a complaint, it must be treated as a serious 
incident identified through any other means until the incident has been 
investigated, responded to and closed or the investigation reveals the allegation is 
not supported by the evidence. Investigation of incidents by fully independent 
teams from outside an organisation are extremely useful for ensuring that the 
lessons from an incident are identified, learned and relevant actions initiated to 
prevent recurrence, particularly in the case of very complex, sensitive or wide-
ranging serious incidents. It is an important principle, however, that serious 
incident investigations should be proportionate to the severity of the incident in 
question, given the resources involved in a full independent investigation and the 
length of time they can take. 
 
NHS England has published a Serious Incident Framework, which sets out the various 
types of investigation that must be undertaken following a serious incident. This 
makes clear that the level of investigation required following a serious incident will vary 
according to the severity of the incident. The need for independent investigation must 
be determined in conjunction with the relevant commissioner. Investigations for less 
severe serious incidents can be undertaken by organisations themselves provided 
the staff undertaking the investigation are sufficiently removed from the incident to be 
able to provide an objective view and that there is no conflict of interest, real or 
perceived. 

 
Regarding the need for an expert clinical opinion, the Review of the Handling of 
Complaints in NHS Hospitals raises the issue of a need for a greater degree of 
independence at local level, and makes a recommendation that supports this 
general approach: 

 
• When Trusts have a conversation with patients at the start of the complaints 

process on a serious failing in care they should immediately offer truly 
independent clinical and lay advice… to the complainant. 

 
However, we consider there to be an important distinction between an independent 
investigation and an expert clinical opinion. An independent investigation seeks to 
determine the facts of the case. They will seek the views of an expert clinician, where 
appropriate. Independent investigation should be determined on the nature of the 
complaint, with serious failings in particular warranting independent investigation. 
 
Similarly, we do not consider it appropriate for independent investigation to take 
place in all cases. The complaints manager in each Trust should be sufficiently senior 
and competent to be able to judge effectively when a complaint merits independent 
advice or investigation. 
 
Depending on the nature of a complaint, fully independent investigation of the serious 
incident by an external team may be appropriate. However in some cases, particularly 
where it is not clear that a serious incident has occurred, it is appropriate,  particularly 
in the initial phase, for an organisation to undertake its own investigation using staff 
sufficiently removed from the incident with no conflict of interest, until such a time as 
the facts require an independent investigation to be commissioned.  The current NHS 
England Serious Incident Framework is a working draft and will therefore be updated 
and clarified in relation to this recommendation. 
 
If the person making the complaint is not satisfied with the outcome at this local 
resolution stage, they have the right to ask the Health Service Ombudsman to 
investigate the case. The Ombudsman is independent of Government and the NHS, 

and Board level management, emphasising the importance of learning from 
mistakes, showing evidence of improvement and Board directors considering 
complaints regularly. 
 
Monitor is in the process of working to further align the well-led framework with 
the Care Quality Commission’s new inspection regime. The current well-led 
framework was published in May 2014 and includes a number of references to 
how Boards should use complaints in reviewing their governance arrangements. 
The framework will be used by NHS Trusts, Foundation Trusts, Monitor, NHS 
Trust Development Authority and the Care Quality Commission to ensure 
consistent standards across the system of how well-led NHS organisations are. 
 
Sir Mike Richard’s thematic complaints report Complaints Matter was published 
in December 2014. It covers acute inspections, primary care, and social care 
and identifies trends and themes in complaints handling drawn from the 
inspections done by the Care Quality Commission. 

https://www.gov.uk/government/publications/well-led-nhs-foundation-trusts-a-framework-for-structuring-governance-reviews


accountable to Parliament. The Government welcomes the commitment of the 
Ombudsman to expand the number of cases she considers. 
 
The Government wants to see every Trust make clear to every patient from 
their first encounter with the hospital: 
 
• How they can complain to the hospital when things go wrong 

 
• Who they can turn to for independent local support if they want it, and where 

to contact them 
 
• That they have the right to go to the Ombudsman  if they remain dissatisfied, 

and how to contact them; and 
 
• Details of how to contact their local HealthWatch. 

 
A sign in every ward and clinical setting would be a simple means of achieving this 
and the Department will be discussing with Healthwatch England, Care Quality 
Commission and NHS England the best means of ensuring this becomes standard 
practice in all NHS hospitals in England. We would expect these posters to set out 
how to complain about hospital, how to seek support from their local Healthwatch 
and how to refer their complaint to the Ombudsman. 

 
 

116 Where meetings are held between 
complainants and trust representatives or 
investigators  as part of the complaints  
process, advocates and advice should 
be readily available to all complainants  
who want those forms of support. 
 

Accepted. 
 
People making complaints can feel isolated and intimidated when in meetings with 
complaints managers and trust representatives. Some patients, relatives or friends 
remain deeply affected by their experiences. It is right that support is available, 
particularly where there may have been a serious failing in care, not only to help 
them navigate through the process but also for someone to be there to speak for 
them. 

 
Local Authorities are responsible for commissioning NHS complaints advocacy 
services, and are able to determine the appropriate model of delivery for these 
services for their local community. The Department of Health considers the 
recommendations above to be best practice and the best local advocacy 
services will provide support that complainants can access easily, and that meets 
their needs. 

 
NHS Trusts, and particularly the Patient Advice and Liaison Services within those 
Trusts, will be aware of the NHS complaints advocacy providers within their areas. 
It is right that they publicise these arrangements for people who have made a 
complaint or who are thinking 
of making one. The Department of Health wants to see patient advice and liaison 
services 
well-sign posted, funded and staffed in every hospital so patients can go and share a 
concern with someone else in the hospital if they do not feel confident talking to their 
nurse or doctor on the ward. The Department agrees it is appropriate to review the 
patient advice and liaison services, and will undertake to begin that work in 2014. 

 
The Government wants to see every Trust make clear to every patient 
from their first encounter with the hospital: 

 
• How they can complain to the hospital when things go wrong 

 
• Who they can turn to for independent local support if they want it, and where 

to contact them 
 
• That they have the right to go to the Ombudsman  if they remain dissatisfied, 

 
The Department of Health, with key partners, will consider different aspects of 
Patient Advice and Liaison Services and identify if there are any areas where 
more substantial work may need to be commissioned to gain a better 
understanding. Work on this project has started, and it is envisaged the initial 
review and identification of areas for more detailed consideration, will be 
complete by Spring 2015.  
 
The Health and Social Care Act 2012 gave responsibility for commissioning 
NHS complaints advocacy to individual Local Authorities from April 2013. The 
Clwyd/Hart Review of the handling of NHS complaints recommended that “the 
independent NHS Complaints Advocacy Service should be re-branded, better 
resourced and publicised. It should also be developed to embrace greater 
independence and support to those who complain. Funding should be protected 
and the service attached to local Healthwatch organisations.” The Government 
accepted that a review of NHS complaints advocacy services should be 
conducted to measure the effectiveness of the provision of advocacy services to 
the public.  This review is expected to be complete by Spring 2015. 
 
Healthwatch England have also developed a set of national standards for 
complaints advocacy services, generated from workshops and interviews with 
people who use advocacy services. 
 



and how to contact them; and 
 
• Details of how to contact their local HealthWatch. 

 
A sign in every ward and clinical setting would be a simple means of achieving this 
and the Department will be discussing with Healthwatch England, Care Quality 
Commission and NHS England the best means of ensuring this becomes standard 
practice in all NHS hospitals in England. We would expect these posters to set out 
how to complain about hospital, how to seek support from their local Healthwatch 
and how to refer their complaint to the Ombudsman. 

 
The Review of the Handling of Complaints in NHS Hospitals made 
the following recommendations: 

 
• When Trusts have a conversation with patients at the start of the complaints 

process on a serious failing in care they should immediately offer truly 
independent clinical and lay advice and independent advocacy support to the 
complainant; and 

 
• Hospitals should actively encourage volunteers. Volunteers can help support 

patients who wish to express concerns or complaints. This is particularly 
important where patients are vulnerable or alone, when they might find it difficult 
to raise a concern. Volunteers should be trained. 

 
 

117 A facility should be available to Independent 
Complaints Advocacy Services advocates and 
their clients for access to expert advice in 
complicated cases. 
 

Accepted in part. 
 
We agree that expert advice should be provided in appropriate cases, and in 
appropriate cases, the providers of NHS complaints advocacy would obtain advice 
from an independent clinical expert. However complaints advocacy services are no 
longer commissioned nationally. From April 2013, Local Authorities have been 
responsible for commissioning NHS complaints advocacy services, and are able to 
determine the appropriate model of delivery for these services for their local 
community. 

 
We consider that the need for expert clinical advice ought not to be determined 
by how complicated a case might be, but whether it is appropriate in the 
individual case. In those cases, the trust should offer that advice, along with 
independent investigation. 

 
The Review of the Handling of Complaints in NHS Hospitals recommends: 

 
• When Trusts have a conversation with patients at the start of the complaints 

process they must ensure the true independence of the clinical and lay advice 
and advocacy support offered to the complainant. 

 
The Department of Health will work with Healthwatch England and the Local 
Government Association to develop a set of ‘good practice’ standards for NHS 
Complaints advocacy services; these standards may be expected to include access 
to clinical advice in appropriate cases. 

 
 

The Department of Health, with key partners, will consider different aspects of 
PALS and identify if there are any areas where more substantial work may need 
to be commissioned to gain a better understanding. Work on this project has 
started, and it is envisaged the initial review and identification of areas for more 
detailed consideration, will be complete by Spring 2015.  
 
The Health and Social Care Act 2012 gave responsibility for commissioning 
NHS complaints advocacy to individual Local Authorities from April 2013. The 
Clwyd/Hart Review of the handling of NHS complaints recommended that “the 
independent NHS Complaints Advocacy Service should be re-branded, better 
resourced and publicised. It should also be developed to embrace greater 
independence and support to those who complain. Funding should be protected 
and the service attached to local Healthwatch organisations.” The Government 
accepted that a review of NHS complaints advocacy services should be 
conducted to measure the effectiveness of the provision of advocacy services to 
the public.  This review is expected to be complete by Spring 2015. 
 
Healthwatch England have also developed a set of national standards for 
complaints advocacy services, generated from workshops and interviews with 
people who use advocacy services. 

118 Subject to anonymisation, a summary of each 
upheld complaint relating to patient care, in 
terms agreed with the complainant,  and the 
trust’s response should be published on its 
website. In any case where the complainant  or, 
if different, the patient, refuses to agree, or for 
some other reason publication  of an upheld, 
clinically related complaint is not possible, the 

Accepted in part. 
 
An open culture demands that information is available to service users, their 
families and carers to enable them to make informed choices about their 
healthcare. 

 
Trusts currently have to publish an annual report on complaints handling. This report 
contains information on the number of complaints received, the number referred to 

It is important for organisations to be accountable to the public for the way they 
handle complaints. The Department of Health, working with the Health and 
Social Care Information Centre, committed to developing a system that enabled 
Trusts to publish accurate, detailed quarterly data on the number of complaints 
received, and to enable comparison across hospitals. The overall aim of the 
revisions is to provide members of the public and regulatory bodies with 
frequent, more meaningful data which will identify organisations whose level of 
complaints, whether high or low, suggests there may be cause for concern. 



summary should be shared confidentially with 
the Commissioner and the Care Quality 
Commission. 
 

the Health Service Ombudsman, and a summary of the subject matter of those 
complaints, any matters arising from them, and any matters where action has been 
taken (or will be taken) as a result of the complaint. These reports are sent to the 
commissioning body, and made available to anyone who requests one, but the 
Government believes we can go further. 

 
Rt Hon Ann Clwyd MP and Professor Tricia Hart’s Review of the Handling of 
Complaints in NHS Hospitals recommends that: 

 
• There should be Board- led scrutiny of complaints. All Boards and Chief 

Executives should receive monthly reports on complaints and the action 
taken, including an 
evaluation of the effectiveness of the action. These reports should be available to 
the Chief 
Inspector of Hospitals. 

 
The Department of Health will ensure that each quarter every hospital publishes 
information on the complaints it has received. This will include: 

 
• the number of complaints received, as a percentage of patient interventions in 
that period; 

 
• the number of complaints the hospital has been informed have 

subsequently been referred to the Ombudsman; and 
 
• lessons learned and improvements made as a result of complaints. 

 
The Department of Health will work with NHS England and other key partners to 
determine the most effective mechanism through which to achieve these outcomes. 
The Chief Inspector and Care Quality Commission will require regular reporting of 
complaints from all providers to inform its surveillance and risk profiling regime. 
Care Quality Commission will naturally be particularly interested in complaints 
concerning death, serious injury or ‘near misses’ but will also want to harness 
information about other aspects of patient experience and concern which would be 
indicative of trust culture and performance. Care Quality Commission will be 
discussing with Monitor, Trust Development Authority and providers a proportionate 
and cost- effective means of doing so. 

 
The Department would wish to reconsider this recommendation in relation to 
complaints of a serious nature, and making them available in a wider range of 
formats, once an agreed and consistent standard exists against which to judge the 
handling of an individual complaint. This would lead to more consistency in 
outcomes. 

 
 

Hospitals will begin revised collections from April 2015, with the first quarterly 
report envisaged by late summer 2015. It is expected the public can begin to 
compare Trusts’ complaints data by late Autumn 2015.  
  
The Department of Health is working with NHS England to strengthen the 15/16 
NHS Standard contract so it includes the need to prominently display complaints 
information. 
 
Sir Mike Richard’s thematic complaints report was published in December 2014. 
It covers acute inspections, primary care, and social care and identifies trends 
and themes in complaints handling drawn from the inspections done by the Care 
Quality Commission.  

 
 

119 Overview and scrutiny committees and 
Local Healthwatch should have access 
to detailed information about complaints, 
although respect needs to be paid in this 
instance to the requirement of patient 
confidentiality. 

 

Accepted. 
 
Complaints data, along with other sources of feedback, have the potential to 
provide important information to local Healthwatch Organisations and Overview 
and Scrutiny Committees. It is important that Trusts respect patient 
confidentiality when releasing information on complaints to outside organisations 
but, subject to this caveat, we consider that Trusts should seek to provide to 
these organisations with the complaints data that are requested. 
The Department of Health will ensure that each quarter every hospital publishes 
information on the complaints it has received. This will include: 

 
• the number of complaints received, as a percentage of patient interventions in 
that period; 

 
• the number of complaints the hospital has been informed have 

The Department of Health, working with the Health and Social Care Information 
Centre, committed to developing a system that enabled Trusts to publish 
accurate, detailed quarterly data on the number of complaints received, and to 
enable comparison across hospitals.  
 
The overall aim of the revisions is to provide members of the public and 
regulatory bodies with frequent, more meaningful data which will identify 
organisations whose level of complaints, whether high or low, suggests there 
may be cause for concern.  
Hospitals will begin revised collections from April 2015, with the first quarterly 
report envisaged by late summer 2015. It is expected the public can begin to 
compare Trusts’ complaints data by late Autumn 2015.   
 
 

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/255615/NHS_complaints_accessible.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/255615/NHS_complaints_accessible.pdf


subsequently been referred to the Ombudsman; and 
 
• lessons learned and improvements made as a result of complaints. 

 
The Department of Health will work with NHS England and other key partners to 
determine the most effective mechanism through which to achieve these 
outcomes. Rt Hon Ann Clwyd MP and Professor Tricia Hart’s Review of the 
Handling of Complaints in NHS Hospitals recommends that: 

 
• There should be Board-led scrutiny of complaints. All Boards and Chief 

Executives should receive monthly reports on complaints and the action taken, 
including an evaluation of 
the effectiveness of the action. These reports should be available to the Chief 
Inspector of 
Hospitals. 

 
• Patients, patient representatives and local communities and local Healthwatch 

organisations should be fully involved in the development and monitoring of 
complaints’ systems in all hospitals. 

 
Local Healthwatch has an important role to play as patient champion, and it is right 
that individual local Healthwatch organisations have access to detailed information 
about complaints, subject to respect for patient confidentiality. Local Healthwatch 
have an important role to play in scrutinising complaints data locally. 

 
The Department of Health will work with the Health and Social Care Information 
Centre to put complaints data into the existing NHS electronic data collection 
system, better enabling comparison between hospitals. 
 

 
120 Commissioners should require access to all 

complaints  information as and when 
complaints  are made, and should receive 
complaints  and their outcomes on as near a 
real-time basis as possible. This means 
commissioners  should be required by NHS 
Commissioning Board to undertake the 
support and oversight role of GPs in this 
area, and be given the resources to do so. 
 

Accepted in part. 
 
We accept that commissioning bodies play an important role in ensuring that the 
organisations from which it commissions services are delivering effective and open 
complaints arrangements, and delivering their statutory responsibilities. Complaints 
contain valuable information that commissioners should be aware of. However, we 
consider requiring 
Trusts to provide all complaints information will place a significant bureaucratic 
burden on both the service provider and the commissioning body. To be meaningful, 
commissioners would need to be aware of, and understand each complaint, which 
would also be an unjustifiable duplication of resources. 

 
The Review of the Handling of Complaints in NHS Hospitals recommends that: 

 
• There should be Board-led scrutiny of complaints. All Boards and Chief 

Executives should receive monthly reports on complaints and the action taken, 
including an evaluation of 
the effectiveness of the action. These reports should be available to the Chief 
Inspector of 
Hospitals. 

 
The Department of Health will ensure that each quarter every hospital publishes 
information on the complaints it has received. This will include: 

 
• the number of complaints received, as a percentage of patient interventions in 
that period; 

 
• the number of complaints the hospital has been informed have 

subsequently been referred to the Ombudsman; and 
 

It is important for organisations to be accountable to the public for the way they 
handle complaints. The Department of Health, working with the Health and 
Social Care Information Centre, committed to developing a system that enabled 
Trusts to publish accurate, detailed quarterly data on the number of complaints 
received, and to enable comparison across hospitals. The overall aim of the 
revisions is to provide members of the public and regulatory bodies with 
frequent, more meaningful data which will identify organisations whose level of 
complaints, whether high or low, suggests there may be cause for concern. 
Hospitals will begin revised collections from April 2015, with the first quarterly 
report envisaged by late summer 2015. It is expected the public can begin to 
compare Trusts’ complaints data by late Autumn 2015.   
 
The Department of Health is working with NHS England to strengthen the 15/16 
NHS Standard contract so it includes the need to prominently display complaints 
information. 
 
 
Sir Mike Richard’s thematic complaints report was published in December 
2014. It cover acute inspections, primary care, and social care and identifies 
trends and themes in complaints handling drawn from the inspections done by 
the Care Quality Commission.  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/255615/NHS_complaints_accessible.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/255615/NHS_complaints_accessible.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf


• lessons learned and improvements made as a result of complaints. 
 

The Department of Health will work with NHS England and other key partners to 
determine the most effective mechanism through which to achieve these 
outcomes. 

 
 

121 The Care Quality Commission should have 
a means of ready access to information 
about the most serious complaints.  Their 
local inspectors should be charged with 
informing themselves of such complaints 
and the detail underlying them. 

 
 

Accepted. 
 
Information received from people who use care services about the quality and 
safety of their care, including concerns and complaints, is a vital source of 
information which needs to be available to the regulator. The Care Quality 
Commission accesses and uses a range of information about complaints to inform 
the timing and focus of its inspections. This information ranges from aggregated 
numbers and patterns of complaints, to individuals who contact the Care Quality 
Commission and tell inspectors about their experience. The Care Quality 
Commission participates in the Quality Surveillance Groups that have been 
established in each area. These groups actively share between commissioners,  
regulators, all local NHS organisations and others, information and intelligence on 
the quality of care being delivered 
 
The new approach to inspection that the Care Quality Commission has introduced 
places a stronger focus on how care is delivered in practice and how it is 
experienced, rather than just compliance with regulations. In line with this, the Care 
Quality Commission is now making greater use of the information that it has on 
complaints. 
 
In light of the recommendations made in Review of the Handling of Complaints in 
NHS Hospitals the Care Quality Commission will review how it makes best use of 
the complaints that it receives directly from individuals, and the individual stories 
in complaints, as well as the aggregated trends. As it continues to test and engage 
on refining its new approach to inspection between now and April 2014, it will also 
review whether or not routinely to require of providers a report on complaints, self-
assessment or other form of declaration, to inform its monitoring and inspections. 
This consideration will be coordinated with other information requirements on 
providers, and decided in light of the NHS Confederation’s Review of Bureaucracy in 
the NHS. 
 
The Department of Health will work with the Care Quality Commission to ensure 
that its new surveillance model for monitoring risk at NHS acute hospitals includes 
information on complaints handling. 
 
 
 
 

Quality Surveillance Groups exist to identify risks to quality at as early a stage as 
possible, by actively sharing information and intelligence between 
commissioners, regulators and those with a system oversight role. Quality 
Surveillance Groups support cooperation between different parts of the system 
to safeguard the quality of care patients receive. 
 
The quality of complaints handling by a provider is now a key component of the 
Care Quality Commission’s inspection programme. The Care Quality 
Commission have reached outside the organisation to draw on expertise from 
those who have experienced the complaints system, and been a “whistleblower”. 
This includes employing James Titcombe as their National Patient Safety 
Advisor and Dr Kim Holt as an advisor in developing proposals to test how 
providers manage staff concerns.   

 

122 Large-scale failures of clinical service are likely 
to have in common a need for: 

 
• Provision of prompt advice, 

counselling and support to very 
distressed and anxious members 
of the public; 

 
• Swift identification of persons of 

independence, authority and expertise 
to lead investigations  and reviews; 

 
• A procedure for the recruitment  of clinical 
and other experts to review cases; 

 

Accepted in principle. 
 
We agree that in the rare circumstances that significant failures are identified 
as part of regulatory action, part of the response to that failure will be the 
consideration of advice and information to the public about the nature of that 
failure and potential support to those directly affected by the issues identified. 
However, while we also agree that such a response needs clear coordination 
across a number of involved organisations we do not agree that this should be 
a function of the National Quality Board. Rather such action should be part of 
a response to the single failure regime outlined in recommendation  19 and be 
agreed jointly between 
the trust, Care Quality Commission, Monitor and the NHS Trust Development 
Authority as appropriate to ensure that all those directly involved in the 
identified failure are work together through that regime. 
 

No longer is inadequate care left unaddressed.   Where the Care Quality 
Commission identifies poor care and weak leadership it recommends that an 
NHS or Foundation Trust is placed in special measures. Monitor and the NHS 
Trust Development Authority will then decide whether to do so, and may also put 
Trusts in special measures based on its own evidence without waiting for the 
Chief Inspector’s recommendation. Monitor and the NHS Trust Development 
Authority will typically undertake a number of interventions to improve 
performance and require the Trust to publish progress against an action plan 
every month.  
The Trust will then be re-inspected by the Care Quality Commission after twelve 
months to assess progress. Following Professor Sir Bruce Keogh’s review into 
hospitals with high mortality rates, eleven hospitals were put into special 
measures, and have been provided with extra support from Monitor and the NHS 
Trust Development Authority.  
A further eight Trusts have been placed in special measures after a Care Quality 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/253320/complaints_review_report.pdf


• A communications strategy to inform 
and reassure the public of the 
processes being adopted; 

 
• Clear lines of responsibility and 

accountability for the setting up and 
oversight of such reviews. 

 
Such events are of sufficient rarity and 
importance,  and requiring of coordination of 
the activities of multiple organisations, that the 
primary responsibility should reside in the 
National Quality Board. 
 

The Care Quality Commission, Monitor and the NHS Trust Development Authority 
will work together to publish further guidance, as soon as possible after April 2014, 
to provide further detail on how these organisations work together to address risks 
to quality. This will include details of how concerns, including immediate concerns, 
will be addressed, how and when the single failure regime could be triggered and 
what guidance and support would be made available to the public in the event of large 
scale, significant, failure. This guidance will build on the joint policy statement, The 
Regulation and oversight of NHS Trusts and Foundation Trusts (May 2013) published 
by the Care Quality Commission, Monitor, NHS Trust Development Authority, NHS 
England and the Department of Health and the experience from Professor Sir Bruce 
Keogh’s Review into the quality of care and treatment provided by 14 hospital trusts in 
England which included, for example, an independent review that included the views 
of clinical and other experts. 
 
 
 

Commission inspection identified that the levels of care were not of an adequate 
standard.  The Care Quality Commission is also introducing a special measures 
process for primary care and adult social care providers that are rated 
“inadequate”, to ensure they improve within no more than twelve months, or face 
losing their registration. In cases of serious breaches of the new fundamental 
standards, or of risk to people using services, the Care Quality Commission can 
also use its enforcement powers right away, including prosecution. 
 
 

123 GPs need to undertake a monitoring role on 
behalf of their patients who receive acute 
hospital and other specialist services. They 
should be an independent, professionally 
qualified check on the quality of service, in 
particular in relation to an assessment of 
outcomes. They need to have internal systems 
enabling them to be aware of patterns of 
concern, so that they do not merely treat each 
case on its individual merits. They have a 
responsibility to all their patients to keep 
themselves informed of the standard of 
service available at various providers in order 
to make patients’ choice reality. 
A GP’s duty to a patient does not end on 
referral to hospital, but is a continuing 
relationship. They will need to take this 
continuing partnership with their 
patients seriously if they are to be 
successful commissioners. 

 
 

Accepted. 
 
GPs, both in their roles as care providers and in clinical commissioning 
groups, should be continuously reviewing the quality of care provided by the 
acute hospital and specialised services they commission. NHS England 
continues to develop relevant guidance and tools for clinical commissioning 
groups to monitor the quality of service provision and support continuous 
improvement in quality. 
 
Clinical commissioning groups are under an important duty to assist and 
support NHS England in securing continuous improvement in the quality of 
primary medical services. They will need to do this working alongside the NHS 
England Area Teams, local Healthwatch and other parts of the system. NHS 
England and clinical commissioning groups are developing a Framework for 
Commissioning for Quality, through the NHS Commissioning Assembly, which 
will set out the steps that commissioners should take to assure themselves 
and their patients that the services that they are commissioning are safe, 
clinically effective and result in a positive experience for patients. This will be 
published in Autumn 2013. 
 
Clinical commissioning groups in a local area will be part of the new local 
Quality Surveillance Groups, where they should share information and 
intelligence with other parts of the local system. If they have concerns about 
whether providers are meeting the essential standards 
of quality and safety, they should raise these with the Care Quality 
Commission and with any other parts of the system with an interest through 
that Group. This should include concerns they have about providers from 
whom they do not commission services, such as primary care providers, but 
with whom they interact’ 
 
There are other mechanisms through which GPs can report concerns about 
services. As health professionals, GPs are able to exercise their discretion 
when updating patient records, to incorporate comments on a patient’s care, 
and patients themselves will be able to gain online access to their GP record 
by 2015. In addition, NHS providers should be publishing online aggregated 
feedback on the quality of care delivered by their organisation, and we would 
expect GPs to make themselves aware of this feedback and to use it to advice 
patients on their care. NHS England are undertaking further work to improve 
and increase the level of patient safety incident reporting to the National 
Reporting and Learning System by GPs through work with the Primary Care 
Patient Safety Expert Group and as part of the Strategic Framework for 
Commissioning  Primary Care. Finally, any serious incidents that GPs identify 
should be reported to the NHS SI reporting system, the Strategic Executive 
Information System, as set out in the NHS England Serious Incident 

NHS England has continued to develop relevant guidance and tools for clinical 
commissioning groups, to support them in monitoring the quality of service 
provision and in driving continuous improvement in quality. A framework for 
commissioning for quality, Commissioning for Quality – Views from 
Commissioners was published in July 2014. 
 

In Transforming Primary Care (April 2014), the Department of Health and NHS 
England set out how the Secretary of State for Health’s vision for a vulnerable 
older people’s plan and better integrated out of hospital care will be put into 
practice, including a named GP for all people aged 75 and over since June 2014. 
Since September 2014 GPs have also take the lead in developing a proactive 
and personalised programme of care and support for over 800,000 people with 
the most complex needs. 
 

By Spring 2015 every patient will be able to see their records, test results, book 
appointments and order repeat prescriptions online. They will also be able to 
communicate with their GP practice electronically. This will support a greater 
transparency for patients about their care and treatment and make it easier for 
patients to access details about their care and its outcome.  
 

http://www.commissioningassembly.nhs.uk/dl/cv_content/133373
http://www.commissioningassembly.nhs.uk/dl/cv_content/133373
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/304139/Transforming_primary_care.pdf


Framework published in March 2013. 
 
The clinical commissioning groups authorisation process was built around six 
domains, and was developed by working with clinical commissioning groups, 
national primary care organisation and other stakeholders. Assessing clinical 
commissioning groups through these six domains provides assurance that 
clinical commissioning groups can safely discharge their statutory 
responsibilities for commissioning healthcare services. They are also intended 
to encourage clinical commissioning groups to be organisations that are 
clinically led and driven by clinical added value. 
 
One domain, ‘Meaningful engagement with patients, carers and their 
communities’ specifically looked at how clinical commissioning groups could 
show how they will ensure inclusion of patients, carers, public communities of 
interest and geography, health and wellbeing boards and local authorities. 
This included showing their mechanisms for gaining a broad range of views 
then analysing and acting on these. It should be evident how the views of 
individual patients are translated into commissioning decisions and how the 
voice of each practice population will be sought and acted on. 
 
One of NHS England’s key functions is to develop the assurance process 
which identifies how well clinical commissioning groups are performing against 
their plans to improve services and deliver better outcomes for patients, as 
well as working together to assess how they can realise their full potential and 
provide support on that journey. Sitting alongside NHS England as fellow 
commissioners, clinical commissioning groups need to secure quality today 
and transform services for the future. 
 
And we will go even further in clarifying the role of the GP in coordinating 
patient care. On 5 July 2013, the Secretary of State for Health announced an 
intention that every vulnerable older person should will have a named clinician 
responsible for overseeing their care at all times when they are out of hospital, 
whether they are at home or in a care home. Through the work to develop a 
vulnerable older people’s plan, the Department of Health is working with NHS 
England and others to look at how we can achieve better integrated, 
coordinated out of hospital care. 
 
To do this role well, clinicians both inside and outside of hospitals will have to 
work together to share information and provide a seamless, integrated 
pathway of care to patients. A part of the work to develop a Vulnerable Older 
People’s Plan is about making sure that information can be shared between 
services and people providing care in a coordinated and timely way, including 
all clinicians and carers having access to the same information about patients 
regardless of setting. 
 
When the NHS has got this right for older people – those who need healthcare 
services the most and who often have complex health and care needs – this 
should become a much broader transformation in out of hospital care – one 
which will eventually help every NHS patient. 
 
 

124 The commissioner  is entitled to and 
should, wherever it is possible to do so, 
apply a fundamental safety and quality 
standard in respect of each item of service 
it is commissioning. In relation to each 
such standard, it should agree a method 
of measuring compliance and redress for 
non-compliance. Commissioners should 
consider whether it would incentivise 

Accepted in principle. 
 
Fundamental standards of care will be a key part of Care Quality Commission 
registration requirements and so commissioners will only contract with providers 
that are meeting these standards. 
 
 
Commissioners must have regard to any fundamental standard that relates to a 
service they commission, and they should apply it where they can. They can set 

Revised provisions, particularly relating to commissioner’s rights to suspend the 
provision of services, were published in December 2013 as part of the NHS 
Standard Contract for 2014–15. NHS England will continue to keep the 
provisions in the NHS Standard Contract under review. 

 

http://www.england.nhs.uk/nhs-standard-contract
http://www.england.nhs.uk/nhs-standard-contract


compliance by requiring redress for 
individual patients who have received 
substandard service to be offered by the 
provider. These must be consistent with 
fundamental standards enforceable by the 
Care Quality Commission. 
 

safety and quality standards for all services they commission, through clear 
specification. The NHS Standard Contract allows for agreement at local level of the 
method of measuring compliance with such standards, and any appropriate 
sanctions. 
 
We have considered whether commissioners should consider incentivising 
compliance through redress for individual patients, which has been tested with 
providers and commissioners, and the overwhelming response was that this 
would not be practicable. Potential difficulties would be: 
 
• a drain of funds from the local health community, where funds may be most 
needed; 

 
• the potential for perverse incentives to claim compensation; 

 
• duplication with existing rights for patients to be recompensed through litigation; 
and 

 
• methodological challenges in assessing the appropriate level of recompense. 

 
 

125 In addition to their duties with regard to the 
fundamental standards, commissioners should 
be enabled to promote improvement by 
requiring compliance with enhanced standards 
or development towards higher standards. 
They can incentivise such improvements either 
financially or by other means designed to 
enhance the reputation and standing of 
clinicians and the organisations for which they 
work. 

 
 

Accepted. 
 
The NHS Standard Contract allows for agreement on a range of quality standards or 
development towards higher standards. Incentives should thus contribute to improved 
outcomes through improvement in the quality of health services for patients, their 
families and carers, and through reducing health inequalities. NHS England will be 
setting and incentivising enhanced standards through a ‘pick-list’ of evidence based 
indicators for improvement, against which it and clinical commissioning groups can 
set improvement trajectories and a number of non-mandated best practice service 
specifications to use with providers. NHS England will continue to make significant 
funding available (up to 2% of provider contract value) for commissioners to use in 
setting local improvement goals. 
 

 
 

NHS England has set and incentivised enhanced standards for 2014/15 through 
a ‘pick-list’ of evidence based indicators for improvement. The Commissioning 
for Quality and Innovation scheme for 2014/15 provides a national framework 
through which organisations providing healthcare services under the NHS 
Standard Contract can earn incentive payments of up to 2.5% of their contract 
value by achieving agreed national and local goals for service quality 
improvement. NHS England will continue to keep the provisions in the NHS 
Standard Contract under review.  
 
The quality premium rewards Clinical Commissioning Groups for improvements 
in the quality of the services that they commission and for associated 
improvements in health outcomes and reducing inequalities.  
 
The quality premium paid to Clinical Commissioning Groups in 2015/16 – to 
reflect the quality of the health services commissioned by them in 2014/15 – will 
be based on six measures that cover a combination of national and local 
priorities. These are:  

• reducing potential years of lives lost through causes considered 
amenable to healthcare and addressing locally agreed priorities for 
reducing premature mortality (15 % of quality premium);  

• improving access to psychological therapies (15 % of quality premium);  
• reducing avoidable emergency admissions (25 %  of quality premium);  
• addressing issues identified in the 2013/14 Friends and Family Test, 

supporting roll out of Friends and Family Test  in 2014/15 and showing 
improvement in a locally selected patient experience indicator (15 % of 
quality premium);  

• improving the reporting of medication-related safety incidents based on a 
locally selected measure (15 % of quality premium);  

• a further local measure that should be based on local priorities such as 
those identified in joint health and wellbeing strategies (15 % of quality 
premium).  

 
The quality premium will be further developed to confirm the combination of 
national and local priorities that will determine the amount to be paid to Clinical 
Commissioning Groups in 2016/17 to reflect the quality of health services 
commissioned in 2015/16. Details will be published alongside the NHS Standard 
Contract for 2015/16, and details of other incentives to improve quality. 

126 The NHS Commissioning Board and local 
commissioners  should develop and oversee a 

 
Accepted. 

No further update is required.  Please see response to the recommendation in 
Hard Truths 



code of practice for managing organisational 
transitions, to ensure the information conveyed 
is both candid and comprehensive. This code 
should cover both transitions between 
commissioners,  for example as new clinical 
commissioning groups are formed, and 
guidance for commissioners  on what they 
should expect to see in any organisational 
transitions among their providers. 

 
 

 
NHS organisations have gained significant learning from the transition to the 
reformed NHS system in 2013. NHS England will continue to work with 
commissioners to build on this, so that information handed over in future transitions 
is comprehensive and candid. 
 
The handover process from Strategic Health Authorities and Primary Care Trusts to 
the reformed NHS system was developed with guidance on effective quality 
handover from the National Quality Board, to address the requirements of 
managing organisational transitions. This will be used as a template for future 
transitions. 
 
The key lessons on effective transition identified by the National Quality Board 
included: 
 
• the need for clarity of purpose with time for the system to understand and 
meet the requirements of a handover process; 
 
• documenting information is an important discipline, but the most valuable 
part of the process was the face-to-face conversations between individuals; 
 
• information should not only be handed over in order to reduce risk; the 
ambition for quality improvement should be handed over, so that services continue 
to improve for patients; 
 
• documents need to be easy to access and navigate by the recipient, so that 
it is apparent where the areas of risk are in terms of quality. Too much information 
is as unhelpful as too little; 
 
• the documents are for the benefit of recipients, and should tell them 
whatever they need to know in order to help them exercise their new 
accountabilities. They should not be confused with an attempt to record the 
achievements of the existing organisation; 
 
• triangulation of data (both hard and soft) did not always happen between all 
of the relevant bodies, such as the regulators, but when it did it was extremely 
helpful. We need to be much clearer about the requirements of our key 
stakeholders; 
 
• it is vital that patient experience data is captured as part of the quality 
assessment and to find ways of engaging with patient groups as part of the process 
of triangulation; 
 
• ‘looking and seeing’ should form part of the triangulation process wherever 
possible; 
 
• while data was generally strong and comprehensive on the acute sector, we 
need to extend and improve our inclusion of data on the quality of primary, 
secondary and tertiary care, social care, ambulance services, screening 
programmes, offender health, mental health and the independent and third sectors; 
 
• the responsibility for the handover should sit equally with both the receiver 
and the sender. i.e. if there are gaps in the documentation handed over, then it is 
the duty of the recipient 
to proactively seek to fill those gaps; 
 
 
• the requirement to take handover documents to the public sessions of 
boards helped the process to be taken seriously, and was in line with the proposed 
new Duty of Candour. On the whole the media treated this information responsibly; 



 
• embedding documents is not good practice, as the information can be lost 
as links and websites close down. We need to use technology better to ensure that 
documents are kept ‘live’ and electronically available to those who need it, with 
better version control; 
 
• some issues transcend individual organisations, and there may be a need 
for a small number of thematic handovers in order to maintain quality during 
transition. 
 
NHS England will consider with clinical commissioning groups what further support 
and guidance might be required. 
 

127 The NHS Commissioning Board and local 
commissioners  must be provided with the 
infrastructure  and the support necessary to 
enable a proper scrutiny of its providers’ 
services, based on sound commissioning 
contracts,  while ensuring providers remain 
responsible and accountable  for the services 
they provide. 
 

Accepted. 
 

The NHS Standard Contract, NHS England’s assurance of clinical commissioning 
groups, and the development of commissioning support services, together provide a 
new infrastructure to ensure that commissioners have the capacity and capability to 
scrutinise providers’ services. 

 
The NHS Standard Contract provides a clear framework through which 
commissioners can hold providers to account for service quality and safety, and 
NHS England will continue to develop this further for 2014–15. 

 
Commissioning comprises some activities for which the statutory 
commissioning body must retain ultimate responsibility, but there is also a range 
of other, key support functions which it may be more effective and efficient to be 
secured externally. These are known as 
‘commissioning support services’. Commissioning support services typically include: 

 
• Health Needs Assessment; 

 
• business intelligence; 

 
• support for redesign; 

 
• communications and patient and public engagement; 

 
• procurement and market management (agreeing contracts); 

 
• provider management (monitoring contracts). 

 
Provision of commissioning support services is currently dominated by 19 
commissioning support units, created from Primary Care Trusts and hosted by 
NHS England and the NHS Business Services Authority until 2016. 

 
Work has already been done through NHS England’s clinical commissioning 
groups assurance programme and through the development of commissioning 
support services to assure the quality of infrastructure and support within, and 
available to, commissioning 
organisations. NHS England will continue to develop this as an objective in its 
Commissioning 
Support Services Strategy. 
 

 
 

The NHS Standard Contract continues to provide a clear framework through 
which commissioners can hold providers to account for quality and safety. 
Revised provisions, particularly relating to commissioner’s rights to suspend the 
provision of services, were published in December 2013 as part of the NHS 
Standard Contract for 2014-15.  
 
NHS England has developed a new framework agreement for commissioning 
support services – the Lead Provider Framework – that from January 2015 will 
give clinical commissioning groups, NHS England and other customers a choice 
of supplier for some or all of their commissioning support needs, ranging from 
transactional back office support services to more bespoke services that support 
local and large scale transformational change projects. The Framework will be 
available to any organization, within or outside the NHS that wishes to procure 
some or all of its health and social care support services from a variety of 
accredited providers. It is anticipated that between £3bn and £5bn of services 
will be procured through it over the next four years. Use of the framework is 
optional for clinical commissioning groups.   
 

128 Commissioners must have access to the wide 
range of experience and resources necessary 
to undertake a highly complex and technical 
task, including specialist clinical advice and 

 
Accepted. 

 
Commissioning support services have been developed to provide commissioners 

 
NHS England is introducing a Lead Provider Framework agreement for 
commissioning support services to ensure that clinical commissioning groups 
and other commissioners have a choice of the best and most efficient 



procurement  expertise. When groups are too 
small to acquire such support. they should 
collaborate  with others to do so. 
 

with the range of capacity and expertise required to commission effectively. 
 
Commissioning comprises some activities for which the statutory commissioning 
body must retain ultimate responsibility, but there is also a range of key support 
functions which the statutory body not only does not have to undertake itself, but 
for which it may be more effective and efficient to secure externally. These are 
known as ‘commissioning support services’. Commissioning support services 
typically include: 

 
• Health Needs Assessment; 

 
• business intelligence; 

 
• support for redesign; 

 
• communications and public and patient engagement; 

 
• procurement and market management (agreeing contracts); 

 
• provider management (monitoring contracts). 

 
Provision of commissioning support services is currently dominated by 19 
commissioning support units, created from Primary Care Trusts and hosted by 
NHS England and the NHS Business Services Authority until 2016. 

 
NHS England will prioritise the further development of the expertise and resources 
required in its Commissioning Support Services Strategy, and in underpinning 
products such as quality standards, continuity of service, and procurement vehicles. 

 

commissioning support suppliers.  For further information on the Framework see 
recommendation 127 

129 In selecting indicators and means of 
measuring compliance, the principal focus of 
commissioners  should be on what is 
reasonably necessary to safeguard patients 
and to ensure that at least fundamental safety 
and quality standards are maintained. This 
requires close engagement with patients, 
past, present and potential, to ensure that 
their expectations  and concerns are 
addressed. 

 
 

Accepted. 
 
NHS England will support and assure clinical commissioning groups to develop 
indicators and measures of compliance with appropriate patient involvement. These 
will include, and build on, the fundamental standards of care that providers of care 
will be required to meet. NHS England and clinical commissioning groups are 
developing a Framework for Commissioning for Quality which will set out the steps 
that commissioners should take to assure themselves and their patients that the 
services that they are commissioning are safe, clinically effective, and result in a 
positive experience for patients 

NHS England has continued to develop relevant guidance and tools for clinical 
commissioning groups, to support them in monitoring the quality of service 
provision and supporting continuous improvement in quality. A framework for 
commissioning for quality, Commissioning for Quality – Views from 
Commissioners was published in July 2014. 
 

130 Commissioners – not providers – should 
decide what they want provided. They need 
to take into account what can be provided, 
and for that purpose will have to consult 
clinicians both from potential providers and 
from elsewhere, and to be willing to receive 
proposals, but in the end it is the 
commissioner  whose decision must prevail. 

 
 

Accepted. 
 
We agree with the principle that it is for commissioners to determine what must be 
provided. Commissioners will increasingly commission for outcomes, in line with 
the NHS Outcomes Framework, leaving to providers some of the detail of how the 
service is delivered to achieve those outcomes. 

 
As part of the reformed commissioning system, there are a range of mechanisms 
for providers, and particularly their clinicians, to offer advice and proposals to 
commissioners. Strategic Clinical Networks, hosted by NHS England, bring 
together clinicians to drive change and improvements in the areas of cancer, 
coronary heart disease, mental health, and maternity and children’s services. In 
addition, Clinical Senates bring together clinicians from all sectors of healthcare, 
patients and other partners, to give advice to commissioners and providers in 
their area to help them make the best decisions about healthcare for the 
populations they represent. 

 
 
The reforms to the commissioning system will strengthen the ability of 

NHS England has continued to develop relevant guidance and tools for clinical 
commissioning groups, to support them in monitoring the quality of service 
provision and supporting continuous improvement in quality. A framework for 
commissioning for quality, Commissioning for Quality – Views from 
Commissioners was published in July 2014 
 
 

http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373
http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373
http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373
http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373


commissioners to secure the services they want for their population. NHS England 
and clinical commissioning groups are developing a Framework for 
Commissioning for Quality which will set out the steps that commissioners should 
take to assure themselves and their patients that the services are safe, clinically 
effective and result in a positive experience for patients. 

 
 

131 Commissioners need, wherever possible, 
to identify and make available alternative 
sources of provision. This may mean that 
commissioning has to be undertaken 
on behalf of consortia of commissioning 
groups to provide the negotiating weight 
necessary to achieve a negotiating 
balance of power with providers. 
 

Accepted. 
 
Commissioners should only decide on models of provision based on the needs and 
best interests of their patients, in accordance with best practice and with Monitor’s 
Guidance for commissioners in ensuring the continuity of health services.  In doing 
this, commissioners should prioritise those services for which alternative sources of 
provision should be made available. 
 
NHS England supports commissioning being undertaken collaboratively, where 
appropriate. NHS England has provided guidance on collaborative commissioning, to 
support commissioners who wish to collaborate with one another. It is currently 
reviewing with clinical commissioning groups whether additional guidance and support 
would be helpful for 2014–15. 
 
 

NHS England is supporting commissioners to explore new models of 
commissioning giving patients, local communities and local clinicians greater 
opportunities to influence how services are delivered. There will be three key 
changes to the commissioning system for 2015/16, described below.  

 
In May 2014, NHS England announced plans to work with clinical commissioning 
groups on the development of new models for the co-commissioning of primary 
care. 196 clinical commissioning groups submitted an expression of interest.  
Further guidance on co-commissioning has also been produced Next steps 
towards primary care co -commissioning, This guidance includes detailed 
overview of the different co-commissioning models and next steps towards 
implementation. The first delegated co-commissioning arrangements and joint 
commissioning arrangements involving a pooled budget are planned to be 
implemented from 1 April 2015. 
 
NHS England has asked a taskforce to analyse current specialised 
commissioning arrangements to bring about urgent improvements in the way 
services are commissioned. This move was instigated to address a number of 
challenges causing significant pressures across the system, gaining financial 
control but also ensuring that the services delivered to patients across England 
are planned and delivered safely and efficiently.  The outcome is reflected in 
NHS England’s planning guidance for 2015/16.    
 
In July 2014 NHS England announced plans to pool funding for key groups 
across local authorities, clinical commissioning groups and specialised 
commissioning from April 2015.  The aims of this approach, to be known as 
Integrated Personal Commissioning, will be to test new commissioning and 
funding models and to explore how individuals can have more control over how 
the funding is used through personalised care and support planning. NHS 
England also aims to allow people to commission their own care and support 
through Personal Health Budgets.  From October 2014, those in receipt of NHS 
Continuing Healthcare have the right to a Personal Health Budget, which will 
allow care and support to be organised that meets their needs.  The NHS 
Mandate sets an ambitious objective that this should also include people with a 
long-term condition. 
 
 

132 Commissioners must have the 
capacity to monitor the performance 
of every commissioning contract  on 
a continuing basis during the 
contract  period: 

 
•  Such monitoring may include 

requiring quality information 
generated by the provider. 

 
•  Commissioners must also have the 

capacity to undertake their own (or 
independent) audits, inspections,  and 
investigations.  These should, where 
appropriate, include investigation of 
individual cases and reviews of 

Accepted. 
 
Commissioning support services exist to provide this resource and expertise. 
Commissioning support services typically include: 
 
• Health Needs Assessment; 

 
• business intelligence; 

 
• support for redesign; 

 
• communications and public and patient engagement; 

 
• procurement and market management (agreeing contracts); 

 
• provider management (monitoring contracts). 

NHS England is introducing a Lead Provider Framework agreement for 
commissioning support services to ensure that clinical commissioning groups 
and other commissioners have a choice of the best and most efficient 
commissioning support suppliers.  For further information on the Framework 
see recommendation 127. 
 

NHS England has continued to develop relevant guidance and tools for clinical 
commissioning groups, to support them in monitoring the quality of service 
provision and in driving continuous improvement in quality. A framework for 
commissioning for quality, Commissioning for Quality – Views from 
Commissioners was published in July 2014 
 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/308811/ToPublishFinalCRSGuidance28March13.pdf
http://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/nxt-steps-pc-cocomms.pdf
http://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/nxt-steps-pc-cocomms.pdf
http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373
http://www.commissioningassembly.nhs.uk/pg/cv_content/content/view/133373


groups of cases. 
 
•  The possession of accurate, relevant, 

and useable information from which 
the safety and quality of a service 
can be ascertained is the vital key to 
effective commissioning, as it is to 
effective regulation. 

 
•  Monitoring  needs to embrace both  
compliance with the fundamental standards 

and with any enhanced standards adopted. 
In the case of the latter, they will be the 

 

 
These functions cover the key elements of this recommendation regarding 
monitoring quality information, including compliance with fundamental and 
enhanced standards, and undertaking audits. 
 
NHS England will include this effective contract management and monitoring as an 
objective in its Commissioning Support Services Strategy and underpinning 
products, such as quality standards, continuity of service, and procurement 
vehicles. 
 
NHS England and clinical commissioning groups are developing a Framework for 
Commissioning for Quality which will set out the steps that commissioners should 
take to assure themselves and their patients that the services that they are 
commissioning are safe, clinically effective and result in a positive experience for 
patients. 
 
 

133 Commissioners should be entitled to 
intervene in the management of an 
individual complaint on behalf of a patient 
where it appears to them it is not being 
dealt with satisfactorily, while respecting 
the principle that it is the provider who 
has primary responsibility to process and 
respond to complaints about its services. 

 

Accepted in principle. 
 
While we accept the spirit of this recommendation, we are concerned that it risks 
creating uncertainty over roles and responsibilities in the management of 
complaints. Clarity and consistency are critical for the patient. 
 
The NHS complaints process is based upon the premise that complaints are best 
dealt with by the local organisation.  If the complainant remains dissatisfied, they are 
able to seek an independent review through the Health Service Ombudsman. 
We accept that in the cases of complaints of a serious nature, that may indicate a 
possible failure in care or a continued risk to patient safety, commissioners will 
want to be aware and take action where they believe a provider is in breach of 
their contract with regard to patient safety and service quality. The NHS standard 
contract requires providers to ‘implement Lessons Learned from complaints and 
demonstrate at Review Meetings the extent to 
which Service improvements have been made as a result’ – these review 
meetings take place between the provider and the commissioner. However, one 
of the lessons of the Mid Staffordshire Inquiry has been that this information 
needs to be meaningful – just noting 
the numbers of complaints received by an organisation is not effective. For 2014–15, 
NHS England are considering broadening the requirement on Lessons Learned to 
cover a wider spectrum of information, such as complaints, incidents and feedback 
from service users and staff, and the extent to which service improvements have 
been made as a result. 

 
The Department of Health will ensure that each quarter every hospital publishes 
information on the complaints it has received. This will include: 

 
• the number of complaints received, as a percentage of patient interventions in 
that period; 

 
• the number of complaints the hospital has been informed have 

subsequently been referred to the Ombudsman; and 
 
• lessons learned and improvements made as a result of complaints. 

 
The Department of Health will work with NHS England and other key partners to 
determine the most effective mechanism through which to achieve these 
outcomes. 
 
The standard contract also requires the Provider to provide a complaints monitoring 
report. For 2014–15 NHS England are considering clarifying the expected content of 
the complaints report, to include meaningful information on complaints such as 

No further update is required.  Please see response to the recommendation in 
Hard Truths 



analysis of key themes in the content of complaints as well as the number of 
complaints received for each theme. 
 
The NHS Standard Contract already provides commissioners with powers to 
intervene in certain circumstances, for example to require remedial action, to impose 
financial sanctions, to suspend services or to terminate a contract. However, we are 
examining whether these provisions should be strengthened for 2014–15, with a view 
to making more specific provision for commissioner intervention, to suspend a service 
or an element of it, where there are reasonable grounds for material concern about 
patient safety or outcomes. 
 
However, enabling commissioning bodies to intervene in the management of an 
individual complaint would undermine the fundamental principle that local 
organisations themselves are, in the first instance, responsible for seeking to resolve a 
complaint. A commissioner could intervene if it considers an organisation’s general 
handling of complaints cases needs to be improved – but their intervention would not 
be about the specifics of an individual case. 
 
The current complaints arrangements (laid out in regulations) are based on a 2-
stage model. The first stage is local resolution. At this local level, a complaint about 
service provision may be made to either the service provider or to the body 
commissioning the service (but not both). If the person making the complaint is not 
satisfied with the outcome at this local resolution stage, they have the right to ask 
the Health Service Ombudsman to investigate the case. The Ombudsman is 
independent of Government and the NHS, accountable to Parliament. 
 
 

 
 

134 Consideration should be given to 
whether commissioners should be 
given responsibility for 
commissioning patients’ advocates 
and support services for complaints 
against providers. 
 

Accepted. 
 
The Health and Social Care Act 2012 gave responsibility for commissioning NHS 
complaints advocacy to individual Local Authorities; the Local Authorities took 
responsibility from April 2013. Local Authorities are best able to determine the 
needs of their local populations. 
 
The review of the handling of NHS complaints has recommended that ‘the 
independent NHS Complaints Advocacy Service should be re-branded, better 
resourced and publicised. It should also be developed to embrace greater 
independence and support to those who complain. Funding should be protected 
and the service attached to local Healthwatch organisations.’ 
 
The Department of Health recognises that the current arrangements for the 
commissioning of complaints advocacy services are new. The Department of Health 
will begin an evaluation of the current arrangements for commissioning NHS 
advocacy services in 2014. 
 

 
 
 

It is recognised that complainants may need assistance to make a complaint 
and Local Authorities commission advocacy services to provide this support. 
However, in order to give the public a better understanding of what to expect 
when receiving this support,  Healthwatch England has developed a set of 
national standards for complaints advocacy services, generated from 
workshops and interviews with people who use advocacy services. 

135 Commissioners should be accountable to their 
public for the scope and quality of services 
they commission. Acting on behalf of the public 
requires their full involvement and 
engagement: 

 
• There should be a membership system 

whereby eligible members of the public can 
be involved in and contribute to the work of 
the commissioners. 

Accepted in part. 
 
Provisions for a new commissioning system in the Health and Social Care Act 2012 
address most of the elements of this recommendation. For example, provisions 
cover the new role of lay members on Clinical Commissioning Group governing 
bodies, the duty on public involvement and consultation on both NHS England and 
clinical commissioning groups, and the key role of local Healthwatch in giving 
people a powerful voice locally in improving and shaping health services. 
 
A range of mechanisms is now available for involving the public in commissioning 

By December 2013, 80% of clinical commissioning groups were commissioning 
support for patients’ participation and decisions in relation to their own care or 
had a plan to do so.  
A Citizens Assembly was launched in March 2014, with the first Excellence in 
Participation Awards held alongside this to celebrate excellence and innovation 
in patient and public participation.  
A task and finish group has been established to help develop guidance for 
commissioners and providers on the definition, principles and processes of 
personalised care planning; this guidance was published in January 2015. 
A number of commissioning support units have been appointed to provide 

http://www.england.nhs.uk/wp-content/uploads/2015/01/pers-care-guid-supp-comms.pdf


 
• There should be lay members of the 
commissioners’ board. 

 
• Commissioners should create and consult 

with patient forums and local 
representative groups. Individual members 
of the public (whether or not members) 
must have access to a consultative 
process so their views can be taken into 
account. 

 
• There should be regular surveys of patients 
and the public more generally. 

 
• Decision-making processes should be 

transparent: decision-making bodies 
should hold public meetings. 

 
Commissioners need to create and maintain a 
recognisable identity which becomes a 
familiar point of reference for the community. 
 

decisions without requiring the development of new ‘membership’ models. In 
September 2013 NHS England issued Transforming Participation In Health And Care, 
statutory guidance for clinical commissioning groups on involving patients in planning 
services and in their own care. By December 2013, 80% of clinical commissioning 
groups will be commissioning support for patients’ participation and decisions in 
relation to their own care or will have a plan to do so. This will include information and 
support for self-management, personalised care planning and shared decision-
making. 
 
There are a number of regular national and local patient and public surveys. These 
include the annual national GP patient survey, run for NHS England by Ipsos MORI, 
and a national programme of patient surveys run for the Care Quality Commission by 
Picker Institute Europe. In addition, since April 2013 all providers of NHS funded care 
have been required to offer inpatients and users of accident and emergency services 
the opportunity to provide feedback through the NHS friends and family test. The first 
set of data for the Accident and Emergency friends and family test, covering April, 
May and June was published on 30 July 2013. A second set of this data was 
published on 30 August and a third on 3 October. 793,448 responses have been 
received to date. The current response rate is 17.1%. 
 
The friends and family test allows hospital trusts to gain real time feedback on their 
services down to individual ward level, and increases the transparency of NHS data to 
drive up choice and quality. The real strength of friends and family test lies in the 
follow-up questions that can be attached to the initial question, and a rich source of 
patient views can be used locally to highlight and address concerns much more 
rapidly than with more traditional survey methods. 
 
It is our intention that by March 2015, all NHS service users will be given the 
opportunity to provide feedback through the friends and family test. Maternity services 
started using the Test from 1 October 2013, with the first set of results to be published 
after the first quarter, at the end of January 2014. Work is currently underway to 
develop guidance for the introduction of the test to all other NHS settings. Guidance 
for staff to support the introduction of the friends and family test from April 2014 is on 
course to be published by the end of December 2013. 
 
NHS England is developing plans to establish in 2014 a Citizens Assembly – 
pioneering a new approach to ensuring citizen voice is able to hold it to account. 
NHS England has also established a ‘Voices in Governance’ model in Specialised 
Commissioning, to ensure that the patient and public voice is at the heart of 
commissioning processes. 
 
NHS England and clinical commissioning groups are developing, through the NHS 
Commissioning Assembly, a Framework for Commissioning for Quality which will be 
published in Autumn 2013. It will set out the steps that commissioners should take to 
assure themselves and their patients that the services that they are commissioning 
are safe, clinically effective and result in a positive experience for patients. 
 
Clinical Commissioning Groups are required to take a number of steps to ensure 
transparency in their decision making processes. The constitution of the Clinical 
Commissioning Group must specify the arrangements made for securing that there is 
transparency about the decisions of the group and the manner in which they are 
made. The governing body must also publish papers considered at its meetings 
(except where it would not be in the public interest to do so). 
 
 

 
 
 

support to clinical commissioning groups in engaging with patients and the 
public. Ongoing support is also being provided to NHS England commissioners 
in specialised commissioning to ensure the participation of patients and the 
public. 
The Friends and Family test became available in GP practices on 01 December 
2014 and then expanded to mental health services and community services 
on 01 January 2015. Other services will offer the friends and family test from 
April 2015 such as NHS dental practices, ambulance services, patient transport 
services, acute hospitals outpatients and day cases. The aim is for the Friends 
and Family test to cover all NHS services by the end of 2015. Guidance for staff 
on the Friends and Family test was published in February 2014. 
 
 
 
 

136 Commissioners need to be recognisable 
public bodies, visibly acting on behalf of the 

Accepted. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

http://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/02/staff-fft-guide.pdf


public they serve and with a sufficient 
infrastructure of technical support. Effective 
local commissioning can only work with 
effective local monitoring, and that cannot be 
done without knowledgeable and skilled local 
personnel engaging with an informed public. 
 

NHS England will support and assure clinical commissioning groups to be 
recognisable, visible local bodies. 
 
The National Health Service (Clinical Commissioning  Groups) Regulations 2012 

already require that clinical commissioning groups’ names reflect their local 
community, so that they are recognisable and have a clear link to their locality. 
 
Clinical Commissioning Groups demonstrate their accountability to their 
members, local people, stakeholders and NHS England in a number of ways, 
including by: 
 

a)  publishing their constitution; 
 
b) appointing independent lay members and non GP clinicians to the governing 
body; 

 
c) holding meetings of the governing body in public; 

 
d) publishing annually a commissioning plan; 

 
e)  complying with local authority health overview and scrutiny requirements; 

 
f)  meeting annually in public to publish and present its annual report 

(which must be published); 
 
g) producing annual accounts in respect of each financial year which must be 

externally audited; 
 

h)  having  a published and clear complaints process; 
 

i)  complying with the Freedom of Information Act 2000; 
 

j)  providing information to NHS England as required. 
 

Commissioning support services have been developed to provide the infrastructure of 
technical support that clinical commissioning groups require. Commissioning support 
services typically include: 
 
• Health Needs Assessment; 

 
• business intelligence; 

 
• support for redesign; 

 
• communications and public and patient engagement; 

 
• procurement and market management (agreeing contracts); 

 
• provider management (monitoring contracts). 

 
These services underpin the effective local monitoring required to 
support clinical commissioning groups be effective, visible and well 
engaged local commissioners. 
 
 
 

 
 

137 Commissioners should have powers of 
intervention where substandard or unsafe 

 
Not accepted, however we agree the underlying of this recommendation to avoid 

Revised provisions relating to commissioners’ rights to suspend the provision 
of services were published in December 2013 as part of the NHS Standard 

http://www.legislation.gov.uk/uksi/2012/1631/made


services are being provided, including the 
substitution of staff or other measures 
necessary to protect the patients from the 
risk of harm. In the provision of 
commissioned services, such powers 
should be aligned with similar powers of 
the regulators so that both commissioners  
and regulators can act jointly, but with the 
proviso that either can act alone if the 
other declines to do so. The powers 
should include the ability to order a 
provider to stop the provision of a service. 
 

inaction on the part of regulators and commissioners because of a lack of clarity 
about their respective roles. 

 
The respective roles of commissioners and regulators in their relationships with 
providers are different and must be distinct. Commissioners arrange the provision 
of high quality services to meet the needs of the people they are responsible for, 
and can take direct action with providers when they are not delivering to 
contractual specifications. The regulators 
are charged to ensure that providers meet set standards, and to give regulators 
and commissioners equivalent powers of intervention would blur the distinction of 
these roles and risk causing confusion in the system, resulting in inaction 
because of assumptions that another body is intervening to address a problem. 

 
The NHS Standard Contract enables commissioners to intervene where 
substandard or unsafe services are being provided. In extremis, under the terms of 
the standard contract, the commissioners can suspend services, or elements of 
them, and terminate contracts. Enforcement action, which may entail the 
substitution of staff, is properly the role of the regulators: the Care Quality 
Commission will retain all of its existing enforcement powers and will not be 
constrained from taking swift and decisive action if patients are at immediate risk of 
harm. Where there is no immediate risk of harm to patients but concerns exist, the 
Care Quality Commission will normally look to Monitor or the NHS Trust 
Development Authority to exercise their powers to take enforcement action at NHS 
Trusts and Foundation Trusts. In determining the potential benefits of an 
intervention, Monitor will consider whether the best outcome for healthcare service 
users can be achieved by acting themselves or acting together with another 
organisation, or whether another organisation such as the Care Quality 
Commission, NHS Trust Development Authority or NHS England has tools that 
could tackle an issue more effectively, or is already taking steps that are likely to 
address the potential harm. However any enforcement activity by the Care Quality 
Commission does not preclude Monitor from exercising its enforcement powers if 
relevant to do so, and vice versa. 

 
Where Health Education England has concerns about the quality of clinical 
placements or training being provided by a provider it will take action to remedy this. 
If necessary, Health Education England will withdraw clinical placements or training 
programmes from a provider until they are able to demonstrate the required level of 
improvement and ensure a safe training environment for patients, students and 
trainees 

 
In Patients First and Foremost the Department of Health agreed that, ‘…regulators 
and commissioners should ensure that they have a shared picture of provider 
performance…’ NHS England, clinical commissioning groups, the Care Quality 
Commission, Monitor, the NHS Trust Development Authority, Health Education 
England and the professional regulators (General Medical Council and Nursing and 
Midwifery Council) can align their powers of intervention by means of Quality 
Surveillance Groups. NHS England has rolled Quality Surveillance Groups out 
across England in each area and region. These are all actively engaged in sharing 
information and intelligence between commissioners, regulators and other 
organisations on the quality of care being delivered. If commissioners have 
concerns about whether providers are meeting the essential standards of quality 
and safety, Quality Surveillance Groups are one of the mechanisms through which 
they can raise their concerns with the Care Quality Commission, Monitor and with 
any other parts of the system with an interest. This includes concerns individual 
commissioners have about providers from whom they do not commission services, 
but with whom they interact (for example, clinical commissioning groups and 
primary care providers). The National Quality Board is currently conducting a review 
of how the Quality Surveillance Group network is operating, and what support it 
needs to be as effective as possible. It will publish revised guidance and support 
materials by the end of 2013 to support all Quality Surveillance Groups in reaching 

Contract for 2014-15.  
 
In March 2014 the National Quality Board published new guidance to support 
and share good practice amongst Quality Surveillance Groups as they 
develop. A Quality Dashboard supports Quality Surveillance Groups in 
analysing data on quality. The indicators within it have been aligned to those 
used by the Care Quality Commission in their Intelligent Monitoring System.  
 
NHS England, Monitor, the Care Quality Commission and the NHS Trust 
Development Agency plan to develop a common dataset for quality for use by 
commissioners and regulators as soon as possible. 

 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf


their full potential. 
 
  
 

138 Commissioners should have contingency 
plans with regard to the protection of 
patients from harm, where it is found 
they are at risk from substandard or 
unsafe services. 

 
 

Accepted. 
 
Commissioners must develop plans to ensure that safe and effective services can 
continue to be provided in the event of a provider failure. 

 
NHS England is supporting commissioners to develop plans for responding to 
a serious provider failure, in line with Monitor’s guidance and rules on service 
continuity. 

 
The Department of Health, the Care Quality Commission, NHS England, Monitor and 
the NHS Trust Development Authority are working together to develop a single failure 
regime (outlined in the response to recommendation 19), which will ensure that 
financial and quality failures are handled in a consistent way and can be enacted 
where risks to quality and patient safety are identified. As part of that regime, the 
Care Quality Commission, NHS Trust Development Authority and Monitor will work 
together, with the trust and its commissioners, to ensure that where concerns are 
raised, the trust acts swiftly to resolve them. This will provide external support and 
assurance that appropriate action has been taken or may indicate that further action 
is needed. 

 

With support from NHS England, many commissioners have developed plans 
for responding to a serious provider failure, in line with Monitor’s service 
continuity guidance. All clinical commissioning groups will be required to have 
these plans in place by 2015/16.  

 
 

139 The first responsibility for any organisation 
charged with responsibility for performance 
management of a healthcare provider should be 
ensuring fundamental patient safety and quality 
standards are being met. Such an organisation 
must require convincing evidence to be 
available before accepting that such standards 
are being complied with. 

Accepted. 
 
Registration by the Care Quality Commission and Monitor’s licencing of providers 
gives an assurance to commissioners that a provider meets fundamental 
standards of care. The NHS Standard Contract provides a framework for 
commissioners to receive on-going assurance on compliance with standards, 
through its routine performance management processes. 
 

The Care Quality Commission’s new-style inspections involve larger teams and 
more in depth inspections.  These inspections against the new fundamental 
standards of care, provide greater clarity on a hospital’s performance and show 
where improvements are required, if necessary. 
 

 

140 Where concerns are raised that such 
standards are not being complied with, a 
performance management organisation should 
share, wherever possible, all relevant 
information with the relevant regulator, 
including information about its judgement as 
to the safety of patients of the healthcare 
provider. 
 

Accepted. 
 
The processes associated with Quality Surveillance Groups and risk summits 
provide the framework for this. NHS England is reviewing the effectiveness of these 
arrangements. Strong bilateral relationships should also be in place between the 
commissioners, regulators and 
NHS England’s area teams 

 
Key organisations and regulators, including the NHS Trust Development 
Authority, Monitor, the Care Quality Commission and NHS England, have 
published agreements that set out the ways in which they are working together 
and sharing information outside of Quality 
Surveillance Group meetings so that there is a single common assessment of the 
quality and sustainability of any given provider. 
 

 
 

A review of the Quality Surveillance Group model has been undertaken by all of 
the organisations represented on the National Quality Board and on Quality 
Surveillance Groups, to understand how they are operating and identify where 
they could be supported to be more effective. As a result of this review the 
National Quality Board published a second edition of the ‘How To’ guide How to 
make your Quality Surveillance Group Effective in March 2014. 

 

141 Any differences of judgement as to immediate 
safety concerns between a performance 
manager and a regulator should be discussed 
between them and resolved where possible, but 
each should recognise its retained individual 
responsibility to take whatever action within its 
power is necessary in the interests of patient 
safety. 
 

  Accepted in principle. 
 

Commissioners and regulators should have clear and distinct roles in 
ensuring the safety of people who use services and should act swiftly where 
patients are at risk. Local and regional Quality Surveillance Groups actively 
share information and intelligence, including qualitative intelligence, 
including issues and cases of media and public interest, between 
commissioners, regulators and other organisations on the quality of care 
being delivered. This provides a mechanism to share and discuss safety 
concerns between commissioners and regulators. In addition to the 
coordinated process outlined in recommendation 19 as part of the single 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf


failure regime, the NHS Standard Contract enables commissioners to 
intervene where substandard or unsafe services are being provided. This 
includes the ability to suspend services, or elements of them, and terminate 
contracts. See recommendation 137 for further details. 

 
In addition, the Care Quality Commission will retain its ability to stop a service 
from providing care if it is putting people at immediate risk of harm as outlined by 
the Health and Social Care Act 2008. The Act states that where the Care Quality 
Commission has ‘reasonable cause’ to believe that unless it acts people may be 
exposed to the risk of harm, it may impose or vary a  condition of a provider’s 
registration or suspend it from the point written notice is given as part of an urgent 
response. 

 
In addition, subject to the passage of regulations, during 2014 the Care Quality 
Commission will also have new powers to prosecute a provider for failing to provide 
fundamental levels of care, without having to issue a formal warning first. See 
recommendation 28 for further details. 
 

 
  

142 For an organisation to be effective in 
performance management, there must exist 
unambiguous lines of referral and information 
flows, so that the performance manager is not 
in ignorance of the reality. 
 

Accepted. 
 

The reformed NHS system includes a number of different lines of accountability, so it 
is crucial that there is no ambiguity or confusion about these accountabilities or 
about the information flows which inform them. 

 
Providers are accountable to their commissioners for the quality of services they 
deliver. The NHS Standard Contract provides for clarity on information flows 
between provider and commissioner. 

 
In primary care, the introduction of the General Practice Extraction Service and 
Calculating Quality Reporting Service ensures that clear and accurate 
performance management information is provided within services commissioned 
from GP contractors. 

 
NHS Trusts are also accountable to the NHS Trust Development Authority for their 
overall performance, including for providing high quality services. The 
accountability arrangements for NHS Trusts are set out in Delivering High Quality 
Care for Patients: The Accountability Framework for NHS Trusts. The 
Accountability Framework is aligned with the standards set by Monitor and the 
Care Quality Commission, and the Trust Development Authority continues to work 
with its partners to ensure that it reflects any relevant changes, such as the Care 
Quality Commission’s new regime for the monitoring, inspection and rating of 
healthcare providers. 

 
NHS England and the NHS Trust Development Authority have agreed protocols to 
ensure that there is no uncertainty or duplication in processes for intervening in local 
health communities where there are concerns about quality or safety. 
 

  
 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

143 Metrics need to be established which are 
relevant to the quality of care and patient 
safety across the service, to allow norms to 
be established so that outliers or 
progression to poor performance can be 
identified and accepted as needing to be 
fixed. 
 

Accepted. 
 
A range of metrics are collected and published across the health sector that relate 
directly to the quality of patient care. This includes data on infection control (Public 
Health England), safety incidents (NHS England), Summary Hospital-level Mortality 
Indicator (Health and Social Care Information Centre) and, patients’ feedback reported 
on NHS Choices among other sites. 

 

As of June 2014, NHS Choices is publishing more in-depth and detailed 
information about the safety of hospitals that allows for scrutiny of services and 
identification of variations between similar services. The new safety section 
includes an NHS Choices rating of hospitals against six safety indicators and 
information on safe nurse staffing levels.  From April 2014, NHS England began 
publishing data monthly about any trusts who failed to declare compliance with 
stage one, two, or three National Patient Safety Agency alerts by their set due 
date, and since June 2014 patients and the public can view this information as 

http://www.ntda.nhs.uk/wp-content/uploads/2012/04/framework_050413_web.pdf
http://www.ntda.nhs.uk/wp-content/uploads/2012/04/framework_050413_web.pdf


The Health and Social Care Information Centre publishes performance information 
and statistics, using transparent calculations, so that they can be used across the 
health and care system to review performance and identify concerns. The Health 
and Social Care Information Centre’s Indicator Portal for national quality indicators 
extend this service. 

 
In addition, from November 2013 NHS England will begin to extend NHS Choices so 
that it will bring together the most reliable and relevant data from national web 
services and act as a ‘front door’ to the best information on health and social care on 
the internet. 

 
Details of how this information will be used by Care Quality Commission as part 
of its new inspection regime is outlined in recommendation 20. 

 
NHS England and Care Quality Commission are committed to working together to 
develop a shared and agreed approach to measuring safety in the NHS, both for 
regulatory and improvement purposes. NHS England is currently in discussion with 
Care Quality Commission about which patient safety measures, including incident 
reporting, are best suited for use in their surveillance model, and how NHS England 
can contribute to their interpretation. This includes providing Care Quality 
Commission with access to the relevant patient safety expertise to inform how they 
use patient safety data in their surveillance and inspection processes, including what 
‘good’ looks like and what data should be considered a cause 
for concern. Care Quality Commission will be setting out its new surveillance and 
inspection model and NHS England will be setting out its safety measurement 
framework in due course. 

 
 
 

part of the set of key indicators on the NHS Choices safety website. In addition, 
from June 2014, two ‘harms’ that are measured by the NHS Safety Thermometer 
can now be viewed on the NHS Choices website. 
 
NHS England and the Care Quality Commission have worked jointly to ensure a 
shared view of patient safety data (and what it means) is developed and that this 
is reflected in the new Care Quality Commission’s surveillance model for acute 
and specialist NHS Trusts. The Care Quality Commission now has free and 
unfettered access to all incident reporting information collected by the National 
Reporting and Learning System and through the Strategic Executive Information 
System. The Care Quality Commission and NHS England’s Patient Safety 
Domain regularly meet to share information, review and co-develop initiatives to 
improve patient safety. For example, NHS England and the Care Quality 
Commission have co-developed the indicators that are used in the Care Quality 
Commission’s Intelligent Monitoring system. In March and July 2014, the Care 
Quality Commission also updated its surveillance model for acute and specialist 
NHS trusts. 
 
The Care Quality Commission has put in place a system of Intelligent Monitoring 
to help decide when, where and what to inspect. This draws information and 
data from a range of sources to identify providers and services where there may 
be a greater risk of providing poor care. The evidence from the Intelligent 
Monitoring system is used to prioritise which providers will be inspected and the 
lines of enquiry during an investigation. The system triggers a response, for 
example, where there are a statistically significant number of severe harm 
incidents or avoidable deaths at a provider. “Never events” trigger an automated 
elevated risk in Intelligent Monitoring which inspectors follow up individually. The 
data it looks at includes information from: 
 

• staff 
• patient surveys 
• mortality rates 
• hospital performance information such as waiting times and infection 

rates 
 
In October 2013 the Care Quality Commission began a pilot of its Intelligent 
Monitoring programme for acute and specialist NHS trusts. The pilot looked at 
more than 150 different sets of data (indicators), which related to the five key 
questions the Care Quality Commission asks of all services – are they safe, 
effective, caring, responsive, and well-led? Using this data, the Care Quality 
Commission grouped all acute NHS trusts into six priority bands for inspection. In 
March and July 2014, the Care Quality Commission updated its surveillance 
model for acute and specialist NHS trusts.   
 
In November 2014, the Care Quality Commission published Mental Health 
Intelligent Monitoring reports, which display the results of its analysis of Tier 1 
indicators for all Mental Health NHS trusts. Each trust will receive an individual 
report and banding, similar to those for acute hospitals. The bandings ranges 
from one to four.  
 
In November 2014 the Care Quality Commission published its first round of 
Intelligent Monitoring for GPs. Draft Intelligent Monitoring models for the Adult 
Social Care sector have been in place since October 2014, with separate sets of 
indicators for residential, community and hospice services. 
 
 
The Care Quality Commission has always used important information in statutory 
notifications as an indicator of quality and safety in the adult social care sector, 
alongside other information about safeguarding alerts and information provided 
by others such as people who use services, staff and the public. The Care 

http://www.hscic.gov.uk/indicatorportal
http://www.cqc.org.uk/content/intelligent-monitoring-nhs-acute-hospitals
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
http://www.cqc.org.uk/public/hospital-intelligent-monitoring


Quality Commission does not have a lot of quantitative data consistently 
collected across the sector but it is taking steps to improve this. With a new, 
more thorough model the Care Quality Commission intends to use all the 
available information to check whether there is a risk that services do not provide 
either safe or quality care.  
 
The Care Quality Commission is currently developing the set of indicators for 
adult social care services. There are limitations in the coverage of national 
datasets, but the Care Quality Commission will start by making better use of the 
indicators it is developing, and then determine how it will improve this over time. 
The Care Quality Commission will be carrying out additional testing and 
engagement to determine the most useful indicators to inform its work.  
 

144 The NHS Commissioning Board should 
ensure the development of metrics on quality 
and outcomes of care for use by 
commissioners in managing the performance 
of providers, and retain oversight of these 
through its regional offices, if appropriate. 

 
 

Accepted. 
 

The NHS Outcomes Framework 2013–14 (Department of Health, November 2012) 
contains a range of indicators that provide a balanced coverage of NHS activity 
that, taken together, provide a national overview of how well the NHS is 
performing. They provide the accountability mechanism between the Secretary of 
State for Health and NHS England for the effective spending of public money. The 
indicators are set out in five domains that cover the preventing of premature 
mortality; enhancing quality of life for people with long term conditions; helping 
people recover from episodes of ill health; ensuring the people have a positive 
experience of care; and treating people in safe environments and protecting them 
from avoidable harm. 

 
In addition to this, NHS England also publishes a range of data that supports 
improvement. In June 2013, NHS England published the first two specialities level 
data, cardiac surgery and vascular, and announced the publication schedule for a 
further eight specialties. All specialties have since been published. 

 
NHS England will widen this programme to include other specialties over time and 
the data published will, initially, be refreshed annually. This data will continue to be 
published as part of NHS Choices website. 

 
 

The Clinical Commissioning Group Outcomes Indicator Set provides clear, 
comparative information for Clinical Commissioning Groups, Health and 
Wellbeing Boards, local authorities and patients and the public about the quality 
of health services commissioned by Clinical Commissioning Groups and the 
associated health outcomes. They are useful for Clinical Commissioning Groups 
and Health and Wellbeing Boards in identifying local priorities for quality 
improvement and to demonstrate progress that local health systems are making 
on outcomes. The measures are developed from NHS Outcomes Framework 
indicators that can be measured at Clinical Commissioning Group level together 
with additional indicators developed by the National Institute for Health and Care 
Excellence and the Health and Social Care Information Centre. Additional 
measures are added annually 
 
NHS England plans to publish consultant-level outcomes data from all 
appropriate NHS funded national clinical audits before 2020.   The Consultant 
Outcomes Publication began with ten national clinical audits in June 2013.  
Consultant data for neurosurgery and upper gastro-intestinal has also now been 
published.  NHS England will improve the way in which data is published and 
has supported the development of patient-friendly guidance which has been 
issued to professional societies. This outlines the indicators that must be 
included in consultant level reporting such as patient involvement in publication 
and the linking of results for the department to an individual’s work at the trusts 
they practice in. 
 

145 There should be a consistent basic structure for 
Local Healthwatch throughout the country, in 
accordance with the principles set out in 
Chapter 6: Patient and public local involvement 
and scrutiny. 
 

Not accepted, however we share the underlying intention behind this 
recommendation to ensure consistency of outcomes for local communities 
with each local Healthwatch organisation providing a strong voice for their 
local population and helping to shape an effective local health and care 
system. 
 
We believe that local Healthwatch organisations should be set up in a way that best 
meets the needs and reflects the circumstances of their local communities; taking a 
top-down approach and imposing a fixed structure would undermine the need for 
flexibility. 
 
We believe that consistency of outcomes – with each local Healthwatch organisation 
providing a strong voice for the local population and helping to shape an effective 
local health and care system – is more important than consistency of form. As every 
local authority has now commissioned its Healthwatch provider, we also believe that 
retrospectively imposing a consistent structure at this stage would divert effort and 
resources from the important work that local Healthwatch organisations should be 
doing in their role as local consumer champions. 

 
We do, however, fully recognise the concerns about previous arrangements for 
patient and public involvement in Staffordshire, and the disproportionate – and 
ultimately damaging – focus on governance and organisational matters at the 
expense of ensuring the local community’s concerns were heard and acted on. 

Local Healthwatch have been publishing their annual reports for the first 
year of operation (2013/14), giving examples of the impact that they are 
having and how they are giving voice to local communities.  
 
Healthwatch England is continuing to provide support to local Healthwatch 
organisations to enable continuous improvement and sharing of good 
practice. The Department has continued to provide additional funding to 
Healthwatch England to boost its capacity to provide targeted support to 
specific local Healthwatch where needed. Healthwatch England is also 
enabling a focus on outcomes by developing guidance on what a good local 
Healthwatch looks like.  
 
Local authorities, as commissioners of local Healthwatch, have a critical role 
in ensuring that their provider is delivering effectively and meeting the needs 
of the local population. The Department has continued to provide funding to 
the Local Government Association to support commissioners of local 
Healthwatch during 2014/15. The Local Government Association’s work 
programme is providing important support to local Healthwatch around 
fulfilling their role as members of health and wellbeing boards.   
  

The Department has also commissioned the King’s Fund to review the impact of 
local Healthwatch and to identify the factors which contribute to a high-
performing local Healthwatch. This is expected to report in spring 2015. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213055/121109-NHS-Outcomes-Framework-2013-14.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/12/ccg-ois-1415-at-a-glance.pdf


As part of the new arrangements, one of the core roles of Healthwatch England 
at the national level is to provide support and leadership to local Healthwatch 
organisations. This year, as local Healthwatch organisations have been 
establishing themselves, Healthwatch England and the Local Government 
Association have provided important support to help them put in place clear 
governance arrangements that will enable them to focus on effective delivery of 
their local priorities. 

 
It is vital that local Healthwatch organisations continue to be supported and that 
any early signs that they are struggling to fulfil their role are identified and 
addressed. Local authorities are responsible for commissioning and performance 
managing their local Healthwatch provider. Alongside this, Healthwatch England 
has a crucial role in building capability across the network, and it will ensure that 
best practice is shared and there are clear standards in place for what a good 
local Healthwatch should be achieving. We will also work with Healthwatch 
England to ensure that they can develop and provide targeted support for local 
Healthwatch organisations that may need it. 
 
 

 
 

146 Local authorities should be required to pass 
over the centrally provide funds allocated to its 
Local Healthwatch, while requiring the latter to 
account for its stewardship  of the money. 
Transparent respect for the independence of 
Local Healthwatch should not be allowed to 
inhibit a responsible local authority – or 
Healthwatch England as appropriate  – 
intervening. 
 

Accepted in part. 
 
We do not accept that local authorities should be required to pass over centrally-
provided funds. We believe that local authorities are best-placed to make decisions 
about funding services that meet the needs of their local communities – including 
local Healthwatch. We expect local Healthwatch organisations to have sufficient 
funding to deliver against their local priorities, but we do not believe it is for the 
Government to dictate what this level should be. 

 
As the Healthwatch network is new, it is not possible at this stage to specify the 
level of funding that is required to deliver an effective local Healthwatch function. 
But we do believe it is important that there is transparency about funding for local 
Healthwatch, and that this principle of transparency is embedded at the outset. 
We will therefore require each local Healthwatch to set out the amount of funding 
it receives in its annual report. Healthwatch England will also publish in December 
the amount of funding each local Healthwatch has received, and we are working 
with Healthwatch England to see what further steps can be taken to enable 
transparency. 

 
We agree that local Healthwatch should account to its local authority, as 
commissioner of Healthwatch, for its use of funding provided and it is the 
responsibility of local authorities to ensure that appropriate arrangements are in 
place. 

 
We agree that there is a balance to strike between respect for the 
independence of local Healthwatch organisations and the need to ensure that 
they are functioning effectively. Local authorities are responsible for holding 
their local Healthwatch provider to account. 
Healthwatch England already has the power to alert local authorities to concerns it 
may have around the performance of a local Healthwatch provider. In addition, as 
part of its own role in supporting local Healthwatch it has put in place measures to 
ensure that it has a robust overview of how the network is performing. We will work 
with Healthwatch England to ensure that, if needed, providers who may be 
struggling get the right support at the right time. 

 
 

Healthwatch England has published information on local authority spend on local 
Healthwatch for 2013/14 and 2014/15. The Department is working with 
Healthwatch England to ensure ongoing transparency around funding for local 
Healthwatch. 
  
Local Healthwatch are also required to include in their annual reports, which are 
now published every summer, the funding that they have received from their 
commissioning local authority. 

147 Guidance should be given to promote the 
coordination and cooperation  between 
Local Healthwatch, Health and Wellbeing 

Accepted. 
 
The Department of Health has worked with partners to develop guidance that 

In June 2014, the Department issued guidance to local authorities on how to 
scrutinise local health systems. The guidance supports local government, the 
NHS and other local partners to understand and develop their roles in relation 

https://www.gov.uk/government/publications/advice-to-local-authorities-on-scrutinising-health-services


Boards, and local government scrutiny 
committees. 

 
 

will support effective scrutiny by local government of the commissioning and 
delivery of local services, helping to ensure they are effective and safe. 

 
The guidance is aimed at local authorities, Health and Wellbeing Boards, NHS 
commissioners and providers, and local Healthwatch. The guidance underlines the 
importance of all partners in the system understanding their own and each other’s 
roles and responsibilities, and working together to improve the quality of services. 

 
The guidance also describes the new powers provided to local Healthwatch by the 
Local Authorities (Public Health, Health and Wellbeing Boards and Health Scrutiny) 
Regulations 2013, and describes how Health and Wellbeing Boards and local 
Healthwatch can work collaboratively with local government scrutiny committees to 
ensure that the views and concerns of patients and public are heard throughout the 
scrutiny process. 

 
The guidance is due to be published in November 2013. 

 
 

 

to health scrutiny, and ensure that it adds value for local communities. The 
publication of the guidance was put back in order to ensure consistency with 
related policy around local consultation on proposals for service 
reconfiguration, and to allow additional engagement with local authorities and 
other system partners.  

 
The Department of Health, NHS England and Public Health England have 
jointly commissioned a programme of support for 2014/15 for local authorities 
in exercising their health scrutiny powers.   

 
 

148 The complexities  of the health service are 
such that proper training must be available to 
the leadership of Local Healthwatch as well 
as, when the occasion arises, expert advice. 
 

Accepted. 
 

Healthwatch England is working to support local Healthwatch in their 
identification and analysis of issues in their communities and to support 
them to raise these issues in the appropriate manner. Already, local 
Healthwatch organisations are rightly working in partnership with local 
community and interest groups that have a wealth of expertise and 
experience available to them. Local Healthwatch organisations also have the 
flexibility to source expert advice as they require, while training and support 
is being made available through Healthwatch England. 

 
As an example of what has already been achieved, Healthwatch England has this 
year delivered training to local Healthwatch organisations across the country to 
ensure that they can maximise the impact of their power to enter and view local 
services. 

 
 

Healthwatch England continues to provide support to local Healthwatch so that 
they can deliver effectively. During 2013/14 Healthwatch England provided 
training for local Healthwatch on entering and viewing local services and 
provided support across a range of other local Healthwatch activities. In 2014/15, 
Healthwatch England has delivered further training, for example on working with 
the Care Quality Commission inspection teams, and has also developed a 
network for local Healthwatch chairs.  
  
The Department has also funded the Local Government Association in 2014/15 
to support the development of an effective local Healthwatch network, with a 
specific focus on supporting local Healthwatch to be effective members of local 
health and wellbeing boards.  

149 Scrutiny committees should be provided with 
appropriate support to enable them to carry 
out their scrutiny role, including easily 
accessible guidance and benchmarks. 
 

Accepted. 
 

The Department of Health has worked with partners to develop guidance that 
will support local authorities to carry out effective scrutiny of the commissioning 
and delivery of local services, helping to ensure they are effective and safe. 

 
The guidance will help Local Authorities (along with local partners including NHS 
commissioners and providers, Health and Wellbeing Boards and Healthwatch) to 
understand the new powers and duties provided by the Local Authorities (Public 
Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013. 

 
The Department is also delivering a range of programmes to increase the availability 
and transparency of data for local authorities, to support local democratic 
accountability including scrutiny processes. 

 
The guidance is due to be published in November 2013. 

 
 

In June 2014, the Department issued guidance to local authorities on how to 
scrutinise local health systems. The guidance supports local government, the 
NHS and other local partners to understand and develop their roles in relation 
to health scrutiny, and ensure that it adds value for local communities.  The 
publication of the guidance was put back in order to ensure consistency with 
related policy around local consultation on proposals for service 
reconfiguration, and to allow additional engagement with local authorities and 
other system partners.   

 
 
The Department of Health, NHS England and Public Health England have 
jointly commissioned a programme of support for 2014/15 for local authorities 
in exercising their health scrutiny powers.   
 

 

150 Scrutiny committees should have powers to 
inspect providers, rather than relying on local 
patient involvement structures to carry out 
this role, or should actively work with those 
structures to trigger and follow up inspections 
where appropriate, rather than receiving 

Accepted in principle. 
 
Under current provisions, bodies carrying out local authority scrutiny functions 
have legal powers to require providers of NHS services to provide information 
and to attend scrutiny meetings to answer questions. This could include making 
a request to visit providers’ premises. Where a body carrying out local authority 

In June 2014, the Department issued guidance to local authorities on how to 
scrutinise local health systems. The guidance supports local government, the 
NHS and other local partners to understand and develop their roles in relation 
to health scrutiny, and ensure that it adds value for local communities.  The 
publication of the guidance was put back in order to ensure consistency with 
related policy around local consultation on proposals for service 

http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
https://www.gov.uk/government/publications/advice-to-local-authorities-on-scrutinising-health-services
https://www.gov.uk/government/publications/advice-to-local-authorities-on-scrutinising-health-services


reports without comment or suggestions for 
action. 

 
 

scrutiny function had concerns about a specific provider, they could refer the 
matter to the Care Quality Commission, who have powers of inspection. 

 
Meanwhile, local Healthwatch has the power to enter and view certain premises, 
as well as powers to provide information and refer concerns to local authority 
scrutiny bodies. 

 
Giving further powers to local authorities would therefore be duplicative and 
potentially burdensome. It might also create confusion over roles and 
responsibilities. 

 
The work of Local Authority health scrutiny is already integral to ensuring an 
appropriate inspection regime is in place locally. By working collaboratively with 
both providers and local Healthwatch, local authority scrutiny bodies can ensure 
that concerns from patients and the public trigger further investigation where 
necessary. 

 
The Department of Health has worked with partners to develop guidance that will 
support local authorities to carry out effective scrutiny. The guidance describes the 
new powers and duties provided by the Local Authorities (Public Health, Health and 
Wellbeing Boards and Health Scrutiny) Regulations 2013 and underlines the 
importance of all partners in the local system working together to improve the 
quality of services. 

 
The guidance is due to be published in November 2013. 
 

 
 

reconfiguration, and to allow additional engagement with local authorities and 
other system partners.   
 

 
The Department of Health, NHS England and Public Health England have 
jointly commissioned a programme of support for 2014/15 for local authorities 
in exercising their health scrutiny powers.   

 

151 MPs are advised to consider adopting some 
simple system for identifying trends in the 
complaints and information they received from 
constituents. They should also consider whether 
individual complaints imply concerns of wider 
significance than the impact on one individual 
patient. 

 
 
 

Accepted in principle. 
 

It is not for the Government to advise individual MPs on the systems they employ 
to identify the wider significance of individual complaints about health and care 
services. That said, the Department of Health recognises the invaluable insights 
which can be gained from letters written to MPs. Without wanting to suggest to 
MPs how they handle their own business, the Department would be willing to 
highlight the scope – for MPs who desired it or believed it appropriate – to identify 
themes and patterns in complaints by sharing correspondence with regulators (for 
example the Care Quality Commission, NHS Trust Development Authority and 
Monitor) using informed consent, and to gain intelligence about patient experience 
in their constituency’s health and care services by building strong relations with 
their local Healthwatch organisations. The Department would be willing to work 
with regulators and any interested MPs – while respecting their position as elected 
office holders- to share best practise and advice. 

 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

152 Any organisation which in the course of a 
review, inspection or other performance of 
its duties, identifies concerns potentially  
relevant to the acceptability of training 
provided by a healthcare provider, must 
be required to inform the relevant training 
regulator of those concerns. 

 
 

Accepted. 
 

In the new health and care system architecture, Memoranda of Understanding exist 
between key partners such as Health Education England and the Care Quality 
Commission, to share information and concerns about the quality and safety of 
providers. Memoranda of Understanding and other protocols for sharing information 
also exist between the Care Quality Commission and the General Medical Council 
and the Nursing and Midwifery Council. Health Education England will work with the 
system and professional regulators to develop these further. 

 
The recently established Quality Surveillance Groups bring together the different 
parts of the system to share information including shared views of risks to quality 
and any early warning signs of risk about poor quality. Health Education England as 
well as the system and professional regulators are members of the regional Quality 
Surveillance Groups. 

The national guidance for the operation of Quality Surveillance Groups was 
updated in March 2014 to reflect early experience of sharing information 
between system regulators and commissioners. Early discussions about 
information causing concern are now occurring before meetings between local 
representatives of NHS England, the Care Quality Commission, Monitor and 
Health Education England, with some shared quality monitoring visits occurring 
where this is relevant.  
 
Quality Surveillance Groups are beginning to review health care economies 
rather than just acute care providers and plan themed meetings, considering 
specific risk areas across providers, for example the provision of intermediate 
care or older person’s services. Quality monitoring visits are also evolving - 
Health Education England is developing a multi-professional approach to visiting, 
encompassing the education and training culture and environment for all 
healthcare professionals.  

http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf
http://www.legislation.gov.uk/uksi/2013/218/pdfs/uksi_20130218_en.pdf


 
 
 

 
As Health Education England and the Care Quality Commission refine their 
acute, community and primary care visiting processes, updated memoranda of 
understanding will be required and there will be increasing opportunities to 
incorporate experience of quality monitoring processes in to clinician’s 
training.  Health Education England is finalising the memoranda of 
understanding with the Care Quality Commission.  Health Education England is 
also currently working with the professional regulators to develop a series of 
memoranda of understanding, where appropriate, to support the ongoing 
working relationships with the aim of promoting patient safety and high quality 
education and training.  
 

153 The Secretary of State should by 
statutory instrument specify all medical 
education and training regulators as 
relevant bodies for the purpose of their 
statutory duty to cooperate. Information 
sharing between the deanery, 
commissioners, the General Medical 
Council, the Care Quality Commission 
and Monitor with regard to patient safety 
issues must be reviewed to ensure that 
each organisation is made aware of 
matters of concern relevant to their 
responsibilities. 

Accepted in principle. 
 
As stated in recommendation 152, in the new health and care system architecture, 
Memoranda of Understanding exist between key partners such as Health Education 
England and the Care Quality Commission, to share information and concerns 
about the quality and safety delivered of providers. The Health and Social Care Act 
2012 further strengthened this by placing a statutory duty on Monitor and the Care 
Quality Commission to cooperate in the interests of patients. Monitor and Care 
Quality Commission have a Memorandum of Understanding in place to facilitate the 
necessary collaboration and information sharing. There are similar duties on 
organisations across the system, including Health Education England. 

 
The Care Quality Commission and the General Medical Council have published an 
operational protocol which sets out in detail how coordination and information 
sharing will work between the two regulators. A similar arrangement will be in place 
between the Care Quality Commission and the Nursing and Midwifery Council by 
December 2013, and updated information sharing arrangements thereafter between 
the Care Quality Commission, the General Dental Council and Health and Care 
Professions Council. Information from third parties such as the General Medical 
Council and the Royal Colleges is a potential trigger for regulatory intervention in 
Monitor’s Risk Assessment Framework. Recently established Quality Surveillance 
Groups bring together the different parts of the system to share information, 
including shared views of risks to quality and any early warning signs of risk about 
poor 
quality. If any part of the local, regional or national system has concerns that 
there may be a serious quality failure within a provider organisation, which 
cannot be addressed through established and routine operational systems, a 
Risk Summit can be called. 

 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

154 The Care Quality Commission and Monitor 
should develop practices and procedures 
with training regulators and bodies 
responsible for the commissioning and 
oversight of medical training to coordinate 
their oversight of healthcare organisations 
which provide regulated training. 

 
 

Accepted 
 
The Care Quality Commission and the General Medical Council have developed an 
operation protocol which describes when and how to share information on 
emerging and urgent concerns (for example about individual doctors, systems and 
environments) as well as processes for the routine sharing of information, local 
liaison meetings any on-going activities and risk summits. There is also a process 
for deciding when joint planned inspections are required. The Care Quality 
Commission is working on developing operational protocols with the Healthcare 
Professions Council and the Nursing and Midwifery Council. 

 
Information from third parties such as General Medical Council and Royal Colleges 
is a potential trigger for regulatory intervention in Monitor’s Risk Assessment 
Framework and information and any identified concerns are shared with the Quality 
Surveillance Groups of which the General Medical Council and Nursing and 
Midwifery Council are also members of regional the Quality Surveillance Groups. 
 

 

Memoranda of Understanding are being developed and revised with other 
strategic partner organisations, often supported by joint operating protocols. 
For example, a joint working protocol has recently been established with the 
Nursing and Midwifery Council and will be embedded during 2015. The Care 
Quality Commission is close to updating its joint working arrangements with 
the National Institute for Health and Care Excellence and the Health and Care 
Professionals Council, and the Care Quality Commission intelligence teams 
are liaising with the Health and Care Professionals Council on routine 
information sharing.  
 
Information from third parties such as the General Medical Council and Royal 
Colleges is a potential trigger for regulatory intervention in Monitor’s Risk 
Assessment Framework and information and any identified concerns are 
shared with the quality surveillance groups of which the General Medical 
Council and Nursing and Midwifery Council are also members of regional the 
quality surveillance groups. 



 
155 The General Medical Council should set out 

a standard requirement for routine visits to 
each local education provider, and 
programme in accordance with the following 
principles: 

 
• The Postgraduate Dean should be 

responsible for managing the process at 
the level of the Local Educational Training 
Board, as part of overall deanery 
functions 

 
• The Royal Colleges should be enlisted 

to support such visits and to provide 
the relevant specialist expertise where 
required. 

 
• There should be lay or patient 

representation on visits to ensure 
that patient interests are maintained 
as the priority. 

 
• Such visits should be informed by all 

other sources of information and, if 
relevant, coordinated with the work of 
Care Quality Commission and other forms 
of review. 

 
The Department of Health should provide 
appropriate resources to ensure that an 
effective programme of monitoring 
training by visits can be carried out. 

 
All healthcare organisations must be required 
to release healthcare professionals to support 
the visits programme. It should also be 
recognised that the benefits in professional 
development and dissemination of good 
practice are of significant value. 

 
 

Accepted. 
 
The General Medical Council has stated its commitment to a thorough and 
consistent inspection regime, and to building on its quality assurance 
arrangements to address the issues raised in this recommendation. 

 
The General Medical Council is working with the Academy of Medical Royal Colleges 
and with Postgraduate Deans to develop a more explicit statement about how 
Colleges should support visits to local providers. The General Medical Council’s 
Quality Improvement Framework is clear that Deans must draw on a range of external 
advice to support their scrutiny of local providers, including from patients and the 
public, as well as from doctors. 
 
The evidence pack supporting the General Medical Council inspection 
teams contain information from the Care Quality Commission and other 
external organisations. The outcomes of visits and information about 
serious concerns which the General Medical Council is monitoring are 
shared with the Care Quality Commission. 

 
In February 2012, the General Medical Council Chair, Professor Sir Peter Rubin, and 
the four UK Chief Medical Officers wrote a joint letter to NHS organisations setting 
out the importance of releasing clinical staff to perform roles that improve the overall 
quality of patient care, medical education and the effective running of the health 
service. 
 

 
 

The General Medical Council considered this recommendation as part of its 
Review of Quality Assurance of Medical Education and Training. The final report 
was published on its website in February 2014 and work has begun to develop 
an action plan to address this recommendation. The plan will include different 
phases to: 
• scope and understand the current appointment processes and training 

required by each part of the system 
• map the appointment processes and training undertaken and understand the 

similarities and differences. 
• agree a way forward with all concerned organisations designed to minimise 

the requirement to repeat generic training and develop a mechanism for co-
badging visitors and inspectors for the future. The General Medical Council 
anticipate that this would help the move towards a more ‘collective’ 
assurance process for regulation in the future.   

The General Medical Council are also considering how to enhance college 
support for visits to local providers and this will form part of the initial scoping 
to implement the recommendations from the final report. 

 

156 The system for approving and 
accrediting training placement 
providers and programmes should 
be configured to apply the 
principles set out above. 

 
 

Accepted. 
 

The General Medical Council are taking the response to this recommendation 
forward in detail through its Review of Quality Assurance in Education. The General 
Medical Council will share its proposals in the first half of 2014. 

 
 

The General Medical Council is reviewing its standards of medical education 
and training, as set out in Tomorrow’s Doctors and The Trainee Doctor. The 
review will be developing themes which will replace the current domains 
outlined in the standards. One of those themes is learning environment and 
culture, ensuring that educational environments are safe for patients and safe 
for leaners. There have been a series of roundtable events this year with 
stakeholders to discuss each of these themes and there has been wide 
support for defining what a learning environment would look like.  A new 
standards framework will be consulted on in early 2015. 
 

157 The General Medical Council should set out a 
clear statement of what matters; deaneries are 
required to report to the General Medical 
Council either routinely or as they arise. 
Reports should include a description of all 
relevant activity and findings and not be limited 
to exceptional matters of perceived non-
compliance with standards. Without a 

  Accepted. 
 
We accept this recommendation.  The General Medical Council already has a 
structured reporting template supported by guidance setting out what Deans 
are required to report to the General Medical Council. It is considering, 
through its review of quality assurance in education, how it will improve the 
value of these reports so that the information required on issues such as 
concerns and good practice is able to be of most benefit. The General 

The General Medical Council considered this recommendation as part of its 
Review of Quality Assurance of Medical Education and Training, the final report 
includes a recommendation that reports should give greater attention to the 
transparency and accessibility of information for patients and the public, 
students and trainees. As part of the action plan to strengthen the role of visits 
the General Medical Council: 
• have introduced a document register section at the end of each visit 
report to detail which evidence documentation has been used and how it has 

http://www.gmc-uk.org/Quality_Improvement_Framework.pdf_39623044.pdf
http://www.gmc-uk.org/education/undergraduate/tomorrows_doctors.asp
http://www.gmc-uk.org/education/postgraduate/standards_and_guidance.asp


compelling and recorded reason, no 
professional in a training organisation 
interviewed by a regulator in the course of an 
investigation should be bound by a requirement 
of confidentiality not to report the existence of 
an investigation,  and the concerns raised by or 
to the investigation  with his own organisation. 

 
 

Medical Council will share its proposals in the first half of 2014. 
 
 

contributed to the findings  
• have developed a 5 year visits schedule. 
• will pilot the General Medical Council inspection teams to observe the 
environment in which clinical teaching occurs. 
 
The General Medical Council continues to work with Deans to improve reporting 
mechanisms and how information requested. In March 2014 the General 
Medical Council launched the enhanced monitoring profile which includes a 
status rating for serious concerns. An action plan is being implemented for 
sharing good practice. 

158 The General Medical Council should amend 
its standards for undergraduate medical 
education to include a requirement that 
providers actively seek feedback from 
students and tutors on compliance by 
placement providers with minimum 
standards 
of patient safety and quality of care, and 
should generally place the highest priority on 
the safety of patients. 

 

Accepted. 
 
The General Medical Council has made it clear that it places a high priority on 
feedback from students and tutors in ensuring both quality education and patient 
safety, and will look to reinforce this through its Review of Quality Assurance in 
Education. The General Medical Council will share its proposals in the first half of 
2014. 
 

Students and clinicians in training are the eyes and ears of the service today and 
the safety leaders of the future. As they move around during their training, they 
can spot where safety doesn’t seem to be a priority, there is poor 
communication, and the concerns of patients and staff are not being listened to. 
As the future stars of a stronger safety culture, they need to be trained not only 
in safe care of the patient in front of them – already central to training – but in all 
the elements crucial to creating safer clinical systems: understanding human 
factors, measurement and audit, effective multidisciplinary team working, safe 
handovers of care, learning from error and near misses, and the tools of 
improvement science.  
 
The General Medical Council is reviewing its standards of medical education 
and training, as set out in Tomorrow’s Doctors and The Trainee Doctor. The 
review  will consider the importance of student, Trainee and trainer feedback on 
their training experience, including supervision, support and learning 
opportunities. A new standards framework will be consulted on in early 2015. 
 
Currently two  Local Education Training Boards  have a live non-medical 
feedback system, with all other  Local Education Training Boards   gathering 
information by other means, including formal evaluations of placements, informal 
feedback to the  Local Education Training Board and Higher Education 
Institutions as well as placement providers, questionnaires, focus groups, 
specific interviews as part of a quality assurance process, etc.  This happens 
across all Local Education Training Boards, developed in partnership with 
relevant parties involved in the process of quality improvement. All Local 
Education Training Boards collect trainee intelligence through the National 
General Medical Council survey. 
 
Through the Health Education England Commission on Education and Training 
for Patient Safety comprehensive proposals for enhancing safety training for all 
health and care professionals are being brought forward, including producing a 
film to help staff and learners in the NHS to raise concerns if they experience or 
witness practice which puts patients at risk.  
 
The General Medical Council is working with the Medical Schools Council and 
key partners to ensure that medical students and doctors in training are 
supported to become the leading lights of excellence in safety, with students 
starting this autumn seen as patient safety champions from day one. The 
General Medical Council will showcase current best practice at its conference in 
March and publish a report. The 5000 new Health Foundation NHS improvement 
‘fellows’ will work with medical educators to bring the most up-to-date knowledge 
on improving safety to the heart of training. The General Medical Council has 
focused on safety throughout its revised standards for education and training, 
published for consultation in January 2015, and expanded the questions on 
safety in its annual survey of all trainees. Through its visits to check the quality of 
medical education and training, it will work with providers to improve standards 
and tackle safety concerns, and its regional liaison service will expand its work 
with students and doctors in training on raising concerns and improving safety.  
 
 

http://www.gmc-uk.org/Quality_Improvement_Framework.pdf_39623044.pdf
http://www.gmc-uk.org/Quality_Improvement_Framework.pdf_39623044.pdf
http://www.gmc-uk.org/education/undergraduate/tomorrows_doctors.asp
http://www.gmc-uk.org/education/postgraduate/standards_and_guidance.asp


159 Surveys of medical students and trainees 
should be developed to optimise them as a 
source feedback of perceptions of the 
standards of care provided to patients. The 
General Medical Council should consult the 
Care Quality Commission in developing the 
survey and routinely share information 
obtained with healthcare regulators. 

 

Accepted. 
 
The General Medical Council has made it clear that it views surveys of medical 
students and doctors in training as vital in assessing the quality of education and an 
important tool in evaluating the standards of care provided to patients. The General 
Medical Council is now including questions about the quality of care provided to 
patients in the National Training Survey. The General Medical Council also surveys 
medical students ahead of formal visits to their medical schools, and is committed to 
considering, by 2015, whether to survey all medical students, as is done with doctors 
in training, in 2015. The results of the National Training Survey of trainees are 
published on the General Medical Council’s web site and are shared with other 
regulators such as the Care Quality Commission, for example, to support their recent 
inspections of Acute Hospitals. 
 

The 2014 National Training Survey, now closed, achieved a response rate of 
over 98 % of trainees. Comments relating to patient safety and undermining 
have now been analysed and included in the General Medical Council’s 
monitoring processes with Deaneries and Local Education Training Boards if 
appropriate. The General Medical Council published its key findings from the 
2014 survey on their website in June. The results showed a rise in overall 
satisfaction levels from previous years, with overall scores for educational 
supervision, induction, handover and adequate experience improving. In 
November 2014 the General Medical Council published two further reports 
Concerns about patient safety which includes an analysis of the patient safety 
concerns raised and Undermining covering bullying and undermining behaviour 
and the General Medical Council’s plans to work with others to combat this kind 
of behaviour in clinical environments. 

160 Proactive steps need to be taken to encourage 
openness on the part of trainees and to protect 
them from any adverse consequences in 
relation to raising concerns. 

 
 

Accepted. 
 
The General Medical Council has made clear its commitment to build on the 
progress to date in this area (the inclusion of a patient safety question in the 
National Training Survey, the development of new guidance on raising concerns 
and the introduction of a new confidential helpline for doctors), and recognises it 
needs to do more to raise awareness and encourage openness. Among other 
things the General Medical Council is running ‘professionalism’ events at all medical 
schools every year. The General Medical Council will also shortly be publishing a 
report highlighting the issue of bullying of trainees (which can lead to a culture in 
which trainees feel unable to raise concerns), illustrated by case studies showing 
the impact of such behaviour and how it can be tackled. 
 

The encouragement of openness in trainees and protecting them from the 
potential adverse consequences of raising a concern was included in the 2014 
Health Education England mandate.  Health Education England has established 
a project group to deliver this. An audit has identified that systems are in place 
across LETBs and HEIs to allow students and learners to feedback on their 
experiences.  In some cases, they can use a central online space for all 
placement related information, allowing students, LETBs and educators to 
access key information about their experiences.  Students have strongly fed 
back that they value the various routes they have to discuss issues with those 
supporting them in their learning and are keen to maintain a duty of 
candour.  Work is currently underway to develop, test and agree a standard set 
of core questions to be used with learners and a national set of principles for 
data collection to provide further consistency.  Health Education England has 
also strengthened the routes to provide learner/trainee related information to the 
Care Quality Commission inspections. Trainee/learner feedback is also shared 
at system-wide Quality Surveillance Groups on a regular basis, so this is 
considered alongside other quality and safety measures. Further discussions 
involve how Health Education England can improve opportunities for non-
medical undergraduates and post-graduate medical trainees where they are not 
already included in existing systems used for other students. The project is also 
monitoring the progress of RCP-led work to develop a ‘trip advisor-style’ website 
to seek real time feedback from junior doctors that may provide additional 
information to triangulate with existing sources. 
 
The General Medical Council’s review of standards of medical education and 
training, has considered this recommendation by developing the draft standards 
in a way that emphasise the importance of ensuring the learning environment 
has a confidential process for raising concerns about the safety of patients or 
learners. 
 
It is very hard for staff to raise concerns where senior clinicians are dismissive, 
unsympathetic or worse. Doctors will be expected when they revalidate to 
demonstrate how they act on concerns raised with them, how they are reflecting 
on their practice and feedback from patients and colleagues, how they are 
fulfilling their professional duty of candour and supporting colleagues to do so 
too, and how their leadership skills and behaviours are contributing to creating 
an open safety culture that puts patients first.    
 
Additionally, the General Medical Council has commissioned the Rt Hon Sir 
Anthony Hooper to undertake a review of how it deals with doctors who raise 
concerns in the public interest. The review is expected to make 
recommendations as to how the General Medical Council’s current guidance and 
processes might be adapted to reflect the needs of all doctors, including those in 
training, who raise concerns and ensure they, are appropriately supported. The 
review will hear the views of those who may have suffered as a result of raising 
concerns, as well as the perspective and experience of employers, trade unions 



and professional leaders. The review is expected to complete shortly. 
 
 
 

 
 

161 Training visits should make an important 
contribution to the protection  of patients: 

 
• Obtaining information directly from 

trainees should remain a valuable 
source of information – but it should 
not be the only source of information 
used. 

 
• Visits to, and observation of, the actual 

training environment would enable visitors 
to detect poor practice from which both 
patients and trainees should be sheltered. 

 
• The opportunity can be taken to share and 

disseminate good practice with trainees 
and management. 

 
Visits of this nature will encourage the 
transparency that is so vital to the 
preservation of minimum standards. 

 
 

Accepted. 
 

The General Medical Council has made it clear that it views visits as an important 
tool within its quality assurance programme for assuring high quality training and 
protection of patients. The General Medical Council taken a policy decision to 
publish information on validated concerns about an educational setting on its 
website, and will implement this more transparent approach in late 2013 or early 
2014. The General Medical Council’s review of quality assurance in education is 
considering how to strengthen the role of visits and how the General Medical 
Council reports on them. The General Medical Council will share its proposals in 
the first half of 2014. 
 

At the end of March 2014, the General Medical Council began publishing on its 
website information about validated education concerns that are subject to 
enhanced monitoring by the General Medical Council. Cases subject to 
enhanced monitoring relate by the General Medical Council. Cases subject to 
enhanced monitoring relate to patient safety or quality of education issues in a 
local education provider and can come from a variety of sources (visits, routine 
monitoring, Deanery Reports). The aim of publishing this information is to 
increase the transparency of our monitoring process. A quarterly publishing 
system is now in place. 
 
This recommendation was considered as part of the General Medical Council’s 
Review of Quality Assurance of Medical Education and Training. The final report 
of the review includes a recommendation that reports should give greater 
attention to the transparency and accessibility of information for patients and the 
public, students and trainees. As part of the action plan to strengthen the role of 
visits the General Medical Council: 

• have introduced a document register section at the end of each visit 
report to detail which evidence documentation has been used and how it 
has contributed to the findings  

• have developed a 5 year visits schedule. 
• will pilot the General Medical Council inspection teams to observe the 

environment in which clinical teaching occurs. 
 

 
162 The General Medical Council should in the 

course of its review of its standards and 
regulatory process ensure that the system of 
medical training and education maintains as its 
first priority the safety of patients. It should 
also ensure that providers of clinical 
placements are unable to take on students or 
trainees in areas which do not comply with 
fundamental patient safety and quality 
standards. Regulators and deaneries should 
exercise their own independent judgement as 
to whether such standards have been achieved 
and if at any stage concerns relating to patient 
safety are raised, they must take appropriate 
action to ensure these concerns are properly 
addressed. 

 

Accepted. 
 

The General Medical Council has made it clear that it agrees that this is a 
fundamentally important principle which is given prominence in its guidance for 
doctors. The General Medical Council is considering as part of its review of quality 
assurance in education how it can be assured of the adequacy and 
appropriateness of training environments. The General Medical Council will share 
its proposals in the first half of 2014. 
 

Students and clinicians in training are the eyes and ears of the service today and 
the safety leaders of the future. As they move around during their training, they 
can spot where safety doesn’t seem to be a priority, there is poor 
communication, and the concerns of patients and staff are not being listened to. 
As the future stars of a stronger safety culture, they need to be trained not only 
in safe care of the patient in front of them – already central to training – but in all 
the elements crucial to creating safer clinical systems: understanding human 
factors, measurement and audit, effective multidisciplinary team working, safe 
handovers of care, learning from error and near misses, and the tools of 
improvement science.  
Through the Health Education England Commission on Education and Training 
for Patient Safety, the General Medical Council will bring together 
comprehensive proposals for enhancing safety training for all health and care 
professionals, including producing a film to help staff and learners in the NHS to 
raise concerns if they experience or witness practice which puts patients at risk.  
The General Medical Council , Medical Schools Council, Foundation Programme 
and Royal Colleges are working across the UK to ensure that medical students 
and doctors in training are supported to become the leading lights of excellence 
in safety, with students starting this autumn seen as patient safety champions 
from day one. The General Medical Council will showcase current best practice 
at its conference in March and publish a report. The 5000 new Health 
Foundation NHS Improvement ‘fellows’ will work with medical educators to bring 
the most up-to-date knowledge on improving safety to the heart of training. The 
General Medical Council has focused on safety throughout its revised standards 
for education and training, published for consultation in January 2015, and 
expanded the questions on safety in its annual survey of all trainees. Through its 
visits to check the quality of medical education and training, it will work with 
providers to improve standards and tackle safety concerns, and its regional 
liaison service will expand its work with students and doctors in training on 
raising concerns and improving safety.  

http://www.gmc-uk.org/education/enhanced_monitoring.asp


It is very hard for staff to raise concerns where senior clinicians are dismissive, 
unsympathetic or worse. Doctors will be expected when they revalidate to 
demonstrate how they act on concerns raised with them, how they are reflecting 
on their practice and feedback from patients and colleagues, how they are 
fulfilling their professional duty of candour and supporting colleagues to do so 
too, and how their leadership skills and behaviours are contributing to creating 
an open safety culture that puts patients first.    
 

  
 
 

163 The General Medical Council’s system of 
reviewing the acceptability of the provision of 
training by healthcare providers must include 
a review of the sufficiency of the numbers and 
skills of available staff for the provision of 
training and to ensure patient safety in the 
course of training. 

 

Accepted. 
 
The General Medical Council’s standards for training includes (at Domain 8) 
educational resources and capacity and provides that there must be a suitable ratio 
of trainers to trainees. The General Medical Council has made it clear that it will use 
its Review of Quality Assurance in Education to consider whether the standard 
should be more specific while allowing necessary scope for local flexibility. 
 

The General Medical Council is reviewing its standards of medical education 
and training, as set out in Tomorrow’s Doctors and The Trainee Doctor. The 
review will be developing themes which will replace the current domains 
outlined in the standards. One of those themes is support for learning and 
training, ensuring that each doctor in training has dedicated support to acquire 
the necessary skills and experience, personal support and time to learn. These 
themes aim to be more specific than the current domains. A new standards 
framework was launched for consultation in January 2015. 
 

164 The Department of Health and the General 
Medical Council should review whether the 
resources available for regulating Approved 
Practice Setting are adequate and, if not, make 
arrangements for the provision of the same. 
Consideration should be given to empowering 
the General Medical Council to charge 
organisations a fee for approval. 

 

Accepted in principle. 
 
The General Medical Council has undertaken a fundamental review of Approved 
Practice Settings. This review considered Approved Practice Settings in the 
context of the General Medical Council’s functions and how they promote 
assurance and patient safety. Since Approved Practice Settings was introduced 
in 2007, the General Medical Council has acquired significant powers relating to 
quality assuring medical training environments the Responsible Officer 
regulations have come into force and revalidation has begun. Revalidation is the 
process by which licensed doctors are required to demonstrate on a regular 
basis that they are up to date and fit to practise. It represents a major step 
forward in the quality assurance of practising doctors. 

 
The General Medical Council review has found that these new powers have 
superseded Approved Practice Settings as a source of regulatory assurance and 
has recommended that the legal provisions that deal with Approved Practice 
Settings should be reviewed as part of the Law Commission review of the regulation 
of health and social care professionals. This will however take time, and in the 
meantime there is an opportunity for the General Medical Council to align the 
Approved Practice Settings requirements with those in the Responsible Officer 
Regulations. In effect, this would mean that newly registered doctors or doctors 
recently restored to the register must, while in the UK, practise in circumstances 
where they have a connection to a designated body, which is an organisation that 
will provide regular appraisal and help with revalidation. 
 

Following the General Medical Council’s fundamental review of Approved 
Practice Settings (APS), new APS requirements were introduced in June 2014. 
These align the APS regime with the Responsible Officer Regulations. Doctors 
subject to APS requirements must now hold a prescribed connection to a 
designated body in order to practice in the UK. Designated bodies are, for the 
most part, organisations that employ or contract with licensed doctors. They are 
under a statutory duty to have systems in place to support the continuous 
evaluation of all doctors with a connection to their organisation. They must have 
an appraisal system in place for these doctors and support them with their 
revalidation. 
 
This ensures that these doctors are subject to the clinical governance 
arrangements required for revalidation, such as regular appraisals based on the 
General Medical Council’s core guidance for doctors, and are no longer 
restricted to practising in a specific physical setting.  
 
The Law Commission’s report and draft Bill were published on 2 April 2014. The 
Law Commission made 125 recommendations intended to simplify and 
modernise the UK law relating to the regulation of health care professionals and, 
in England only, the regulation of social workers. The Government responded to 
this report on January 29th 2015 and legislation will be brought forward when 
Parliamentary time allows. 
 
 
Because the General Medical Council are using this alternative model for newly 
registered doctors, or doctors recently restored to the register, the issue of 
charging is no longer relevant.  
 
 

165 The General Medical Council should 
immediately review its approved practice 
settings criteria with a view to recognition  of 
the priority to be given to protecting  patients 
and the public. 

 

Accepted in principle. 
 
The priority should, as in all regulatory activity, be protecting patients and the public. 
The General Medical Council has undertaken a fundamental review of 
Approved Practice Settings. This review considered Approved Practice Settings 
in the context of the General Medical Council’s functions and how they promote 
assurance and patient safety. Since Approved Practice Settings was introduced 
in 2007, the General Medical Council has acquired significant powers relating to 
quality assuring medical training environments the Responsible Officer 
regulations have come into force and revalidation has begun. Revalidation is the 
process by which licensed doctors are required to demonstrate on a regular 

Following the General Medical Council’s fundamental review of Approved 
Practice Settings (APS), new APS requirements were introduced in June 2014. 
These align the APS regime with the Responsible Officer Regulations. Doctors 
subject to APS requirements must now hold a prescribed connection to a 
designated body in order to practice in the UK. Designated bodies are, for the 
most part, organisations that employ or contract with licensed doctors. 
Designated bodies are under a statutory duty to have systems in place to 
support the continuous evaluation of all doctors with a connection to their 
organisation. They must have an appraisal system in place for these doctors and 
support them with their revalidation. 
 

http://www.gmc-uk.org/education/undergraduate/tomorrows_doctors.asp
http://www.gmc-uk.org/education/postgraduate/standards_and_guidance.asp


basis that they are up to date and fit to practise. It represents a major step 
forward in the quality assurance of practising doctors. 
 
The General Medical Council review has found that these new powers have 
superseded Approved Practice Settings as a source of regulatory assurance and 
has recommended that the legal provisions that deal with Approved Practice 
Settings should be reviewed as part of the Law Commission review of the regulation 
of health and social care professionals. This will however take time, and in the 
meantime there is an opportunity to align the Approved Practice Settings 
requirements with those in the Responsible Officer Regulations. In effect, this would 
mean that newly registered doctors or doctors recently restored to the register must, 
while in the UK, practise in circumstances where they have a connection to a 
designated body, which is an organisation that will provide regular appraisal and help 
with revalidation. 
 

This ensures that these doctors are subject to the clinical governance 
arrangements required for revalidation, such as regular appraisals based on the 
General Medical Council’s core guidance for doctors, and are no longer 
restricted to practising in a specific physical setting (and should be clearer for 
doctors and the organisations that they employ or contract with them). 
 
The Law Commission’s report and draft Bill were published on 2 April 2014. The 
Law Commission made 125 recommendations intended to simplify and 
modernise the UK law relating to the regulation of health care professionals and, 
in England only, the regulation of social workers. The Government responded to 
this report on January 29th 2015 and legislation will be brought forward when 
Parliamentary time allows. 
 

166 The General Medical Council should in 
consultation  with patient interest groups and 
the public immediately review its procedures 
for assuring compliance with its approved 
practice settings criteria with a view in 
particular to provision for active exchange of 
relevant information with the healthcare 
systems regulator, coordination of monitoring 
processes with others required for medical 
education and training, and receipt of 
relevant information from registered 
practitioners of their current experience in 
approved practice settings approved 
establishments. 

 

The General Medical Council has undertaken a fundamental review of 
Approved Practice Settings. This review considered Approved Practice Settings 
in the context of the General Medical Council’s functions and how they promote 
assurance and patient safety. Since Approved Practice Settings was introduced 
in 2007, the General Medical Council has acquired significant powers relating to 
quality assuring medical training environments the Responsible Officer 
regulations have come into force and revalidation has begun. Revalidation is the 
process by which licensed doctors are required to demonstrate on a regular 
basis that they are up to date and fit to practise. It represents a major step 
forward in the quality assurance of practising doctors. 
 
The General Medical Council review has found that these new powers have 
superseded Approved Practice Settings as a source of regulatory assurance and 
has recommended that the legal provisions that deal with Approved Practice Settings 
should be reviewed as part of the Law Commission review of the regulation of health 
and social care professionals. This will however take time, and in the meantime there 
is an opportunity to align the Approved Practice Settings requirements with those in 
the Responsible Officer Regulations. In effect, this would mean that newly registered 
doctors or doctors recently restored to the register must, while in the UK, practise in 
circumstances where they have a connection to a designated body, which is an 
organisation that will provide regular appraisal and help with revalidation. 

 
The General Medical Council has emphasised its commitment to working 
with other regulators as effectively as possible in the interests of patients. 
 

Following the General Medical Council’s fundamental review of Approved 
Practice Settings (APS), new APS requirements were introduced in June 2014. 
These align the APS regime with the Responsible Officer Regulations. Doctors 
subject to APS requirements must now hold a prescribed connection to a 
designated body in order to practice in the UK. Designated bodies are, for the 
most part, organisations that employ or contract with licensed doctors. 
Designated bodies are under a statutory duty to have systems in place to 
support the continuous evaluation of all doctors with a connection to their 
organisation. They must have an appraisal system in place for these doctors and 
support them with their revalidation. 
 
This ensures that these doctors are subject to the clinical governance 
arrangements required for revalidation, such as regular appraisals based on the 
General Medical Council’s core guidance for doctors, and are no longer 
restricted to practising in a specific physical setting and should be clearer for 
doctors and the organisations that they employ or contract with them.  
 
The Law Commission’s report and draft Bill were published on 2 April 2014. The 
Law Commission made 125 recommendations intended to simplify and 
modernise the UK law relating to the regulation of health care professionals and, 
in England only, the regulation of social workers. The Government responded to 
this report on January 29th 2015 and legislation will be brought forward when 
Parliamentary time allows. 
 
 

167 The Department of Health and General Medical 
Council should review the powers available to 
the General Medical Council in support of 
assessment and monitoring of approved 
practice settings establishments with a view to 
ensuring that the General Medical Council (or if 
considered more appropriate, the healthcare 
systems regulator), has the power to inspect 
establishments, either itself or by an appointed 
entity on its behalf, and to require the 
production of relevant information. 

 

Accepted in principle. 
 
The General Medical Council has undertaken a fundamental review of Approved 
Practice Settings. This review considered Approved Practice Settings in the 
context of the General Medical Council’s functions and how they promote 
assurance and patient safety. Since Approved Practice Settings was introduced 
in 2007, the General Medical Council has acquired significant powers relating to 
quality assuring medical training environments the Responsible Officer 
regulations have come into force and revalidation has begun. Revalidation is the 
process by which licensed doctors are required to demonstrate on a regular 
basis that they are up to date and fit to practise. It represents a major step 
forward in the quality assurance of practising doctors. 

 
The General Medical Council review has found that these new powers have 
superseded Approved Practice Settings as a source of regulatory assurance and 
has recommended that the legal provisions that deal with Approved Practice Settings 
should be reviewed as part of the Law Commission review of the regulation of health 
and social care professionals. This will however take time, and in the meantime there 
is an opportunity to align the Approved Practice Settings requirements with those in 
the Responsible Officer Regulations. In effect, this would mean that newly registered 

Following the General Medical Council’s fundamental review of Approved 
Practice Settings (APS), new APS requirements were introduced in June 2014. 
These align the APS regime with the Responsible Officer Regulations. Doctors 
subject to APS requirements must now hold a prescribed connection to a 
designated body in order to practice in the UK. Designated bodies are, for the 
most part, organisations that employ or contract with licensed doctors. 
Designated bodies are under a statutory duty to have systems in place to 
support the continuous evaluation of all doctors with a connection to their 
organisation. They must have an appraisal system in place for these doctors and 
support them with their revalidation. 
 
This ensures that these doctors are subject to the clinical governance 
arrangements required for revalidation, such as regular appraisals based on the 
General Medical Council’s core guidance for doctors, and are no longer 
restricted to practising in a specific physical setting and should be clearer for 
doctors and the organisations that they employ or contract with them. 
 
The Care Quality Commission has a key responsibility in the overall assurance 
of levels of safety and quality of health and adult social care services.  The Care 
Quality Commission already has powers to enter and inspect premises under the 



doctors or doctors recently restored to the register must, while in the UK, practise in 
circumstances where they have a connection to a designated body, which is an 
organisation that will provide regular appraisal and help with revalidation. 
 

Health and Social Care Act 2008, section 62(2), which states ‘A person 
authorised by the Commission may enter and inspect any premises which are, or 
which the person reasonably believes to be, regulated premises’.  This will 
normally be a health or care home setting. 
 
The Law Commission’s report and draft Bill were published on 2 April 2014. The 
Law Commission made 125 recommendations intended to simplify and 
modernise the UK law relating to the regulation of health care professionals and, 
in England only, the regulation of social workers. The Government responded to 
this report on January 29th 2015 and legislation will be brought forward when 
Parliamentary time allows. 
 

 
168 The Department of Health and the General 

Medical Council should consider making the 
necessary statutory (and regulatory changes) 
to incorporate the approved practice settings 
scheme into the regulatory framework for post 
graduate training. 

 
  

Accepted in principle. 
 

The General Medical Council has undertaken a fundamental review of 
Approved Practice Settings. This review considered Approved Practice Settings 
in the context of the General Medical Council’s functions and how they promote 
assurance and patient safety. Since Approved Practice Settings was introduced 
in 2007, the General Medical Council has acquired significant powers relating to 
quality assuring medical training environments the Responsible Officer 
regulations have come into force and revalidation has begun. Revalidation is the 
process by which licensed doctors are required to demonstrate on a regular 
basis that they are up to date and fit to practise. It represents a major step 
forward in the quality assurance of practising doctors. 

 
The General Medical Council review has found that these new powers have 
superseded Approved Practice Settings as a source of regulatory assurance and 
has recommended that the legal provisions that deal with Approved Practice 
Settings should be reviewed as part of the Law Commission review of the regulation 
of health and social care professionals. This will however take time, and in the 
meantime there is an opportunity to align the Approved Practice Settings 
requirements with those in the Responsible Officer Regulations. In effect, this would 
mean that newly registered doctors or doctors recently restored to the register must, 
while in the UK, practise in circumstances where they have a connection to a 
designated body, which is an organisation that will provide regular appraisal and help 
with revalidation. 
 

Following the General Medical Council’s fundamental review of Approved 
Practice Settings new Approved Practice Settings requirements were introduced 
in June 2014. These align the Approved Practice Settings regime with the 
Responsible Officer Regulations. Doctors subject to  Approved Practice Settings  
requirements must now hold a prescribed connection to a designated body in 
order to practice in the UK. Designated bodies are, for the most part, 
organisations that employ or contract with licensed doctors. Designated bodies 
are under a statutory duty to have systems in place to support the continuous 
evaluation of all doctors with a connection to their organisation. They must have 
an appraisal system in place for these doctors and support them with their 
revalidation. 
 
This ensures that these doctors are subject to the clinical governance 
arrangements required for revalidation, such as regular appraisals based on core 
General Medical Council guidance for doctors, and are no longer restricted to 
practising in a specific physical setting and should be clearer for doctors and the 
organisations that they employ or contract with them. 
 
The Care Quality Commission has a key responsibility in the overall assurance 
of levels of safety and quality of health and adult social care services.  The Care 
Quality Commission already has powers to enter and inspect premises under the 
Health and Social Care Act 2008, section 62(2), which states ‘A person 
authorised by the Commission may enter and inspect any premises which are, or 
which the person reasonably believes to be, regulated premises’.  This will 
normally be a health or care home setting. 
 
The Law Commission’s report and draft Bill were published on 2 April 2014. The 
Law Commission made 125 recommendations intended to simplify and 
modernise the UK law relating to the regulation of health care professionals and, 
in England only, the regulation of social workers. The Government responded to 
this report on January 29th 2015 and legislation will be brought forward when 
Parliamentary time allows. 
 
 

169 The Department of Health, through the 
National Quality Board, should ensure that 
procedures are put in place for facilitating the 
identification of patient safety issues by 
training regulators and cooperation between 
them and healthcare systems regulators. 

 
 

Accepted in principle. 
 

The National Quality Board brings together a number of key national partners, 
including the Care Quality Commission, the Nursing and Midwifery Council and the 
General Medical Council to champion quality and ensure alignment in quality 
throughout the NHS. 

 
The General Medical Council and the Nursing and Midwifery Council both 
participate in regional quality surveillance groups. These groups bring together 
commissioners, regulators, local Healthwatch representatives and other bodies on 
a regular basis to share information and intelligence about quality across the 
system, including the views of patients and the public. 

 

 
The General Medical Council collects a rich and unique data set that can yield 
intelligence about systems or generic concerns and has developed a data 
strategy setting out how it will develop and use data. This work is in its early 
stages but, over time, is expected to allow the General Medical Council to 
identify, analyse and understand trends and areas of risk. It will use this 
intelligence to develop the way it regulates and reflect it back to the medical 
profession (and, importantly) the wider healthcare system. (See 
Recommendation 222) 
 
Additionally, the General Medical Council has established an internal Patient 
Safety Intelligence Forum to coordinate information that may demonstrate 
concerns about patient safety or medical practice and ensure the appropriate 



The General Medical Council has made it clear that it recognises the need to 
contribute to the identification and in some cases the investigation of generic 
concerns, building on its progress in recent years to become a more proactive and 
collaborative regulator. This includes signposting complainants to the appropriate 
regulator if their concerns are not for the General Medical Council; making referrals 
to systems or other professional regulators; investigating concerns arising from the 
media (including those which do not specifically name a doctor) and sharing 
information with and participating in regional quality surveillance groups and risk 
summits. 

 
The Nursing and Midwifery Council have made it clear that they are determined to 
work closely with other regulators; including the Care Quality Commission to share 
information and analyses, and that it should not have to wait until a disaster has 
occurred to intervene with its fitness to practise procedures. 

 
In addition, as set out in the responses to recommendations 164 and 165, the 
General Medical Council has undertaken a fundamental review of Approved Practice 
Settings and the final recommendation  is that the provisions of section of the 
Medical Act 1983, which deals with Approved Practice Settings, should be repealed 
through the next available legislative vehicle. In the meantime, the General Medical 
Council will place the scheme on a firmer footing through alignment with the existing 
statutory duties for healthcare organisations, namely the Responsible Officer 
Regulations. This would, in effect, prevent doctors newly registered or recently 
restored to the register from practising in circumstances where they do not have a 
prescribed connection to a designated body (a prescribed connection means 
making sure every licensed doctor is supported with revalidation and that they are 
always working in an environment that monitors and improves the quality of its 
services). The General Medical Council will also build on its relationships with 
systems regulators in each of the four countries – they have an important role in 
ensuring that organisations comply with the duties for designated bodies set out in 
the Responsible Officer regulations. 
 
 
 

operational and policy response across its functions relevant to operational or 
thematic risk. This Forum will continue to develop throughout 2015 in parallel 
with the development of the organisation’s enhanced data strategy. 
 
The General Medical Council has also been strengthening its relationships and 
ways of working with the Care Quality Commission and other organisations. It 
has already developed an Operational Protocol with the Care Quality 
Commission and held a workshop to identify thresholds for sharing information 
which has led to further opportunities to develop its information sharing 
protocol.  
 
 
 
 

170  
Health Education England should have 
a medically qualified director of 
medical education and a lay patient 
representative on its board. 

 

Accepted. 
 
Health Education England employs a medically qualified Director of Education and 
Quality who is responsible for all professional education and training. Professor Chris 
Welsh currently occupies this post and is supported by a Director of Nursing and a 
Director of Medical Education. He took up this post in April 2013. Health Education 
England also has a clinically qualified Director of Nursing and Medical Director. 

 
Mary Elford has been appointed as a Non-Executive Director for the board of 
Health Education England and will have a specific focus on the interests of patients 
and service users. She began in this role on 1 September 2013. Mary will chair 
Health Education England’s new national patient forum, to incorporate the views of 
patients into the education and training programme. 
 

Health Education England employs a medically qualified Director of Education & 
Quality who is accountable for all professional education and training.  Professor 
Wendy Reid currently occupies the post of Director of Education & Quality and 
Medical Director; this role is supported by the Director of Nursing, Professor Lisa 
Bayliss-Pratt.  Wendy assumed the responsibilities of Director of Education & 
Quality in April 2014 following the retirement of Professor Chris Welsh.  
 

171 All Local Education and Training Boards 
should have a post of medically qualified 
postgraduate dean responsible for all 
aspects of postgraduate medical 
education. 

 
 

Accepted. 
 

All Local Education and Training Boards do have a qualified postgraduate dean 
responsible for postgraduate medical education and training. 

 
However, a multi-professional approach to education and training is important. 
Although Local Education and Training Boards have a dean looking after the 
specifics of postgraduate medical education, they are part of a multi-professional 
team under the leadership of a Director of Education and Quality who is responsible 
for all education and training. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

172 The Government should consider urgently the Accepted. In 2013 the General Medical Council consulted on the principle of ensuring that 



introduction of a common requirement of 
proficiency in communication in the English 
language with patients and other persons 
providing healthcare to the standard required 
for a registered medical practitioner to assume 
professional responsibility for medical 
treatment of an English- speaking patient. 

 

 
The Department of Health has been working with the General Medical Council to 
ensure that all doctors working in the UK have the necessary knowledge of English 
to treat patients safely. 

 
Overseas doctors (non-EU) are currently required to demonstrate that they have the 
necessary language skills before they are registered with the General Medical 
Council. The Government wishes to ensure that all doctors (including EU nationals) 
working in the UK has the necessary knowledge of English to treat patients in a safe 
and competent manner and the Department of Health has been working with the 
General Medical Council to achieve this policy. 

 
The Department of Health launched its consultation paper Language Controls for 
Doctors: Proposed Changes to the Medical Act 1983 on 7 September, seeking 
amendments to the Medical Act 1983. The proposals will give the General 
Medical Council the power to require evidence of English language capability as 
part of the licensing process where concerns about language have been 
identified during the registration process; and create a new category of 
impairment relating to the necessary knowledge of English, strengthening the 
General Medical Council’s ability to take fitness to practise action where concerns 
about language competence are identified. 

 
Also, the new National Health Service (Performers List) (England) Regulations 
have been streamlined and will allow NHS England to nationally refuse to include 
a GP on its list where it is not satisfied that they have sufficient knowledge of the 
English language necessary to perform their work. 

 
The initial focus has been on arrangements for doctors however, we are committed 
to ensuring all healthcare professionals coming to work in the UK can speak English 
well enough to communicate with patients. The revision of the Mutual Recognition of 
Professional Qualifications (MRPQ) Directive, which impacts on registrations from 
within the European Economic Area, clarifies that healthcare regulators, can 
undertake proportionate language controls on professionals following registration. 
 

all licensed doctors have the necessary knowledge of English to practise safely 
in the UK. Following the consultation, which received strong support, new checks 
came into force on 25 June 2014. The changes will require doctors from other 
European countries to provide evidence of their English skills or undergo a 
language assessment, if the General Medical Council has concerns about his or 
her ability to communicate effectively with their patients. 
 
 
The General Medical Council also announced in February 2014 that they are 
raising the scores for overseas doctors who take the International English 
Language Testing System test to demonstrate their English language skills, in 
light of the results of some research they commissioned. From June 2014, 
doctors will need to achieve an overall score of 7.5 out of 9 rather than the 
current score of 7. This change will help to ensure that patients are treated by 
doctors who can speak and communicate in English to a sufficiently high 
standard. They will continue to keep the score they require under review. 
 

173 Every healthcare organisation and everyone 
working for them must be honest, open and truthful 
in all their dealings with patients and the public, and 
organisational and personal interests must never be 
allowed to outweigh the duty to be honest, open 
and truthful. 

Accepted. 
 
Promoting honesty, openness and transparency, and instilling a culture that values 
compassion, dignity and the highest quality of care is one the key responsibilities of 
the Department of Health as part of its role in championing improvement and 
innovation in health. In , Patients First and Foremost, the Government’s initial 
response to the Inquiry, leaders of health and social care organisations signed up to 
a Statement of Common Purpose that included reaffirming their commitment to 
putting patients first before the interest of their organisations and to uphold the value 
that patients are best served where there is a culture 
of candour, openness, honesty and acceptance of challenge. In A new start – 
Consultation on changes to the way Care Quality Commission regulates, inspects 
and monitors care, the Care Quality Commission proposed a framework for 
inspection which includes a judgement of organisations based on their ability to 
promote an open, fair and transparent culture. 
Openness and honesty is already a requirement in healthcare professionals’ codes 
of practice and the principles and the NHS Constitution already emphasises the 
importance of honesty and openness. The Education Outcomes Framework and in 
turn, the Mandate for Health Education England also identifies recruitment, 
education, training and development that 
are consistent with the values and behaviours identified in the NHS 
Constitution as a key deliverable. 
 

The Department of Health and the wider health and care system remains 
committed to being transparent and open about the safety and quality of 
services. The public now has a single authorative view about the quality and 
safety of healthcare services. From April 2014, the Care Quality Commission 
began rating hospitals’ quality of care in bands ranging from outstanding to 
inadequate and the full roll out of ratings for hospitals, and ratings for social 
care and GPs began to be used from October 2014. The NHS in England is 
also the first health system in the world to measure its commitment to an ‘open 
and honest reporting’ on a national scale. And there has been a push to 
achieve an unprecedented level of transparency. Patient safety information is 
now on NHS Choices together with information about infection control and 
cleanliness, whether patients are assessed for risk of blood clots, how trusts 
perform on whether their staff would recommend the trust, how they respond to 
patient safety alerts and ward-by-ward level information about nursing and 
midwifery staff levels. The Consultant Outcomes Publication began with ten 
national clinical audits in June 2013 and this has now increased to 12 
specialties. Over 99 percent of consultants have agreed or not objected to 
information regarding their practice being published.  The statutory duty of 
candour announced in November 2013 came into force for NHS trusts from 
November 2014 and will come into force for all other organisations from April 
2015.   
 
The latest results of the NHS Staff Survey show that overall, 85% (86% in 
2012) of all staff felt encouraged by their organisation to report errors, near 
misses and incidents. Only 14% of all staff felt that reporting of errors would 
lead to punishment or blaming of those involved. The Nuffield Trust survey of 

http://www.nuffieldtrust.org.uk/publications/francis-inquiry-one-year-on


NHS acute trusts one year post the Francis Report found that many of the 
themes from the Francis Inquiry Report, including the importance of openness, 
staffing levels and a patient-centered culture, have resonated with leaders of 
the hospitals 
 
 

174 Where death or serious harm has been or may 
have been caused to a patient by an act or 
omission of the organisation or its staff, the 
patient (or any lawfully entitled personal 
representative or other authorised person) 
should be informed of the incident, given full 
disclosure of the surrounding circumstances 
and be offered an appropriate  level of support, 
whether or not the patient or representative has 
asked for this information. 

 
 

Accepted. 
 
The Secretary of State for Health legally required NHS England to insert a contractual 
duty of candour into the NHS Standard Contract in 2013–14. This means that NHS 
Trusts and Foundation Trusts are contractually required to operate a duty of candour. 
The contract also refers organisations to the Being Open framework that was first 
produced by the National Patient Safety Agency. This provides guidance on best 
practice for all healthcare organisations to create an environment where patients, their 
carers, healthcare professionals and managers all feel supported when things go 
wrong and have the confidence to act appropriately. The framework gives healthcare 
organisations guidance on how to develop and embed a being open policy that fits 
local organisational circumstances. Another key element of the framework is the 
process on how to communicate with patients, their families and carers following 
harm. 

 
The Government has also introduced in the Care Bill a new requirement for a 
statutory duty of candour and will be included as a new registration requirement 
for health and social care providers registered with the Care Quality Commission. 
The duty will require providers to be open with patients and service users about 
failings in care provide an explanation, and where appropriate an apology. As a 
mark of the Government’s commitment to the duty of candour, the Care Bill puts 
a requirement on the Secretary of State for Health to establish a requirement for 
registered with the Care Quality Commission to meet a duty of candour 
 
 

The Government has put in place a new statutory duty of candour as a 
requirement for registration with the Care Quality Commission which applies to 
NHS organisations now and all other organisations from April 2015. The 
threshold for the new duty will be in line with the recommendations of the 
review led by Professor Sir Norman Williams, President of the Royal College of 
Surgeons, and Sir David Dalton, Chief Executive at Salford Royal NHS 
Foundation Trust into enhancing candour in the NHS: Building a culture of 
candour: A review of the threshold for the duty of candour and of the incentives 
for care organisations to be candid published on 6 March 2014.  
 

175 Full and truthful answers must be given to 
any question reasonably asked about his or 
her past or intended treatment by a patient 
(or, if deceased, to any lawfully entitled 
personal representative). 

 
 

Accepted. 
 

All regulated professionals through the principles that underpin their standards and 
codes of conduct are required to be open and transparent with patients in respect of 
discussions about treatment and care. As set out in recommendation  181, the 
General Medical Council and the Nursing and Midwifery Council will be working with 
the other regulators to agree consistent approaches to candour and reporting of 
errors, including a common responsibility across doctors, nurses and other health 
professions to be candid with patients when mistakes occur whether serious or not. 
The Department of Health will also ask the Professional Standards Authority to 
advise and report on progress with this work. The professional regulators will also 
review their guidance to panels taking decisions on professional misconduct to 
ensure they take proper account of whether or not professionals have raised 
concerns promptly. 
 

Eight UK professional healthcare regulators published a joint statement in 
October 2014 which sets out a professional duty of candour. The statement 
clarifies what the regulators expect from health professionals wherever they 
work across the public, private and voluntary sectors. In addition, the General 
Medical Council and the Nursing and Midwifery Council have launched a public 
consultation on draft joint guidance which is designed to support doctors, 
nurses and midwives in fulfilling their professional duty to be open and honest 
about mistakes. The proposals cover the need to learn from ‘near misses’ as 
well as when something goes wrong and a patient is harmed. There is also 
advice on apologising to patients and those close to them. The draft guidance 
calls on clinical leaders and employers to support doctors, nurses and 
midwives by creating cultures in the workplace that are open, honest, and 
where people learn from mistakes so that future patients are protected from 
harm. The consultation closed on 05 January 2015 and the two professional 
regulators will aim to publish their new joint guidance in March 2015. 
 

176 Any statement made to a regulator or a 
commissioner  in the course of its statutory duties 
must be completely truthful and not misleading 
by omission. 

Accepted. 
 

The Government’s response to the Inquiry, Patients First and Foremost 
reaffirmed a commitment to the values of openness, honesty and acceptance of 
challenge and when things go wrong to learn from and not conceal mistakes. 
There is a clear expectation that every health and care provider should abide by 
these values. There is a similar expectation of truthfulness between 
commissioners and providers – service condition 4.1 of the NHS Standard 
Contract is explicit that ‘Parties must at all times act in good faith towards each 
other’ and between providers and regulators. Also, the Care Quality Commission 
will assess whether providers have an open and transparent culture, backed up by 
effective leadership, governance and clinical involvement as part of its new 
approach to inspection and regulation. As set out in recommendation  182, the 

The Government is putting in place a new criminal offence applicable to any 
care providers who supply, publish or otherwise make available certain types 
of information which is false or misleading, where that information is required 
to comply with a statutory or other legal obligation. This offence also applies to 
senior individuals in a provider organisation if they consent or connive in the 
offence. Further information is set out in the update to the response to 
recommendation 182. 

 
 

http://www.rcseng.ac.uk/policy/documents/CandourreviewFinal.pdf%20.
http://www.rcseng.ac.uk/policy/documents/CandourreviewFinal.pdf%20.
http://www.rcseng.ac.uk/policy/documents/CandourreviewFinal.pdf%20.
http://www.gmc-uk.org/Joint_statement_on_the_professional_duty_of_candour_FINAL.pdf_58140142.pdf


Government is putting in place additional measures to ensure that certain key 
information is truthful and not misleading. There is an existing requirement of 
Monitor’s licence that information provided is accurate, complete and not misleading 
and an expectation that licence-holders notify Monitor in the event of any incident, 
event or report that may raise concerns over compliance with their licence. The 
Care Bill contains provisions to introduce a new criminal offence applicable to care 
providers that supply or publish certain types of false or misleading information, 
where that information is required to comply with a statutory or other legal 
obligation. 
 
 

177 Any public statement made by a healthcare 
organisation about its performance must be 
truthful and not misleading by omission. 

 

Accepted. 
 
Accountability is a key leadership role and effectively means organisations operate 
effectively and with openness, transparency and candour at all times. 

 
The NHS Leadership Academy’s guide, The Healthy NHS Board 2013 – Principles for 
Good Governance describes the principles of high quality governance that all care 
providers should be implementing. The board of a healthcare organisation itself will 
be held to account by a wide range of stakeholders, for the overall effectiveness and 
performance of the organisation that it oversees, and the extent to which the board 
and the organisation operates with openness, transparency and candour. One key 
part of accountability is the need for the board to ensure that published figures on all 
aspects of the quality of care are accurate and provide an honest and fair account to 
commissioners, regulators, patients and the public. 

 
As set out in recommendation 182, the Government is putting in place additional 
measures to ensure that certain key information is truthful and not misleading. The 
Care Bill contains provisions to introduce a new criminal offence applicable to care 
providers that supply or publish certain types of false or misleading information, 
where that information is required to comply with a statutory or other legal 
obligation. 
 

As set out the updated response to recommendation 182, the Government 
is putting in place a new criminal offence applicable to any care providers 
who supply, publish or otherwise make available certain types of information 
which is false or misleading, where that information is required to comply 
with a statutory or other legal obligation. This offence also applies to senior 
individuals in a provider organisation if they consent to or connive in the 
offence. The aim is to bring this offence into force in early 2015. 
 

178 The NHS Constitution  should be revised to 
reflect the changes recommended  with regard 
to a duty of openness, transparency and 
candour, and all organisations should review 
their contracts  of employment, policies and 
guidance to ensure that, where relevant, they 
expressly include and are consistent with 
above principles and these recommendations. 

 
 

Accepted in principle. 
 
We agree that staff should be honest and open with patients, and The NHS 
Constitution already emphasises the importance of honesty and openness in its 
values and sections outlining staff responsibilities, rights and pledges. In 
addition, wording was included in the March 2013 update of The NHS 
Constitution to reflect the contractual duty of candour. 
 
We note that the Inquiry has made a number of recommendations which relate to 
openness and transparency in policies and guidance of providers and other 
healthcare organisations, along with the reporting processes of these organisations 
and how they interact with regulators. While we generally agree with the 
importance of these recommendations, The NHS Constitution focuses specifically 
on setting out the values of the NHS along with the rights and pledges to patients 
and staff, and their responsibilities. As it is not intended to address organisational 
reporting processes and interactions with regulatory bodies, it is not considered 
appropriate to reflect these issues in The NHS Constitution. 

 
If, as is currently planned, a new legal duty of candour is created, we will consult on 
how best to reflect this in The NHS Constitution when it is next updated. 

 
We do not think that including a duty of openness, transparency and candour into 
contracts of employment is relevant, not least because of the difficulty in defining 
these terms for contractual purposes. We think that this recommendation can be 
best delivered through improved appraisal and, for example, revalidation 
arrangements being developed by the Nursing and Midwifery Councils (see 
response to recommendation 193) and other professional regulators. Steps have 

Sir Robert Francis QC was clear in his Inquiry report that the principal message 
of the NHS Constitution should be that patients and their safety come first.  In 
Hard Truths, the Department of Health committed to strengthening the NHS 
Constitution to make this clearer for patients, staff and the public.  To this end, 
The Government has launched a consultation into, amongst other things, 
refreshing the NHS Constitution to reflect the recommendations made by Sir 
Robert Francis QC. These are: 

• duty of candour; 
• safe care and avoidable harm; 
• staff guidance, and; 
• a patient-centred NHS. 

 

http://www.ntda.nhs.uk/wp-content/uploads/2013/04/THE-HEALTHY-NHS-BOARD.pdf
http://www.ntda.nhs.uk/wp-content/uploads/2013/04/THE-HEALTHY-NHS-BOARD.pdf


already been taken to improve staff performance and appraisal systems (as set 
out in the response to recommendation 7). 

 
NHS Employers will support NHS organisations in strengthening local policies on 
appraisals so that there is a clear link on the need for candour, openness and 
transparency in local appraisals and performance arrangements. 
 
 

179 ‘Gagging clauses’ or non disparagement  
clauses should be prohibited  in the policies 
and contracts  of all healthcare organisations, 
regulators and commissioners;  insofar 
as they seek, or appear, to limit bona fide 
disclosure in relation to public interest issues of 
patient safety and care. 

 

Accepted. 
 
We understand the critical importance of fostering and sustaining an open culture 
in which concerns about care can be raised, investigated and acted upon without 
fear of retribution. Our policy is clear that any attempts to prevent individuals from 
speaking out in the public interest will not be tolerated. NHS guidance has been 
consistently clear that local policies should prohibit the inclusion of confidentiality 
clauses in contracts of employment and compromise agreements which seek to 
prevent an individual from making a disclosure in accordance with the Public 
Interest Disclosure Act (PIDA). We are, however, also aware that some 
confidentiality clauses that may make some people feel as though they are being 
‘gagged’ even though they are not. Such clauses, although not illegal, may have 
what is known as a ‘chilling effect’ on some people. We now therefore require the 
inclusion of an explicit clause in the compromise agreement to make it absolutely 
clear to staff signing an agreement that they can make a disclosure in the public 
interest in accordance with PIDA, regardless of what other clauses may be 
included in the agreement. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

180 Guidance and policies should be reviewed to 
ensure that they will lead to compliance with 
Being Open, the guidance published by the 
National Patient Safety Agency. 

 

Accepted. 
 
As stated in recommendation  174, the intention is introduce an explicit duty of 
candour on providers as a Care Quality Commission registration requirement. The 
Department of Health will publish shortly draft regulations on a Statutory Duty of 
Candour during the autumn for further consultation. The Department of Health will 
ensure that advice such as the Being 
Open framework produced by the National Patient Safety Agency is considered as 
we consult on the new duty of candour. 
 

As stated in the progress update to recommendation 174, the Department of 
Health has put in place a new statutory duty of candour as a requirement for 
registration with the Care Quality Commission that has applied to NHS 
organisations since November 2014 and will come into effect for other 
organisations from April 2015.  The Department of Health has worked to 
ensure that the regulations take account of, and are congruent with, the Being 
Open framework produced by the National Patient Safety Agency.  

181 A statutory obligation should be imposed to 
observe a duty of candour: 

 
• On healthcare providers who believe or 

suspect that treatment or care provided by 
it to a patient has caused death or serious 
injury to a patient to inform that patient or 
other duly authorised person as soon as is 
practicable  of that fact and thereafter 
to provide such information and explanation 
as the patient reasonably may request; 

 
• On registered medical practitioners and 

registered nurses and other registered 
professionals who believe or suspect that 
treatment or care provided to a patient by 
or on behalf of any healthcare provider by 
which they are employed has caused 
death or serious injury to the patient to 
report their belief or suspicion to their 
employer as soon as is reasonably 
practicable. 

 
The provision of information in compliance with 

Accepted in principle. 
 
As set out in recommendation 174, the Government will introduce an explicit duty of 
candour as a Care Quality Commission registration requirement. The duty would 
apply to health and adult social care providers of regulated activities. This duty will 
be enforced using the Care Quality Commission powers. The Care Quality 
Commission consulted on the potential introduction of a Duty of Candour in its 
document A new start – Consultation on changes to the way Care Quality 
Commission regulates, inspects and monitors care. Its consultation response, 
published in October 2013, showed respondents were strongly in favour of a 
statutory duty. As a mark of the Government’s commitment to the duty of candour, 
the Care Bill puts a requirement on the Secretary of State to include a duty of 
candour in the requirements for registration with the Care Quality Commission. The 
Department of Health will consult on the regulations setting this duty which would 
require providers to inform people of the incident, provide an explanation, and 
where appropriate an apology. The Department will seek advice from experts on 
how to improve the reporting of patient safety incidents, including whether or not 
the threshold for the statutory duty of candour should include moderate harm. The 
final details will be set out in new regulations, which provide the flexibility to amend 
or vary the regulations over time as the new duty is established. 

 
As a further incentive for Trusts to promote a culture of openness across their 
organisation, the Government will consult on proposals about whether Trusts 
should reimburse a proportion or all of the NHS Litigation Authority’s 

The Department of Health s put in place a new statutory duty of candour as a 
requirement for registration with the Care Quality Commission.  This  has applied 
to NHS organisations since November 2014 and will come into effect for other 
organisations from April 2015.  .  
 
As stated in the update to recommendation 175, eight of the UK professional 
regulators issued a joint statement on candour in October 2014 and the General 
Medical Council and the Nursing and Midwifery Council are consulting on joint 
draft explanatory guidance for the professional duty of candour.  
 



this requirement should not of itself be 
evidence or an admission of any civil or 
criminal liability, but non-compliance with the 
statutory duty should entitle the patient to a 
remedy. 

 

compensation costs when they have not been open about a safety incident. 
Where the NHS Litigation Authority finds that a Trust has not been open with 
patients or their families about a patient safety incident which turns into 
a claim, it could have the discretion to reduce or remove that Trust’s indemnity 
cover for that claim. The NHS Litigation Authority will continue to make 
compensation payments due to patients. Trusts who were not open with their 
patients could be required to reimburse the NHS Litigation Authority for a 
proportion or all of the payment. 

 
The Government agrees that the professional values of individual clinicians are critical 
in ensuring an open culture in which mistakes are reported, whether or not they 
cause actual harm. General Medical Council, Nursing and Midwifery Council and 
other professional regulators will be working to agree consistent approaches to 
candour and reporting of errors, including a common responsibility across doctors 
and nurses, and other health professions to be candid with patients when mistakes 
occur whether serious or not, and clear guidance that professionals who seek to 
obstruct others in raising concerns or being candid would be in breach of their 
professional responsibilities. The Department of Health will ask the Professional 
Standards Authority to advise and report on progress with this work. The 
professional regulators will develop new guidance to make it clear professionals’ 
responsibility to report 
‘near misses’ for errors that could have led to death or serious injury, as well as actual 
harm, 
at the earliest available opportunity and will review their professional codes of 
conduct to bring them into line with this guidance. The professional regulators will 
also review their guidance 
to panels taking decisions on professional misconduct to ensure they take proper 
account of whether or not professionals have raised concerns promptly. 
 

182  
There should be a statutory duty on all directors 
of healthcare organisations to be truthful in any 
information given to a healthcare regulator or 
commissioner,  either personally or on behalf of 
the organisation, where given in compliance with 
a statutory obligation  on the organisation to 
provide it 

Accepted. 
 
Subject to the passage of the Care Bill, a new criminal offence will be introduced 
applicable to care providers that supply or publish certain types of information which 
is false or misleading, where that information is required to comply with a statutory or 
other legal obligation. The offence will allow for the prosecution of directors and 
senior individuals, where the offence has been committed with their consent or 
connivance or through their neglect, and a successful prosecution has been brought 
against the provider. 

 
This offence will give providers an additional incentive to ensure data and the 
information it provides are accurate. The offence will aid transparency and 
accountability in the provision of care so that regulators, commissioners and the 
public have a more accurate picture about a provider’s performance. The offence will 
apply to those care providers that falsify certain types of management and 
performance information and fail to exercise due diligence. Providers that make a 
genuine administrative error would not be convicted, providing they have processes 
and procedures in place to demonstrate they took all reasonable steps and exercised 
due diligence. 

 
Our current intention is that regulations will limit the application of this offence in 
the first instance to providers of NHS funded secondary care and, more 
specifically, to the patient level information on outpatient, elective and accident and 
emergency activity that they are required to provide to the Health and Social Care 
Information Centre. However, we intend to test and confirm our thinking through 
further consultation before draft regulations are laid. 
 
 

The Care Act 2014 sets out the framework of a criminal offence for a provider to 
supply or publish false or misleading information.  The offence in the Act is very 
wide in its application, but can be limited via secondary legislation to apply to 
specific providers and information.   
 
The Care Act received Royal Assent in May 2014 and will implement the offence 
in the following way:  

• extends to any information supplied, published or otherwise made 
available in response to a statutory or other legal requirement, and not 
just to information provided to a regulator or commissioner, subject to the 
information being specified in regulations;  

• is focused at an organisation level, whether corporate bodies or 
partnerships (referred to as “care providers”). It will only apply to 
Directors and other senior individuals where the offence is committed 
with their consent or connivance or through their neglect, and the 
provider organisation is also guilty of the offence; and  

• is a strict liability offence at care provider level. This means that the 
prosecution would not have to prove that there was intent to supply or 
publish false or misleading information on the part of the corporate body 
or partnership (whether dishonestly, knowingly or wilfully).  

The offence will be specific to the patient level information on outpatient, elective 
and accident and emergency activity that providers of publicly funded NHS 
secondary care are required to provide to the Health and Social Care Information 
Centre. The offence will also be applied to Quality Accounts published by NHS 
Trusts. The Government intends to commence the regulations which set the 
scope of the offence in April 2015. 
 
 

183 It should be made a criminal offence for any 
registered medical practitioner,  or nurse, or 
allied health professional or director of an 

Not accepted, however we agree with the intention behind this recommendation. 
 
The duty of candour is a further drive towards openness and transparency. We have 

The Secretary of State for Health commissioned Sir Robert Francis to carry out 
an independent policy review, called Freedom to Speak Up, in order to provide 
independent advice and recommendations on creating a more open and honest 



authorised or registered healthcare 
organisation: 

 
• knowingly to obstruct  another in the 
performance of these statutory duties; 

 
• to provide information to a patient or 

nearest relative intending to mislead 
them about such an incident; 

 
• dishonestly to make an untruthful statement 

to a commissioner  or regulator knowing or 
believing that they are likely to rely on the 
statement in the performance of their 
duties. 

 
 

set out in the Care Bill that in future, as a registration requirement with the Care 
Quality Commission, providers must be open with patients about care failings. We 
are working with the General Medical Council, Nursing and Midwifery Council and 
other professional regulators to strengthen the references to candour in their work – 
including clear guidance that professionals who seek to obstruct others in raising 
concerns or being candid would be in breach of their professional responsibilities. 
Recommendation 181 outlines the approach, and along with the new duty itself 
should drive an open culture throughout organisations, including its staff. We do not 
believe an individual obstruction offence is necessary at this time, but will carefully 
watch the impact of this approach as the new duty evolves. 

 
In addition, in April, the Enterprise and Regulatory Reform Act 2013 strengthened 
the position of whistleblowers so that an individual now has the right to expect their 
employer to take reasonable steps to prevent them suffering detriment from a co-
worker as a result of blowing the whistle. 

 
As the regulator of health and care, the Care Quality Commission is using staff 
surveys and the whistleblowing concerns it receives as part of the data in its new 
intelligent monitoring system. This data will guide the Care Quality Commission 
about which hospitals to inspect. Since September the Care Quality Commission’s 
new inspection system includes discussions with hospitals about how they deal with, 
and handle, whistleblowers. 

 
The Government does not intend to criminalise untruthful statements to 
commissioners and regulators made by healthcare professionals. However, the 
Government has already introduced the false or misleading information offence into 
the Care Bill [see recommendation 
182], which will allow for the prosecution of directors and senior individuals, where the 
offence has been committed with their consent or connivance or through their 
neglect, and a successful prosecution has been brought against the provider. This 
will include a fine and/or custodial sentence of up to two years for directors/senior 
individuals. 

 
There is an equivalent provision regarding consent or connivance, in relation to 
directors and senior individuals, in the Care Quality Commission legislation (Health 
and Social Care Act 
2008) which applies to all registration requirements, including the duty of candour 
when it is introduced. In addition, professional regulators will be working to agree 
consistent approaches to candour and reporting of errors, including a common 
responsibility across the professions to be candid as set out in recommendation 181. 
 
 

reporting culture in the NHS.  The review was asked to identify measures to help 
to foster a culture of reporting and in future better protect people who do speak 
out about patient safety, as well as learning lessons from the existing culture in 
the NHS by listening to those who have experience to share, both positive and 
negative. The aim was to learn from other areas where safety is vital – such as 
aviation, nuclear power and the oil industry – about how to foster a culture in 
which it is simply the norm to flag up problems, risks and mistakes as they occur 
and in which everyone – from the CEO to the cleaners – does the right thing 
without hesitation and without fear of comeback. 

 
The recommendations of the review were published on 11 February 2015. The 
Government and all the national NHS bodies welcome the recommendations of 
the review and the principles that underpin them.  
 
 
 
 
 

184 Observance of the duty should be policed by 
the Care Quality Commission, which should 
have powers to prosecute in the last resort 
in cases of serial non-compliance or serious 
and wilful deception. The Care Quality 
Commission should be supported  by 
monitoring undertaken by commissioners  
and others. 

 

Accepted. 
 

This is accepted in respect of the statutory duty of candour. This new duty will be a 
requirement for registration with the Care Quality Commission.  In line with other 
registration requirements, Care Quality Commission will monitor compliance with the 
duty of candour and has a range of enforcement powers it can use where providers 
fail to meet the registration requirement. 

 
 

The duty of candour is a legal requirement and Care Quality Commission will be 
able to take enforcement action when it finds breaches.  The duty of candour 
has applied  to NHS organisations from November 2014 and will apply to  all 
other organisations from April 2015. Where an unintended or unexpected 
incident appears to have resulted in, or could still result in, significant harm to a 
specific service user, the regulations prescribe a formal set of notification 
procedures that the provider must follow when informing the service user (or 
their representative) of that harm. Providers must notify the service user about 
incidents where significant harm has occurred or could have occurred, give an 
apology and follow up the incident in writing. Failure to comply with the duty of 
candour registration regulation requirement could result in prosecution or, in the 
worst cases, an organisation could have their Care Quality Commission 
registration removed and so effectively be shut down.   
 

The Care Quality Commission’s ‘safety’ domain that helps guide its inspections, 
looks in detail at the quality of reporting, investigating and most importantly 
learning from things that go wrong, and together with the ‘well-led’ domain will 
assess how well the new statutory Duty of Candour is being introduced and 



supported.  
 

Hard Truths proposed that where the NHS Litigation Authority finds that a Trust 
has breached the statutory duty of candour about a patient safety incident which 
results in a claim, the NHS Litigation Authority could have the discretion to 
reduce or remove that Trust’s indemnity cover for that claim. This would serve as 
a further incentive for organisations to develop a culture of candour, 
transparency and honesty. The Government plans to consult on how this could 
be taken forward.  The NHS Litigation Authority has also issued guidance to the 
NHS on Saying Sorry and have reiterated that to support a duty of candour an 
apology is not an admission of guilt but the right thing to do.  
 

185 There should be an increased focus in nurse 
training, education and professional development 
on the practical requirements of delivering 
compassionate  care in addition to the theory. A 
system which ensures the delivery of proper 
standards of nursing requires: 
• Selection of recruits to the profession who 
evidence the: 
• Possession of the appropriate  values, 
attitudes and behaviours; 
• Ability and motivation to enable them to put 
the welfare of others above their own interest; 
• Drive to maintain, develop and improve their 
own standards and abilities; 
• Intellectual achievements to enable them to 
acquire through training the necessary technical 
skills: 
• Training and experience in delivery of 
compassionate  care; 
• Leadership which constantly reinforces 
values and standards of compassionate care; 
• Involvement in, and responsibility for, the 
planning and delivery of compassionate care; 
• Constant support and incentivisation which 
values nurses and the work they do through: 
• Recognition of achievement; 
• Regular, comprehensive feedback on 
performance and concerns; 
• Encouraging them to report concerns and to 
give priority to patient well-being. 
 

Accepted. 
 

Building on the actions set out in the Government’s initial response to the Inquiry, 
Patients First and Foremost, and Compassion in Practice, the nursing vision and 
strategy for England, various actions are underway to address this 
recommendation. 

 
The Nursing and Midwifery Council has introduced new education standards. These 
require students to be tested for aptitude in literacy, numeracy and communication 
skills, and assessed as to health and good character on admission to programmes. 
Students must also pass all assessments  at every progression point before they 
complete their programmes and be assessed for good health and good character 
as to their fitness for award and fitness to practice. Education programmes are half 
theory, half practice, and education and training takes place as a partnership 
between a university and practice environment. Students must meet all theory and 
all practice requirements to complete a programme, and there is no 
facility to compensate for poor performance in one area with strong performance in 
the other. The first nurses to have followed programmes approved against these 
new standards will commence practice in 2014. 

 
The NHS Leadership Academy’s new leadership development programmes – 
underpinned by a revised leadership model – will focus on values, attitudes and 
behaviours and will 
see a range of NHS staff including doctors, allied health professionals, nurses, 
midwives, pharmacists and healthcare scientists learning in a multi-professional 
environment more conducive to prompting compassionate care. From 
preceptorship programmes through to programmes for those working at the 
most senior levels these high quality, accredited 
programmes put in place the training and development needed to address the 
challenges presented in this recommendation. Additionally successful completion of 
the programme and award will help in the recruitment and selection of suitably 
qualified nurses into more senior roles. NHS England is also working with Health 
Education England to embed the ‘6Cs’ set out in Compassion  in Practice in all 
nursing and midwifery university education and training. The Government will invest 
up to £40 million in nurse leadership at all stages of the nursing career. 

 
The Government’s Mandate to Health Education England contained a requirement 
to ensure that selection into all new NHS funded training posts incorporates testing 
of values. NHS England is working with Health Education England and NHS 
Employers to support the introduction of value-based recruitment and appraisal for 
all registered or unregistered staff. 
We believe that placing a strong emphasis on values at the outset of training 
potential staff is vital to embed the principles of compassion and caring from the 
very beginning in those who will one day provide care to patients. It is essential 
that the staff of tomorrow are able 
to demonstrate not only academic and technical ability, but also that they have the 
values of kindness and compassion that are needed to care for patients in an 
emotionally demanding environment. 

The Nursing and Midwifery Council has commenced the evaluation of their 
standards for pre-registration education for nurses and midwives. Central to the 
evaluation are questions about the effectiveness of standards in preparing 
nurses and midwives for their professional roles and responsibilities which 
include care, compassion and leadership. The Nursing and Midwifery Council is 
in the final stages of appointing an independent evaluation supplier and expect 
to publish the final report in September 2015.  The interim findings will be shared 
with Health Education England to tie into the Shape of Caring Review, which will 
ensure high quality education and training is received by nurses and care 
assistants supporting high quality patient care. The outcomes of the evaluation 
will provide an evidence base for future reviews of their pre-registration 
standards for education so that they can, where necessary, enhance the UK 
standards for nurse and midwifery competence and education. 
The NHS Leadership Academy’s new healthcare leadership model for the NHS 
was published in November 2013.  The model is applicable to all NHS staff 
roles and builds on the earlier Leadership framework, and is comprised of nine 
‘leadership dimensions’ which set out the qualities that should be demonstrated 
by leaders at all levels. 
The initial group of 150 aspiring nurse students have now completed up to one 
year working as healthcare assistants, gaining experience of caring prior to 
starting their studies. In April 2014, Health Education England established a 
second set of pilots with 90 aspiring student nurses beginning work as 
healthcare assistants.  A group of 160 healthcare assistants began work in 
September 2014, with between approximately 250 and 400 further participants 
expected by Spring 2015.  
 



 
One of the most important things for securing compassionate care is making sure 
that the right staff, with the right capabilities, are recruited into posts involving direct 
care at the outset. 

 
In Patients First and Foremost, the Government committed to a pilot 
programme, whereby every student who seeks NHS funding for nursing degrees 
will serve up to a year as a healthcare assistant. 

 
The pilot is an opportunity for aspiring nurse students to get real, paid caring 
experience for up to one year as a healthcare assistant before entering 
undergraduate nursing education, to see if nursing is right for them and they are 
right for nursing. 

 
In September 2013, Health Education England established the first set of pilots, and 
approximately 150 aspiring student nurses began working as healthcare assistants. 
Health Education England is looking to introduce further pilots in Spring 2014. On 
completion the pilot will be evaluated to see how pre-degree care experience could 
be rolled out in an affordable and cost-neutral way, so that everybody who wants to 
train to be a nurse is able to get caring experience before they start their studies. The 
evaluation results of the pilot scheme will need to be considered in the context of the 
Nursing and Midwifery Council’s 2010 pre-registration nursing standards and their 
application across the four countries of the United Kingdom. 

 
We believe that students will enter their nursing degree course with increased 
confidence that this is the career for them, along with a genuine and demonstrated 
aptitude for caring. In addition, all nursing degree programmes last at least three years 
and require that 50 per cent of time is spent in practice learning and 50 per cent in 
academic study. The first progression point cannot be passed unless the student 
undertakes a period of practice learning and assessment, and so nursing students 
will continue to gain experience in care environments throughout their studies. 

 
Alongside this, work is on-going to make a career in nursing more accessible for 
those staff who already give care, as set out in the Mandate to Health Education 
England. 
 
 

186 Nursing training should be reviewed 
so that sufficient practical elements 
are incorporated to ensure that a 
consistent standard is achieved by 
all trainees throughout the country. 
This requires national standards. 

 

The Nursing and Midwifery Council published new standards for all pre-registration  
nursing programmes in 2010 which must be followed at all the universities they 
approve to run nursing courses. The previous 2004 standards were updated and 
strengthened as a result of the findings of the first Francis Inquiry and emerging 
evidence at that time. The first nurses to have followed programmes approved 
against the new standards will commence practice in 2014. 

 
These national pre-registration nursing standards include the content and 
practice/study time ratios required by European Directive. All the nursing 
programmes last at least three years 
and require 50 per cent of time to be spent in practice learning and 50 per cent in 
academic study. The first progression point cannot be passed unless the student 
undertakes a period of practice learning and assessment. Currently formal learning 
and supervised work as a healthcare support worker can be counted through 
accredited prior learning routes. 

 
The Nursing and Midwifery Council will be undertaking a full evaluation of these new 
education standards, commencing in 2014, and will have particular regard to these 
issues of caring and compassion. This will give a proper evidence base for any 
further revisions to these new standards, and the Nursing and Midwifery Council will 
consider this recommendation in parallel with their evaluation. 

 
Although the overarching national standards are in place, the detail of the nursing 

The Nursing and Midwifery Council has commenced the evaluation of their 
standards for pre-registration education for nurses and midwives. Central to the 
evaluation are questions about the effectiveness of standards in preparing 
nurses and midwives for their professional roles and responsibilities which 
include care, compassion and leadership. The Nursing and Midwifery Council is 
in the final stages of appointing an independent evaluation supplier will 
proactively share any interim findings with Health Education England to tie into 
the Shape of Caring Review. The Nursing and Midwifery Council’s final report 
should be available in September 2015. 
The outcomes of the evaluation will provide an evidence base for future reviews 
of their pre registration standards for education so that they can, where 
necessary, enhance the UK standards for nurse and midwifery competence and 
education. 
 



curriculum is dynamic. Employers, service providers and universities are now 
brought together in Local Education and Training Boards, as part of the Health 
Education England system, to ensure all NHS funded courses are fit for purpose 
and reflect service needs. We expect this new part 
of the system to recognise the importance of Compassion in Practice, the vision and 
strategy for nursing in England and the values and behaviours it describes in the 
‘6Cs’ to be part of the local review of courses and incorporated into the detailed 
undergraduate nursing curriculum. 

 
Health Education England and the Nursing and Midwifery Council will continue to 
collaborate on ensuring the undergraduate nursing curriculum meets patient need 

187 There should be a national entry-level 
requirement that student nurses spend a 
minimum period of time, at least three months, 
working on the direct care of patients under 
the supervision of a registered nurse. Such 
experience should include direct care of 
patients, ideally including the elderly, and 
involve hands-on physical care. Satisfactory 
completion  of this direct care experience 
should be a pre-condition to continuation  in 
nurse training. Supervised work of this type as 
a healthcare support worker should be allowed 
to count as an equivalent. An alternative would 
be to require candidates for qualification  for 
registration to undertake a minimum period of 
work in an approved healthcare support 
worker post involving the delivery of such care. 

 

In its initial response to The Inquiry, Patients First and Foremost, the Government 
committed to a pilot programme, whereby every student who seeks NHS funding for 
nursing degrees will serve up to a year as a healthcare assistant. 
The pilot is an opportunity for aspiring nurse students to get real, paid caring 
experience for up to one year as a healthcare assistant before entering 
undergraduate nursing education, to see if nursing is right for them and they are 
right for nursing. 

 
In September 2013, Health Education England established the first set of pilots, and 
approximately 150 aspiring student nurses began working as healthcare assistants. 
Health Education England is looking to introduce further pilots in Spring 2014. On 
completion the pilot will be evaluated to see how pre-degree care experience could 
be rolled out in an affordable and cost-neutral way, so that everybody who wants to 
train to be a nurse is able to get caring experience before they start their studies. The 
evaluation results of the pilot scheme will need to be considered in the context of the 
Nursing and Midwifery Council’s 2010 pre-registration nursing standards and their 
application across the four countries of the United Kingdom. 

 
We believe that students will enter their nursing degree course with increased 
confidence that this is the career for them, along with a genuine and demonstrated 
aptitude for caring. In addition, all nursing degree programmes last at least three years 
and require that 50 per cent of time is spent in practice learning and 50 per cent in 
academic study. The first progression point cannot be passed unless the student 
undertakes a period of practice learning and assessment, and so nursing students 
will continue to gain experience in care environments throughout their studies. 

 
Alongside this, work is on-going to make a career in nursing more accessible for 
those staff who already give care, as set out in the Government’s Mandate to Health 
Education England. 
 

In September 2013, Health Education England established the first set of pilots, 
and approximately 150 aspiring student nurses have now completed up to one 
year working as healthcare assistants, gaining experience of caring prior to 
starting their studies. In April 2014, a further 90 aspiring student nurses began 
work, with a further 160 healthcare assistants entering the programme in 
September 2014. Between approximately 250 and 400 further participants are 
expected by Spring 2015.  
 

188 The Nursing and Midwifery Council 
working with universities, should consider 
the introduction of an aptitude test to be 
undertaken by aspirant registered nurses 
at 
entry into the profession, exploring, in 
particular, candidates’  attitudes towards 
caring, compassion and other necessary 
professional values. 

 

Accepted in principle. 
 
The Government’s Mandate to Health Education England contained a 
requirement to ensure that selection into all new NHS funded training posts 
incorporates testing of values. In addition, NHS England is working with Health 
Education England and NHS Employers 
to support the introduction of values-based recruitment and appraisal for all 
registered and unregistered staff. 

 
We believe that placing a strong emphasis on values at the outset of training 
potential staff is vital to embed the principles of compassion and caring from the 
very beginning in those who will one day provide care to patients. It is essential 
that the staff of tomorrow are able 
to demonstrate not only academic and technical ability, but also that they have the 
values of kindness and compassion that are needed to care for patients in an 
emotionally demanding environment. 
 
The Nursing and Midwifery Council introduced new education standards in 2010. 
These require students to be tested for aptitude in literacy, numeracy and 

NHS Employers is working on a Values Based Recruitment project in 
partnership with Health Education England, to ensure that staff who are 
recruited into the NHS are recruited for values, to deliver the best possible care 
for patients.  This includes a number of resources to support employers 
including good practice case studies and a model policy. Further resources 
including case studies and podcasts will continue to be developed during this 
financial year. 
 

The Nursing and Midwifery Council has commenced the evaluation of their 
standards for pre-registration education for nurses and midwives. Central to the 
evaluation are questions about the effectiveness of standards in preparing 
nurses and midwives for their professional roles and responsibilities which 
include care, compassion and leadership. The Nursing and Midwifery Council is 
in the final stages of appointing an independent evaluation supplier and they will 
proactively share any interim findings with Health Education England to tie into 
the Shape of Caring Review. The Nursing and Midwifery Council’s final report 
should be available in September 2015. 
The outcomes of the evaluation will provide an evidence base for future reviews 
of their pre-registration standards for education so that they can, where 



communication  skills and assessed as to health and good character on admission 
to programmes. Students must also pass all assessments  at every progression 
point before they complete their programmes and be assessed for good health 
and good character as to their fitness for award and fitness to practice. Education 
programmes are half theory, half practice, and education and training takes place 
as a partnership between a university and practice environment. Students must 
meet all theory and all practice requirements to complete a programme, and there is 
no facility to compensate for poor performance in one area with strong performance 
in the other. 

 
The Nursing and Midwifery Council’s standards for competence reinforce this, 
identifying the knowledge, skills and attitudes students must acquire by the end of 
their programme. For example, students must ‘practise in a holistic, non-judgmental, 
caring and sensitive manner that avoids assumptions, supports social inclusion, 
recognises and respects individual choice and acknowledges diversity’. 

 
The Nursing and Midwifery Council has committed to undertaking a full evaluation 
of its new education standards, commencing in 2014, and will have particular 
regard to issues of caring and compassion. This will give the Nursing and Midwifery 
Council an evidence base for any further revisions to these new standards, 
including the need for an aptitude test. 
 
 

necessary, enhance the UK standards for nurse and midwifery competence and 
education. 
 
 

189 The Nursing and Midwifery Council and 
other professional and academic bodies 
should work towards a common 
qualification assessment/examination. 

 

Accepted in principle. 
 

The Nursing and Midwifery Council is responsible for setting the UK-wide standards 
for all pre-registration nursing and midwifery education. These standards underpin 
all pre- registration nursing and midwifery education so that education programmes 
are comparable, and all nurses and midwives must meet the same standards. The 
Nursing and Midwifery Council set new standards for pre-registration nursing 
education in 2010. The standards require students to be tested for aptitude in 
literacy, numeracy and communication skills, and assessed as to health and good 
character on admission to programmes. Students must also pass all assessments  
at every progression point before they complete their programmes, 
and be assessed for good health and good character as to their fitness for award 
and fitness to practice. Education programmes are half theory, half practice, and 
education and training takes place as a partnership between a university and practice 
environment. Students must meet all theory and all practice requirements to 
complete a programme, and there is no facility to compensate for poor performance 
in one area with strong performance in the other. 

 
The Nursing and Midwifery Council has committed to undertaking a full evaluation 
of its new education standards, commencing in 2014, and will have particular 
regard to issues of caring and compassion. This will give the Nursing and Midwifery 
Council an evidence base for any further revisions to these new standards. 
 

The Nursing and Midwifery Council has commenced the evaluation of their 
standards for pre-registration education for nurses and midwives. Central to the 
evaluation are questions about the effectiveness of standards in preparing 
nurses and midwives for their professional roles and responsibilities which 
include care, compassion and leadership. The Nursing and Midwifery Council is 
in the final stages of appointing an independent evaluation supplier and they will 
proactively share any interim findings with Health Education England to tie into 
the Shape of Caring Review. The Nursing and Midwifery Council’s final report 
should be available in September 2015. 
The outcomes of the evaluation will provide an evidence base for future reviews 
of their pre-registration standards for education so that they can, where 
necessary, enhance the UK standards for nurse and midwifery competence and 
education. 
 

190 There should be national training standards 
for qualification  as a registered nurse to 
ensure that newly qualified nurses are 
competent  to deliver a consistent standard 
of the fundamental aspects of compassionate  
care. 

 

Accepted in part. 
 
The Nursing and Midwifery Council already sets national standards for 
undergraduate degrees, but Health Education England and NHS England, in 
collaboration with the Nursing and Midwifery Council and the universities, will work 
closely together to ensure newly qualified nurses are competent at the point of 
registration. 

 
This collaboration is vital because the competence of nursing students is assessed 
not only in the classroom by the universities, but in clinical practice by mentors and 
assessors who are experienced, practising NHS nurses. NHS England should 
ensure that Compassion 
in Practice, the vision and strategy for nursing in England, and its behaviours and 
values expressed as the ‘6Cs’, are used to assess student nurses during their 

To provide support to preceptorship, some Health Education England Local 
Education and Training Boards have developed Preceptorship Standards with 
their stakeholders to enable service providers to have a better understanding of 
what good preceptorship entails.   
 



clinical placements. The importance of robust mentoring and assessing of 
student nurses will be endorsed by NHS England so that only student nurses who 
are competent pass their assessments and are consequently recommended for 
registration. The Nursing and Midwifery Council has 
put a system of ‘sign off mentors’ in place so that experienced NHS nurses sign off 
student nurses achievements in clinical practice, and NHS England needs to ensure 
that mentors are sufficiently supported to make difficult decisions and confidently 
fail a student if necessary. 

 
Competence at the point of registration needs to be enhanced in the first months 
of qualification by Health Education England, NHS England and employers giving 
appropriate support to newly qualified nurses. The established mechanism for 
this is through preceptorship, but Health Education England and NHS England 
will need to assure themselves that preceptorship programmes are systematically 
embedded and properly supported so that newly qualified nurses can grow in 
competence and confidence and effectively make the transition from being a 
student to a professional, practising registered nurse. 
 

191 Healthcare employers recruiting nursing staff, 
whether qualified or unqualified, should assess 
candidates‘  values, attitudes and behaviours 
towards the well–being of 
patients and their basic care needs, and care 
providers should be required to do so by 
commissioning and regulatory requirements. 

 
 

Accepted. 
 
The Government’s Mandate to Health Education England contained a requirement 
to ensure that selection into all new NHS-funded training posts incorporates testing 
of values-based recruitment. NHS England is working with Health Education 
England and NHS Employers to support the introduction of values-based 
recruitment and appraisal for all registered or unregistered staff. 

 
Placing a strong emphasis on values at the outset of training potential staff is vital 
to embed the principles of compassion and caring from the very beginning in 
those who will one day provide care to patients. It is essential that the staff of 
tomorrow are able to demonstrate 
not only academic and technical ability, but also that they have the values of 
kindness and compassion that are needed to care for patients in an emotionally 
demanding environment. 

 
Health Education England and Local Education and Training Boards (who are 
responsible for the education and training of NHS staff within 13 different regions in 
England), are working with employers and education providers to be responsible for 
the development of the future workforce. They also have a role to play to ensure 
that the current workforce is fit for purpose and able to provide care of the highest 
quality. 

 
As set out in its Mandate, Health Education England is committed to the introduction 
of values based recruitment for all students entering NHS-funded clinical education 
programmes and to also support such processes for recruitment into NHS 
employment. 

 
The three key objectives of Health Education England’s national values-based 
recruitment programme focus on: 

 
1. recruiting for Values in Higher Education Institutions; 

 
2.  recruiting for Values in the NHS; and 

 
3.  evaluating the impact of Recruiting for Values. 

 
Over the long term, Health Education England sees values-based recruitment 
as part of a wider programme to change attitudes and behaviours of NHS 
staff, enhancing their engagement and continuously improving healthcare for 
its patients. 

 

With Health Education England, NHS Employers has developed a mapping tool 
to allow local organisations to map their values to those in the NHS Constitution.  
NHS Employers has also produced guidance for employers linking pay 
progression, appraisal and performance management.  This includes a number 
of resources to support employers including good practice case studies and a 
model policy. Further resources including case studies and podcasts will 
continue to be developed during the year. 
  
NHS Employers is also leading the implementation of action area 6 of the 
Compassion in Practice implementation plan for the Chief Nursing Officer – this 
focuses on staff experience.  Year one of this work has highlighted good practice 
in strengthening the delivery of the NHS Constitution pledges to staff and 
signposted employers to existing supporting resources.  Discussions are 
underway to agree the content of the Year two programme which is likely to 
include the development of a mapping tool to link local values and the 
compassion in practise 6Cs.  
 



In addition, there is an on-going project to develop values-based recruitment tools 
for social care providers. This project, involving the National Skills Academy for 
Social Care, brings together a range of directly-targeted, free, easy-to-use tools that 
employers can use when recruiting staff, to assess candidates for appropriate social 
care values, as evidenced through their behaviours. These tools can sit alongside 
other tests around competencies and skills. 

 
The toolkit adapts materials that are already currently available and brings them 
together in a package, in the first instance to support employers in recruiting the 
right candidates for a career in care. There is also an option to extend the toolkit 
to assist potential candidates in deciding whether they are suitable to pursue a 
career in care. 

 
 

192 The Department of Health and the Nursing and 
Midwifery Council should introduce the concept 
of a Responsible Officer for nursing, appointed 
by and accountable to, the Nursing and 
Midwifery Council. 

 
 

Accepted in principle. 
 
The aim of the recommendation, which is to have a role that is accountable for 
providing assurance to the Nursing and Midwifery Council that nurses are meeting 
professional standards and are keeping themselves up-to-date and fit to practise, 
is best achieved through the introduction of nursing revalidation. Unlike the General 
Medical Council’s model of revalidation, the Nursing and Midwifery Council does 
not consider that this model of revalidation requires a Responsible Officer role. 

 
The Nursing and Midwifery Council has committed to introducing a proportionate 
and effective model of revalidation, which is affordable and value for money, to 
enhance public protection. Subject to public consultation, the proposed model 
would require evidence that the nurse or midwife is fit to practise. Under the current 
proposals, the Nursing and Midwifery Council Code and standards would be 
reviewed and revised to ensure they would be compatible with revalidation, and 
guidance for revalidation would also be developed. 

 
NHS Employers will lead work on ensuring that there is a clear link between the 
values in the NHS Constitution, the vision and strategy for nursing in England, its 
values and behaviours as set out in the ‘6Cs’, and the organisation’s own local 
values. Building on this, the Department of Health will commission NHS Employers 
to help local organisations develop and improve value based appraisal and 
performance management. This will also support the actions set out in Compassion  
in Practice. 
 
 

In February 2013, the Nursing and Midwifery Council began a UK-wide 
programme of engagement on revalidation and has held two national 
consultations. The first ran from January to March 2014 and focused on the 
proposed model of revalidation The second, which ran from May to August 2014, 
included a draft revised Code intended to address the issues raised by the 
Francis reports into failings at Mid Staffordshire NHS Foundation Trust.  These 
include, for example, putting patients first (including a greater emphasis on 
providing the fundamentals of care, hydration and nutrition); dealing with 
complaints; raising concerns (‘whistle-blowing’); the professional ‘duty of 
candour’; and leadership, delegation and teamworking. 
 
The Nursing and Midwifery Council will test the resulting revalidation model in a 
pilot during 2015 and full implementation of the model is planned to commence 
by the end of 2015. The Nursing and Midwifery Council has established an 
oversight board that will drive forward the planning and confirm that the UK is 
sufficiently ready for implementation. 
 
With Health Education England, NHS Employers has developed a mapping tool 
to allow local organisations to map their values to those in the NHS Constitution.  
NHS Employers has also produced guidance for employers linking pay 
progression, appraisal and performance management.  This includes a number 
of resources to support employers including good practice case studies and a 
model policy. Further resources including case studies and podcasts will 
continue to be developed during the year. 
 
 

193 Without introducing a revalidation scheme 
immediately, the Nursing and Midwifery 
Council should introduce common minimum 
standards for appraisal and support with 
which responsible officers would be obliged to 
comply. They could be required to report to 
the Nursing and Midwifery Council on their 
performance on a regular basis. 

 
 

Accepted in principle. 
 
In advance of the introduction of revalidation by the Nursing and Midwifery 
Council, NHS Employers will: 

 
• support NHS organisations in ensuring they have a clear link between the  values in 

the NHS Constitution and their own local values 
 

•  support NHS organisations in developing and improving values based appraisal 
and performance management having taken steps to improve performance 
appraisals for the 1.1 million staff on Agenda for Change as set out in 
recommendation  7 
 

• encourage NHS organisations to make the necessary links with the work the 
Nursing and Midwifery Council is leading on revalidation as they develop new 
local performance and appraisal arrangements. 

 
The Nursing and Midwifery Council has committed to introducing a proportionate 
and effective model of revalidation, which is affordable and value for money, to 
enhance public protection. Subject to public consultation, the proposed model would 

 
In February 2013, the Nursing and Midwifery Council began a UK-wide 
programme of engagement on revalidation and has held two national 
consultations. The first ran from January to March 2014 and focused on the 
proposed model of revalidation The second, which ran from May to August 2014, 
included a draft revised Code intended to address the issues raised by the 
Francis reports into failings at Mid Staffordshire NHS Foundation Trust.  These 
include, for example, putting patients first (including a greater emphasis on 
providing the fundamentals of care, hydration and nutrition); dealing with 
complaints; raising concerns (‘whistle-blowing’); the professional ‘duty of 
candour’; and leadership, delegation and teamworking. 
 
The Nursing and Midwifery Council will test the resulting revalidation model in a 
pilot during 2015 and full implementation of the model is planned to commence 
by the end of 2015.  The Nursing and Midwifery Council has established an 
oversight board that will drive forward the planning and confirm that the UK is 
sufficiently ready for implementation. 
 
With Health Education England, NHS Employers has developed a mapping tool 
to allow local organisations to map their values to those in the NHS Constitution.  



require evidence that the nurse or midwife is fit to practise. Under the current 
proposals, the Nursing and Midwifery Council Code and standards would be 
reviewed and revised to ensure they would be compatible with revalidation, and 
guidance for revalidation would also be developed. 

NHS Employers has also produced guidance for employers linking pay 
progression, appraisal and performance management.  This includes a number 
of resources to support employers including good practice case studies and a 
model policy. Further resources including case studies and podcasts will 
continue to be developed during the year. 
 

194 As part of a mandatory annual performance 
appraisal, each Nurse, regardless of workplace 
setting, should be required to demonstrate in 
their annual learning portfolio an up-to-date 
knowledge of nursing practice and its 
implementation. Alongside developmental 
requirements, this should contain documented 
evidence of recognised training undertaken, 
including wider relevant learning. It should also 
demonstrate commitment, compassion and 
caring for patients, evidence by feedback from 
patients and families on the care provided by 
the nurse. This portfolio and each annual 
appraisal should be made available to the 
Nursing and Midwifery Council, if requested, as 
part of a nurse’s revalidation process. At the 
end of each annual assessment, the appraisal 
and portfolio  should be signed by the nurse as 
being an accurate and true reflection and be 
countersigned  by their appraising manager as 
being such. 

 

Accepted in principle. 
 
We consider that the aim of the recommendation, which is to have a role that is 
accountable for providing assurance to the Nursing and Midwifery Council that 
nurses can show they are keeping themselves up-to-date and fit to practise, is best 
achieved through the introduction of nursing revalidation. 

 
The Inquiry also recommended  that independent of the development of nurse 
revalidation, the Nursing and Midwifery Council could establish minimum standards 
for appraisal and support, which could be overseen by Responsible Officers 
appointed and accountable to the Nursing and Midwifery Council. 

 
The Nursing and Midwifery Council has committed to introducing a proportionate 
and effective model of revalidation, which is affordable and value for money, to 
enhance public protection. Subject to public consultation, the proposed model 
would require evidence that the nurse or midwife is fit to practise. Under the current 
proposals, the Nursing and Midwifery Council Code and standards would be 
reviewed and revised to ensure they would be compatible with revalidation, and 
guidance for revalidation would also be developed. 
 
In addition, before the introduction of revalidation by the Nursing and Midwifery 
Council, NHS Employers will: 

 
• support NHS organisations in ensuring they have a clear link between the values 
in the 

NHS Constitution and their own local values 
 
• support NHS organisations in developing and improving values based appraisal 

and performance management having taken steps to improve performance 
appraisals for the 
1.1 million staff on Agenda for Change as set out in recommendation  7 

 
• encourage NHS organisations to make the necessary links with the work the 

Nursing and Midwifery Council is leading on revalidation as they develop new 
local performance and appraisal arrangements. 

 
High performing staff can improve outcomes for patients. The Government strongly 
encourages employers to use the full flexibilities in existing pay contracts so that pay 
progression is linked to quality of care, not time served. NHS Employers will support 
this by working with the service on new model performance frameworks, which will 
place greater emphasis on the quality of care, including the important NHS values of 
compassion, dignity 

In February 2013, the Nursing and Midwifery Council began a UK-wide 
programme of engagement on revalidation and has held two national 
consultations. The first ran from January to March 2014 and focused on the 
proposed model of revalidation. The second, which ran from May to August 
2014, included a draft revised Code intended to address the issues raised by 
the Francis reports into failings at Mid Staffordshire NHS Foundation Trust.  
These include, for example, putting patients first (including a greater emphasis 
on providing the fundamentals of care, hydration and nutrition); dealing with 
complaints; raising concerns (‘whistle-blowing’); the professional ‘duty of 
candour’; and leadership, delegation and teamworking. 
 
The Nursing and Midwifery Council will test the resulting revalidation model in a 
pilot during 2015 and full implementation of the model is planned to commence 
by the end of 2015. The Nursing and Midwifery Council has established an 
oversight board that will drive forward the planning and confirm that the UK is 
sufficiently ready for implementation. 
 
With Health Education England, NHS Employers has developed a mapping tool 
to allow local organisations to map their values to those in the NHS Constitution.  
NHS Employers has also produced guidance for employers linking pay 
progression, appraisal and performance management.  This includes a number 
of resources to support employers including good practice case studies and a 
model policy. Further resources including case studies and podcasts will 
continue to be developed during the year. 

195 Ward nurse managers should operate in a 
supervisory capacity, and not be office- bound 
or expected to double up, except in 
emergencies as part of the nursing provision 
on the ward. They should know about the care 
plans relating to every patient on his or her 
ward. They should make themselves visible to 
patients and staff alike, and be available to 
discuss concerns with all, including relatives. 
Critically, they should work alongside staff as a 
role model and mentor, developing clinical 
competencies and leadership skills within the 

Accepted in principle. 
 
There needs to be local flexibility in delivering nursing care, so the Government are 
not mandating that ward nurse managers must operate solely in a supervisory 
capacity. However, in the initial Government response to The Inquiry, Patients First 
and Foremost, the Department of Health gave strong support to supervisory roles 
for Ward Managers (including Sister, 
Charge Nurse and Team Leader) in delivering oversight to all aspects of care on a 
ward and in a community, from cleanliness to allocation of staff. Nurse leadership 
and visibility at ward level provided by a Ward Manager is also important to the 
delivery of safe, high-quality care to patients. 

 

The Royal College of Nursing has commissioned the University of Warwick to 
undertake a review of supervisory status in two acute trusts.  The report of this 
review is due shortly.   
 
The project seeks to evaluate the change to supervisory ward sisters in two 
hospitals in the West Midlands. This change means the ward sister is now extra 
to establishment numbers and crucially has a supervisory role, being visible and 
accessible in the clinical area; working alongside the team; monitoring and 
providing feedback on standards and outcomes and creating a culture to enable 
person centred, safe and effective care .Data has been collected from individual 
ward sisters through the use of face-to-face interviews to explore how these 
changes have been perceived by the ward sisters themselves, what they hoped 



team. As a corollary, they would monitor 
performance and deliver training and/or 
feedback as appropriate, including a robust 
annual appraisal. 

 
 

Having sufficient nurses trained and with the capacity to ensure the delivery of safe, 
patient focused care is currently a core standard requirement of the Care Quality 
Commission. Nurse leadership is a core element of Compassion in Practice, the 
vision and strategy for nursing in England. 
 
Key action areas include: 

 
• using feedback to improve the reported experiences of patients; 

 
• identifying strong patient experience measures that can be used between 

settings and sectors; 
 
• a new leadership programme for ward managers, team leaders and 

nursing directors based on values and behaviours of the ‘6Cs’ of 
 

Compassion in Practice; 
 
• providers reviewing options for introducing ward managers, team leaders 

and nursing directors based on values and behaviours of the ‘6Cs’; 
 
• providers reviewing supervisory status for ward managers and team leaders; 

 
• strategies to secure meaningful staff engagement; and 

 
• commissioners to ensure locally agreed targets to deliver high quality 

appraisals for their staff 
 
Some Directors of Nursing are already achieving this or have plans and 
timetables in place to deliver it. Having supervisory leaders should be evaluated 
locally so that benefits can be demonstrated and shared. 

 
The NHS Leadership Academy ‘offer’ includes leadership programmes for 
frontline staff – including nurses. We have already taken steps to improve staff 
performance and appraisal systems as set out in our response to 
recommendation 7. 
 
 

 
 

to achieve in moving into a supervisory role, and how they have evaluated 
whether the change has been successful in terms of patient care.   In addition to 
collecting information from individual ward sisters the project team has 
interviewed senior nursing managers and the wider clinical team to explore their 
perceptions of the move to supervisory ward sister status.    
 
The final report of the study will be disseminated through publications, 
networking and conferences. 
 
NHS England is considering whether further work to assess the impact of 
supervisory nurses would be helpful to build on this study. 
 
The Social Partnership Forum produced guidance on staff engagement and 
partnership working and highlights areas of excellence in NHS organisations 
where management and trade union representatives work together effectively to 
identify and resolve issues.  The need for this guidance was indicated in Hard 
Truths and builds on the six key messages developed by the forum to support 
the development of the values, culture and working environment in the NHS that 
would best ensure that patients receive safe, effective and compassionate care.  
 
 

196 The Knowledge and Skills Framework should be 
reviewed with a view to giving explicit 
recognition  to nurses’ demonstrations of 
commitment  to patient care and, in particular, 
to the priority to be accorded to dignity and 
respect, and their acquisition  of leadership 
skills. 

 

  Accepted. 
 

Employers have the freedom to use the Knowledge and Skills Framework to 
develop their own local arrangements to ensure that dignity, respect and 
leadership is fully reflected in staff training and development and that capability, 
learning and development is part of local appraisal systems. This is made clear in 
the national Agenda for Change agreement which 
links pay progression more strongly to performance from March 2013, for more 
than 1.1 million NHS staff. NHS Employers are already working hard to help 
employers realise the benefits of the new national agreement on performance. 

 
The Department of Health will commission NHS Employers to encourage NHS 
organisations to strengthen their local knowledge and skills frameworks so that 
there is a clear line of sight between the NHS Constitution, the values and 
behaviours set out in the ‘6Cs’ of Compassion in Practice, the vision and strategy 
for nursing in England, and local values, performance and appraisal systems. 
 
In addition, the Nursing and Midwifery Council’s standards for competence 
require nurses to demonstrate their potential to develop management and 
leadership skills during their period of preceptorship after registration and 
beyond. This means that the public can trust the newly registered nurse to be an 

With Health Education England, NHS Employers has developed a mapping 
tool to allow local organisations to map their values to those in the NHS 
Constitution.  NHS Employers has also produced guidance for employers 
linking pay progression, appraisal and performance management to values 
and commitment to patient care.  This includes a number of resources to 
support employers including good practice case studies and a model policy. 
Further resources including case studies and podcasts will continue to be 
developed during the year.  
 
 



autonomous and confident member of the multi-disciplinary or multi-agency team, 
and to inspire confidence in others. Nurses can then become more involved and 
responsible for the planning and delivery of care and improving future services. 
NHS Employers will encourage NHS organisations to make the necessary links 
with the 
work the Nursing and Midwifery Council is leading on revalidation as they develop 
new local performance and appraisal arrangements. 
 

 
 

 
197 Training and continuing professional 

development for nurses should include 
leadership training at every level from student 
to director. A resource for nurse leadership 
training should be made available for all NHS 
healthcare provider organisations that should 
be required under commissioning arrangements 
by those buying healthcare services to arrange 
such training for appropriate  staff. 

  

Accepted in part. 
 
Healthcare organisations have a responsibility to ensure that their staff and 
teams are appropriately trained and continuously developed: having properly 
trained staff is one of 
the requirements they have to meet to register with the Care Quality Commission. 
The NHS Leadership Academy core programmes will provide a structured and 
robust leadership development education from entry level to executive level. 
Focused on leadership for compassionate and effective care, the programmes 
will provide development on the skills, knowledge, behaviours and attitudes 
needed at every level to create a climate for staff that puts the patient first. 

 
Action areas under Compassion in Practice, the vision and strategy for nursing in 
England, include: 

 
• new leadership programme for ward managers, team leaders and nursing 

directors based on values and behaviours of the ‘6Cs’ of Compassion in 
Practice (care, compassion, courage, communication, competence, 
commitment); 

 
• providers to review options for introducing ward managers, team leaders 

and nursing directors based on values and behaviours of the ‘6Cs’; 
 
• commissioning leadership role (build into Action Area 4 in Compassion  in 
Practice); and 
• contracts to address the percentage of staff who have accessed leadership 
development.  
 
Arrangements for training are primarily the responsibility of providers, but when 
commissioners deem it is necessary, in order to ensure the delivery of services by 
staff with the right skills, they can set training requirements in their contracts with 
providers. 

 
The Nursing and Midwifery Council published new standards for all pre-registration 
nurs ing programmes in 2010 which must be followed at all the universities they 
approve to run nursing courses. The previous 2004 standards were updated and 
strengthened as a result of the findings of the first Francis Inquiry and emerging 
evidence at that time. The first nurses to have followed programmes approved 
against these new standards will commence practice in 2014. 
 
The Nursing and Midwifery Council will be undertaking a full evaluation of these new 
education standards, commencing in 2014, and will have particular regard to the 
issues of caring and compassion. This will give a proper evidence base for any 
further revisions to these new standards, and the Nursing and Midwifery Council will 
consider this recommendation in parallel with their evaluation. 

 
Although the overarching national standards are in place, the detail of the nursing 
curriculum is dynamic. Employers, service providers and universities are now 
brought together in Local Education and Training Boards, as part of the Health 

The Nursing and Midwifery Council has commenced the evaluation of their 
standards for pre-registration education for nurses and midwives. Central to the 
evaluation are questions about the effectiveness of standards in preparing 
nurses and midwives for their professional roles and responsibilities which 
include care, compassion and leadership.  
 
The Nursing and Midwifery Council has appointed IFF Research to undertake 
the independent evaluation of pre-registration education for nurses and 
midwives. They are expected to submit their interim report to the Nursing and 
Midwifery Council in February 2015 at which point the findings will be shared 
with Health Education England. The Nursing and Midwifery Council’s final report 
should be available by September 2015.  
 
The outcomes of the evaluation will provide an evidence base for future reviews 
of their pre-registration standards for education so that they can, where 
necessary, enhance the UK standards for nurse and midwifery competence and 
education. 
 
 



Education England system, to ensure all NHS funded courses are fit for purpose 
and reflect service needs. We expect this new part 
of the system to recognise the importance of Compassion in Practice and the values 
and behaviours it describes in the ‘6Cs’, to be part of the local review of courses and 
incorporated into the detailed undergraduate nursing curriculum. The Department of 
Health will commission NHS Employers to encourage NHS organisations to 
strengthen their local knowledge and 
skills frameworks so that there is a clear line of sight between the NHS 
Constitution, the values and behaviours set out in the 6Cs of Compassion in 
Practice, the vision and strategy for nursing in England, and local values, 
performance and appraisal systems. 

 
Health Education England and the Nursing and Midwifery Council will continue to 
collaborate on ensuring the undergraduate nursing curriculum meets patient need. 
 

198 Healthcare providers should be encouraged 
by incentives to develop and deploy reliable 
and transparent measures of the cultural 
health of front-line nursing workplaces and 
teams, which build on the experience and 
feedback of nursing staff using a robust 
methodology,  such as the ‘cultural 
barometer’. 

 
 

 

Accepted. 
 
Both teams and organisations should develop ways to measure their cultural 
health, and act on these measures to improve. Cultural health is a matter for all 
staff groups; everybody who works in the health and care system is integral to 
improving and maintaining good cultural health. Many tools and methods are 
available and the Department of Health and other 
arm’s length bodies are promoting these. For example, the Cultural Barometer, 
which was highlighted as a case study in the Government’s initial response to The 
Inquiry, Patients First and Foremost,  is being developed and piloted. The National 
Nursing Research Unit at Kings College London are evaluating the pilot and are 
expected to publish their report in November 
2013. NHS England supports the use of tools such as the cultural barometer 
and real time staff experience feedback. The friends and family test for staff will 
be rolled out from April 2014. 
 
The Chief Nursing Officer is providing leadership through Compassion in Practice, 
the vision and strategy for nursing in England. Key action areas include: 

 
• developing a set of tools that enable organisations to measure their culture; 

 
• providers undertaking a review of their organisational culture and publish the 
results; 

 
• reviewing implementation of the cultural barometer once pilots have taken place; 

 
• strategies to secure meaningful staff engagement; 

 
• commissioning leadership role (build into Action Area 4 in Compassion  in 
Practice); and 

 
• commissioning an approach to ensure that staff feedback is being used 

to develop cultural health of front-line staff. 
 
 

95. Patients first and foremost – The Initial Government Response to the report of the 
Mid Staffordshire NHS Foundation Trust Public Inquiry, published 26 March 2013 
 
 

Promoting positive and learning cultures remains critical to supporting service 
improvement. 
The Staff Friends and Family Test was introduced in April 2014.  It is a feedback 
tool for staff, predominantly for local improvement work.  It consists of two 
questions (with options to give free text feedback for each) through which 
organisations can take a temperature check of how staff are feeling. It is a 
quicker feedback mechanism than the existing NHS annual staff survey, and will 
help staff to voice their concerns (on a regular basis if they wish to) and help 
organisations to respond. 
Following the first pilot phase of the cultural barometer by King’s College 
London, further work has taken place in two community and mental health sites 
to develop the tool further.  Piloting will be complete by the end of the year and 
work is now underway to consider how best to make the barometer accessible 
and enable uptake.  Further information on the barometer is available online.   
 
The Social Partnership Forum produced guidance on staff engagement and 
partnership working and highlights areas of excellence in NHS organisations 
where management and trade union representatives work together effectively to 
identify and resolve issues.  The need for this guidance was indicated in Hard 
Truths and builds on the six key messages developed by the forum to support 
the development of the values, culture and working environment in the NHS that 
would best ensure that patients receive safe, effective and compassionate care.  
 
 

199 Each patient should be allocated for each shift 
a named key nurse responsible for coordinating 
the provision of the care needs for each 
allocated patient. The named key nurse on duty 
should, whenever possible, be present at every 
interaction between a doctor and an allocated 

Accepted. 
 
The Secretary of State for Health announced his support for patients having a named 
nurse in July 2013 and we are working with NHS England to support the delivery of 
this aim. 

 

The Academy of Royal Colleges published Guidance for Taking Responsibility: 
Accountable Clinicians and Informed Patients in June 2014.  This provides 
guidance on how responsible clinicians and named nurses can be implemented 
in practice. 
 
 

http://www.kcl.ac.uk/nursing/research/nnru/research-programme/Organisations,environmentandwaysofworking/Culture-of-Care-Barometer.aspx
http://www.aomrc.org.uk/doc_download/9765-taking-responsibility
http://www.aomrc.org.uk/doc_download/9765-taking-responsibility


patient. 
 
 

As The Inquiry made clear, organisations can take local action on this issue, and 
we are pleased that some organisations, such as University College London 
Hospitals NHS Foundation Trust, already have a system of named nurses. Where 
named nurses have been implemented, this should be evaluated so that lessons 
can be learnt and good practice shared. 

 
At a seminar hosted by the Academy of Medical Royal Colleges on 25 September 
2013, it was clear there is professional consensus around the issue of named 
clinicians, and the Academy is leading work to take this forward. The Academy will 
produce key principles with worked examples on how this can be implemented in a 
way that sustains professional support. 
 

 
 
 

200 Consideration should be given to the creation of 
a status of Registered Older Person’s Nurse. 

 

Accepted in part. 
 
The Department and its system partners have considered this recommendation and 
feel there are better ways of improving nursing care for older people. Caring for older 
people is core 
to the job of the vast majority of nurses working in wards throughout hospitals 
and across community settings. We will strengthen the focus on the complex 
physical and emotional needs of frail older people throughout nurse training to 
ensure that older people needing nursing care will benefit from a nursing 
workforce that is trained to deal with their needs. 

 
Many older people in hospitals are under the care of specialist teams (for example 
orthopaedics or cancer services) and require nurses to have those specialist skills. 
Additionally care of those older people who are frail, with many conditions, can take 
place in their own home and care homes as well as in hospitals. 
All registered nurses at the point of qualification need to be competent in managing 
and implementing care for older people. As a nurse’s career progresses we need to 
ensure they have the opportunity to specialise in the care of older people. In doing 
so, we need to ensure they have the right skills – not just their clinical expertise but 
also their decision-making and judgement skills, so that they can help navigate 
older people through the complex systems 
of health and social care. To do this they need to build from the firm foundation of 
their undergraduate experience to develop their expertise at each stage of their 
career. This is why we are proposing to offer access to practical, continuous 
professional development and have a clear and rewarding career path from novice 
to expert. 

 
The Government has asked Health Education England, as part of its Mandate for 
2013- 
2015, to work with Higher Education Institutions to review the content of pre-
registration nurse education to ensure all new nurses have the skills to work with the 
large numbers of older people being treated in the healthcare system. Furthermore 
Health Education England, working with the Chief Nursing Officer, the Director of 
Nursing at the Department of Health and Public Health England and the nursing 
profession, will develop a bespoke older persons nurse post-graduate qualification 
training programme. Completion of this training programme and demonstrable 
expertise in working with older people will allow nurses the opportunity to become 
part of an Older Persons Nurse Fellowship programme that will enable nurses in this 
field to access a clinical academic pathway. The first cohort of students will 
commence on the post-graduate programme in September 2014. 

 
Improving hospital care for people with dementia and their carers is a key component 
of 
the Prime Minister’s Challenge on Dementia. The recent National Audit of Dementia 
Care in Hospitals showed that hospitals are making progress in improving dementia 
care in hospitals, but that there is still work to be done. Dementia champions are in 
place in most hospitals, the health needs of people with dementia are better 
assessed and there has been a welcome reduction in antipsychotic prescribing. The 

It is essential that those nurses caring for older people, whether in hospitals, 
care homes or the community, have the right compassion, skills and values to 
look after what can often be some of the most vulnerable people in our society. A 
bespoke older persons' nurse postgraduate qualification will be delivered as an 
annual Older Person’s Nurse Fellowship.  A programme for 24 participants is 
being commissioned from King’s College London, who will make it available 
across the country. There will be two cohorts of 12 students. One commenced 
studying in November 2014 and will finish in October 2015, and the second will 
begin in March 2015 and finish in February 2016.  
 
As part of the implementation of the Prime Minister’s Challenge on Dementia, on 
25 July 2013 the Secretary of State for Health announced details of the 116 
successful projects, 42 projects within the NHS (including hospital wards) and 74 
within a local authority setting (including care homes) awarded a share of a 
£50million fund to create pioneering care environments designed with the needs 
of people with dementia in mind. 
 
Funding was awarded to projects that demonstrated how practical changes to 
the environment within which people with dementia are treated will make a 
tangible improvement to their condition, with work completed by end March 
2014. An evaluation of the projects will published shortly, and in March 2015  the 
department will publish the best practice Dementia Friendly Environments Health 
Building Note guidance.  
  



report shows that high quality dementia care is achievable and we want to see this 
delivered in every hospital. 

 
We want people with dementia to be receiving better quality of care from informed 
and trained staff. Through the Commissioning for Quality and Innovation programme, 
NHS England has asked all hospitals to identify a senior clinical lead for dementia 
and to ensure that carers of people with dementia are adequately supported and 
that this is reported at board level. We want to see all staff being capable and 
competent in dementia care and, in January, we launched a new e-learning package 
for all health and social care staff. 

 
The Department of Health supported the Dementia Action Alliance in its call to 
action on improving the quality of care for people with dementia in hospital, which 
asks all NHS acute trusts to commit to become dementia-friendly and over 140 
hospitals have signed up to this challenge. 

 
 

 
 

201 The Royal College of Nursing should consider 
whether it should formally divide its 
‘Royal College’ functions and its employee 
representative/trade union functions and its 
employee representative/trade union functions 
between two bodies rather than behind internal 
‘Chinese walls’. 

 
  

Accepted 
 
The Royal College of Nursing has given careful consideration to whether it should 
split its trade union and professional functions and has decided that it should not. 
The Royal College of Nursing believes it is stronger as one organisation. 

 
In its dual role, it believes that the elements are complementary to one another and 
make it a stronger organisation. It believes that trade union work is not simply 
consigned to fighting for better pay awards. Instead, it focuses on building a positive 
working environment for staff – and in healthcare that can have a direct impact on 
the quality of care delivered to patients. 

 
The Government believes the separation of the Royal College of Nursing’s 
professional and trade union roles, which are both important, would enhance the 
authority of its work, so that those outside the profession would know when they 
were speaking in the interests solely of patients and when they were speaking 
solely in the interests of their members. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

202 Recognition of the importance  of nursing 
representation  at provider level should be 
given by ensuring that adequate time is 
allowed for staff to undertake this role, and 
employers and unions must regularly review 
the adequacy of the arrangements in this 
regard. 

 

Accepted. 
 

Implementation is a matter for local employers and unions. The Royal College of 
Nursing, UNISON and NHS Employers have endorsed this recommendation 
and will work with providers and commissioners to try to ensure that this is built 
into workforce and financial planning. 

 
We will explore further models to strengthen recognition of nursing representation with 
the 
Social Partnership Forum, which is a forum for employer and staff representatives. 
 

The issues raised in Recommendation 202 – and the Government response – 
have been discussed in the Social Partnership Forum Francis Working 
Group.  The working group included representatives from trade unions, including 
the Royal College of Nursing, UNISON and NHS Employers. The group felt that 
professional representation, not just nursing, was important at all levels of 
partnership working. The working group recognised the value of partnership 
working in the drive to improve quality and patient safety and it asked the 
Regional Social Partnership Forums to identify examples of effective partnership 
working which will be promoted on the Social Partnership Forum website. 
 
Although the group has now completed its work; it agreed that implementation 
and the development of further models would be best served locally by 
employers and unions. 
 
Case studies of effective partnership working can be found online.  
 

203 A forum for all directors of nursing from both 
NHS and independent sector organisations 
should be formed to provide a means of 
coordinating the leadership of the nursing 
profession. 

 

Accepted. 
 
The Chief Nursing Officer has established the Federation of Nurse Leaders, a 
national forum that has been established to raise the awareness and profile of the 
nursing voice at a national level. Its membership  is drawn from various bodies, 
including the Care Quality Commission, 
the NHS Trust Development Authority, Health Education England, Department of 

The Federation remains active.  Recently the Nursing and Midwifery Council 
consulted nationally on a revised, draft Code for registrants and the Federation 
Group responded to this consultation with an agreed view.  The Chief Nursing 
Officer  has, with its membership, kept the Federation Group under review during 
2013/14 and will continue to do so to ensure that it captures and considers key 
professional issues and provides the necessary challenge and support to nurses 
and midwives nationally. 

http://www.socialpartnershipforum.org/case-studies/


Health and Public Health England. It provides advice, challenge and scrutiny of 
nursing issues and provides the oversight of the delivery of Compassion in Practice, 
the vision and strategy and for nursing in England. It is chaired by the Chief Nursing 
Officer for England and the vice-chair is the Department of Health Director of 
Nursing. 

 
The Nursing and Care Quality forum, established by the Prime Minister in January 
2012, continues to play a role in supporting the Chief Nursing Officer and advising 
Government on nursing and care quality issues. It has been active in highlighting the 
issues which need to be addressed in improving care on the national level. It has 
promoted the use of technology to reduce bureaucracy, emphasised the need for 
better leadership and recruiting health and care staff based on their values. In future 
it will work more closely with the Chief Nursing Officer but will also retain its 
independent voice. 

 
In addition, the Chief Nursing Officer has a monthly bulletin, an annual conference 
for Directors of Nursing and a new website launched to coincide with the 65th 
anniversary of the NHS. The website 6Cs live! provides a communications hub to 
enable all nurses including directors to come together, share good practice, 
concerns and leadership. The Chief Nursing Officer will review in 2014 whether 
more frequent meetings with Directors of Nursing from all organisations should take 
place. 
 

  
In addition, the Chief Nursing Officer provides national professional leadership 
via: 

·         An annual programme of personal visits to health and care 
organisations 

·         Production of a monthly Chief Nursing Officer bulletin 
·         An annual summit for Directors of Nursing  
·         A website (6CsLive!) established to serve as a hub for good practice 

and innovations 
·         Blogs and her Twitter account 

 

204 All healthcare providers and commissioning 
organisations should be required to have at 
least one executive director who is a registered 
nurse, and should be encouraged to consider 
recruiting nurses as non-executive directors. 

 

Accepted in part. 
 

All provider organisations have at least one executive director who is a registered 
nurse. NHS England has the Chief Nursing Officer on its executive board, and 
director level (although not executive level) representation at area and regional team 
levels. 

 
The National Health Service (Clinical Commissioning Groups) Regulations 2012 
require clinical commissioning groups to have a nurse on their governing body, 
though not necessarily at executive level. This enables local flexibility. NHS England 
will consider the added value of, and mechanisms for, amending or strengthening the 
guidance for clinical commissioning groups 
on nurse leadership. 
 

NHS England is working with members of the Commissioning Nurse Leaders 
Network and the Royal College of Nursing to review the role of Clinical 
Commissioning Group nurses, including their leadership role. 
 
 

205 Commissioning arrangements should require 
the boards of provider organisations to seek 
and record the advice of its nursing director 
on the impact on the quality of care and 
patient safety of any proposed major change 
to nurse staffing arrangements or provision 
facilities, and to record whether they accepted 
or rejected the advice, in the latter case 
recording its reasons for doing so. 

 

Accepted in principle. 
 

Compassion in Practice, the vision and strategy for nursing in England, asks Boards 
to sign off and publish staffing levels. NHS England has asked that decisions on 
quality improvement plans are signed off by medical and nursing directors, and will 
consider going further to ask for their sign off on staffing changes for clinical staff as 
well as service provision. 

 
The NHS Standard Contract will be strengthened to require providers to set staffing 
levels on the basis of evidence, monitor actual versus intended staffing levels and 
share this information with commissioners and the public. 

 
The Chief Nursing Officer is providing leadership through Compassion in Practice. 
Key action areas include: 

 
• Boards to sign off and publish evidence based staffing levels at least every 

6 months, linked to quality of care and patient experience; and 
 
• deploying staff effectively and efficiently; identify the impact this has on quality of 

care and the experience of people in our care. 
 
 

In December 2013 NHS England published the NHS Standard Contract for 
2014–15, which strengthened the requirements for providers to set staffing 
levels on the basis of evidence, monitoring actual versus intended staffing 
levels and sharing information with commissioners and the public. Providers 
have operated under the new provisions from 1st April 2014. The requirements 
are detailed within General Condition 5.2 of the Contract. 

206 The effectiveness of the newly positioned Accepted. No further update is required.  Please see response to the recommendation in 

http://www.6cs.england.nhs.uk/
http://www.england.nhs.uk/nhs-standard-contract
http://www.england.nhs.uk/nhs-standard-contract
http://www.england.nhs.uk/wp-content/uploads/2013/12/sec-c-gen-cond-1415.pdf


office of Chief Nursing Officer should be 
kept under review to ensure the maintenance 
of a recognised leading representative of the 
nursing profession as a whole, able and 
empowered to give independent professional 
advice to the Government on nursing issues 
of equivalent authority to that provided by 
the Chief Medical Officer. 

 

 
The Chief Nursing Officer for England provides professional leadership for all nurses, 
midwives and care staff across the healthcare system. The Chief Nursing Officer is 
also the principal advisor to the Government on all nursing and midwifery issues with 
the exception of public health nursing issues. The effectiveness of the Chief Nursing 
Officer role will be reviewed on 
an on-going basis, as will the effectiveness of the Federation of Nurse Leaders, 
established and chaired by the Chief Nursing Officer. 
 

Hard Truths 

207 There should be a uniform description  
of healthcare support workers, with 
the relationship with currently 
registered nurses made clear by the 
title. 

 

Accepted in principle. 
 
This is a complex issue as healthcare support workers carry out a number of 
different tasks in varied roles, so a uniform description can be difficult. The 
Cavendish Review recommends that once healthcare assistants and healthcare 
support workers complete a ‘Certificate of Fundamental Care’, they should be 
allowed to use the title ‘Nursing Assistant’, where appropriate. The Chief Nursing 
Officer has agreed to lead the work around this recommendation which should 
be understood as part of the wider desire to develop career development to 
simplified job roles and core competences framework linked to the career 
development framework. 
 
 
 

Taking account of the range of allied health professionals with whom 
Healthcare Assistants work, the Chief Nursing Officer is planning to release 
guidance in 2015 on appropriate titles for people who hold the Care 
Certificate. This guidance will follow the Shape of Caring review, which is 
being chaired by Lord Willis of Knaresborough and is due to report in in early 
2015. There are no plans for any similar guidance for staff working in social 
care 
 

208 Commissioning arrangements should 
require provider organisations to ensure 
by means of identity labels and uniforms 
that a healthcare support worker is easily 
distinguishable from that of a registered 
nurse. 

 

We agree that patients should be clear on the role of people caring for them, 
for example through identity labels, clear job titles and uniforms. Many 
organisations already do this. 

 
However, the Cavendish Review does not make a firm recommendation that 
healthcare assistants and nurses should wear distinct uniforms, because so many 
Trusts already develop their own. The review does, however, support the need to 
provide more clarity to patients and relatives about who is looking after them. The 
Chief Nursing Officer will take forward work on this. 
 

In November 2013, the National Quality Board published guidance to support 
providers and commissioners to make the right decisions about the capacity 
and capability of nursing, midwifery and care staffing. One of the expectations 
set out in the guidance is that NHS providers clearly display information about 
the nurses, midwives and care staff present on each ward, clinical setting, 
department or service on each shift. The information displayed should be helpful 
and accessible to patients, and could include: the numbers of staff present on 
the ward, department, service or setting; who is in charge; and what the 
different roles and responsibilities of staff on the ward are. It could also provide 
relevant local information, such as the significance of different uniforms worn by 
staff, and titles used.  Through the NHS Standard Contract for 2014/15, all 
commissioners require providers to have regard to this guidance. 
 

209 A registration system should be created under 
which no unregistered person should be 
permitted to provide for reward direct physical 
care to patients currently under the care and 
treatment of a registered nurse or a registered 
doctor (or who are dependent  on such care by 
reason of disability and/or infirmity) in a 
hospital or care home setting. The system 
should apply to healthcare support workers, 
whether they are working for the NHS or 
independent healthcare providers, in the 
community, for agencies or as independent 
agents. (Exemptions should be made for 
persons caring for members of their own family 
or those with whom they have a genuine social 
relationship.) 

 

 
Not accepted, however we intend to achieve the intention behind this by 
ensuring that organisations have the right staff with the right skills to deliver 
care in a safe way. 

 
The Government understands that the idea of compulsory, statutory regulation can 
seem an attractive means of ensuring patient safety however, the Inquiry 
demonstrates that regulation by itself does not prevent poor care. Regulation can 
be costly and introduce inflexibility 
into the system. It should only be considered when it is shown that it is the most 
effective, appropriate, and proportionate means of protecting the public. 

 
We are keeping the situation under review but, currently, there is no solid 
evidence that demonstrates that healthcare and care support workers should 
be subject to compulsory statutory regulation, given the safeguards that are 
already in the system, such as: 

• Care Quality Commission registration, which is being enhanced with 
the new role of the Chief Inspectors; 
 

• the Disclosure and Barring Service which provides a further layer of 
assurance by helping employers make safer recruitment decisions and 
prevent unsuitable people from working with vulnerable groups that are 
already in the system; and 
 

The Care Certificate sets out the fundamental skills, values and behaviours 
that healthcare assistants and social care support workers will need to 
demonstrate in order to provide safe, effective and compassionate care. This 
will provide a consistent and effective means for health and care providers to 
satisfy Care Quality Commission requirements that their care support 
workforce have the right qualifications, skills and experience. It will replace 
both the National Minimum Training Standards and the Common Induction 
Standards. Following the successful completion of pilots, the Care Certificate 
remains on track to be introduced for new healthcare assistants and social 
care support workers from 1 April 2015. From 2016 all NHS-funded student 
nurses in England will attain the Care Certificate within their first year of study, 
if they have not already achieved it. A wide range of employers and staff were 
engaged with the testing of the Care Certificate, the majority concluding that no 
radical revisions were necessary. Analysis of feedback received indicated that 
the draft proposals for the Care Certificate were suitable in terms of content 
and process 
The Care Quality Commission registration requirements state that all providers 
of regulated activities must ensure that they have the right staff with the right 
skills, qualifications, and experience to undertake tasks to be performed. 
Where providers fail to comply, the Care Quality Commission has a range of 
enforcement powers.  
 
The Disclosure and Barring Service provides a further layer of assurance by 
helping employers make safer recruitment decisions and prevent unsuitable 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf
http://www.england.nhs.uk/2013/11/19/staff-guidance/


• the requirement on nurses to ensure that when they give a task to a 
support worker they effectively delegate, supervise and ensure the 
individual has the right training to do the job. 
 

We recognise that there is a need to drive up standards and in 2011the Department of 
Health commissioned Skills for Care and Skills for Health to develop a code of 
conduct 
and minimum training standards for healthcare assistants and support workers in 
England, which was published in March 2013. We welcome the recommendations 
of the Cavendish Review relevant to the importance of education, training and 
standards, and these are being developed further. The importance of this is 
recognised by the Government asking Health Education England to work with Skills 
for Care, Skills for Health and other stakeholders 
to consider how the ‘Certificate of Fundamental Care’ (now the Care 
Certificate) can be developed. 

 
Where employers find that a healthcare assistant or social care support worker no 
longer meets the standards required by the Care Certificate, Health Education 
England  and the Sector Skills Councils will set out in  guidance the requirements 
for ensuring that appropriate re-training is given, or other disciplinary action is  taken. 
The guidance will  be that the worker in question  should not work unsupervised until 
the problem has been resolved and the employer is confident that their care 
certificate remains valid. 
 

 

people from working with vulnerable groups. 
 

210 There should be a national code of conduct for 
healthcare support workers. 

 

Accepted. 
 
Skills for Health and Skills for Care published a national code of conduct for 
healthcare support workers and adult social care workers in March 2013. The 
Cavendish Review recommends that Skills for Health and Skills for Care should 
refine its proposed code. Skills for Health and Skills for Care will review the code to 
ensure the language is simple and that there is synergy with the Social Care 
Commitment, launched in September 2013, which the Department of Health has 
developed in conjunction with Skills for Care and other partners. The Social Care 
Commitment is the sector’s promise to provide people who need care 
and support with safe, high quality services. It brings together other initiatives into 
a simple framework in simple language, giving clarity to employers and employees 
about what is expected of them. 
 
 
 
 

By August 2014, 1,088 adult social care employers have signed up to the Social 
Care Commitment. An independent evaluation report has concluded that in the 
vast majority of cases, the Social Care Commitment has resulted in an 
improvement in the quality of care provided. The Social Care Commitment is 
also in the process of being mapped with Compassion in Practice, ‘6 Cs’. 
 

Skills for Health and its partners have recently consulted on whether the code of 
conduct is relevant not only to Healthcare Assistants working with nurses and 
midwives, but also to those who work with Allied Health Professionals. The 
results and amended code are expected to be published shortly. Much as the 
Social Care Commitment pledges employers to ensure their employees are 
properly supported and so can meet the Code of Conduct, Skills for Health and 
Skills for Care have also examined how the NHS Constitution fulfils that 
purpose for employers of Healthcare Assistants working in organisations 
providing NHS services. 
  

 
211 There should be a common set of national 

standards for the education and training of 
healthcare support workers. 

 

Accepted. 
 

The National Minimum Training Standards for healthcare support workers were 
published in March 2013. The Cavendish Review has also made a number of 
recommendations 
to improve the national standards on education and training, including a ‘Certificate of 
Fundamental Care.’ 

 
An amendment to the Care Bill was tabled updating the provisions in the Health and 
Social Care Act 2008 that would enable regulations to specify a body that would set 
training standards in respect of healthcare assistants and social care support 
workers. This issue was debated at Report Stage by the House of Lords on 21 
October. In that debate, in advance of the formal Response to the Cavendish 
Review, Government asked Health Education England to lead work with the Skills 
Councils, other delivery partners and health and care providers to develop a ‘Care 
Certificate.’ 
 
 

The Care Certificate sets out the fundamental skills, values and behaviours that 
healthcare assistants and social care support workers will need to demonstrate 
in order to provide safe, effective and compassionate care. This will provide a 
consistent and effective means for health and care providers to satisfy Care 
Quality Commission requirements that their care support workforce have the 
right qualifications, skills and experience. It will replace both the National 
Minimum Training Standards and the Common Induction Standards. Following 
the successful completion of pilots, the Care Certificate remains on track to be 
introduced for new healthcare assistants and social care support workers from 1 
April 2015. From 2016 all NHS-funded student nurses in England will attain the 
Care Certificate within their first year of study, if they have not already achieved 
it. A wide range of employers and staff were engaged with the testing of the 
Care Certificate, the majority concluding that no radical revisions were 
necessary. Analysis of feedback received indicated that the draft proposals for 
the Care Certificate were suitable in terms of content and process 
 

Health Education England has developed a draft set of standards in conjunction 
with Skills for Health, Skills for Care and other delivery partners. They were 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf
http://www.skillsforhealth.org.uk/about-us/news/code-of-conduct-and-national-minimum-training-%20standards-for-healthcare-support-workers/
http://www.skillsforhealth.org.uk/about-us/news/code-of-conduct-and-national-minimum-training-%20standards-for-healthcare-support-workers/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf
http://www.skillsforcare.org.uk/Document-library/NMDS-SC,-workforce-intelligence-and-innovation/Research/Evaluation-Reports/Evaluation-of-the-Social-Care-Commitment---FINAL-Report-300514.pdf
http://www.skillsforhealth.org.uk/about-us/news/code-of-conduct-and-national-minimum-training-standards-for-healthcare-support-workers/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf


 
 

piloted across a number of health and social care providers during summer 
2014. The Care Certificate is on track to be introduced for new healthcare 
assistants and social care support workers from 1 April 2015. 

212 The code of conduct, education and training 
standards and requirements for registration for 
healthcare support workers should be 
prepared and maintained by the Nursing and 
Midwifery Council after due consultation  with 
all relevant stakeholders, including the 
Department of Health, other regulators, 
professional representative organisations and 
the public. 

 

Not accepted, however we intend to achieve the intention behind this by 
ensuring that organisations have the right staff with the right skills to deliver 
care in a safe way. 

 
This recommendation is a step toward regulation (see recommendation 209) and for 
the same reasons, we are rejecting this recommendation.  The Nursing and Midwifery 
Council also have no remit for codes of conduct for social care or healthcare 
support workers. The Cavendish Review recognises the importance of the 
development of education and training standards which are being developed further. 
 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

213 Until such time as the Nursing and Midwifery 
Council is charged with the recommended 
regulatory responsibilities, the Department of 
Health should institute a nationwide system to 
protect patients and care receivers from harm. 
This system should be supported by fair due 
process in relation to employees in this grade 
who have been dismissed by employers on the 
grounds of a serious breach of the code of 
conduct or otherwise being unfit for such a 
post. 

 

Not accepted, however we intend to achieve the intention behind this by 
ensuring that organisations have the right staff with the right skills to deliver 
care in a safe way. 

 
We do not believe that regulation of healthcare assistants and support workers will 
improve the quality of care. The Nursing and Midwifery Council are an organisation 
going through a significant change programme focused around delivering their core 
functions relevant to the regulation of nurses and midwives, and should not be 
charged with these recommended regulatory responsibilities. In line with the 
recommendation from the Cavendish Review the Government has commissioned 
the Professional Standards Authority for Health and Social Care for advice on how 
employers can be more effective in managing the dismissal of unsatisfactory staff. 

 
The Disclosure and Barring Service provides a further layer of assurance by 
helping employers make safer recruitment decisions and prevent unsuitable 
people working with vulnerable groups. 
 

The Care Quality Commission’s registration requirements state that all providers 
of regulated activities must ensure that they have the right staff with the right 
qualifications, competence, skills and experience to undertake tasks to be 
performed. Where providers fail to comply, the Care Quality Commission has a 
range of enforcement powers.  
 

The Nursing and Midwifery Council’s Code of Conduct requires nurses and 
midwives to delegate effectively by ensuring that anyone they delegate to is 
able to carry out their instructions, that the outcome of the delegated task meets 
required standards and that the individual delegated to is supervised and 
supported.       
All healthcare assistants and social care support workers should receive 
consistent high quality training in the fundamental skills of caring, understanding 
the skills and behaviours needed to deliver good care.  That is why the 
Department of Health is introducing the Care Certificate, which will be a means 
of ensuring healthcare assistants and social care support workers receive the 
training and support they need to do their jobs. 
  

Supporting staff can also mean tackling underperformance in a sensitive, fair 
and robust manner.  We should not shy away from this.  In response to the 
Professional Standards Authority’s advice to the Secretary of State, NHS 
Employers and the National Skills Academy for Social Care (Skills for Care) 
have been commissioned to develop a resource drawing together content on 
effective performance management and appraisal of staff providing care. This 
should support health and social care managers in their responsibilities to 
manage performance, leading to safer, higher quality care. We expect the 
resource to be launched in April 2015. 
  
 
 

214 A leadership staff college or training system, 
whether centralised or regional, should 
be created to: provide common professional 
training in management and leadership to 
potential senior staff; promote healthcare 
leadership and management as a profession; 
administer an accreditation scheme to enhance 
eligibility for consideration  for such roles; 
promote and research best leadership practice 
in healthcare. 

 
 

Accepted. 
 

The NHS Leadership Academy, supported by NHS England, fills this role. It has 
developed a leadership model for the NHS and a suite of development 
programmes, tools and interventions to support a change in culture in NHS 
leadership through a national network of local delivery partners. It researches and 
champions the professionalisation of leadership. 

 
The Academy provides a suite of career-long, academically accredited 
programmes which map against a leadership career, irrespective of professional 
background. This establishes the need for prior training and development before 
applying for significant and vital senior 
roles, and creates an expectation of sufficient experience, knowledge and a minimum 
level of academic achievement for leadership roles. The Academy works with 
partners and in-house experts on developing a model for leadership, based on 
research evidence and best practice. 

The NHS Leadership Academy continues to bring together national activity 
supporting leadership development in health and NHS funded services. To 
achieve this, the Academy oversees the development of core leadership 
programmes and a leadership model to ensure a consistent approach to 
leadership development of staff at all levels in the NHS.  
 

The Executive Fast Track programme, launched in June 2014, aims to increase 
the number of executive leaders in the NHS. With clinical and non-NHS 
backgrounds, the 49 participants are undertaking this 10-month long 
development programme, which includes four weeks of executive development 
at Harvard, Boston, USA, as well as an industrial placement and six-month long 
change programme under an NHS chief executive mentor. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/236212/Cavendish_Review.pdf


215 A common code of ethics, standards and 
conduct for senior board-level healthcare 
leaders and managers should be produced 
and steps taken to oblige all such staff to 
comply with the code and their employers to 
enforce it. 

 

Accepted. 
 
The standards produced by the Professional Standards Authority (Standards for 
members of NHS boards and Clinical Commissioning Group governing bodies in 
England) provide the basis for standards for senior board-level leaders and 
managers. The combination of behavioural standards along with technical 
competence and business processes sends 
an important signal about the need for leaders who have the right values and 
behaviour as well as the ability to get the business done. The standards will form 
part of a wider system of ensuring that senior people are fit and proper persons 
that will be developed in detail 
in the coming months. In addition to the responsibility of individual leaders for 
compliance with technical and behavioural standards, the corporate structures of 
NHS organisations also need to both reinforce these standards and provide 
effective oversight of individual and 
corporate performance to determine whether they are being met, and what needs to 
be done to improve performance. The NHS Leadership Academy has published The 
Healthy NHS Board 2013, which includes guidance on supporting board 
effectiveness and emphasises the importance of values and behaviours. 

 
We agree that the public have the right to expect that people in leading positions in 
NHS organisations are fit and proper persons; and that where it is demonstrated  
that a person is not fit and proper, they should not be able to occupy such a 
position. Monitor and the Care Quality Commission are committed to ensuring 
that, taken together, their processes for registration and licensing reflect these 
principles. The Care Quality Commission’s inspection regime will include a focus 
on whether or not an organisation is ‘well-led’. 

 
In order to support this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 
new requirement that all Board Directors (or equivalents) of providers registered with 
the Care Quality Commission must meet a new fitness test. We are proposing that 
this test includes checks about whether the person is of good character including 
past employment history, and if the individual has the qualifications, skills and 
experience necessary for the work or office as well as the more traditional 
consideration of criminal and financial matters. 
 

The Care Quality Commission is taking forward the development of a ‘fit and 
proper persons’ test for board-level leaders in the organisations registered with 
it, whether in the public, private or voluntary sectors. Fit and Proper Persons 
Test Regulations have been passed by Parliament and are in place in 
November 2014 for NHS organisations and from April 2015 for other 
organisations. 
 

216 The leadership framework should be improved 
by increasing the emphasis given to patient 
safety in the thinking of all in the health service. 
This could be done by, for example, creating a 
separate domain for managing safety, or by 
defining the service to be delivered as a safe 
and effective service. 

 
 

Accepted. 
 

The NHS Leadership Academy is developing, with extensive stakeholder 
involvement, a new healthcare leadership model for the NHS. This will give due 
emphasis to leading for patient safety. 
 
 

The NHS Leadership Academy’s new healthcare leadership model for the NHS 
was published in November 2013. The Model is comprised of nine ‘leadership 
dimensions’ which set out the qualities that good leaders at all levels in the 
NHS should express. The importance of each dimension for an individual will 
vary based on the type of job they have, the needs of the people they work 
with, and the context of their role within their organisation 

217 A list should be drawn up of all the qualities 
generally considered necessary for a good and 
effective leader. This in turn could inform a list 
of competences a leader would be expected to 
have. 

 

Accepted in part. 
 

The NHS Leadership Academy has developed, with extensive stakeholder 
involvement, a new healthcare leadership model for the NHS. In addition to technical 
competence, board-level leaders must also be ‘fit and proper persons’ in line with 
the registration requirements of the Care Quality Commission and Monitor. 

 
The standards produced by the Professional Standards Authority (Standards for 
members of NHS boards and Clinical Commissioning Group governing bodies 
in England) provide the basis for standards for senior Board-level leaders and 
managers. The combination of behavioural standards along with technical 
competence and business processes sends an important signal about the need 
for leaders who have the right values and behaviour as well as the ability to get 
the business done. 

The NHS Leadership Academy’s new healthcare leadership model for the NHS 
was published in November 2013. The Model is comprised of nine ‘leadership 
dimensions’ which set out the qualities that good leaders at all levels in the 
NHS should express. The importance of each dimension for an individual will 
vary based on the type of job they have, the needs of the people they work 
with, and the context of their role within their organisation. 
 
The National Skills Academy for Social Care’s Leadership Qualities 
Framework describes what good leadership looks like in different settings and 
situations.  It mirrors the NHS Leadership Framework so that it can be applied 
in integrated services. The Framework describes the behaviours and 
competencies a good leader should display. The Academy has also developed 
a series of supporting assessment tools and initiatives that enable leaders to 
determine what areas they need to improve on in order to become excellent 

http://www.leadershipacademy.nhs.uk/discover/leadershipmodel/
http://www.leadershipacademy.nhs.uk/discover/leadershipmodel/
https://www.nsasocialcare.co.uk/about-us/leadership-qualities-framework
https://www.nsasocialcare.co.uk/about-us/leadership-qualities-framework


 
The public have the right to expect that people in leading positions in NHS 
organisations are fit and proper persons; and that where it is demonstrated that a 
person is not fit and proper, they should not be able to occupy such a position. 
Monitor and the Care Quality Commission are committed to ensuring that, taken 
together, their processes for registration and licensing reflect these principles. The 
Care Quality Commission’s inspection regime will include a focus on whether or not 
an organisation is ‘well-led’. 

 
Monitor’s licence conditions already require providers to ensure that no person who 
is an unfit person may become or continue as a Director and that they ensure that 
its contracts of service with its Directors contain a provision permitting summary 
termination in the event of a Director being or becoming an unfit person. 

 
In order to strengthen this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 
new requirement that all Board Directors (or equivalents) of providers registered 
with the Care Quality Commission must meet a new fitness test. We are 
proposing that this test includes checks about whether the person is of good 
character including past employment history, and if the individual has the 
qualifications, skills and experience necessary for the work or office as well as 
the more traditional consideration of criminal and financial matters. 

 
 

leaders. 
 
The Care Quality Commission is taking forward the development of a ‘fit and 
proper persons’ test for board-level leaders in the organisations registered with 
it, whether in the public, private or voluntary sectors. Fit and Proper Persons 
Test Regulations have been passed by Parliament and are in place in 
November 2014 for NHS organisations and from April 2015 for other 
organisations. 

 

218 Serious non-compliance with the code, and 
in particular, non-compliance leading to 
actual or potential harm to patients, should 
render board-level leaders and managers 
liable to be found not to be fit and proper 
persons to hold such positions by a fair and 
proportionate procedure, with the effect of 
disqualifying  them from holding such 
positions in future. 

 

Accepted. 
 
The Care Quality Commission will work with other organisations and interested 
parties to determine how the fit and proper person test will be applied in practice 
so that it draws on the standards set out in Standards for members of NHS 
boards and Clinical Commissioning Group governing bodies in England. We will 
support NHS organisations to make better use of recruitment and referencing 
processes to ensure that appointment processes are clear about whether or not 
an applicant is a fit and proper person of good standing. 

 
The public have the right to expect that people in leading positions in NHS 
organisations are fit and proper persons; and that where it is demonstrated that a 
person is not fit and proper, they should not be able to occupy such a position. 
Monitor and the Care Quality Commission are committed to ensuring that, taken 
together, their processes for registration and licensing reflect these principles. The 
Care Quality Commission’s inspection regime will include a focus on whether or not 
an organisation is ‘well-led’. 

 
Monitor’s licence conditions already require providers to ensure that no person who 
is an unfit person may become or continue as a Director and that they ensure that 
its contracts of service with its Directors contain a provision permitting summary 
termination in the event of a Director being or becoming an unfit person. 

 
In order to strengthen this, the Government issued in July 2013 a consultation on 
Strengthening corporate accountability in health and social care. This proposes a 
new requirement that all Board Directors (or equivalents) of providers registered 
with the Care Quality Commission must meet a new fitness test. We are 
proposing that this test includes checks about whether the person is of good 
character including past employment history, and if the individual has the 
qualifications, skills and experience necessary for the work or office as well as 
the more traditional consideration of criminal and financial matters. 

 
The Government proposes that the fit and proper persons test will now be used as 
a mechanism for introducing a scheme for barring Directors who are unfit from 
individual posts by Care Quality Commission at the point of registration. Where a 
Director is considered by Care Quality Commission to be unfit it could either refuse 

The Department of Health held a consultation on a new registration requirement 
that all directors of providers registered with the Care Quality Commission must 
meet the fit and proper person test. The Care Quality Commission will be able 
to insist on the removal of directors that fail this test.  
 
Fit and Proper Persons Test Regulations have been passed by Parliament and 
are in place in November 2014 for NHS organisations and from April 2015 for 
other organisations. The Care Quality Commission held a consultation between 
July and October 2014 setting out proposals on how organisations can meet 
the fit and proper person test. 

 

http://www.cqc.org.uk/sites/default/files/20140725_nhs_fppr_and_doc_consultation_final.pdf


registration, in the case of a new provider, or require the removal of the Director on 
inspection, or following notification of a 
new appointment.  The Government believes that this will be a robust method of 
ensuring that Directors whose conduct or competence makes them unsuitable for 
these roles are prevented from securing them. The scheme will be kept under 
review to ensure that it is effective, and we will legislate in the future if the barring 
mechanism is not having its desired impact. Further details will be set out in the 
response to the consultation on corporate accountability which will be published 
shortly. We plan to publish the draft regulations for consultation at the same time. 
 
 

219 An alternative option to enforcing compliance 
with a management code of conduct, with the 
risk of disqualification, would be to set up an 
independent professional regulator. The need 
for this would be greater if it were thought 
appropriate to extend a regulatory requirement 
to a wider range of managers and leaders. The 
proportionality of such a step could be better 
assessed after reviewing the experience of a 
licensing provision for directors. 

 
 

Accepted in part. 
 

The Government agrees that a focus on standards and their enforcement 
through normal employment processes and a fit and proper person test is the 
right place to start. Further action may be justified following a review of how this 
approach works in practice; but the Government agrees that the proportionate 
approach is to test how well the combination of a standards-based approach 
and the use of a ‘fit and proper persons’ test by the regulators would work. 
 
 

Fit and Proper Persons Test Regulations have been passed by Parliament and 
are in place in November 2014 for NHS organisations and from April 2015 for 
other organisations. The Care Quality Commission held a consultation between 
July and October 2014 setting out proposals on how organisations can meet 
the fit and proper person test.  It will be the responsibility of the provider and, in 
the case of NHS bodies, the chair, to ensure that all directors meet the fitness 
test and do not meet any of the ‘unfit’ criteria.  The Care Quality Commission 
will work with providers, other regulators and government departments to define 
the processes that its inspectors will use to make these assessments and 
judgments. The Department of Health will keep in view how the implementation 
of this test is progressing as part of ongoing monitoring of the reforms. 

 
220 A training facility could provide the route 

through which an accreditation scheme could 
be organised. Although this might be a 
voluntary scheme, at least initially, the objective 
should be to require all leadership posts to be 
filled by persons who experience some shared 
training and obtain the relevant accreditation, 
enhancing the spread of the common culture 
and providing the basis for a regulatory regime. 

 

Accepted in part. 
 
We think it is essential that those who fill leadership  posts should be able to 
demonstrate that they share in the common values of the NHS and meet 
expected standards in respect of both leadership skills and behaviours. We do 
not, however, accept the need for a formal accreditation scheme. 

 
A new suite of national leadership development programmes launched by the NHS 
Leadership Academy and supported by a revised healthcare leadership model will 
represent a consistent approach to developing leaders with the right skills and 
behaviours at all levels. 
 

The NHS Leadership Academy now delivers a single, national approach to 
leadership development through its wide ranging suite of programmes based 
around the nine ‘leadership dimensions’ of the NHS leadership framework, 
which good leaders at all levels in the NHS should express. These underpin the 
Academy’s five core leadership programmes designed to develop outstanding 
leaders across every tier of the healthcare system, as well as the nurse and 
midwife leadership programme taking forward the Prime Minister / Deputy 
Prime Minister commitment for 10,000 nurses and midwives to complete 
leadership training by March 2015. 
The Academy’s core programmes are accredited and, with broader take up of 
the NHS leadership model in the NHS, a consistent approach to identifying and 
developing current and future NHS leaders with the right skills and behaviours 
at all levels is now being applied. 
 
The National Skills Academy for Social Care provides a range of training 
opportunities for aspiring and new leaders in adult social care. Although these 
opportunities are voluntary, there has been significant take up from the sector. 
In addition, the National Skills Academy for Social Care is running a 
‘Leadership for Change’ training programme in conjunction with the NHS 
Leadership Academy, Public Health England, the Local Government 
Association Leadership Centre and the Virtual Staff College. 

 
221 Consideration should be given to ensuring that 

there is regulatory oversight of the competence 
and compliance with appropriate standards by 
the boards of health service bodies which are 
not Foundation Trusts, of equivalent rigour to 
that applied to Foundation Trusts. 

 

Accepted. 
 
The Care Quality Commission will be responsible for ensuring that all registered 
providers have appropriate and effective governance arrangements in place as part 
of its overall assessment of the health of the organisation. This will apply regardless 
of whether or not an organisation is a Foundation Trust. 

 
One of the key questions that the Chief Inspector of Hospitals, will ask is whether or 
not an organisation is well-led. In addition, the NHS Trust Development Authority will 
be responsible for ensuring that NHS Trusts that do not have Foundation Trust status 
have effective governance arrangements in place. The approach used by the NHS 
Trust Development Authority is consistent with that used by Monitor, and both of 
these organisations along with the Care Quality Commission will continue to work 
closely to ensure that there is effective regulatory scrutiny of governance and 
compliance with appropriate standards. There will also be checks on quality 

The Care Act 2014 introduced a new set of fundamental standards, which will 
apply to all providers from April 2015.  Under the Care Quality Commission’s 
new inspection regime lead by the chief inspectors of hospitals, adult social care, 
and general practice, every service and provider is ask five questions:  

• Are they safe?  
• Are they effective?  
• Are they caring?  
• Are they well led?  
• Are they responsive to people’s needs?  

The Care Quality Commission consulted on its proposals on how organisations 
can meet the fundamental standards which include the fit and proper person test 
as part of the ‘well led’ domain.  The consultation concluded in October 2014. 
 
Fit and Proper Persons Test Regulations have been passed by Parliament and 
are in place in November 2014 for NHS organisations and from April 2015 for 

http://www.cqc.org.uk/sites/default/files/20140725_nhs_fppr_and_doc_consultation_final.pdf
http://www.cqc.org.uk/sites/default/files/20140725_fundamental_standards_and_enforcement_consultation_final.pdf


governance by the NHS Trust Development Authority before referral to Monitor. 
 

other organisations. The Care Quality Commission held a consultation between 
July and October 2014 setting out proposals on how organisations can meet the 
fit and proper person test. 
 

222 The General Medical Council should have a 
clear policy about the circumstances in which 
a generic complaint or report ought to be 
made to it, enabling a more proactive 
approach to monitoring fitness to practise. 

 

Accepted. 
 

The General Medical Council has made it clear that it recognises the need to 
contribute to the identification and in some cases the investigation of generic 
concerns, building on its progress in recent years to become a more proactive and 
collaborative regulator. This includes signposting complainants to the appropriate 
regulator if their concerns are not for the General Medical Council; making referrals to 
systems or other professional regulators; investigating concerns arising from the 
media (including those which do not specifically name a doctor) 
and sharing information with and participating in regional quality surveillance groups 
and risk summits. In light of this recommendation, the General Medical Council will 
undertake to clarify in what circumstances it has an interest in generic reports or 
complaints and continue to build its relationship with the Care Quality Commission to 
ensure appropriate leadership in relation to generic concerns. We will continue to 
work with the General Medical Council and other organisations to ensure that 
communication and effective sharing of information between regulators of all kinds 
works well and in the interests of patients. 
 

Direct interventions by the General Medical Council will be confined to matters 
within its regulatory remit in the quality of education and of individual 
practitioners. 
It contributes to the identification and investigation of systemic or generic 
concerns outside its direct remit by signposting complainants to the appropriate 
regulator, making referrals to systems or other professional regulators, 
investigating concerns that are raised in the media and sharing information with 
and participating in Regional Quality Surveillance Groups and Risk Summits. 
The General Medical Council has established an internal Patient Safety 
Intelligence Forum to coordinate information that may demonstrate concerns 
about patient safety or medical practice and ensure the appropriate operational 
and policy response across its functions relevant to operational or thematic risk. 
This Forum will continue to develop throughout 2014 and 2015 in parallel with 
the development of the General Medical Council’s enhanced data strategy. 
 

223 If the General Medical Council is to be effective 
in looking into generic complaints and 
information it will probably need either greater 
resources, or better cooperation with the Care 
Quality Commission and other organisations 
such as the Royal Colleges to ensure that it is 
provided with the appropriate information. 

 

Accepted in principle. 
 
The General Medical Council has made it clear that it is determined to improve the 
way it shares information and works with other regulators and organisations such as 
the medical Royal Colleges. The General Medical Council has agreed an information 
sharing protocol with the Care Quality Commission, which builds on the existing 
memorandum of understanding, to ensure that both organisations work closely and 
effectively together to share information and ensure appropriate and effective cross-
referral of concerns. 
 
 

The General Medical Council has developed an Operational Protocol with the 
Care Quality Commission, and is developing a joint approach to the evaluation of 
the operating protocol, with a full evaluation scheduled for September 2015. 
Additionally, progress is continuing on the development of refreshed or new 
Memorandas of Understanding or information sharing agreements with the NHS 
Trust Development Authority and Monitor. Operational protocols will be 
developed to practically support these Memoranda of Understanding and 
information sharing agreements.  
 
The General Medical Council and the Care Quality Commission agreed a 
refreshed Operational Protocol in December 2014 and an approach to evaluating 
it.  An interim evaluation report will be published in March 2015.   
 
 In addition, the General Medical Council has developed a new “information 
sharing manual” for Fitness to Practise” colleagues.  This details at an 
operational level how, when and who the General Medical Council will share 
information with. Core joint training was launched in December 2014 at both the 
Care Quality Commission and the General Medical Council offices and the 
General Medical Council have supported the roll out of advanced training in 
January 2015. 
 
A refreshed Memoranda of Understanding was agreed between the general 
Medical Council and the NHS Trust Development Authority in December 2014 
and the General Medical Council are continuing to develop an Memoranda of 
Understanding with Monitor, agreement of which is expected during the first 
quarter of 2015. Operational Protocols will also be developed to support both of 
their implementation during the first quarter of 2015. 
 
 
 

224 Steps must be taken to systematise the 
exchange of information between the Royal 
Colleges and the General Medical Council, and 
to issue guidance for use by employers of 
doctors to the same effect. 

 

Accepted. 
 
The General Medical Council has made it clear that the exchange of information with 
Royal Colleges should be further systematised, and that it will take forward action to 
ensure that this takes place. The General Medical Council will share its proposals in 
the first half of 2014. 

 
The General Medical Council will work with the Royal Academy of Medical Royal 

In February 2014 the General Medical Council published the results of a review 
of its arrangements for quality assuring medical education and training.  One of 
the main issues highlighted in the review was the importance of effective 
information sharing between the General Medical Council and the Royal 
Colleges. The General Medical Council is currently considering how to enhance 
further current information sharing arrangements with Royal Colleges, with the 
aim of developing formal agreements with them. A working group has also been 
established to look at the data held by the Royal Colleges and the General 

http://www.cqc.org.uk/sites/default/files/20140725_nhs_fppr_and_doc_consultation_final.pdf


Colleges to develop information sharing agreements with all of the Medical Royal 
Colleges. In relation to education and training the General Medical Council has 
made it clear that the exchange of information with Royal Colleges should be further 
systematised, and that it will take forward action to ensure that this takes place. The 
General Medical Council will share its proposals in the first half of 2014. 

 
The General Medical Council has developed a closer working relationship with 
employers through the Employer Liaison Service. It already produces guidance to 
help employers understand when to share information with the General Medical 
Council and will reiterate this guidance through meetings with Responsible Officers 
and Medical Directors. 

 
 

Medical Council, and the best way to use and share this data. The General 
Medical Council  has now begun providing a richer set of tailored, targeted data 
to the Royal Colleges and gathering further information from the Royal Colleges 
to inform the General Medical Council’s programme of visits 
Further, the General Medical Council is beginning to gather further information 
from Royal Colleges to inform its regional visits programme and, in addition, has 
invited members of Royal Colleges to support the General Medical Council on 
selected visits (where its visitor pool does not include the appropriate expertise). 
 

225 The General Medical Council should have 
regard to the possibility of commissioning 
peer reviews pursuant to section 35 of the 
Medical Act 1983 where concerns are raised 
in a generic way, in order to be advised 
whether there are individual concerns. Such 
reviews could be jointly commissioned with 
the Care Quality Commission in appropriate 
cases. 

 

Accepted. 
 

The General Medical Council has made it clear that it is determined to work with 
others to explore the development of appropriate forms of joint ownership of 
generic issues, so that unacceptable patient care is identified and dealt with 
effectively. This may include (but need not be confined to) peer reviews. 
 

The General Medical Council contributes to the identification and investigation of 
system or generic concerns by means of its Operational Protocol with the Care 
Quality Commission and the development of information sharing agreements 
with other systems regulators.  In addition, it shares information with, and 
participates in, Regional Quality Surveillance Groups and Risk Summits.  
 
 

226 To act as an effective regulator of nurse 
managers and leaders, as well as more 
front-line nurses, the Nursing and Midwifery 
Council needs to be equipped to look at 
systemic concerns as well as individual ones. 
It must be enabled to work closely with the 
systems regulators and to share their 
information and analyses on the working of 
systems in organisations in which nurses are 
active. It should not have to wait until a 
disaster has occurred to intervene with its 
fitness to practise procedures. Full access to 
the Care Quality Commission information in 
particular is vital. 

 
 

Accepted in part. 
 

The Nursing and Midwifery Council have made it clear that they are determined to 
work closely with other regulators, including the Care Quality Commission to share 
information and analyses, and that it should not have to wait until a disaster has 
occurred to intervene with its fitness to practise procedures. The Government notes 
that the Nursing and Midwifery Council have stated that they do not wish to be given 
the role of directly investigating systems issues given that the primary responsibility 
for such issues rests with the Care Quality Commission, but that they intend to 
address the underlying issue identified in this recommendation  by working closely 
with the Care Quality Commission and other regulators to ensure that the most 
serious matters are appropriately addressed in a systematic manner. 
 

The Nursing and Midwifery Council and the Care Quality Commission have 
refreshed their Memorandum of Understanding that sets out how and when to 
share information, and are developing a protocol to support staff in implementing 
the commitments in it. The Nursing and Midwifery Council provides the Care 
Quality Commission with data from its work on settings due for inspection and is 
working to improve the quality and accessibility of this data.  It has agreed a data 
strategy to support those improvements. 
 

The Nursing and Midwifery Council is undertaking an internal quality assurance 
exercise on its own practice under its Memoranda of Understanding, the results 
of which will inform Memoranda being developed with other regulators. It will first 
report on the activity occurring as a result of partnership agreements and then 
undertake a more qualitative assessment of the impact of its own practice on 
safety and quality. 
 

In its materials about how to raise concerns, the Nursing and Midwifery Council 
helps to signpost the role of system regulators to registrants and members of the 
public. 
 
 

227 The Nursing and Midwifery Council needs to 
have its own internal capacity to assess 
systems and launch its own proactive 
investigations where it becomes aware of 
concerns which may give rise to nursing fitness 
to practise issues. It may decide to seek the 
cooperation of the Care Quality Commission, 
but as an independent regulator it must be 
empowered to act on its own if it considers it 
necessary in the public interest. This will 
require resources in terms of appropriately 
expert staff, data systems and finance. Given 
the power of the registrar to refer cases without 
a formal third party complaint, it would not 
appear that a change of regulation is 
necessary, but this should be reviewed. 

 

Accepted in principle. 
 
The Nursing and Midwifery Council are taking a different approach to achieving this 
recommendation.  The Nursing and Midwifery Council is committed to working 
closely with the Care Quality Commission and with other regulators to ensure that 
the most serious matters are appropriately addressed in a systematic manner. 
 

See response to 226. The Nursing and Midwifery Council uses its powers to 
open cases if there is public interest in doing so. Where it has a statutory role in 
systems – through education and midwifery supervision – the Nursing and 
Midwifery Council takes joint action with the Care Quality Commission when that 
is the most effective way of protecting the public. 
 



228 It is of concern that the administration of the 
Nursing and Midwifery Council, which has not 
been examined by this Inquiry, is still found by 
other reviews to be wanting. It is imperative in 
the public interest that this is remedied 
urgently. Without doing so, there 
is a danger that the regulatory gap between the 
Nursing and Midwifery Council and the 
Care Quality Commission will widen rather than 
narrow. 

 
 

Accepted. 
 
The Nursing and Midwifery Council has made clear its commitment to implementing 
the recommendations and achieving the required improvements in the delivery of its 
regulatory functions set out in the strategic review undertaken by the Professional 
Standards Authority in 
2012, most recently in its 2013-2016 corporate plans. 

 
In relation to the recommendation to appoint a strong leadership team to drive 
forward turn around work, Mark Addison was appointed Chair of the Nursing and 
Midwifery Council in September 2012, and Jackie Smith was permanently 
appointed to the role of Nursing and Midwifery Council Chief Executive in June 
2013. In addition, the Nursing and Midwifery Council was re-constituted from 1 
May 2013. 

 
The Government has demonstrated its determination to ensure the Nursing and 
Midwifery Council is an effective regulator that serves its members well. In February 
2013, the Government provided a £20m grant to support the Nursing and Midwifery 
Council to achieve a number of improvements including clearing a backlog of 
historical fitness-to-practise cases, speeding up fitness to practise proceedings, 
ensuring free financial reserves are at agreed levels and reducing the effect of an 
annual fee rise for nurses and midwives. Departmental officials continue to closely 
scrutinise and monitor the Nursing and Midwifery Council’s progress in making the 
required improvements within the timescales specified. 

 
In addition, the Government is working on an order under section 60 of the Health 
Act 1999 to amend the Nursing and Midwifery Order 2001. This is in advance of any 
measures which may be taken forward following the Law Commission review which 
is considering the overhaul of the complex legislative framework that governs the 
Nursing and Midwifery Council and the regulators of other UK health professionals 
and, in England, social care professionals into a 
single Act, subject to Parliamentary timetables. Within this section 60 order the 
Government intends to make a number of amendments including change to 
achieve greater efficiency in fitness to practise procedures, including a reduction in 
the overall time that a case takes from start to finish. 
 
 

The Nursing and Midwifery Council commissioned an independent review to 
assess its progress in addressing recommendations made in the Professional 
Standards Authority’s Strategic Review of it.  The report from this review was 
published on 15 September 2014.  The review concluded that the Nursing and 
Midwifery Council has made a substantial number of improvements, which 
cumulatively place it in a much stronger position than in 2012. However, it also 
highlights areas where the Nursing and Midwifery Council needs to continue to 
make progress.  
  

The 2012 Strategic Review was clear that high quality leadership was critical to 
restoring confidence in the Nursing and Midwifery Council’s reputation as an 
effective regulator. In September 2014, the Nursing and Midwifery Council 
announced that Professor Dame Janet Finch DBE had been appointed as its 
next Chair from January 2015.  
  

In summer 2014 the Nursing and Midwifery Council had cleared the backlog of 
historical fitness-to-practise cases in advance of its December 2014 target, and 
has increased the number of hearings to more than 22 per day in order to meet 
the adjudication target by December 2014.  
  

The Nursing and Midwifery (Amendment) Order 2014 came into force on the 11th 
December 2014. The Order made amendments to the Nursing and Midwifery 
Council’s governing legislative framework.  Associated amendments to the 
Nursing and Midwifery Council’s rules will come into force in March 2015.  The 
amendments in the Order give the Nursing and Midwifery Council powers to 
carry out its fitness to practise role and functions more effectively, enabling 
complaints to be dealt with more quickly and resulting in improved public 
protection.  
 
 
 

229 It is highly desirable that the Nursing and 
Midwifery Council introduces a system of 
revalidation similar to that of the General 
Medical Council, as a means of reinforcing 
the status and competence of registered 
nurses, as well as providing additional 
protection to the public. It is essential that the 
Nursing and Midwifery Council has the 
resources and the administrative and 
leadership skills to ensure that this does not 
detract from its existing core function of 
regulating fitness to practise of registered 
nurses. 

 

Accepted. 
 

The Nursing and Midwifery Council has committed to introducing a proportionate 
and effective model of revalidation, which is affordable and value for money, to 
enhance public protection. Subject to public consultation, the proposed model 
would require evidence that the nurse or midwife is fit to practise. Under the current 
proposals, the Nursing and Midwifery Council Code and standards would be 
reviewed and revised to ensure they would be compatible with revalidation, and 
guidance for revalidation would also be developed. 
 

In February 2013, the Nursing and Midwifery Council began a UK-wide 
programme of engagement on revalidation and has held two national 
consultations. The first ran from January to March 2014 and focused on the 
proposed model of revalidation.  The second, which ran from May to August 
2014, included a draft revised Code intended to address, for example, putting 
patients first (including a greater emphasis on providing the fundamentals of 
care, hydration and nutrition); dealing with complaints; raising concerns (‘whistle-
blowing’); the professional duty of candour; and leadership, delegation and team 
working. 
The Nursing and Midwifery Council will test the resulting revalidation model in a 
pilot during 2015 and full implementation of the model will commence by the end 
of 2015. The Nursing and Midwifery Council has established an oversight board 
that will drive forward the planning and confirm that the UK is sufficiently ready 
for implementation. 
 

230 The profile of the Nursing and Midwifery 
Council needs to be raised with the public, who 
are the prime and most valuable source of 
information about the conduct of nurses. All 
patients should be informed, by those providing 
treatment or care, of the existence and role of 
the Nursing and Midwifery Council, together 
with contact details. The Nursing and Midwifery 

Accepted. 
 

The Nursing and Midwifery Council is working to develop its public profile, and will 
be re- launching its website and developing information for patients, the public and 
employers. It has embarked on a programme of increased face-to-face engagement 
with its stakeholders and introduced a new patient and public forum made up of 
patient advocates, health charities 
and members of the public. The group meet quarterly and have considered issued 

The Nursing and Midwifery Council is making progress with its website 
redevelopment project and has recently completed a phase of user testing to 
inform the architecture of the site. The revised website is due to be launched by 
mid-2015.  Its Patient and Public Engagement Forum continues to meet 
quarterly and advises the Nursing and Midwifery Council on raising public 
awareness of its role and how to ensure its services are accessible to all 
potential users.  
 



Council itself needs to undertake more by way 
of public promotion  of its functions. 

 

such as what can be done to restore confidence in the Nursing and Midwifery 
Council, and patients’ experience of complaining to the Nursing and Midwifery 
Council. The forum is helping the Nursing and Midwifery Council to co-create a 
leaflet for the public on the quality assurance of education and how to make the 
Nursing and Midwifery Council’s website more user-friendly. 

 
As part of its engagement work, the Nursing and Midwifery Council has held a joint 
event with the Richmond Group of Charities and the General Medical Council 
involving representatives from regulators, health charities, patient advocacy groups 
and others to discuss what good patient and public engagement feels like. The 
council is also part of the health professions regulators patient and public 
engagement group to share experiences and look at ways to work better together. 

 
In September 2013, the Nursing and Midwifery Council relaunched its guidance on 
raising concerns, and is publicising this guidance through various means. Its 
engagement work covers all its functions, including fitness-to-practise, registration, 
education, standards and revalidation and is undertaken across all four UK countries. 
This work will be enhanced further by the planned introduction of regional 
representatives. 
 

The Nursing and Midwifery Council has produced two information leaflets for the 
public on raising concerns about nurses and midwives and understanding your 
rights when being cared for by students. These leaflets have been distributed 
widely through over 1,000 patient representative groups, patient advocacy 
services, patient advice and liaison 
 

231 It is essential that, so far as practicable,  Nursing 
and Midwifery Council procedures 
do not obstruct  the progress of internal 
disciplinary  action in providers. In most cases 
it should be possible, through cooperation,  to 
allow both to proceed in parallel. This may 
require a review of employment disciplinary  
procedures, to make it clear that 
the employer is entitled to proceed even if there 
are pending Nursing and Midwifery 
Council proceedings. 

 

Accepted. 
 

The Nursing and Midwifery Council have made clear their view that their procedures 
should not obstruct internal disciplinary action, and that it would not expect the 
making of an interim order by the Nursing and Midwifery Council to prevent the 
completion of disciplinary action. The Nursing and Midwifery Council will review the 
guidance it provides to employers and the public to ensure that this issue is 
addressed clearly. 

The Nursing and Midwifery Council maintains the position that any interim order 
imposed by the Nursing and Midwifery Council should not impact further 
disciplinary action by the employer with regards to an individual nurse or 
midwife. The Nursing and Midwifery Council continue to work with employers to 
ensure they are aware of any action being undertaken by the Nursing and 
Midwifery Council and that they are aware of their role in the process. 

232 The Nursing and Midwifery Council could 
consider a concept of employment liaison 
officers, similar to that of the General Medical 
Council, to provide support to directors of 
nursing. If this is impractical,  a support 
network of senior nurse leaders will have to be 
engaged in filling this gap. 

 

Accepted. 
 
The Nursing and Midwifery Council have started planning the introduction of 
new regional advisors who will perform a function similar to the General Medical 
Council’s employer liaison advisers of providing support and guidance locally for 
employers and others with concerns about nurses and midwives. A pilot will be 
undertaken in 2014, with roll out planned for 2015. 
 
 
 

The Nursing and Midwifery Council have engaged with our external 
stakeholders and obtained their views on what a regional liaison model might 
look like. These discussions were designed to develop an understanding of the 
key issues relating to regional engagement which would then inform the 
approach to developing a model for Nursing and Midwifery Council regional 
liaison. The stakeholders included nursing and midwifery representatives from 
employers and partners throughout the UK, across the NHS and independent 
sectors as well as wider regulators. An operating model is being developed for 
rollout in early 2015.   
 

233 While both the General Medical Council and 
the Nursing and Midwifery Council have highly 
informative internet sites, both need to ensure 
that patients and other service users are made 
aware at the point of service provision of their 
existence, their role and their contact details. 

 

Accepted. 
 
Both the General Medical Council and the Nursing and Midwifery Council have made 
clear their commitment to ensure that patients and the public have a clear 
understanding of the role of both organisations. 

 
The General Medical Council is piloting meetings with patients and relatives who have 
made a complaint about a doctor. During the pilot, they are offering to meet individual 
complainants at the beginning and end of the case. The aim is to make sure that the 
complainant fully understands the nature and purpose of the General Medical 
Council’s procedures and that the General Medical Council fully understands the 
nature of the complainant’s concerns. The meeting when the case has concluded 
gives the General Medical Council an opportunity to explain the outcome. 
 

The Nursing and Midwifery Council is making progress with its website 
redevelopment project and has recently completed a phase of user testing to 
inform the architecture of the site. The revised website is due to be launched by 
mid-2015.  Its Patient and Public Engagement Forum continues to meet 
quarterly and advises the Nursing and Midwifery Council on raising public 
awareness of its role and how to ensure its services are accessible to all 
potential users.  
The Nursing and Midwifery Council has produced two information leaflets for the 
public on raising concerns about nurses and midwives and understanding your 
rights when being cared for by students. These leaflets have been distributed 
widely through over 1,000 patient representative groups, patient advocacy 
services, patient advice and liaison 
 

The General Medical Council is committed to ensuring patients and the public 
have a clear understanding of the role of the organisation. It has commissioned 
a report into the confidence and awareness of the General Medical Council 
functions and the effect of current communication channels, including its 
website, which will be published by early 2015.  



 
In 2012 the General Medical Council piloted a Patient Information Service with 
the aim of improving communications with members of the public who raise 
concerns about a doctor. The General Medical Council held a total of 298 
meetings with patients, both at the beginning and end of our Fitness to Practise 
processes. An independent evaluation of the pilot found that meetings had 
mostly provided patients with a better understanding of the General Medical 
Council’s processes. They felt listened to and felt their complaint was being 
taken seriously. Meetings were also helpful in reducing their feelings of isolation. 
The evaluation report was published on our website in September 2014 and in 
January 2015 the pilot was rolled out to the General Medical Council’s offices 
across the UK, in Manchester and London, as well as Cardiff, Edinburgh and 
Belfast. 
 
 

234 Both the General Medical Council and Nursing 
and Midwifery Council must develop closer 
working relationships with the Care Quality 
Commission – in many cases there should be 
joint working to minimise the time taken to 
resolve issues and maximise the protection  
afforded to the public. 

 
 

Accepted. 
 
The General Medical Council has been working closely with the Care Quality 
Commission to build on its Memorandum of Understanding. Similar close joint 
working has also started with the Nursing and Midwifery Council. 
 
The Care Quality Commission and General Medical Council have already 
reviewed their joint working arrangements to improve information sharing, allow 
evaluation and tracking of how information is used, and plan coordinated or joint 
inspections and visits. These arrangements were published in July 2013. 
 
The Care Quality Commission and the Nursing and Midwifery Council began a 
similar review during September 2013, to develop a similar joint working protocol 
by December 2013. 
 
The Care Quality Commission issued Raising Standards, putting people first – our 
strategy 2013 –16 in February 2013. This set out the Care Quality Commission’s 
plans for the next three years and made clear that it would work more closely with 
its partners in the health and social care system to improve the quality and safety 
of care and co-ordinate work better, including working with other regulators and 
organisations that manage and oversee the health and social care system to 
identify and act on the public’s concerns. This was reinforced in June 2013, when 
the Care Quality Commission issued its consultation document ‘A new start – 
Consultation on changes to the way Care Quality Commission regulates, inspects 
and monitors care’. This recognised the need to coordinate with existing visits and 
inspections to minimise duplication and overlap, for example through joint visits 
and re-use of each other’s findings. 
 
 

The Nursing and Midwifery Council and the Care Quality Commission renewed 
their Memorandum of Understanding in December 2013; this is now supported 
by a clear joint working protocol for staff of both organisations. The Nursing and 
Midwifery Council is conducting an internal quality assurance exercise looking 
at activity under the new Memorandum of Understanding and the learning will 
inform next steps for improving partnership working. 
 

The General Medical Council has developed an Operational Protocol with the 
Care Quality Commission and both organisations will agree a joint approach to 
its evaluation.  An interim evaluation report will be published in March 2015. 
Initial feedback from staff in both organisations indicates that the Protocol is 
working well. 
 

Between 09 April and 04 June 2014, the Care Quality Commission consulted on 
how it planned to change the way it regulates, inspects and rate care services. 
The changes include things like:  
• what the Care Quality Commission look at on an inspection. 
• how the Care Quality Commission judge what 'good' care looks like. 
• how the Care Quality Commission rate care services to help people 
judge and choose care if they want to. 
• how the Care Quality Commission use information to help decide when 
and where to inspect. 
 

The Care Quality Commission has also published consultation handbooks for 
seven types of provider (see recommendation 14). In July 2014, the Care 
Quality Commission published a consultation on guidance for providers meeting 
the fundamental standards and on the Care Quality Commission’s enforcement 
powers. The consultation closed on 17 October 2014. The Care Quality 
Commission is considering the responses and will publish its new guidance 
prior to April 2015. 
 

235 The Professional Standards Authority for Health 
and Social Care (PSA) (formerly the 
Council for Healthcare Regulatory 
Excellence), together with the regulators 
under its supervision, should seek to 
devise procedures for dealing consistently  
and in the public interest with cases 
arising out of the same event or series of 
events but involving professionals 
regulated by more than one body. While it 
would require new regulations, 
consideration should be given to the 
possibility of moving towards a common 
independent tribunal to determine fitness 

Accepted in part. 
 
The Professional Standards Authority oversees the work of the professional 
regulators, but it has no powers to intervene directly in cases (save that where it 
considers the outcome of a fitness to practise hearing has been unduly lenient it 
may refer the case for consideration 
by the high court). The Law Commission is undertaking a review of the legislation 
applicable to the regulators with a view to producing a draft Bill containing 
proposals for reform. 
Within this it has consulted on proposals which would provide powers for joint 
working between the regulators. We supported these proposals and, subject to the 
outcome of the consultation, would wish to consider taking them forward at a 
suitable legislative opportunity. If implemented,  it would be for the regulators to 
determine how they are used but they 

The Law Commission published their Report and proposed draft Bill containing 
recommendations for reforming the regulation of healthcare professionals on 02 
April 2014. This included a recommendation that any two or more regulators 
should be able to arrange for any of their respective functions to be exercised 
jointly. It also recommended that the Professional Standards Authority should 
be given a general function to promote co-operation between the regulators in 
relation to the performance of their functions.   
  

The Government agrees legislation should empower regulators to look for ways 
in which they can work together and make best use of their respective skills and 
resources to better support public protection.  The Government also agrees the 
Professional Stands Authority for Health and Social Care should have a specific 
role in promoting best practice in this respect, identifying opportunities for co-
operation between the professional regulators and, as part of their annual 

http://www.cqc.org.uk/sites/default/files/documents/20130503_cqc_strategy_2013_final_cm_tagged.pdf
http://www.cqc.org.uk/sites/default/files/documents/20130503_cqc_strategy_2013_final_cm_tagged.pdf
http://www.cqc.org.uk/sites/default/files/20140725_fundamental_standards_and_enforcement_consultation_final.pdf


to practise issues and sanctions across 
the healthcare professional field. 

 

would potentially enable greater co-operation and, thereby, greater consistency 
between regulators in cases affecting more than one class of professional. The 
Law Commission’s consultation also included the possibility that regulators would 
be able to use these powers to share tribunal services for the determination of 
fitness to practice cases, although the full implications of this would need to be 
considered further. 
 

performance review of each regulator, monitoring progress made towards this. 
  

The Government response to the Law Commission was published on 29 January 
2015 and legislation will be brought forward when Parliamentary time allows. 
 

236 Hospitals should review whether to reinstate 
the practice of identifying a senior clinician 
who is in charge of a patient’s case, so that 
patients and their supporters are clear who is 
in overall charge of a patient’s care. 

 

Accepted. 
 
In his speech on patient safety on 21 June 2013, the Secretary of State for Health 
signalled his support for the practice of hospitals identifying a named consultant 
who is responsible for a patient’s care. This happens in a number of Trusts already 
– University College London Hospitals NHS Foundation Trust and Kings College 
Hospital in London have agreed to introduce it and the Department would 
encourage others to do so, including mental health providers. At a seminar hosted 
by the Academy of Medical Royal Colleges on 25 September 2013, it was clear 
there was a strong professional consensus on this approach and the Academy is 
leading work to take it forward. The Academy will produce key principles with 
worked examples on how this can be implemented in a way that sustains 
professional support. 

 
The Government is also proposing the introduction of a named accountable 
clinician for patients receiving care outside hospitals, starting with vulnerable older 
people. The Government proposes that the most vulnerable elderly would benefit 
from having someone in primary care taking responsibility for ensuring that their 
care is coordinated and proactively managed. Just as patients in hospitals are 
under the care of a named consultant, we need to ensure that when a vulnerable 
older patient needs follow-up or ongoing support having left hospital, that 
somebody is accountable for their care. Although this clinician may not provide 
the care directly themselves, they would be the person with whom the buck stops 
and would be an identifiable point of contact for a patient or their family. 

 
The Government has been testing its proposals over the summer through 
engagement with patients, carers, health and social care staff, and will be setting out 
its plan for improving out- of-hospital care for vulnerable older people later in the year. 
This was reflected in the refreshed Mandate to NHS England for 2014–15. 
 

 

Following the Secretary of State for Health’s support for hospitals to reintroduce 
the practice of placing the name of the responsible nurse or doctor above a 
patient’s bed, so making it clear the responsible clinician for that patient’s care 
during their stay in hospital, the Academy of Medical Royal Colleges agreed to 
lead the work with the professional community to produce guidance. This 
guidance has a strong professional consensus around it – and the various 
contributing Royal Colleges have signed up to it and have been promoting it 
with their members.  
The guidance describes the purpose of the responsible clinician role and named 
nurse with some key considerations for implementation including: 

• the overall responsibilities for the coordination and continuity of a 
patient’s care during their hospital stay including discharge, any 
transfers within hospital and readmission;  

• the role as a point of contact for the patient, their carers and 
family (the guidelines includes a set of key messages to patients 
that hospitals might wish to use);  

• the role of the named nurse role recognising the need for more 
flexibility because of shift working arrangements; and  

• displaying information about accountable clinicians including the 
importance of patient consent. 

To date more than two thirds of Trusts reported that they have implemented the 
‘Name Above the Bed’ or a similar initiative.  The General Medical Council is 
also working with the Academy of Medical Royal Colleges to strengthen the 
professional, non-technical skills needed by doctors in postgraduate curricula. 
The adoption of the Academy of Medical Royal Colleges’ guidance on the role 
of the responsible clinician will be reflected in the regulatory and planning 
frameworks of the NHS. The Government will also be discussing with the 
professions, NHS England and employers what further action is needed to 
foster a stronger culture of professional responsibility for individual patients and 
ensuring continuity of care for people with complex and multiple needs. As part 
of this, the Academy of Medical Royal Colleges has now agreed to consider 
developing this approach to apply outside of the inpatient setting and will 
publish preliminary findings in the spring of 2015. The Academy of Medical 
Royal Colleges is developing for May 2015 a new definition of clinical 
accountability that will span hospital and out-of-hospital care. NHS England will 
ask clinical commissioning groups to publish by the end of 2015 the percentage 
of their patient population living with long-term conditions who are receiving care 
and support in line with this definition. 
 
 
 

237 There needs to be effective teamwork 
between all the different disciplines and 
services that together provide the collective 
care often required by an elderly patient; the 
contribution of cleaners, maintenance staff, 
and catering staff also needs to be 
recognised and valued 

 

 
Accepted. 
 
All staff should recognise that they impact on patient experience and take 
responsibility for their contribution to patients having a positive experience of 
care. Research commissioned by the Department of Health has shown that 
effective teamwork is crucial to the delivery of improved patient care in a culture 
of safety and quality. 
 
As part of its Mandate for 2013–15, the Government has asked Health Education 
England to implement improvements to GP training to include more emphasis on care 
of the elderly; work-based training modules in mental health, including dementia; and 

 
Health Education England are taking forward current mandate commitments on 
General Practice Training, including more emphasis on care of the elderly and 
work-based training modules in mental health, including dementia  as part of 
many other work-streams including Shape of Training and Mental Health.  
 
The Care Certificate is being piloted with a view to rolling out across England. 
This aims to improve the status and quality of caring in all settings. The Care 
Certificate will be a means of providing assurance that healthcare assistants and 
social care support workers receive the high quality and consistent training and 
support they need to do their jobs. This should ensure that they understand the 
skills required and demonstrate the behaviours needed to deliver compassionate 



an understanding of working in multi-disciplinary teams to deliver good integrated 
care. 

 
Camilla Cavendish’s review raised the need to improve recruitment, training, 
development and supervision of health and social care support workers. The 
Government has asked Health Education England to lead the work with Skills 
Councils, and other delivery partners to develop a ‘Certificate of Fundamental 
Care’, relabelled as the ‘Care Certificate’. This will provide assurance that 
healthcare assistants and social care support workers receive high quality training 
and consistent training and support they need to do their jobs. This should 
ensure that they understand the skills required and demonstrate the behaviours 
needed to deliver compassionate care across health and social care and help 
raise the status of caring. 

 
Further delivery is for local consideration and action – The Inquiry made clear that 
Trusts/ organisations do not need to wait for a Government response before taking 
local action. However, the Department has asked NHS Employers to collate some 
of the resources available to employers to support team development and effective 
team working, and to create a web page with links to these resources. This will be 
made available to employers by the end of 2013. 

 
Royal Wolverhampton Hospitals NHS Trust have ensured all their staff are 
dementia-trained, with the level of training varying from basic awareness to 
specialised dementia care training. Non clinical staff, such as receptionists, porters 
and catering staff are all trained to spot the signs of dementia and respond 
appropriately to people with the condition. 
 
112. Michael West, Richard Baker, Jeremy Dawson, Mary Dixon Woods, Richard 
Lilford, Graham Martin, Lorna McKee, Madeleine Murtagh, Patricia Wilkie, Quality 
and Safety in the NHS: Evaluating Progress, Problems and Promise, 2013,  
 

care across health and social care and help raise the status of caring. 
 
Dementia awareness training is being rolled out across England for all 
healthcare staff with more in-depth training for expert leaders and all staff 
working with people living with dementia. 
 
Health Education England will contribute to the Department of Health/NHS 
England Transforming Primary Care initiative that includes a focus on ensuring 
General Practice training provides support to specific groups including care of 
older people. Health Education England has developed a draft set of standards 
in conjunction with Skills for Health, Skills for Care and other delivery partners. 
These were piloted across a number of health and care providers during summer 
2014. Subject to evaluation, the Certificate will be introduced for new care 
assistants from March 2015. 
 

238 Regular interaction  and engagement between 
nurses and patients and those close to them 
should be systematised through regular ward 
rounds: 

 
• All staff need to be enabled to 

interact constructively, in a helpful 
and friendly fashion, with patients 
and visitors. 

 
• Where possible, wards should have areas 

where more mobile patients and their 
visitors can meet in relative privacy and 
comfort without disturbing  other patients. 

 
• The NHS should develop a greater 

willingness to communicate  by 
email with relatives. 

 
• The currently common practice of 

summary discharge letters followed up 
some time later with more substantive 
ones should be reconsidered. 

•   Information about an older patient’s 
condition,  progress and care and 
discharge plans should be available 
and shared with that patient and, where 
appropriate, those close to them, who 
must be included in the therapeutic  

Accepted. 
 

All staff need to be enabled to interact constructively, in a helpful and friendly 
fashion, with patients and visitors. 

 
As part of its Mandate for 2013-2015, the Government has asked Health Education 
England to work with healthcare providers, regulators and educational institutions to 
ensure both recruitment and selection for training curricula identify and reinforce the 
values and behaviours identified in the NHS Constitution. 

 
Where possible, wards should have areas where more mobile patients and their 
visitors can meet in relative privacy and comfort without disturbing other patients. 

 
The Department of Health’s Health Building Note 04-01, published in December 
2012, provided best practice guidance on the planning and design of in-patient 
facilities for adults. The Note recognises the need for breakout space and informal 
social space to enable patients to socialise, and interview rooms for more private 
discussions. Planning decisions should take account of privacy, modesty and 
same-sex accommodation. 

 
As part of the implementation of the Prime Minister’s Challenge on Dementia, on 25 
July 2013 the Secretary of State for Health announced details of the 116 successful 
projects, 42 projects within the NHS (including hospital wards) and 74 within a local 
authority setting (including 
care homes) awarded a share of a £50million fund to create pioneering care 
environments designed with the needs of people with dementia in mind. 

 
Funding was awarded to projects that demonstrated how practical changes to the 
environment within which people with dementia are treated will make a tangible 

Health Education England has begun to promote the assessment of values as 
part of the recruitment process into NHS employment with the intentions of 
evaluating the impact recruiting for values has on the system. In support of this, 
Health Education England developed three work streams: recruitment into NHS 
funded training programmes; recruitment into NHS employment; and evaluating 
the impact of recruiting for values. 
 
During October 2014, Health Education England published the national Values 
Based Recruitment framework, which functions as an interactive resource 
including the evidence base, case studies and available resources. The 
resources NHS Employers have published to date are incorporated within the 
Values Based Recruitment framework, which is intended to run until March 2015. 
Following the publication of this document, further workshops, case studies and 
resources will be published.  In addition, work will continue to support 
organisations with their Values Based Recruitment projects and for NHS 
Employers to maintain the partner network. As local Values Based Recruitment 
projects develop, the national programme will flex to accommodate the 
framework’s needs. For employers, Values Based Recruitment will not be 
mandatory but will be recommended as best practice.  
 
As part of the implementation of the Prime Minister’s Challenge on Dementia, on 
25 July 2013 the Secretary of State for Health announced £50million fund to 
create pioneering care environments designed with the needs of people with 
dementia in mind. An evaluation of the projects will published shortly, and in 
March 2015 the department will publish the best practice Dementia Friendly 
Environments Health Building Note guidance.  
  
 

http://hee.nhs.uk/wp-content/blogs.dir/321/files/2014/10/VBR-Framework.pdf
http://hee.nhs.uk/wp-content/blogs.dir/321/files/2014/10/VBR-Framework.pdf


partnership to which all patients are 
entitled. 

 

improvement to their condition. Evidence and findings from these projects will be 
gathered and developed into policy and to inform best practice guidance for the 
NHS and Social Care providers. 

 
The many strands of work to implement the Government’s information strategy for 
health and care in England are beginning to bring improvements for patients and 
services, for example being able to book appointments and order repeat 
prescriptions online and communicate electronically with health and care 
professionals. 

 
As it becomes more normal to communicate with our health and care 
professionals in ways that suit our own circumstances and interact with health 
and care services electronically, 
the Department would expect this change to extend to increasing use of technology 
for appropriate communications with carers, families and relatives. The Information 
Strategy published in 2012, The Power Of Information, set out an ambition that ‘We 
need to be able to communicate with our health and care professionals in ways that 
suit our own circumstances.’ It referenced the example of online care plans in 
Graham Care Group homes, as follows: 

 
‘Following initial trials at Rodwell Farm Nursing Homes, all residents in the Graham 
Care Group homes, their relatives and friends can now access securely current care 
plans and daily reports via email, internet, iPhone etc. Designated contacts can 
receive text alerts or emails notifying them that updates have been uploaded. The 
newest and most innovative part of the system allows families and friends to use a 
text-based system to supply information, photographs etc, which designated care 
staff will share with residents. The system is being evaluated by the University of 
Surrey.’ 

 
The currently common practice of summary discharge letters followed up some time 
later with more substantive ones should be reconsidered. 

 
Information about an older patient’s condition, progress, and care and discharge 
plans should be available and shared with that patient and, where appropriate, those 
close to them, who must be included in the therapeutic partnership to which all 
patients are entitled. 

 
The Government proposes that the most vulnerable elderly would benefit from 
having someone in primary care taking responsibility for ensuring that their care is 
coordinated and proactively managed. Just as patients in hospitals are under the 
care of a named consultant, we need to ensure that when a vulnerable older patient 
needs follow-up or ongoing support having left hospital, that somebody is 
accountable for their care. Although this clinician may not provide the care directly 
themselves, they would be the person with whom the buck stops and would be an 
identifiable point of contact for a patient or their family. 

 
The Government has been testing its proposals over the summer through 
engagement with patients, carers, health and social care staff, and will be setting 
out its plan for improving 
out-of-hospital care for vulnerable older people in December 2014. This was 
reflected in the refreshed the Government’s Mandate for NHS England for 2014–
15. 

 
In its initial response to The Inquiry, Patients First and Foremost, the Government 
committed to draw up a new set of fundamental standards of care that will sit 
within the legal requirements that providers of health and adult social care must 
meet to be registered with the Care Quality Commission. 

 
More needs to be done to involve people in their own care and therefore statutory 
guidance for clinical commissioning groups on involving patients in planning services 



and in their own care has been published by NHS England along with a set of 
supportive tools[i]. By December 2013, 80% of clinical commissioning groups will be 
commissioning support for patients’ participation and decisions in relation to their 
own care or will have a plan to do so. This will include information and support for 
self-management, personalised care planning and shared decision-making. 

 
In October 2012 the Royal College of Physicians and the Royal College of Nursing 
published joint guidance titled: ‘Ward Rounds in medicine: principles for best 
practice.’ The guidance is available and includes principles that highlight the 
importance of regular ward rounds, full multi-disciplinary engagement and 
attendance, and sharing of information with a patient’s relatives and carers. 

 
 
 

239 The care offered by a hospital should not end 
merely because the patient has surrendered a 
bed – it should never be acceptable for 
patients to be discharged in the middle of the 
night, still less so at any time without absolute 
assurance that a patient 
in need of care will receive it on arrival at the 
planned destination. Discharge areas in 
hospital need to be properly staffed and 
provide continued care to the patient. 

 
 

Accepted. 
 
Discharging patients where it is unsafe, because there is no care and support in 
place, is clearly a matter of clinical negligence and a breach of the duty of care that 
professionals have towards those they care for. The Department of Health can see 
few situations where it would be reasonable to discharge a patient at night, unless it 
was both safe and the express wish of the patient. 
The current guidance ‘Ready to Go’ sets out clear steps for local authorities and 
the NHS to work together to plan the safe and timely discharge of patients from 
hospital, or transfer of patients to another care setting. Strong multi-disciplinary 
discharge teams are vital to ensuring that patients are discharged in a safe and timely 
manner. 

 
The Government is committed to ensuring safe and timely discharges, and 
reducing unnecessary delays. We are supporting safe and timely 
discharges through spending £1 billion between 2010 and 2015 on 
reablement services which help people to regain their independence and 
confidence following discharge from hospital. In 2015–16 the £3.8 billion 
Integration Transformation Fund will bring health and social care 
commissioners together to plan services around people to improve 
outcomes and experiences. 

 
In its initial response to The Inquiry, Patients First and Foremost, the Government 
committed to draw up a new set of fundamental standards of care that will sit 
within the legal requirements that providers of health and adult social care must 
meet to be registered with the Care Quality Commission. 

 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way Care Quality Commission regulates, inspects and monitors 
care. This document started the public discussion on what the fundamental 
standards of care should be. 
 
The Department of Health has issued draft regulations for consultation, which set 
these fundamental standards of care in legislation as outcomes that must be 
avoided, as well as streamlining and improving the clarity of requirements which 
must be positively achieved in order for a provider to register with the Care Quality 
Commission. The Care Quality Commission, through its Chief Inspector of 
Hospitals, is engaging with providers, professionals and the public on what 
guidance it should publish on complying with these regulations and how they 
should relate to the Care Quality Commission’s broader assessments of the quality 
of hospital services. The new regulations setting out standards of care, and the 
Care Quality Commission’s associated guidance for providers on them, will come 
into effect during 2014, subject to Parliamentary approval. 

 
Care Quality Commission inspectors will spend more time listening to patients, 
service users and the staff who care for them. They will also speak directly to 

 
New Fundamental Standards regulations come into force for all providers of 
health and social care in April 2015. The new fundamental standards are:  

• care and treatment must be appropriate and reflect service users’ needs 
and preferences. 

• service users must be treated with dignity and respect. 
• care and treatment must only be provided with consent. 
• care and treatment must be provided in a safe way. 
• service users must be protected from abuse and improper treatment. 
• service users’ nutritional and hydration needs must be met. 
• all premises and equipment used must be clean, secure, suitable and 

used properly. 
• complaints must be appropriately investigated and appropriate action 

taken in response. 
• systems and processes must be established to ensure compliance with 

the fundamental standards (good governance). 
• sufficient numbers of suitably qualified, competent, skilled and 

experienced staff must be deployed. 
• persons employed must be of good character, have the necessary 

qualifications, skills and experience, and be able to perform the work for 
which they are employed. 

• A health service body must act in an open and transparent way with 
relevant persons in relation to care and treatment provided to service 
users in carrying on a regulated activity (Duty of Candour).  

Between April and June 2014, the Care Quality Commission consulted on how it 
planned to change the way it regulates, inspects and rate care services. The 
resulting changes will come into effect in April 2015 and consultation handbooks 

were issued for the seven types of provider: acute, mental health and community 
hospitals; NHS GP and out of hours services; residential, community and 
hospice adult social care services. The handbooks set out for each type of 
provider:  

• what the Care Quality Commission look at on an inspection. 
• how the Care Quality Commission judge what 'good' care looks like. 
• how the Care Quality Commission rate care services to help people judge 

and choose care if they want to. 
• how the Care Quality Commission use information to help decide when 

and where to inspect. 
 

http://www.rcplondon.ac.uk/sites/default/files/documents/ward-rounds-in-%20medicine-web.pdf
http://www.thinklocalactpersonal.org.uk/_library/Resources/Personalisation/EastMidlands/


senior managers and board members. Inspection will include a closer examination 
of records, and inspection visits at night and at weekends. The Chief Inspector and 
his inspectorate are committed to complete openness about where good and bad 
care is being delivered. 
fundamental 
 

240 All staff and visitors need to be reminded to 
comply with hygiene requirements. Any 
member of staff, however junior, should be 
encouraged to remind anyone, however 
senior, of these. 

 

Accepted. 
 

In its initial response to The Inquiry, Patients First and Foremost, the Government 
committed to draw up a new set of fundamental standards of care that will sit 
within the legal requirements that providers of health and adult social care must 
meet to be registered with the Care Quality Commission. 

 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way Care Quality Commission regulates, inspects and monitors 
care. This document started the public discussion on what the fundamental 
standards of care should be. 
The Department of Health  has issued draft regulations for consultation, which 
set these fundamental standards of care in legislation as outcomes that must 
be avoided, as 
well as streamlining and improving the clarity of requirements which must be 
positively achieved in order for a provider to register with the Care Quality 
Commission. The Care Quality Commission, through its Chief Inspector of 
Hospitals, is engaging with providers, professionals and the public on what 
guidance it should publish on complying with 
these regulations and how they should relate to the Care Quality Commission’s 
broader assessments of the quality of hospital services. The new regulations 
setting out fundamental standards of care, and the Care Quality Commission’s 
associated guidance for providers 
on them, will come into effect during 2014, subject to Parliamentary approval. The 
final set of standards is likely to cover areas such as: care and safety of patients 
and service users; abuse, including neglect; respecting and involving service 
users; nutrition; consent; governance; cleanliness and safety of premises and 
equipment; staffing; fitness of directors; and duty of candour. 

 
Local Healthwatch organisations are using their ‘enter and view’ powers to get a 
clear picture of how health and care services are meeting the needs of the public, 
and their place on every local health and wellbeing board will ensure that voices of 
people using services is at the 
heart of local planning and decision-making. Local Healthwatch will also enhance 
the new inspection regimes. They will make sure inspection teams get a 
comprehensive picture of local people’s opinions and concerns, and will maintain a 
focus on service quality issues after the inspection team has moved on. 

 
In April 2013, a new system of Patient-led Assessment of the Care Environment was 
introduced. This annual inspection is carried out by teams including at least 50% 
patients or members of the public. It includes an assessment of visible cleanliness 
and prompts an action plan to address any shortcomings. 

 
Furthermore, The Code of Practice on the Prevention and Control of Infections 
and Related Guidance (2010) sets out the ten criteria against which registered 
providers will be judged on how it complies with the registration requirement for 
cleanliness and infection control, although not all criteria will apply to every 
regulated activity. Currently, registered providers need to demonstrate to the Care 
Quality Commission that they have systems in place to manage and monitor the 
prevention and control of infection, which includes providing and maintaining a 
clean and appropriate environment. 

 
Part of a Trust Board’s work to focus its organisation around patient safety will 
include demonstrating behaviours that instil a culture of openness and learning, 

The Care Quality Commission has 11 new fundamental standards will come in to 
force for all providers in April 2015. These new regulations are clearer 
statements of the standards below which care should never fail. One of these 
standards is ‘cleanliness, safety and suitability of premises and equipment’.  
 
 



where junior members of staff feel able to challenge their senior colleagues, and 
those in authority react appropriately. 
 

241 The arrangements and best practice for 
providing food and drink to elderly patients 
require constant review, monitoring and 
implementation. 

 
 

Accepted. 
 
In its initial response to The Inquiry, Patients First and Foremost, the Government 
committed to draw up a new set of fundamental standards of care that will sit 
within the legal requirements that providers of health and adult social care must 
meet to be registered with the Care Quality Commission. 

 
In June 2013, the Care Quality Commission A new start – Consultation on 
changes to the way CQC regulates inspects and monitors care. This document 
started the public discussion on what the fundamental standards of care should 
be. 
 
The Department of Health has issued draft regulations for consultation, which set 
these fundamental standards of care in legislation as outcomes that must be 
avoided, as well as streamlining and improving the clarity of requirements which 
must be positively achieved in order for a provider to register with the Care Quality 
Commission. The Care Quality Commission, through its Chief Inspectors, is 
engaging with providers, professionals and the public on what guidance it should 
publish on complying with these regulations and how they should relate to the Care 
Quality Commission’s broader assessments of the quality of services. The new 
regulations setting out fundamental standards of care, and the Care Quality 
Commission’s associated guidance for providers on them, will come into effect 
during 2014, subject to Parliamentary approval. The final set of standards is likely to 
cover areas such as: care and safety of patients and service users; abuse, including 
neglect; respecting and involving service users; nutrition; consent; governance; 
cleanliness and safety of premises and equipment; staffing; fitness of directors; and 
duty of candour. Local Healthwatch organisations are using their ‘enter and view’ 
powers to get a clear picture of how health and care services are meeting the needs 
of the public, and their place on every local health and wellbeing board will ensure 
that voices of people using services is at the heart of local planning and decision-
making. Local Healthwatch will also enhance the new inspection regimes. They will 
make sure inspection teams get a comprehensive picture of local people’s opinions 
and concerns, and will maintain a focus on service quality issues after the 
inspection team has moved on. 

 
The Department of Health is awarding grant funding to the Malnutrition Taskforce, 
led by Age UK, to run stage 1 of a pilot programme to test a framework to reduce 
malnutrition among older people in a range of health and care settings. The 
Malnutrition Taskforce’s pilot will bring together the relevant professionals from a 
range of care settings, to work together to improve the care of older people at risk of 
malnutrition, raise awareness to help prevent people becoming malnourished in the 
first place, and help carers and clinicians identify and treat people with malnutrition 
more effectively. 

 
The Malnutrition Taskforce have published a series of guides offering expert 
advice on the prevention and early intervention of malnutrition in later life. These 
guides draw together principles of best practice to offer a framework developed 
to help those in a wide range of health and care settings make the changes 
needed to counter malnutrition. The guides are available.  

 
Trusts are encouraged to implement Protected Mealtimes which the National 
Patient Safety Agency issued guidance on in 2007. Shifts should be organised so 
that staff are not taking breaks at the same time as patients are being served 
meals, to ensure that staff are available at mealtimes to help patients eat and 
drink – this is particularly important for older patients and people with dementia. 
 
 

 
The Department of Health is working with Age UK and funding a programme of 
work, which will help to reduce malnutrition among older people within hospitals, 
in other care settings and their homes. This work is also part of a wider 
programme of actions initiated by this Government that will improve the care of 
older people – fundamental standards of care, below which care should never 
fall; improving and enabling nurse leadership; and embedding a caring culture 
that prioritises the quality of care. 
 
The Department of Health granted funding to the Malnutrition Taskforce, led by 
Age UK, to run a pilot programme to test a framework to reduce malnutrition 
among older people in a range of health and care settings. Stage 1 of this pilot 
scheme ran from October 2013 and completed at the end of March 2014 and 
stage 2 will run from April 2014 to March 2015. 
  
The Malnutrition Taskforce proposal aims to test and evaluate a collaborative, 
supported change management programme and then to extract the learning and 
disseminate it across England, with the overall objective of reducing malnutrition 
among older people, within hospitals, other care settings and their own homes.  
The Malnutrition Taskforce is an independent group of experts, formed with the 
aim of reducing the prevalence of malnutrition and dehydration among older 
people. The Taskforce is co-chaired by Dianne Jeffrey (Chair of Age UK) and Dr 
Mike Stroud (consultant gastroenterologist and Chair of the British Association 
for Parental and Enteral Nutrition). The group includes providers and 
commissioners of health and social care, older people and carers, academics, 
professionals and the industry. 
 
In the first phase of its work, the Taskforce engaged with experts, frontline 
professionals, older people and carers to rigorously evaluate evidence to 
develop a number of best practice approaches and a framework designed to 
help make the changes needed to counter malnutrition among older people. 
There was good progress of the programme against the proposals originally 
submitted to the Department and Age UK has confirmed that the milestones for 
stage 1 of the programme were achieved. This included: 

• two pilot sites established in Lambeth/Southwark and Salford; 
• the change management programme underway in the two sites; 
• Programme Steering Group established, which meets quarterly; and 
• qualitative research carried out among older people, carers and 

healthcare professionals to inform development of the marketing 
messages; 

Stage 2 of the programme includes: 
• refinement and continuation of the change management programme 

and social marketing campaign plus extension of the programme and 
campaign to three further areas; 

• engagement of community networks to continue local dissemination 
of learning following the end of the programme; 

• communications to spread learning across public and professional 
networks, including online and social media; and 

• three regional, professional-facing events to showcase learning and 
share good practice. 

Currently Age UK is on target to provide the final evaluation report at the end of 
the programme in March 2015. 
 

The Department of Health established the Hospital Food Standards Panel to 
examine the variation in the quality of hospital food and drink across the country. 
The Panel recommended that all NHS hospitals develop and maintain a food 
and drink strategy which should include how it will address the nutritional care of 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.malnutritiontaskforce.org.uk/resources/
http://www.malnutritiontaskforce.org.uk/resources.html
http://www.rcn.org.uk/development/practice/nutrition/improvement_actions/protected_mealtimes


patients. They recommended that this will be monitored through the annual 
Patient-led Assessments of the Care Environment and that it should be 
enhanced to take account of this and enable a more detailed evaluation of 
hospital food. The Department of Health has begun working with NHS England 
and the Health and Social Care Information Centre to take this forward  
 

242 In the absence of automatic checking and 
prompting, the process of the administration of 
medication needs to be overseen by the nurse 
in charge of the ward, or his/her nominated 
delegate. A frequent check needs to be done to 
ensure that all patients 
have received what they have been prescribed 
and what they need. This is particularly the 
case when patients are moved from one ward 
to another, or they are returned to the ward 
after treatment. 

 

In the initial Government response to The Inquiry, Patients First and Foremost, the 
Department of Health gave strong support to supervisory roles for Ward Managers 
(including Sister, Charge Nurse and Team Leader) in delivering oversight to all 
aspects of care on a ward and in a community, from cleanliness to allocation of staff. 
Nurse leadership at ward level provided by a Ward Manager is also important to the 
delivery of safe, high-quality care to patients. However, we wish to allow for local 
flexibility in delivering nursing care and so the Government is not mandating that 
ward nurse managers must operate in a supervisory capacity. 
Having sufficient nurses trained and with the capacity to ensure the delivery of safe, 
patient focused care is currently a core standard requirement of the Care Quality 
Commission. Compassion in Practice, the vision and strategy for nursing in England, 
commits to ensuring we have the right staff, with the right skills in the right place. 
This includes supporting leaders to be supervisory, giving them time to lead action 
plans by December 2013. 

 
In Patients First and Foremost, the Government committed to draw up a new set 
of fundamental standards of care that will sit within the legal requirements that 
providers of health and adult social care must meet to be registered with the Care 
Quality Commission. 

 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way Care Quality Commission regulates, inspects and monitors 
care. This document started the public discussion on what the fundamental 
standards of care should be. 
 
The Department of Health has issued draft regulations for consultation, which 
set these fundamental standards of care in legislation as outcomes that must 
be avoided, as well as streamlining and improving the clarity of requirements 
which must be positively achieved in order for a provider to register with the 
Care Quality Commission. The Care Quality Commission, through its Chief 
Inspector of Hospitals, is engaging with providers, professionals and the public 
on what guidance it should publish on complying with these regulations and 
how they should relate to the Care Quality Commission’s broader assessments 
of the quality of hospital services. The new regulations setting out fundamental 
standards of care, and the Care Quality Commission’s associated guidance for 
providers on them, will come into effect during 2014, subject to Parliamentary 
approval. The final set of standards is likely to cover areas such as: care and 
safety of patients and service users; abuse, including neglect; respecting and 
involving service users; nutrition; consent; governance; cleanliness and safety 
of premises and equipment; staffing; fitness of directors; and duty of candour. 

 
Local Healthwatch organisations are using their ‘enter and view’ powers to get a clear 
picture of how health and care services are meeting the needs of the public, and their 
place on every local health and wellbeing board will ensure that voices of people 
using services is at the heart of local planning and decision-making. Local 
Healthwatch will also enhance the new inspection regimes. They will make sure 
inspection teams get a comprehensive picture of local people’s opinions and 
concerns, and will maintain a focus on service quality issues after the inspection 
team has moved on. 

 
Administration of medicines is one part of a system in hospitals designed to ensure 
patients have safe and effective access to the medicines they need. Other 
components of that system include safe prescribing and supply of medicines. The 
Nursing and Midwifery Council’s Standards for Medicines Management sets 

The Care Quality Commission has 11 new fundamental standards will come in to 
force for all providers in April 2015. These new regulations are clearer 
statements of the standards below which care should never fail. One of these 
standards is ‘safe care and treatment’ which specifically outlines the need to 
protect service users from avoidable harm through the control and management 
of medications.   
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services


standards for safe practice in the management and administration of medicines 
expected of registered nurses, midwives and specialist community public health 
nurses. The General Medical Council’s guidance Good practice in prescribing and 
managing medicines and devices sets out expectations of registered medical 
practitioners. The General Pharmaceutical Council sets standards for registered 
pharmacists and registered pharmacy technicians. All of these members of the local 
clinical team contribute to safe use of medicines in an organisation. 

 
However, the Royal Pharmaceutical Society’s Professional Standards for Hospital 
Pharmacy Services makes clear that the hospital chief pharmacist (or equivalent) 
leads on ensuring that all aspects of medicines use within its organisation are safe. 
Therefore local hospital pharmacy teams must ensure systems are in place to 
minimise risks to patients from medicines, and working with doctors, nurses and 
management colleagues, ensure those systems are robustly and regularly monitored 
and audited. Importantly, local organisations must also encourage 
a culture and system which supports reporting and learning from medication 
mistakes and errors. Such systems and processes must be set out in local 
hospital medicines policies, signed off by the hospital Trust Board, with the board 
receiving regular reports (eg annually) on implementation and areas for 
improvement, together with remedial action plans. 

 
On occasion it is necessary for nurses to withhold medicines from administration. 
For example, when some medicines need to be temporarily halted before surgery, 
or is the registered nurse considers that administration of the prescribed medicine 
or dose would put the patient at risk. 

 
The Government’s Information Strategy, published in May 2012, outlined several 
elements which will be applicable to the administration of medicines. The 
Department will continue to collaborate with key partners such as the National Care 
Forum, the Royal Pharmaceutical Society and key Royal Colleges, building on 
existing work, to improve the use of medicines in care homes, including considering 
the role of technological innovation and commissioning incentives in transforming 
safety and efficiency. 

 
The Department of Health also set out in Transforming Care: a national response 
to Winterbourne View Hospital a number of actions to address concerns raised 
about the prescription and administration of medications, including the overuse of 
anti-depressants and anti-psychotics for individuals with mental health conditions, 
learning disabilities, autism or behaviour that challenges and the use of rapid 
tranquilisation to restrain patients in crisis. The Department of Health is currently 
leading a cross-Governmental review of the Mental Health Act 1983 Code of 
Practice. This will include updating current guidance on the use 
of medications for individuals subject to the Mental Health Act. We will consult on a 
revised 
Code early in the New Year. 

 
NHS England is also leading a review on the use of medications for individuals with 
a learning disability or behaviour that challenges. Working with NHS Improving 
Quality, NHS England is developing proposals for a collaborative to highlight and 
share best and safe practice in the prescribing, administration, dispensing and use 
of medications for individuals with a learning disability or behaviour that challenges. 
The proposals for the collaborative are currently being finalised and it will be 
launched shortly. 
 

243 The recording of routine observations on the 
ward should, where possible, be done 
automatically  as they are taken, with results 
being immediately accessible to all staff 
electronically  in a form enabling progress to 
be monitored and interpreted. If this 

Accepted. 
 

In the initial Government response to The Inquiry, Patients First and Foremost, the 
Department of Health gave strong support to supervisory roles for Ward Managers 
(including Sister, Charge Nurse and Team Leader) in delivering oversight to all 
aspects of care on a ward and in a community, from cleanliness to allocation of staff. 

In the first round of the Nursing Technology Fund, 74 Trusts were awarded 
funding totalling almost £30m for 85 projects.   
 
The funded projects represent a good geographical spread and a range of care 
settings. The highest award to an individual project was £1 million, and to an 
individual organisation was £1.46 million (for two separate projects). All projects 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf


cannot be done, there needs to be a system 
whereby ward leaders and named nurses are 
responsible for ensuring that the observations 
are carried out and recorded. 

 
 

Nurse leadership at ward level provided by a Ward Manager is also important to the 
delivery of safe, high-quality care to patients. However, we wish to allow for local 
flexibility in delivering nursing care and so the Government is not mandating that 
ward nurse managers must operate in a supervisory capacity. 

 
Having sufficient nurses trained and with the capacity to respond to ensure the 
delivery of safe, patient focused care is currently a core standard requirement of 
the Care Quality Commission. Compassion in Practice commits to ensuring we 
have the right staff, with the right skills in the right place. This includes supporting 
leaders to be supervisory, giving them time to lead action plans by December 
2013. 

 
The Government’s Information Strategy, published in May 2012, outlines the use of 
routine observations in improving the quality of data saying: ‘Connected information 
can support safer, more integrated care for us and for the professionals providing our 
care– for example, through online access to GP records in hospitals, electronic 
prescriptions, barcode-scanning  in care homes and hospitals to reduce medication 
errors, and electronic access to results, X-rays and scans. Many benefits and 
efficiencies can be achieved through information being recorded once, at first contact, 
and shared securely between those providing our care.’ 

 
In October 2012 the Prime Minister announced the Nursing Technology Fund, an 
investment fund of £100 milliion spread over 2013–14 and 2014–15. Three key 
technology types have been identified: digital pens, mobile technology and, of 
relevance to this recommendation, end of bed monitoring technologies. Full details 
of how NHS providers will be able apply for funding are to be announced shortly. 
The Nursing Technology Fund is available to support nurse or midwife led activity 
in all NHS Trusts and Foundation Trusts in England, including acute, community, 
mental health and ambulance trusts. 

 
Local Healthwatch organisations are using their ‘enter and view’ powers to get a 
clear picture of how health and care services are meeting the needs of the public, 
and their place on every local health and wellbeing board will ensure that voices of 
people using services is at the heart of local planning and decision-making. Local 
Healthwatch will also enhance the new inspection regimes. They will make sure 
inspection teams get a comprehensive picture of local people’s opinions and 
concerns, and will maintain a focus on service quality issues after the inspection 
team has moved on. 

 
 

projected a Value For Money return greater than 2:1, with almost half projecting 
a return of at least 4:1. Of the successful projects, 90% will provide solutions for 
nurses, 23% for midwives, and 10% for health visitors. The majority of projects 
involve mobile technology, a quarter involve vital signs monitoring solutions, and 
eight projects involve digital pens. 
 
 

244 There is a need for all to accept common 
information practices, and to feed performance 
information into shared databases for 
monitoring purposes. The following principles 
should be applied in considering the 
introduction of electronic patient information 
systems: 

 
• Patients need to be granted user 

friendly, real time and retrospective 
access to read their records, and a 
facility to enter comments. They should 
be enabled to have a copy of records 
in a form useable by them, if they wish 
to have one. If possible, the summary 
care record should be made accessible 
in this way. 

 
• Systems should be designed to include 

prompts and defaults where these will 

Accepted. 
 
There is both a need for common information practices that support the extraction of 
data to central systems to support improvements in data quality and service 
provision, and a need for electronic patient systems. 

 
The Health and Social Care Act 2012 gives the Secretary of State for Health and 
NHS England powers to publish, or adopt, data standards that specify how data 
should be processed. To support this work the Health and Social Care Information 
Centre also publishes performance information and statistics, using transparent 
calculations, so that they can be used across the health and care system. The Health 
and Social Care Information Centre’s Indicator Portal which will extend this service. 

 
Access to the summary care record is being rolled out across England and we 
will assess options for making them more accessible electronically. 

 
We also agree that patients should have access to their own records. By spring 2015 
every patient will be able to see their records, test results, book appointments and 
order repeat prescriptions online. See Everyone Counts: Planning for Patients 2013–
14 (NHS England, December 2012). Patients will also be able to communicate with 

Access to the Summary Care Record is progressing well with just over 40 
million records available and NHS England is leading work to ensure a third of 
Accident and Emergency Services, 111 Services and Ambulance Services will 
have access to Summary Care Records by 2015. NHS England’s business plan 
for 2014/15 - 2016/2017 also outlines a key deliverable that online access to 
GP records would be available in 95% of GP practices from March 2015. 
 
The timescales for an NHS England Technology Strategy have been impacted 
by the development of a National Information Board Framework which covers 
the whole of the health and care system and all of the arms-length bodies.  
The criticality of NHS number and delivery via a standards-based approach to 
enable interoperability and exchange of data is pivotal in the National 
Information Board Framework, which was published in November. NHS 
England will then publish its Technology and Data Strategy for which the use of 
NHS Number and a standards-based approach will again be vital.  
 
The intention is to put citizens in control of the decisions about their own 
healthcare and how they access services, be it online access to their medical 
record; online booking of services e.g. appointments and repeat prescriptions 
and access to trusted NHS “apps” and social networks. 

https://www.gov.uk/government/publications/well-led-nhs-foundation-trusts-a-framework-for-structuring-governance-reviews
http://www.legislation.gov.uk/ukpga/2012/7/contents
http://www.hscic.gov.uk/indicatorportal
http://www.england.nhs.uk/everyonecounts/
http://www.england.nhs.uk/everyonecounts/
http://www.ukchip.org/wp-content/uploads/nib-report.pdf
http://www.ukchip.org/wp-content/uploads/nib-report.pdf


contribute  to safe and effective care, and 
to accurate recording of information on 
first entry. 

 
• Systems should include a facility to alert 

supervisors where actions which might be 
expected have not occurred, or where likely 
inaccuracies have been entered. 

• Systems should, where practicable and 
proportionate, be capable of collecting 
performance management and audit 
information automatically,  
appropriately anonymised direct from 
entries, to avoid unnecessary 
duplication  of input. 

 
• Systems must be designed by healthcare 

professionals in partnership with patient 
groups to secure maximum professional 
and patient engagement in ensuring 
accuracy, utility and relevance, both to the 
needs of the individual patients and 
collective professional, managerial and 
regulatory requirements. 

 
Systems must be capable of reflecting 
changing needs and local requirements 
over and above nationally required minimum 
standards. 
 

 

their practice electronically as outlined in The Power of Information  (Department of 
Health, May 2012). 

 
While we expect practices to make patients’ records available online as fully 
possible, some practices will only be able to make records available from a 
specific date due to the way the records were stored originally. 

 
The Department of Health is committed  to connecting existing systems rather than 
expecting every organisation to use the same technology, see Liberating the NHS: 
An Information  Revolution (Department of Health, July 2010) and The Power of 
Information  (Department of Health, May 2012). As such, GP practices will set 
specific requirements for electronic patient records locally, based on national 
standards to ensure that information can be shared across 
the system. As such it is for local organisations to consider the substance of the 
points raised in this recommendation in that light. 

 
Some national standards have already been set, including the use of the NHS 
number, and further standards will be included in NHS England’s Technology 
Strategy, which is due to be published in early 2014. 

 
As part of NHS England’s publication Safer Hospitals, Safer Wards: Achieving an 
Integrated  Digital Care Record (July 2013) it announced a £260 milliontechnology 
fund that can be used by NHS Foundation Trusts and NHS Trusts to progress their 
activities to replace paper based systems for patient notes with integrated digital 
care records. NHS organisations can also apply for funding to support them 
improve efficiency, quality and safety by introducing ePrescribing systems. 
 

 

 

245 Each provider organisation should have a 
board level member with responsibility for 
information. 

 

Accepted in principle. 
 
Boards must have both reliable intelligence to support the delivery of high quality 
care and the skills and training needed to use that intelligence appropriately. 

 
While it is for Trusts to agree the roles and responsibilities of individual Board 
members locally, in line with this recommendation  the Department of Health 
supports: 

 
• the NHS Leadership Academy who set out clear roles for Executive Directors in 

taking ‘… principal responsibility for providing accurate, timely and clear 
information to the board’ as part of The Healthy NHS Board (NHS Leadership 
Academy, 2013); and 

 
• forums such as the Chief Clinical Information Officers Leaders Network, 

established by eHealth Insider, with the support of the Royal College of 
Physicians, to support doctors, nurses and allied health professionals who are 
taking the lead on information and its use within organisations. 

 
The Department also support programmes that embed informatics within the 
work of non- board members including clinicians and staff. These include the 
Clinical Leaders Network’s Embedding Informatics in Clinical Education,  an 
online tool to train about the use of informatics in clinical work. 

 
In addition, the Care Quality Commission’s new inspection process includes an 
assessment of whether a provider is well led. In A New Start (Care Quality 
Commission, July 2013) they stated that ‘well led’ providers will have effective 
leadership that listens and learns from information about services such that they are 
able to have open discussions about the quality of services that are evidence based. 

This recommendation is aimed at provider organisations and the response is 
unchanged.   

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216664/dh_129580.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216664/dh_129580.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216664/dh_129580.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/07/safer-hosp-safer-wards.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/07/safer-hosp-safer-wards.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/07/safer-hosp-safer-wards.pdf
http://www.leadershipacademy.nhs.uk/wp-content/uploads/2013/06/NHSLeadership-HealthyNHSBoard-2013.pdf
http://www.cln.nhs.uk/eice/


The Care Quality Commission will start inspecting all acute service providers from 
2014 using this new process. 

 
 

246 Department of Health/the NHS Commissioning 
Board/regulators should ensure 
that provider organisations publish in their 
annual quality accounts information in a 
common form to enable comparisons  to be 
made between organisations, to include a 
minimum of prescribed information about their 
compliance with fundamental and other 
standards, their proposals for the rectification 
of any non-compliance and statistics 
on mortality and other outcomes. Quality 
accounts should be required to contain 
the observations of commissioners,  
overview and scrutiny committees,  and 
Local Healthwatch. 

 

Accepted. 
 
While Quality Accounts provide information about local providers’ performance, and 
should be flexible enough to support reporting at that level, they should also contain 
key information, in a common form, that allows direct comparisons to be made. This 
includes information 
on compliance with basic requirements and performance on key metrics 
including a set of outcome statistics. 

 
The National Health Service (Quality Accounts Regulations) 2010 the National 
Health  Service (Quality Accounts) Amendment Regulations 2011 and the National 
Health Service  (Quality Accounts) Amendment Regulations 2012 set out prescribed 
information that must be included within Part 2 of the Quality Accounts. 

 
This includes the following information: 

 
• where the provider is subject to periodic review by the Care Quality Commission 

including: 
 
• the date of the most recent review; 
 
• the assessment made by the Care Quality Commission following the review; 
 
• the action the provider intends to take to address the points made in that 

assessment by the Care Quality Commission; and 
 
• any progress the provider has made in taking the action identified in the point 

above prior to the end of the reporting period. 
 
• the value and banding of the summary hospital level mortality indicator; and 
• other outcome measures including C. difficile per 100,000 bed days and the 

percentage of patients admitted to hospital who were risk assessed for 
venous thromboembolism. 

 
In addition, NHS England will issue guidance in October 2013 to include the 
patient component of the friends and family test as part of these measures. 

 
In addition, the National Health Service (Quality Accounts) Amendment Regulations 
2012 require all Quality Accounts to include an annex that contains the statements of 
the: 

 
• Overview and Scrutiny Committee or joint Overview and Scrutiny Committee 

carrying out the functions of that Overview and Scrutiny Committee; 
 
• relevant clinical commissioning group or NHS England where 50% or more of 

the relevant health services that the provider directly provides or sub-contracts 
during the reporting period are under contracts or arrangements with NHS 
England; and 

 
• local Healthwatch organisation. 

 
 
 

In response to the recommendation, there is now an area on NHS Choices 
providing presentational guidance. As part of the NHS England review of 
Quality Accounts (see Rec 37), it was recommended this should be further 
developed to include guidance about publishing data in a more patient friendly 
way. The Quality Accounts review has also identified the need to provide local 
Healthwatch organisations with guidance on how to effectively challenge local 
Quality Accounts. This is being taken forward by NHS England and 
Healthwatch with a view that this will help to inform Heathwatch comments on 
Quality Accounts in 2014/15 

247 Healthcare providers should be required to 
lodge their quality accounts with all 
organisations commissioning services from 

Accepted. 
 

The National Health Service (Quality Accounts Regulations) 2010 require that by 

All Quality Accounts have to be lodged with NHS Choices which is accessible 
to all stakeholders. The NHS England review of Quality Accounts (see Rec 37) 
has also recommended an improvement in the functionality of NHS Choices 

http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf
http://www.legislation.gov.uk/uksi/2011/269/pdfs/uksi_20110269_en.pdf
http://www.legislation.gov.uk/uksi/2011/269/pdfs/uksi_20110269_en.pdf
http://www.legislation.gov.uk/uksi/2011/269/pdfs/uksi_20110269_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf


them, Local Healthwatch, and all systems 
regulators. 

 

30 June following the end of the reporting period, Quality Accounts must be 
published by making them electronically available on the NHS Choices website 
or another website if that website is not available at the time of publication. 

 
Prior to publication, and within 30 days of 1 April following the end of the 
reporting period, each provider is required to make a copy of the draft Quality 
Account available to the appropriate Local Heathwatch organisation, Overview 
and Scrutiny Committee and Clinical Commissioning Group. 

 
Where 50% or more of the relevant health services that the provider directly provides 
or sub- contracts during the reporting period are under contracts or arrangements 
with NHS England the provider must make the draft Quality Account available to 
NHS England rather than a Clinical Commissioning Group. 
 
 

which has taken effect in 2014/15.   
 

248 Healthcare providers should be required to 
have their quality accounts independently 
audited. Auditors should be given a wider remit 
enabling them to use their professional 
judgement in examining the reliability of all 
statements in the accounts. 

 

Accepted. 
 
Quality accounts are independently audited by external auditors of Foundation 
and non- Foundation Trusts. 

 
For NHS Trusts, Directors of the Trust should take steps to assure themselves that 
their Quality Accounts comply with the requirements set out in the legislation 
governing Quality Accounts: Part 1 chapter 2 of the Health Act 2009 and the National 
Health Service (Quality  Accounts Regulations) 2010 and the National Health Service 
(Quality Accounts) Amendment Regulations 2012. A statement of Directors’ 
responsibilities confirming that these steps have been taken must be included in the 
Trust’s published Quality Account. Monitor requires Foundation Trusts to obtain an 
audit opinion on their Quality Accounts, this includes an opinion that the contents of 
the Quality Accounts comply with regulations and also an opinion on selected 
indicators included in the accounts. 

 
Auditors also provide a signed limited assurance on a small number of indicators 
and provide assurance on the number of patient safety incidents that occurred 
within the Foundation Trust. 

 
The Trust must produce an Annual Governance Statement, the content of 
which is determined by the Trust, which refers to the steps taken to assure 
themselves that their Quality Account is reliable and accurate. 

 
In 2012–13 external assurance requires Foundation Trust auditors to: 

 
• review the content of the Quality Report against the requirements set out in 

the NHS  Foundation Trust Annual Reporting Manual 2012–13 (Monitor, 
March 2013); 

 
• review the content of the Quality Report for consistency against the other 

information sources detailed in section 2.1 of this guidance; 
 
• provide a signed limited assurance report in the Quality Report on whether 

anything has come to the attention of the auditor that leads them to believe 
that the Quality Report 
has not been prepared in line with the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 2012–13 (Monitor, March 2013) and 
is not consistent with the other information sources detailed in section 2.1 of 
this guidance; 

 
• undertake substantive sample testing on two mandated performance 

indicators, and the newly mandated safety incidents indicator, (to include, but 
not necessarily be limited to, 
an evaluation of the key processes and controls for managing and reporting the 

The Quality Accounts review gave further consideration to the audit approach 
and how its remit might be extended. The skill set of the organisations and 
people currently auditing Quality Accounts is, in the main, financial. One area 
the evaluation was particularly keen to explore was how the role of audit could 
be expanded beyond the review of source documents into a more outcomes 
orientated process. National Clinical Audit was seen as a key enabler for this. 
Participation in National Clinical Audit is mandated through the NHS Standard 
contract, supports local quality improvement and enables individual clinicians or 
teams to benchmark themselves against accepted clinical guidelines and 
standards.  Such an Audit also enables patients to question the quality of their 
care and exercise choice. National Clinical Audits are all supported by specialist 
methodological frameworks, are case mix risk adjusted where appropriate and 
will be reviewed through a Quality Assessment Framework. Consideration will 
be given to how the current outputs of National Clinical Audit could be included 
within the Quality Account to provide an audited view of clinical data sitting 
alongside the current mandated audit arrangement for 2014/15. 
 

http://www.legislation.gov.uk/ukpga/2009/21/pdfs/ukpga_20090021_en.pdf
http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf
http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
http://www.legislation.gov.uk/uksi/2012/3081/pdfs/uksi_20123081_en.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/295182/FTARM2013-14March2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/295182/FTARM2013-14March2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/295182/FTARM2013-14March2014.pdf


indicators and sample testing of the data used to calculate the indicator back to 
supporting documentation); 
 

•   provide a signed limited assurance report in the Quality Report on whether 
there is evidence to suggest that the two mandated indicators subject to a 
limited assurance report have not been reasonably stated in all material 
respects in accordance with the NHS Foundation Trust Annual Reporting 
Manual 2012–13 (Monitor, March 2013); and 

 
• provide a report (the Governors’ Report) to the NHS Foundation Trust’s council 

of Governors and Board of Directors of their findings and recommendations for 
improvements concerning the content of the Quality Report, the two mandated 
indicators, subject to a limited assurance report, the additional mandated 
indicator and any locally selected indicator(s), if applicable. 

 
However, in addition to the information audited outlined above, Quality Accounts 
also include local information that is specific to the services, priorities and needs of 
patients locally. While this is useful information to report on within Quality Accounts 
it cannot be audited externally without considerable local knowledge. Instead, 
Quality Accounts are verified locally for their accuracy and a declaration is signed 
by order of the Board by the Chairman and the Chief Executive (see 
recommendation 249). 

 
We will review Quality Accounts before the 2014–15 cycle to ensure that they give 
patients appropriate information regarding the services they use, and that they add 
value to the quality assurance infrastructure used by trusts, local and national 
organisations. The review will consider whether the remit of the audit process could 
be extended further and will report in early 2014. 
 

 
 

249 Each quality account should be accompanied  
by a declaration signed by all directors in office 
at the date of the account certifying that they 
believe the contents of the account to be true, 
or alternatively a statement of explanation as 
to the reason any such director is unable or 
has refused to sign such a declaration. 
 

Accepted in part. 
 

The National Health Service (Quality Accounts Regulations) 2010 state that Quality 
Accounts must include a ‘…written statement… signed by the responsible person for 
the provider that to the best of that person’s knowledge the information in the 
document is accurate…’ While this does not include a separate signature from each 
director, the Quality Account is signed as an accurate and reliable record on their 
behalf. 

 
2012–13 Detailed Guidance for External Assurance on Quality Reports (Monitor, 
March 2013), states that for 2012–13 Foundation Trusts will be required to sign a 
Statement of Directors’ Responsibilities in respect to the Quality Report that states 
that performance information reported in the Quality Report is reliable and accurate. 
This is signed by order of the Board by the Chairman and the Chief Executive. 
 
Quality Accounts: 2011–12 audit guidance (Department of Health, April 2012) states 
that Trusts must sign a statement of Directors’ responsibilities in respect of the 
content of their quality accounts. This includes a statement that, ‘…the performance 
information in the Quality Account is reliable and accurate’. This is signed by order of 
the Board by the Chairman and the Chief Executive. 

 
We will review Quality Accounts before the 2014–15 cycle to ensure that they give 
patients appropriate information regarding the services they use, and that they add 
value to the quality assurance infrastructure used by trusts, local and national 
organisations. While the review is yet to complete, we anticipate that NHS England 
will implement this recommendation and include it within guidance that it intends to 
issue by the end of March 2014. NHS England will advise Trusts of expected changes 
in early 2014 to support them to plan for the 2014–15 cycle. 

 

The review of Quality Accounts has considered this recommendation. The 
review felt strongly about accountability and was clear that this could be better 
achieved by enabling Healthwatch to challenge Quality Accounts locally, given 
the existing requirements set out above. We will work with Healthwatch to 
develop guidance. We also intend for Quality Accounts to fall within the scope 
of the ‘false and misleading information offence’ and for the offence to apply for 
them. This should come into effect by winter 2014. 
 
The review also felt it was important for Quality Accounts to be made accessible 
to the public in a more patient friendly format. NHS England plan to issue 
guidance to support this in 2014/15.  
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/295182/FTARM2013-14March2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/295182/FTARM2013-14March2014.pdf
http://www.legislation.gov.uk/uksi/2010/279/pdfs/uksi_20100279_en.pdf
http://www.monitor.gov.uk/sites/default/files/publications/Detailed%20Guidance%20for%20External%20Assurance%20on%20Quality%20Reports%20201213%20-%20Revised%2026%204%2013_0.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/215076/dh_133425.pdf


250 It should be a criminal offence for a director to 
sign a declaration of belief that the contents of 
a quality account are true if it contains a 
misstatement  of fact concerning an item of 
prescribed information which he/she does not 
have reason to believe is true at the time of 
making the declaration. 

 
 

Accepted in principle. 
 
We will use the consultation on False or Misleading Information to consider whether 
the False or Misleading Information offence should be applied to the information on 
quality accounts. 

 
The Care Bill proposes a new offence where care providers give false or misleading 
information. This will give providers an additional incentive to ensure data and the 
information it provides are accurate. The offence will aid transparency and 
accountability in the provision of care so that regulators, commissioners and the 
public have a more accurate picture about a provider’s performance. The offence 
will apply to those care providers that falsify certain types of management and 
performance information and fail to exercise due diligence. Providers that make a 
genuine administrative error would not be convicted, providing they have processes 
and procedures in place to demonstrate they took all reasonable steps and 
exercised due diligence. 

 
The offence will allow for the prosecution of directors and senior individuals, where 
the offence has been committed with their consent or connivance or through their 
neglect, and a successful prosecutions has been brought against the provider. 

 
Our current intention is that regulations will limit the application of this offence in the 
first instance to providers of NHS funded secondary care and, more specifically, to 
the patient level information on outpatient, elective and accident and emergency 
activity that they are required to provide to the Health and Social Care Information 
Centre. However, we intend to test and confirm our thinking through further 
consultation before draft regulations are laid. 

 
 
 

The Care Act 2014 has put in place a new criminal offence applicable to care 
providers who supply, publish or otherwise make available certain types of 
information that is false or misleading, where that information is required to comply 
with a statutory or other legal obligation.  This offence also applies to senior 
individuals in a provider organisation if they consent to or connive in the 
offence.  
 
 
 
 
 

251 The Care Quality Commission and/or Monitor 
should keep the accuracy, fairness and balance 
of quality accounts under review and should be 
enabled to require corrections to be issued 
where appropriate.  In the event of an 
organisation failing to take that action, the 
regulator should be able to issue its own 
statement of correction. 

 

Accepted in principle. 
 

Where inaccurate information is identified within a Quality Account it should be 
changed by the provider as soon as possible. 

 
While responsibility for the accuracy of the Quality Accounts rests with providers, 
their external auditors audit these accounts to provide limited assurance of their 
accuracy. Where issues are located the auditors provide the Board, and the Board of 
Governors where applicable, with a report of their findings along with 
recommendations for improvement (see recommendation 248). Where issues are 
identified as a result of the audit process the issues must be addressed by the 
provider. In all cases the report must be published as part of the provider’s Quality 
Account. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

252 It is important that the appropriate steps are 
taken to enable properly anonymised data to be 
used for managerial and regulatory purposes. 

 

Accepted. 
 
For electronic patient records to become the core information used to improve 
care, services and to inform research as outlined in The Power of Information  
(Department of Health, May 2012) these records must be anonymised or used 
securely to protect patients’ confidential information. Data also need to become 
more available, linked appropriately and of good quality. The Health and Social Care 
Information Centre set out its objectives for 2013–14 in its publication Informing 
Better Care (2013), in which it stated that it would take over data collection 
responsibilities from other bodies, extend its data linkage services and consolidate 
its position as a national source of indicators. 

 
A range of work has been taken forward already across the system to ensure that 
identifiable data is used appropriately. This includes, for example: 

 
• the Health and Social Care Information Centre has set a new 

The Department consulted on Protecting personal health and care data in June 
2014.The consultation outlines proposals to improve how an individual’s health 
and care data is shared across the National Health Service and the social care 
system.   
 
The consultation set out proposals for new regulations to place strong controls 
around the disclosure of data which might potentially identify individuals by the 
Health and Social Care Information Centre and accredited safe havens.  
The consultation also covered proposals for new regulations to address 
concerns about restrictions on the sharing of confidential personal information 
with NHS and social care case managers, who need to have access to this 
information in relation to those for whom they are responsible for arranging 
health or care services. The consultation closed on 08 August 2015 - the 
Department of Health is considering the responses received as the government 
decides how to respond to the consultation. 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
http://www.hscic.gov.uk/media/11860/HSCIC-business-plan-2013-14/pdf/80305_HSCIC_Business_plan_%20V1.0.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323967/Consultation_document.pdf


anonymisation standard, from April 2013, that provides an approach and a 
set of standard tools to anonymise information to ensure that, as far as it is 
reasonably practicable, information published does not identify individuals; 

 
• recent guidance published by NHS England Information Governance and 

Risk  Stratification: Advice and Options for clinical commissioning groups 
and GP (June 2013) advises clinical commissioning groups on the use of 
data for predictive modelling   purposes. Further approvals are being put 
in place to ensure that the new commissioning organisations and 
structures are using Patient Confidential Data appropriately; 

 
• the Health and Social Care Information Centre publications process allows pre-

publication access to many of its statistics, mostly in aggregated form, for 
management purposes; 

 
• the Health and Social Care Information Centre’s Hospital Episode Statistics data 

service and linkage service facilitate the provision of data for managerial and 
regulatory purposes; and 

 
• the use of anonymised data by the Clinical Practice Research Datalink, working 

with the Health and Social Care Information Centre, in research using linked 
anonymised data, to improve and safeguard public health. The Government’s 
response to the Caldicott  Review (Department of Health, September 2013) 
concluded that, ‘…the research community has established many good practices 
and developed robust solutions to enable access to detailed patient information 
while ensuring that confidentiality is protected’. 

 
We will continue to support this area and, specifically: 

 
• the Health and Social Care Information Centre will publish its Code of Practice 

for the Management of Confidential Information later this year outlining principles 
for managing confidential data that all NHS bodies must comply with. This will 
build on A Guide to Confidentiality in Health and Social Care (Health and Social 
Care Information Centre, September 2013). The Code will also clarify patients’ 
rights to know how data about them is being used and to object to the Health 
and Social Care Information Centre having access to that data should they wish 
to as outlined in Information: To share or Not to Share (Department of Health, 
March 2013); 

 
• the Health and Social Care Information Centre, commissioned by NHS 

England, will make information from Care.Data available to commissioners 
and providers, in anonymised or aggregated form, to support the 
development of integrated services for patients; and 

 

A consultation on the draft Code of Practice for the Management of Confidential 
Information closed on 18 August 2014. The Health and Social Care Information 
Centre will be considering the responses to the consultation in the formation of 
the Code of Practice. 
 
Availability of the Care.data programme to commissioners and providers was 
put on hold in order for there to be a longer period of engagement and 
consultation and discussion about access to data about individuals. 
Engagement work is ongoing, and as a result no data has yet been made 
available through Care.data programme. 

253 The information behind the quality and 
risk profile – as well as the ratings and 
methodology  – should be placed in the 
public domain, as far as is consistent 
with maintaining any legitimate 
confidentiality of such information, 
together with 

appropriate  explanations to enable the public to 
understand the limitations of this tool 

Accepted. 
 

The Care Quality Commission is developing a new approach to inspection, and 
has started routinely publishing for the NHS the information that it uses to focus 
its inspections. This information is based on monitoring a set of indicators of risk, 
which have replaced the former quality and risk profile approach. As the Care 
Quality Commission carries out each inspection under its new approach, it will 
publish a data pack at the same time as publishing the inspection report. A data 
pack is a detailed analysis of key information that the Care Quality Commission 
holds about a provider, including its performance on risk indicators, other sources 
of data, and qualitative information such as views of local organisations and 
feedback from patients. 

 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care This set out 
the new approach to inspecting hospitals, and sought views on an annex with the 

The Care Quality Commission has replaced its Quality and Risk Profile with a 
system of Intelligent Monitoring to help decide when, where and what to inspect. 
This draws information and data from a range of sources to identify providers 
and services where there may be a greater risk of providing poor care. The 
evidence from the Intelligent Monitoring system is used to prioritise which 
providers will be inspected and the lines of enquiry during an investigation. The 
system triggers a response, for example, where there are a statistically 
significant number of severe harm incidents or avoidable deaths at a provider. 
“Never events” trigger an automated elevated risk in Intelligent Monitoring which 
inspectors follow up individually. The data it looks at includes information from: 
 

• Staff 
• Patient surveys 
• Mortality rates 
• Hospital performance information such as waiting times and infection 

rates 

http://www.ivygrove.org.uk/downloads/CD-ig-risk-ccg-gp.pdf
http://www.ivygrove.org.uk/downloads/CD-ig-risk-ccg-gp.pdf
http://www.ivygrove.org.uk/downloads/CD-ig-risk-ccg-gp.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251750/9731-2901141-TSO-Caldicott-Government_Response_ACCESSIBLE.PDF
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251750/9731-2901141-TSO-Caldicott-Government_Response_ACCESSIBLE.PDF
http://www.hscic.gov.uk/media/12822/Guide-to-confidentiality-in-health-and-social-care/pdf/HSCIC-%20guide-to-confidentiality.pdf
https://www.gov.uk/government/publications/the-information-governance-review
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http://systems.hscic.gov.uk/infogov/codes/cop
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services


full set of indicators that the Care Quality Commission proposed for monitoring 
hospitals, to identify potential risks and the priority order for inspection. On 24 
October 2013 the Care Quality Commission published a full analysis of all its 
monitoring indicators for all acute hospital trusts, showing their performance 
against the indicators. The results of this intelligent monitoring work group, the 161 
acute NHS trusts into six bands based on the risk that people may not be 
receiving safe, effective, high quality care – with band 1 being the highest risk and 
band 6 the lowest. The Care Quality Commission has undertaken to update and 
publish these analyses quarterly, with explanation of what should and should not 
be read into them. *Is the service safe? Is the service effective? Is the service 
caring? Is the service responsive? Is the service well-led? 
 
 
 

 
In October 2013, the Care Quality Commission began a pilot of its Intelligent 
Monitoring programme for acute and specialist NHS trusts. The pilot looked at 
more than 150 different sets of data (indicators), which related to the five key 
questions the Care Quality Commission asks of all services – are they safe, 
effective, caring, responsive, and well-led? Using this data, the Care Quality 
Commission grouped all acute NHS trusts into six priority bands for inspection. In 
March and July 2014, the Care Quality Commission updated its surveillance 
model for acute and specialist NHS trusts.   
 
In November 2014, the Care Quality Commission published Mental Health 
intelligent monitoring reports, which display the results of its analysis of Tier 1 
indicators for all Mental Health NHS trusts. Each trust will receive an individual 
report and banding, similar to those for acute hospitals. The bandings will range 
from one to four.  
 
In November 2014  the Care Quality Commission  published its first round of 
Intelligent Monitoring for GPs 
 
 
The Care Quality Commission has always used important information in statutory 
notifications as an indicator of quality and safety in the adult social care sector, 
alongside other information about safeguarding alerts and information provided 
by others such as people who use services, staff and the public. The Care 
Quality Commission does not have a lot of quantitative data consistently 
collected across the sector but it is taking steps to improve this. With a new, 
more thorough model, the Care Quality Commission intends to use all the 
available information to check whether there is a risk that services do not provide 
either safe or quality care.  
 
Draft Intelligent Monitoring models for the Adult Social Care sector have been in 
place since October 2014, with separate sets of indicators for residential, 
community and hospice services.  the Care Quality Commission  will continue to 
develop these models with providers and stakeholders to develop a more robust 
Intelligent Monitoring system within  Adult Social Care  during 2015/16 and 
beyond 
  
 

254 While there are likely to be many different 
gateways offered through which patient and 
public comments can be made, to avoid 
confusion, it would be helpful for there to be 
consistency  across the country in methods 
of access, and for the output to be 
published in a manner allowing fair and informed 
comparison between organisations. 

 

Accepted. 
 
Feedback from patients, carers and the public can be made on the quality of care 
through a range of technologies and channels including online, via bedside 
televisions, surveys and the friends and family test. 

 
The NHS Constitution (26 March 2013) pledges that the NHS will encourage and 
welcome feedback on your health and care experiences and use this to improve 
services. Similarly, The Mandate for NHS England (Department of Health, 
November 2013) states that NHS England will consider how to make it easier for 
patients and carers to give feedback and see reviews by other people so that 
timely, easy to review feedback on NHS Services becomes the norm. 

 
A number of organisations already exist that enable patients, carers and the public 
to provide online feedback about their care. This includes, but is not limited to, 
Patient Opinion, NHS Choices, Good Care Guide and iWantGreatCare. NHS 
England will make such comments accessible in a coherent and consistent way 
through NHS Choices. 

Ensuring that patients, carers and the public can give feedback on the quality of 
care is an on-going commitment.  The 2014-15 NHS Mandate sets out how there 
will be rapid progress in measuring and understanding how people really feel 
about the care they receive and taking action to address poor performance. 
 
In July 2014 NHS England published a Review of the Friends and Family Test 
which found that Friends and Family Test is performing well as a service 
improvement tool, with 85% of trusts reporting that it is being used to improve 
patient experience, and 78% saying that Friends and Family Test has increased 
the emphasis placed on patient experience in their trusts. In particular, the open-
ended follow-up question is proving a rich source of patient views at ward and 
Accident and Emergency departmental level that can be used, where 
implemented, to highlight best practice and identify and address concerns. NHS 
England is working with NHS Choices to look at ways to enhance the 
presentation and profile of the Friends and Family Test data for patients and the 
public to use. 
 
A number of organisations already enable patients, carers and the public to 
provide online feedback about their care. NHS England will make such 
comments accessible through a new national Health & Social Care Digital 
Service, which will be replacing NHS Choices.  The new online service will bring 
together the most reliable and relevant data from national web services and act 

http://www.cqc.org.uk/public/hospital-intelligent-monitoring
http://www.cqc.org.uk/public/hospital-intelligent-monitoring
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213131/mandate.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/256406/Mandate_14_15.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/07/fft-rev1.pdf


as a ‘front door’ to the best information on health and social care on the internet. 
 

Results from the Friends and Family Test are published monthly in all acute 
inpatient services, Accident and Emergency and in maternity.  
  
The first set of Friends and Family Test results from NHS staff were published in 
September. The Friends and Family Test was rolled out in general practice, 
community and mental health services by December 2014 and is on track to be 
rolled out in the remainder of NHS services as appropriate by March 2015. 
So far more than 5 million Patient Friends and Family Test responses have been 
collected; 4.5 million responses have been collected from Accident and 
Emergency and inpatients, and more than 551,000 from maternity patients. The 
second Staff Friends and Family Test was run from July to September 2014 and 
more than 141,000 staff from 242 service providers submitted Staff Friends and 
Family Test responses.  
 

255 Results and analysis of patient feedback 
including qualitative information need to be 
made available to all stakeholders in as 
near ‘real time’ as possible, even if later 
adjustments have to be made. 

 

Accepted. 
 
Many local Trusts are devising innovative ways to take this forward. Feedback from 
patients, carers and the public can be made on the quality of care through a range of 
technologies and channels including online, via bedside televisions, surveys and the 
friends and family test. 

 
The NHS Constitution (Department of Health, March 2013) pledges that the NHS 
will encourage and welcome feedback on your health and care experiences and 
use this to improve services. Similarly, The Mandate (Department of Health, 
November 2013) states that NHS England will consider how to make it easier for 
patients and carers to give feedback and see reviews by other people so that 
timely, easy to review, feedback on NHS Services becomes the norm. 

 
The friends and family test is currently in use in all acute inpatient services, Accident 
and Emergency and in maternity. By December 2014 it will be rolled out to general 
practice, community and mental health services and the remainder of NHS services 
by the end of March 2015. The test asks all patients in acute inpatients and Accident 
and Emergency if they would recommend the care they have just received to their 
friends and family if they needed similar care or treatment. The results are published 
for every ward and every Accident and Emergency department and in real time – 
within a maximum of five weeks after the feedback was collected. From ward to 
Board, staff and managers are able to look at the results of the friends and family 
test, see areas of strength and weakness and take appropriate action. Patients, the 
public and commissioners can see where scores or good and less good and 
use the results to hold services to account and commission for improvement. 

 
A number of organisations already exist that enable patients, carers and the public 
to provide online feedback about their care. This includes, but is not limited to, 
Patient Opinion, NHS Choices, Good Care Guide and iWantGreatCare. 

 
NHS England will make such comments accessible in a coherent and consistent 
way through NHS Choices and, from November 2013, as part of a national Health 
and Social Care Digital Service that will begin to bring together the most reliable and 
relevant data from national web services and act as a ‘front door’ to the best 
information on health and social care on the internet. 

 
The Government’s Information Strategy outlined that patient feedback and 
information on patient experience will be an even more important influence on 
shaping policy and the delivery and regulation of care services. Involving people in 
decisions about their health, care and services should be the norm, not the 
exception. 

 
In the long term, electronic health and care records may prove to be a main vehicle 

Results from the Friends and Family Test are published monthly in all acute 
inpatient services, Accident and Emergency and in maternity. In July NHS 
England published a Review of the Friends and Family Test and Guidance to 
support rollout of the Friends and Family Test in other NHS settings. The review 
found that 85% of Trusts are using the Friends and Family Test to improve 
patient experience and 78% report that it has increased the emphasis placed 
on patient experience in their Trusts. The research undertaken amongst staff 
groups demonstrates that rapid feedback of scores and comments to ward 
managers and nurses results in a number of positive outcomes.  
 
The first set of Friends and Family Test results from NHS staff were published 
in September. The Friends and Family Test was rolled out in general practice, 
community and mental health services by December 2014 and is on track to be 
rolled out in the remainder of NHS services as appropriate by March 2015. 
 
So far more than 5 million Patient Friends and Family Test responses have 
been collected; 4.5 million responses have been collected from Accident and 
Emergency and inpatients, and more than 551,000 from maternity patients. The 
second Staff Friends and Family Test was run from July to September 2014 
and more than 141,000 staff from 242 service providers submitted Staff Friends 
and Family Test responses.  

  
  

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213131/mandate.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/07/fft-rev1.pdf
http://www.england.nhs.uk/ourwork/pe/fft/fft-guidance/
http://www.england.nhs.uk/ourwork/pe/fft/fft-guidance/


for providing information on health and care outcomes and status, rating our 
experience of care, and leaving feedback and comment. Innovations linked to our 
online records could enable us to record and share health comments and also 
prompt better conversations between us as patients or users of services and the 
professionals providing our care. 
 

256 A proactive system for following up patients 
shortly after discharge would not only be 
good ‘customer service’, it would probably 
provide a wider range of responses and 
feedback on their care. 

 

Accepted. 
 
A good trust will take every opportunity to seek patient feedback. A good 
complaints system will recognise that some people will give fuller feedback once 
they have had time to reflect and therefore it is worth making arrangements to 
follow-up with patients once they have been discharged. Trusts will need to work 
out how they do this. The Care Quality Commission will be assessing complaints 
as part of its inspection process. 
 
Case study: Northumbria Healthcare – developing a meaningful patient 
experience programme 

 
Northumbria Healthcare NHS Foundation Trust provides acute and community health 
services and adult social care to a population of over half a million people in the 
North East. The Trust runs nine hospitals (three general hospitals plus six community 
hospitals) and employs about 
9000 staff. The level of engagement they now enjoy means that every day, 
somewhere in the organisation, somebody will be having a conversation about 
patient experience. 

 
The Trust listens to the views of more than 30,000 patients every year through the 
following different survey methods: 

 
• Patient Perspective surveys: To ensure ownership, results are reported at an 

individual consultant level, ward level, site and specialty and business unit level. 
Conducting these once people leave hospital allows them to give a more 
rounded view of their experience of care – evidence suggests that patients are 
likely to be at their most dissatisfied two weeks after discharge. In many ways 
this is ‘right time’ data which is less likely to be biased by 
the gratitude people feel towards hospital services and staff during the very acute 
phase. 

 
• Real Time Surveys: Initially the Trust conducted face to face interviews with 

patients on 8 pilot wards across 2 sites. The real time programme has been rolled 
out incrementally allowing the Trust to improve in a sustainable way – they now 
interview over 500 patients a month across 7 sites and 35 wards. These results 
are fed back to clinical teams within 24 hours of capture, allowing the Trust to act 
rapidly on patient feedback while patients are still in our care. 

 
• 2 Minutes of Your Time: This is a short quick exit survey which allows for a 

broad coverage across the Trust. Patients answer 6 key questions about the 
quality of care just before they leave hospital – this has included the Friends 
and Family question for the last 
3 years. All data including all free text comments are fed back to clinical 
teams within a week. 

 
Communicating results with the public: The Trust has developed innovative info 
graphics to ensure all the experience results are shared with patients, families and 
the public. Posters are updated each quarter so that the latest results are always on 
display. 

 
Supporting staff to deliver patient-centred care: In designing the programme in 
2010 the Trust deliberately aimed for a patient centred approach. What they hadn’t 
appreciated was the degree to which the real time programme would engage and 

Looking at whether patients can leave feedback easily has been a component 
of the new the Care Quality Commission inspections from October 2014 
onwards. Complaints will be a key line of enquiry in the Care Quality 
Commission inspections from October 2014, and this includes looking at a 
random sample of closed complaints to see how they were investigated, and to 
look at how the Trust learnt from the complaint and embedded the change in 
the organisation. The Care Quality Commission will also be looking at the ward 
environment. Within the inspections, the Care Quality Commission will be able 
to look at whether the method of investigating the complaint was appropriate 
for the issue involved i.e. that in serious cases, independent investigation was 
conducted 



support staff. In the annual NHS staff survey the Trust performs exceptionally well, 
with 94 per cent feeling their work makes a real difference. 

 
Key learning from implementation has included the following: 

 
• no single method has given the Trust all they need – they continue to rely on a 

combined approach; 
 
• they’ve seen significant benefits of real time reporting; 

 
• executive management team support has been crucial; 

 
• ensure patients and families are part of the improvement team – this could 

be a ward based team or multidisciplinary team across a service; 
 
• Patients have been involved in information development, teaching and 

training, service evaluation and mystery shopping; 
 
• focusing on metrics that matter most has made sense; 

 
• incremental roll out, change and improvement has given time for the 

programme to embed properly; 
 
• keep expenditure on measurement to a minimum – invest in improving instead; 

 
• qualitative feedback appears particularly important in engaging staff; and 

 
• transparency of reporting matters. 
 
 
 
 

257 The Information Centre should be tasked with 
the independent collection, analysis, 
publication and oversight of healthcare 
information in England, or, with the agreement 
of the devolved governments, the United 
Kingdom. The information functions previously 
held by the National Patient Safety Agency 
should be transferred to the NHS Information 
Centre if made independent. 

 

Accepted in principle. 
 
We accept that the Health and Social Care Information Centre should be made 
more independent.  In April 2013, the Health and Social Care Information Centre 
was established as an Executive Non Departmental Public Body to further 
ensure its independence in the undertaking of its key functions. 

 
The Health and Social Care Act 2012, requires the Health and Social Care 
Information Centre to establish and operate a system for the collection or analysis 
of information in connection with the provision of health services and adult social 
care in England. As such, its work includes the publication of more than 130 
statistical publications annually; providing a range of specialist data services; 
managing informatics projects and programmes and developing and assuring 
national systems against appropriate contractual, clinical safety and information 
standards. 

 
The Informatics Services Commissioning Group, established in 2013, has been set 
up to enable the Health and Social Care Information Centre to become the focal 
point for data collected at the national level so that it increasingly becomes a 
checkpoint for those seeking new data collections. 

 
At this time, we do not accept that this should include the information functions 
previously held by the NPSA. Following the abolition of the National Patient 
Safety Agency, its key functions were transferred to NHS England in 2012 
including functions relating to the National Reporting and Learning System. 
The operational management of the National Reporting and Learning System 
was transferred for two years from 1 April 2012 to Imperial College Healthcare 
NHS Trust. 

Work to re-commission the National Reporting and Learning System is 
underway in NHS England with ongoing stakeholder and expert engagement 
being used to inform the design phase. The options development and appraisal 
will be progressed in Q3 and Q4 of 2014/15 with the revised design confirmed 
by the end of March 2015, subject to approvals. The procurement of the new 
system will then progress over the 2015/16 financial year.  
 

http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf


 
Given the recent transfer of these functions, the Government stated in its initial 
response to The Inquiry, Patients First and Foremost (Department of Health, 
2013), that reallocating these functions at this stage would be unnecessarily 
disruptive. We will keep this decision under review. 
 

258 The Information Centre should continue to 
develop and maintain learning, standards and 
consensus with regard to information 
methodologies, with particular reference to 
comparative performance statistics. 

 

Accepted. 
 
The Health and Social Care Information Centre publishes, and keeps under regular 
review, the methodologies used for the calculation of national indicators and 
statistics. 

 
To support this function the Health and Social Care Information Centre: 

 
• has introduced an assurance process for indicators on behalf of the Quality 

Information Committee (a subcommittee of the National Quality Board). This 
process ensures that indicators are fit for purpose and is available as a service 
for any organisation to use. The Health and Social Care Information Centre 
keeps indicators under review to ensure that, where improvements or quality 
issues are identified, learning is maintained and lessons implemented; 

 
• adheres to principle four the Code of Practice for Official Statistics (UK 

Statistics Authority, January 2009) which states, ‘Statistical methods 
should be consistent with scientific principles and internationally 
recognised best practices, and be fully documented. Quality should be 
monitored and assured taking account of internationally agreed 
practices’; and 

 
• publishes additional contextual data to help people use or interpret the data it 

publishes, including, for example, information about palliative care coding in 
the context of the Summary Hospital-level Mortality Indicator. 

 

The Health and Social Care Information Centre has been working with Health 
Education England regarding the implications for the new workforce strategy 
(Skill and Capabilities). As a result, the National Information Board Framework 
will make specific proposals about the need for workforce strategies to address 
informatics skills and capabilities.    
  

259  
The Information Centre, in consultation  with 
the Department of Health, the NHS 
Commissioning Board and the Parliamentary 
and Health Service Ombudsman, should 
develop a means of publishing more detailed 
breakdowns of clinically related complaints 

 

Accepted. 
 

The Department of Health will work with the Health and Social Care Information 
Centre to put complaints data into the existing NHS electronic data collection 
system, better enabling comparison between hospitals. 
 

The Department of Health, working with the Health and Social Care Information 
Centre, committed to developing a system that enabled Trusts to publish 
accurate, detailed quarterly data on the number of complaints received, and to 
enable comparison across hospitals.   
 
The overall aim of the revisions is to provide members of the public and 
regulatory bodies with frequent, more meaningful data which will identify 
organisations whose level of complaints, whether high or low, suggests there 
may be cause for concern.   
Hospitals will begin revised collections from April 2015, with the first quarterly 
report envisaged by late summer 2015. It is expected the public can begin to 
compare Trusts’ complaints data by late Autumn 2015.  
 
However, the Consultation is complete with our responses published. The 
Department of Health have now written out to NHS Complaints Managers and 
advised them of the changes to the NHS Complaints Data Collection and from 
April 2015 data will be collected and published quarterly. 

260 The standards applied to statistical  
information about serious untoward incidents 
should be the same as for any other 
healthcare information and in particular the 
principles around transparency and 
accessibility.  It would, therefore, be desirable 
for the data to be supplied to, and processed 
by, the Information Centre and, through 
them, made publicly available in the same 
way as other quality related information. 

 

Accepted in principle. 
 

Where appropriate to do so, information standards should be applied to the 
reporting of serious incidents and that such information should be made as 
transparent and accessible as possible. The Government also supports the principle 
outlined in the UK Statistics Authority’s Code of Practice for Official Statistics 
(January 2009) that statistical producers will publish data that meets the needs of 
users and are readily available to them alongside a full and frank commentary. 

 
Responsibility for the reporting of patient safety incidents was transferred to NHS 
England in 2012 following the abolition of the National Patient Safety Agency. See 

Work to re-commission the National Reporting and Learning System is 
underway in NHS England with ongoing stakeholder and expert engagement 
being used to inform the design phase. The options development and appraisal 
will be progressed in Q3 and Q4 of 2014/15 with the revised design confirmed 
by the end of March 2015, subject to approvals. The procurement of the new 
system will then progress over the 2015/16 financial year.  
 
The current functions of the Strategic Executive Information System and the 
National Reporting and Learning System will be incorporated; one single 
incident reporting system is a key tenet of the proposed changes in order to 
reduce the risks associated with duplication and to streamline reporting 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html


 recommendation 257 for further details. NHS England publishes patient safety incident 
data each month from the National Reporting and Learning System, including 
information on levels and severity of harm to patients. 

 
NHS England is exploring the extent to which information on serious incidents 
can be disclosed in more detail without breaching the Data Protection Act 1998. It 
should be noted, however, that information reported on serious incidents is 
provided specifically to ensure the robust management of the response to a 
specific serious incident. The reported information is, therefore, sensitive and has 
to be appropriately protected. It is not collected for the purposes of measuring 
activity or outcomes and is in that sense very different from other types of 
information collected by the Health and Social Care Information Centre. 

 
NHS England is reviewing the National Reporting and Learning System with a range 
of key stakeholders including the Health and Social Care Information Centre. As part 
of the review NHS England will consider the reporting of data from the National 
Reporting and Learning System and the data standards applied to the National 
Reporting and Learning System to ensure, where appropriate, they are the same as 
those applied by the Health and Social Care Information Centre to other data 
streams. 
 
NHS England is also reviewing the Strategic Executive Information System, the 
reporting mechanism for both clinical and information incidents, in order to 
consider procuring a replacement. As information incidents are also reported 
through the information governance toolkit held by the Health and Social Care 
Information Centre, consideration will be given by NHS England and the Health 
and Social Care Information Centre to streamlining these reporting mechanisms to 
reduce burden. 

 
 

processes. Extensive consultation with stakeholders has taken place and the 
intelligence gathered is now informing the identification and development of a 
range of possible options to progress the work. The next stage will be to 
undertake a formal options assessment process, including technical feasibility.  

 
We have published monthly data on Never events reported to the Strategic 
Executive Information System since April 2014. In order to publish further the 
Strategic Executive Information System data that is publically comprehensible 
and does not risk identifying individuals, data fields currently collected in the 
Strategic Executive Information System will need to be revised. We are working 
through proposed changes to ensure these data field changes are both 
technically feasible and acceptable to patients and system users with a view to 
applying any changes made for the start of FY 15/16. 
 

261 The Information Centre should be 
enabled to undertake more detailed 
statistical analysis of its own than 
currently appears to be the case. 

 

Accepted. 
 
The Health and Social Care Information Centre collects and publishes national 
data and statistical information in health and social care as required by The Health 
and Social Care Act 2012. In doing so, the Health and Social Care Information 
Centre also has a role in undertaking high level analysis of data, where 
appropriate, to support the interpretation of information prior to its publication. For 
example in the preparation of the Summary Hospital- level Mortality Indicator. This 
is a useful function and the Health and Social Care Information Centre will continue 
to do this wherever appropriate. 

 
The Health and Social Care Information Centre will also ensure that data which can 
be interpreted locally is available and in a format that would allow individual 
organisations to undertake that analysis. The Health and Social Care Information 
Centre does not provide local level interpretative analysis, rather it will continue to 
ensure that such information is available so that it can be used by local trusts and 
data intermediaries to add value by presenting the data in ways that are most useful 
to specific local audiences. This is in line with the Government’s Information Strategy, 
The  Power of Information  (Department of Health, May 2012). 
 

 

The Health and Social Care Information Centre is currently reviewing its 
publications strategy to ensure that its outputs are providing relevant and useful 
statistics and analyses for customers and the public. As part of this review, it 
has started to produce more thematic reports, for example regarding health and 
care services for older people, which was published in June 2014.  
 

  

262 All healthcare provider 
organisations, in conjunction  
with their healthcare 
professionals, should develop 
and maintain systems which 
give them: 

 
• Effective real-time information on the 

performance of each of their services 

Accepted. 
 
Timely, accurate and robust data should be used by every provider to determine the 
quality of the services that they provide and identify whether there are any risks to 
patient safety. Wherever possible, such information should be available to 
commissioners, regulators and the public to drive improvement and support choice. 
 
To support this, for example: 
 

NHS England plans to publish consultant-level outcomes data from all 
appropriate NHS funded national clinical audits before 2020.  Consultant 
Outcomes Publication began with ten national clinical audits in June 2013 which 
were also made available through the NHS Choices Website.   Consultant data 
for neurosurgery and upper gastro-intestinal has also now been published. NHS 
England will improve the way in which data is published and has supported the 
development of patient-friendly guidance which has been issued to professional 
societies. This outlines the indicators that must be included in consultant level 
reporting such as patient involvement in publication and the linking of results for 

http://www.legislation.gov.uk/ukpga/1998/29/contents
http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf
http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf
http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf


against patient safety and minimum quality 
standards; 

 
• Effective real-time information of the 

performance of each of their 
consultants and specialist teams in 
relation to mortality, morbidity,  
outcome and patient satisfaction. 

 
In doing so, they should have regard, in 
relation to each service, to best practice 
for information management of that 
service as evidenced by 
recommendations of the Information 
Centre, and recommendations of 
specialist organisations such as the 
medical Royal Colleges. 

 
The information derived from such 
systems should, to the extent practicable,  
be published and in any event made 
available in full to commissioners  and 
regulators, on request, and with 
appropriate  explanation, and to the extent 
that is relevant to individual patients, to 
assist in choice of treatment. 

 
 

 
 

• the NHS Leadership Academy in The Healthy NHS Board (NHS Leadership 
Academy, 2013) set out clear roles for regarding the use of information across the 
board. It stated that Executive Directors should take ‘… principal responsibility for 
providing accurate, timely and clear information to the board’. (see 
recommendation 245); and 

 
• data on providers’ performance is becoming increasing available including 

data at specialty level (see recommendation 264) and the provider’s 
compliance with quality standards (see recommendation 246 regarding 
quality accounts). 

 
However, rather than determining how local providers should meet their information 
needs centrally, the Department of Health is committed  to connecting existing 
systems, see Liberating the NHS: An Information Revolution (Department of Health, 
July 2010) and The  Power of Information (Department of Health, May 2012). As such, 
providers will set specific requirements locally but based on national standards to 
ensure that information can be shared across the system. 
 
Some national standards have already been set, including the use of the NHS 
number, and further standards, such as interoperability of patient records, will be 
outlined in NHS England’s Technology Strategy, which is due to be published in early 
2014. 
  

the department to an individual’s work at the trusts in which they practice. 
 

263 It must be recognised to be the professional 
duty of all healthcare professionals to 
collaborate in the provision of information 
required for such statistics on the efficacy of 
treatment in specialties. 

 

Accepted. 
 
The Government stated in Patients First and Foremost (Department of Health, 2013) 
that, ‘From 2015, [NHS England] will ensure that data on services at specialty level is 
increasingly available. To do this they will work with providers, patient groups and 
specialty level organisations and those bodies such as the Health and Social Care 
Information Centre and the Care Quality Commission...’ 

 
It is important for healthcare professionals to provide information of this kind which 
will act as a catalyst for improvements in audit quality, participation and analysis that 
will enable fuller transparency. As the recent publication of outcome data for a 
number of surgical specialties has shown, we are at the start of an age of much 
greater openness about the quality of care, and all in the NHS, including health 
professionals, need to play their part in opening up information for patients and the 
public. The publication of this data has already stimulated specialist societies to take 
ownership of the setting and monitoring of clinical standards. 
 
 
 

Medical Royal Colleges have actively supported the publication of individual 
consultant outcome data in the relevant specialties. The Consultant Outcomes 
Publication began with ten national clinical audits in June 2013; the information 
published is available on the NHS Choices Website and 2014 data will be 
published on My NHS. So far, over 99 percent of consultants have agreed or 
not objected to information regarding their practice being published and 
compliance with plans to report consultant-level data became mandatory, 
through the NHS standard contract, in 2014/15.  Consultant data for 
neurosurgery and upper gastro-intestinal has also now been published. NHS 
England is looking into which outcomes data could be most usefully and 
feasibly collected to extend the programme. In addition, the Academy of 
Medical Royal Colleges’ 2013 publication “i-care: Information, Communication 
and Technology in the NHS” reiterated the commitment to transparent 
collection and provision of information and the involvement of clinicians in the 
provision and use of clinical data. 
 
 

264 In the case of each specialty, a programme of 
development for statistics  on the efficacy of 
treatment should be prepared, published, and 
subjected to regular review. 

 

Accepted. 
 
The Mandate (Department of Health, November 2013) NHS England states that, ‘The 
NHS should measure and publish outcome data for all major services by 2015, 
broken down by local clinical commissioning groups where patient numbers are 
adequate, as well as by those teams and organisations providing care.’ 

 
To meet this commitment, the Government stated in Patients First and 
Foremost  (Department of Health, 2013) that, ‘From 2015, [NHS England] will 
ensure that data on services at specialty level is increasingly available. To do this 
they will work with providers, patient groups and specialty level organisations 

NHS England plans to publish consultant-level outcomes data from all 
appropriate NHS funded national clinical audits before 2020.  Consultant 
Outcomes Publication began with ten national clinical audits in June 2013 which 
were also made available through the NHS Choices Website.   Consultant data 
for neurosurgery and upper gastro-intestinal has also now been published. NHS 
England will improve the way in which data is published and has supported the 
development of patient-friendly guidance which has been issued to professional 
societies. This outlines the indicators that must be included in consultant level 
reporting such as patient involvement in publication and the linking of results for 
the department to an individual’s work at the trusts they practice in. 
 

http://www.leadershipacademy.nhs.uk/wp-content/uploads/2013/06/NHSLeadership-%20HealthyNHSBoard-2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216664/dh_129580.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213131/mandate.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First_and_Foremost.pdf


and those bodies such as the Health and Social Care Information Centre and 
the Care Quality Commission...’ 

 
In June 2013, NHS England published the first two specialities level data, 
cardiac surgery and vascular, and announced the publication schedule for a 
further eight specialties. All specialties have now been published. NHS England 
will widen this programme to include other specialties over time and the data 
published will, initially, be refreshed annually. The data can be accessed via 
NHS Choices . 

 
Recommendations 265, 266 and 267 relate to this programme of work and are 
responded to accordingly. 

 
265 The Department of Health, the Information 

Centre and the Care Quality Commission 
should engage with each representative 
specialty organisation in order to consider 
how best to develop comparative statistics  
on the efficacy of treatment in that specialty, 
for publication  and use in performance 
oversight, revalidation, and the promotion  of 
patient knowledge and choice. 

 
 

Accepted. 
 
On behalf of NHS England, the Healthcare Quality Improvement Partnership has 
worked with specialist associations to develop the data referred to in 
recommendation 264 from selected national clinical and medical audits for 
consultants practising in these areas. The data is currently made available through 
NHS Choices website so that it can be used to meet a wide range of purposes. 
Providers will be expected to link to this data from their own websites from the 
summer of 2013. 

 
NHS England will continue to work on how to improve the experience of this data 
through NHS Choices and promote patient knowledge and choice. 
 
 

Consultant Outcomes Publication began with ten national clinical audits in June 
2013 which were also made available through the NHS Choices Website. 
Consultant data for neurosurgery and upper gastro-intestinal has also now been 
published. NHS England is looking into which outcomes data could be most 
usefully and feasibly collected to extend the programme. 
 
NHS England will improve the way in which data is published and has supported 
the development of patient-friendly guidance which has been issued to 
professional societies. This outlines the indicators that must be included in 
consultant level reporting, such as patient involvement in publication and the 
linking of results for the department to an individual’s work at the trusts in which 
they practice. 
  
 

266 In designing the methodology  for such 
statistics  and their presentation, the 
Department of Health, the Information 
Centre, the Care Quality Commission and 
the specialty organisations should seek and 
have regard to the views of patient groups 
and the public about the information needed 
by them. 

 

Accepted. 
 

There is a clear role for the users of services in the development of appropriate 
information and statistics. The UK Statistics Authority’s Code of Practice for Official 
Statistics  (January 2009) outlines a protocol on user engagement the basis of 
which, including the need to understand the requirements and views of the users 
of information, are applicable to the development of all information. 

 
The Health and Social Care Information Centre works with a range of relevant 
stakeholders and experts in the design and presentation of its statistics. It 
recognises that it needs to do more in this regard, and will be reviewing its 
publications strategy accordingly. 

 
While the initial development of specialty level statistics as outlined in 
recommendation 264 had limited input from patient groups, NHS England will 
consider carefully the role of service users in taking this programme of work 
forward. 
 

See update to recommendation 264. In addition, NHS England is launching a 
programme of composite indicator development which will provide an ‘at a 
glance’ view of how well hospital services are performing.  This will roll out over 
10 clinical areas throughout 2014-2016.  The development of the markers will be 
commissioned from those organisations that have the skills, experience and data 
to do the work effectively - most likely this will be drawn from existing clinical 
audits and intelligence networks.  In developing the new markers, a central 
requirement is that proper regard is given to the priorities of patients. Additionally 
the individual indicators that make up each composite will be made available so 
that patients, clinicians and managers can better understand the variations that 
exist within and between services. 
 

267 All such statistics  should be made available 
online and accessible through provider 
websites, as well as other gateways such 
as the Care Quality Commission. 

 

Accepted. 
 
The data referred to in recommendation 264 is made available through NHS 
Choices website so that it can be used to meet a wide range of purposes. 
Providers are expected to link to this data from their own websites from the 
summer of 2013. 

 
NHS England will continue to work on how to improve the experience of this data 
through NHS Choices and promote patient knowledge and choice. 
 

Specialist associations publish the data referred to in recommendation 264 on 
their own websites. In 2014 NHS Choices  published the outcomes. Users are 
able to look up this data at provider level, in addition to searching by name or 
specialty. 
 

268 Resources must be allocated to and by 
provider organisations to enable the relevant 
data to be collected and forwarded to the 
relevant central registry. 

 

Accepted. 
 

In order to ensure that good quality data is collected locally and made available 
to central repositories such as the Health and Social Care Information Centre, 
resources need to be available to providers of services such that collections of 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx
http://www.nhs.uk/choiceintheNHS/Yourchoices/consultant-choice/Pages/consultant-data.aspx


data can be undertaken. 
 
A wide range of data is collected locally to be used by providers, commissioners, 
regulators, patients and the public to determine performance and compliance with 
basic requirements of quality and safety. For example, recommendation 246 
discusses data needed for comparable quality accounts and 98 recommendation 
outlines the reporting of serious patient safety incidents via the National Reporting 
and Learning System. 

 
Where collections are mandated, resources are allocated to the provider as 
part of their overall budgets, by the relevant commissioning body via the NHS 
Standard Contract, to ensure their collection. It is the responsibility of all 
providers to ensure that resources are allocated internally to ensure that data 
are collected and made available as appropriate. 

 
In addition to this, we also support initiatives that improve the use of appropriate 
technology and remove unnecessary burden from the collectors of data. The NHS 
Confederation’s review, Challenging Bureaucracy (2013), the work and tools 
developed by the Health 
and Social Care Information Centre in busting bureaucracy, and NHS England’s 
Clinical Bureaucracy Index are all intended to support a reduction of burden, 
nationally and locally, to allow staff to focus on the delivery of good quality care. 
 

269 The only practical way of ensuring reasonable 
accuracy is vigilant auditing at local level of 
the data put into the system. This is important  
work, which must be continued and where 
possible improved. 

 

Accepted. 
 

It is the role of local providers to ensure that the accuracy of the data it generates 
and submits into the system. As such, existing requirements for local audit of clinical 
records and the external audit of clinical coding data quality are important and will 
continue. 

 
However, the Health and Social Care Information Centre also has an important role 
to play regarding the assurance of the quality of the data it receives. It will assess 
the extent to which the information it collects meets the information standards and 
publish its findings routinely, when it publishes data or statistics. 

 
The Health and Social Care Information Centre published the first national data 
quality report, The Quality of Nationally Submitted Health and Social Care Data in 
England – 2012  (July 2012) which highlighted a number of consistent areas which 
lead to poor quality data including: 

 
• lack of standards and guidance; 

 
• poor training and awareness of the impact of poor quality data; 

 
• local system updates and changes; 

 
• reorganisation and reconfiguration of services; and 

 
• knowledge and use of the data and its quality. 

 
The Health and Social Care Information Centre has published its second annual 
report, The Quality of Nationally Submitted Health and Social Care (September 
2013) built on these areas. 

 
The Health and Social Care Information Centre is also developing a National Data 
Quality Assurance Framework that will outline data quality standards and 
compliance with these standards. The Health and Social Care Information Centre 
will publish these assessments in order to incentivise improvement in the quality 
of data. In 2012–13 The Health and Social Care Information Centre will develop 
the National Data Quality Assurance Framework by, for example: 

The next update to the Health and Social Care Information Centre’s National 
Data Quality Assurance Framework is expected to go live shortly. It uses one 
web page to give a single point of access to all the Health and Social Care 
Information Centre data quality information. It will include links to data quality 
metadata for data assets recorded in the Health and Social Care Information 
Centre’s information register. It will also give access to the data quality results 
output from the Health and Social Care Information Centre’s data quality 
assessment processes for each data provider expected to submit mandatory 
data collections. 
The Health and Social Care Information Centre published its third national 
report on data quality on 30 October 2014. 

https://catalogue.ic.nhs.uk/publications/data-quality/quality/qual-nat-sub-heal-soc-care-data-eng-2012/firs-annu-data-qual-rep-2012-rep1.doc
https://catalogue.ic.nhs.uk/publications/data-quality/quality/qual-nat-sub-heal-soc-care-data-eng-2012/firs-annu-data-qual-rep-2012-rep1.doc
https://catalogue.ic.nhs.uk/publications/data-quality/quality/second-annu-data-qual-rep-2013/second-annu-data-qual-rep-2013.pdf
http://www.hscic.gov.uk/catalogue/PUB15783%20.


 
• defining, developing and expanding measures for assessing data quality to 

provide more comprehensive assessments in future years; 
 
• reviewing and developing collection and reporting systems and providing 

consistent and visible outputs on the quality of data; and 
 
• publishing data quality assessments on a more frequent basis in the year. 

 
The Health and Social Care Information Centre also produce a range of data 
quality reports and dashboards to help local providers improve the quality of the 
data they return. These include, for example, in relation to the Secondary Uses 
Service, Hospital Episode Statistics and the Mental Health Minimum Data Set.  
 
 

270 There is a need for a review by the 
Department of Health, the Information Centre 
and the UK Statistics Authority of the patient 
outcome statistics, including hospital 
mortality and other outcome indicators. In 
particular, there could be benefit from 
consideration of the extent to which these 
statistics can be published in a form more 
readily useable by the public. 

 

Accepted. 
 
The UK Statistics Authority is undertaking an independent review of patient outcome 
statistics recognised as official statistics. The review, among other things, is 
considering how to make such statistics more readily useable by the public. In 
undertaking the review the UK Statistics Authority has had discussions with the 
Health and Social Care Information Centre, NHS England, Department of Health, 
Care Quality Commission and the Office for National Statistics. The report will be 
published later in 2013 and we will study its findings closely with a view to help 
improve presentation of statistics to patients and the public. 
 

The UK Statistics Authority published its review Official Statistics on Patient 
Outcomes in England  in February 2014. This was accompanied by a letter to 
the Secretary of State for Health, which invited him to put forward seven sets of 
patient outcome statistics for independent the UK Statistics Authority 
assessment. The letter also proposed further recommendations for the statistics 
producers - namely the Health and Social Care Information Centre, NHS 
England, and the Care Quality Commission - to improve the usability of their 
statistics. The Secretary of State for Health formally requested the proposed 
assessments, and noted that the statistics producer bodies would consider the 
other recommendations. Assessments for five of the seven sets of statistics 
have already begun, including the Summary Hospital-level Mortality Indicator, 
with the other two scheduled to begin in 2015. This is intended to provide 
independent assurance that these important statistics comply with best 
practice. The statistics producers are working together to understand the views 
of service users and the public on how the publication of these statistics can be 
made more accessible, clear and at a level of detail that supports their use. 
 
 

271 To the extent that summary hospital-level  
mortality indicators are not already recognised 
as national or official statistics,  the Department 
of Health and the Health and Social Care 
Information Centre should work towards 
establishing such status for them or any 
successor hospital mortality figures, and other 
patient outcome statistics, including reports 
showing provider-level  detail. 

 

Accepted. 
 
The Summary Hospital-level Mortality Indicator which reports mortality data at trust 
level across the NHS in England, has been produced and published by the Health 
and Social Care Information Centre as an experimental Official Statistic since 
October 2011. 

 
The UK Statistics Authority’s independent review of patient outcome statistics 
referred to in relation to recommendation 270 includes in scope a review of the 
Summary Hospital- level Mortality Indicator, its accessibility to patients and the 
public, and its status as Official Statistics. We expect the review to recommend 
that the Summary Hospital-level Mortality Indicator is assessed by UK Statistics 
Authority against the Code of Practice for Official  Statistics (January 2009) with 
a view to securing designation as National Statistics. 

 
In July 2013, Professor Sir Bruce Keogh published his Review into the quality of 
care and treatment provided by 14 hospital trusts in England. In his report Sir Bruce 
announced that he had asked Professor Nick Black and Professor Lord Ara Darzi to 
undertake a study into the relationship between excess mortality rates and actual 
avoidable deaths. This study is expected to pave the way for the introduction of a 
new national indicator on avoidable deaths in hospital measured through case 
notes reviews  
 
 

The UK Statistics Authority’s review Official Statistics on Patient Outcomes in 
England recommended that Summary Hospital-level Mortality Indicator should 
be assessed against the Statistics Code. That assessment has begun. 
Professor Nick Black’s study has also commenced with preliminary results from 
the study expected in December 2014. The study is due to be completed in 
March 2015, after which findings will be published. Robust and accessible 
reporting of avoidable hospital deaths is not a simple matter, but the intention is 
to develop presentations and measures which can be understood and used by 
patients, and acted upon by clinicians and used by patients, and acted upon by 
clinicians and regulators, in a continual drive to reduce avoidable deaths.  

 

272 There is a demonstrable need for an 
accreditation system to be available for 
healthcare-relevant statistical 

Accepted. 
 

The Health and Social Care Act 2012 established powers for the Health and Social 

The Health and Social Care Information Centre hosts the Indicator Assurance 
Service which quality assures the construction of health indicators.  The 
Assurance service is used to quality assure all new indicators put forward for 

http://www.statisticsauthority.gov.uk/assessment/monitoring/monitoring-reviews/monitoring-review-1-2014---official-statistics-on-patient-outcomes-in-england.pdf
http://www.statisticsauthority.gov.uk/assessment/monitoring/monitoring-reviews/monitoring-review-1-2014---official-statistics-on-patient-outcomes-in-england.pdf
http://www.hscic.gov.uk/SHMI
http://www.statisticsauthority.gov.uk/assessment/code-of-practice/index.html
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf
http://www.statisticsauthority.gov.uk/assessment/monitoring/monitoring-reviews/monitoring-review-1-2014---official-statistics-on-patient-outcomes-in-england.pdf
http://www.statisticsauthority.gov.uk/assessment/monitoring/monitoring-reviews/monitoring-review-1-2014---official-statistics-on-patient-outcomes-in-england.pdf
http://www.legislation.gov.uk/ukpga/2012/7/contents


methodologies.  The power to create an 
accreditation scheme has been included in 
the Health and Social Care Act 2012, it 
should be used as soon as practicable. 

 

Care Information Centre to establish an accreditation scheme for information service 
providers. The Act allows the Health and Social Care Information Centre to establish 
a procedure, and set of criteria, for accrediting any information service providers. 

 
The Health and Social Care Information Centre set out its objectives for 2013–14 
in its publication Informing Better Care (2013) including the delivery of all of its 
statutory responsibilities as set out in the Health and Social Care Act 2012. The 
ambitious program includes the delivery of a safe transition from the existing 
information standards products and services in to the new operating model and 
the fulfillment of its data quality assurance roles. Given the scope of the program 
the Health and Social Care Information Centre has committed to deliver, they will 
not take forward an accreditation system this financial year but will consider how 
such a system can be taken forward in 2014–15. 

 
 

inclusion in both the NHS Outcomes Framework and Clinical Commissioning 
Group Outcomes Indicator Set.  The Health and Social Care Information Centre 
hosts the Indicator Assurance Service which quality assures the construction of 
health indicators.  The Assurance service is used to quality assure all new 
indicators put forward for inclusion in both the NHS Outcomes Framework and 
Clinical Commissioning Group Outcomes Indicator Set. The Service has also 
assured other indicators, not included in established Frameworks, such as the 
Summary Hospital-level Mortality Indicator, Patient Reported Outcome Measures 
and Accident and Emergency care quality indicators. Indicators are assured via 
a collaborative process that draws upon the expertise of colleagues from a broad 
range of health and social care organisations. To date there have been 231 
indicators put forward for appraisal by the Indicator Assurance Service, of which 
106 have been assured as being suitable for inclusion in the Library of Quality 
Assured Indicators.  A further 68 indicators are in the process of being appraised 
under the assurance process. Once approved, the indicators are included in the 
national Library of Quality Assured Indicators. 
 
The Health and Social Care Information Centre is working with its national 
partners in the National Information Board which has responsibilities relating to 
health and care information standards and technologies. This collaborative work 
is ongoing to develop a new informatics strategy, and will use that to set out its 
proposals for ensuring more systematic use of the indicator assurance function. 
The service is already available to commercial intermediaries and public sector 
organisations, but is not yet mandatory.  The Health and Social Care Information 
Centre will therefore need to explore the use of levers and incentives that could 
be applied so that the service can be used without impeding the development of 
the commercial analytics market. 
 

273 The terms of authorisation,  licensing and 
registration and any relevant guidance should 
oblige healthcare providers to provide all 
relevant information to enable the coroner 
to perform his function, unless a director is 
personally satisfied that withholding  the 
information is justified in the public interest. 

 

Accepted in principle. 
 
All relevant information should be shared with coroners to ensure that they are able 
to perform their roles fully. The Coroners and Justice Act 2009 states that, ‘It is an 
offence for a person to do anything that is intended to have the effect of (a) distorting 
or otherwise altering any evidence, document or other things that is given, produced 
or provided for the purpose of an investigation … (b) preventing any evidence, 
document or other thing from being given produced or provided for the purposes of 
such an investigation or to do anything that the person knows or believes is likely to 
have that effect’. 

 
The Government does not agree, however, that this should be required in terms of 
the registration of providers by the Care Quality Commission the function of which 
is to ensure that providers meet a much wider set of basic requirements to ensure 
patients’ effective and safe treatment and care. 
 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

274 There is an urgent need for unequivocal 
guidance to be given to trusts and their 
legal advisers and those handling disclosure of 
information to coroners, patients and families, 
as to the priority to be given to openness over 
any perceived material interest. 

 

Accepted. 
 

The Coroners and Justice Act 2009 states that, ‘It is an offence for a person to 
do anything that is intended to have the effect of (a) distorting or otherwise 
altering any evidence, document or other things that is given, produced or 
provided for the purpose of an investigation … (b) preventing any evidence, 
document or other thing from being given produced or provided for the 
purposes of such an investigation or to do anything that the person knows or 
believes is likely to have that effect’. 

 
Intentionally suppressing, concealing, altering or destroying a relevant 
document, except under specific circumstances, is an offence that may result in 
a fine and/or imprisonment. 

 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths  

http://www.hscic.gov.uk/media/11860/HSCIC-business-plan-2013-14/pdf/80305_HSCIC_Business_plan_V1.0.pdf
http://www.legislation.gov.uk/ukpga/2012/7/contents
http://www.legislation.gov.uk/ukpga/2009/25/contents
http://www.legislation.gov.uk/ukpga/2009/25/contents


275 It is of considerable importance that 
independent medical examiners are 
independent of the organisation whose 
patients’ deaths are being scrutinised. 

 

Accepted in principle. 
 

The Government agrees that medical examiners must be independent of the 
deceased and their medical practitioner. This is because medical examiners need 
carry out independent scrutiny of the medical circumstances and cause of 
apparently natural deaths, to ensure that the right deaths are notified or referred to 
a coroner. 

 
However, we also need to ensure that there are sufficient numbers of medical 
examiners to carry out this work (recommendation 276), particularly in rural areas, 
and, therefore, appointees are likely to have some sort of professional relationship 
with local care providers. 

 
As such, the draft death certification regulations for medical examiners in England 
does not require that medical examiners are independent of the organisation 
whose patients’ deaths are being scrutinised.  However in order to support a 
greater level of independence in line with the spirit of this recommendation, the 
Government will review how it can include further safeguards to ensure that 
independence  is protected. 
 
Where a medical examiner has any concern that their independence has, or will 
be, compromised, they are able to raise those concerns directly with the 
appropriate local authority and/or the National Medical Examiner as needed. 
The Government will consider the role of the National Medical Examiner further, 
and the need for best practice guidance, to ensure that medical examiners are 
not put under any pressure to operate where there independence is 
compromised. 
 
 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 

276 Sufficient numbers of independent 
medical examiners need to be appointed 
and resourced to ensure that they can 
give proper attention to the workload. 

 
 

The Coroners and Justice Act 2009 requires the appointment of enough 
medical examiners, and the availability of sufficient funds and resources, to 
ensure the functions of medical examiners are discharged within the appointing 
area. 

 
It is the responsibility of local authorities, who will appoint medical examiners, to 
ensure that this is the case. However, to support local authorities in this task, the 
Department of Health will provide each local authority with estimated numbers of 
medical examiners that may be required locally based on expected levels of death 
and workload and match resourcing for medical examiners to that estimation. 
 
 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 

277 National guidance should set out 
standard methodologies for 
approaching the certification of the 
cause of death to ensure, so far as 
possible, that similar approaches are 
universal. 

 
 

Accepted. 
 
We intend to publish draft death certification regulations that states that the Chief 
Medical Officer of the Department of Health must issue guidance on how death 
certification forms are completed. This will include a standard methodology for 
completing medical certificate of cause of death and replace previous guidance 
including that supplied with the book of medical certificates of cause of death to 
doctors. 

 
In addition, medical examiners will support doctors completing medical certificates of 
cause of death to ensure that they are consistent and of sufficient quality and may 
recommend further training for doctors where that is deemed necessary. 

 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  

http://www.legislation.gov.uk/ukpga/2009/25/contents


 
278 It should be a routine part of an independent 

medical examiner’s role to seek out and 
consider any serious untoward incidents or 
adverse incident reports relating to the 
deceased, to ensure that all circumstances 
are taken into account whether or not 
referred to in the medical records. 
 

 
 
 

Accepted. 
 

The Government intends to publish draft death certification regulations for medical 
examiners in England that will require that medical examiners obtain and consider 
information available about patient safety to inform their professional judgement as 
to the cause of death in a particular case. 

 
The Royal College of Pathologists and e-Learning for Healthcare have produced 
an online learning module to help those involved in the certification of death. This 
will be updated as soon as possible to reflect these recommendations. 
 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 
The medical examiner e-learning module will be refreshed following any future 
consultation to ensure it reflects the relevant Francis recommendations.  
 

279 So far as is practicable,  the responsibility for 
certifying the cause of death should be 
undertaken and fulfilled by the consultant, or 
another senior and fully qualified clinician in 
charge of a patient’s case or treatment. 

 

Accepted. 
 

Existing guidance that is provided with medical certificates of cause of death states 
that death certification should be completed by a consultant or senior clinician, 
although this could be delegated to a junior doctor who was in attendance but only 
where they are closely supervised. This advice will be retained in the new guidance 
issued by the Chief Medical Officer to accompany the new set of medical 
certificates of cause of death. 

 
The Department of Health intends to publish draft death certification regulations 
that states that an attending practitioner is a registered medical practitioner who: 

 
• attended the deceased in the last 28 days for the condition or disease that 

caused their death, or 
 
• is a partner or employee of the same general practice as the attending 

practitioner and has attended the deceased within the last 12 months for the 
disease or condition that caused their death. 

 
To support those certifying the cause of death: 

 
• the Chief Medical Officer will issue guidance on how death certification 

forms are completed in 2014 that will replace existing guidance, and 
medical examiners will support doctors completing medical certificates of 
cause of death to ensure that they 
are consistent and of sufficient quality and may recommend further training 
where that is deemed necessary. 

 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 

280 Both the bereaved family and the certifying 
doctor should be asked whether they have any 
concerns about the death or the circumstances 
surrounding it, and guidance should be given 
to hospital staff encouraging them to raise any 
concerns they may have with the independent 
medical examiner. 

 

Accepted. 
 
The Department of Health intends to publish draft death certification regulations that 
requires medical examiners to make arrangements to speak to anyone they 
consider necessary to discuss the circumstances and causes of death and to 
provide them with the opportunity to mention any matter that might cause a senior 
coroner to think that the death should be investigated. This includes the family of the 
deceased and/or the provider of care services. 

 
In addition, the certifying doctor can provide any information necessary in 
establishing the cause of death or to protect individuals health and safety along 
with his/her certificate for scrutiny. 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 



 Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 
 

281 It is important that independent medical 
examiners and any others having to approach 
families for this purpose have careful training in 
how to undertake this sensitive task in a 
manner least likely to cause additional and 
unnecessary distress. 

 

Accepted. 
 
The Royal College of Pathologists and e-Learning for Healthcare have produced an 
online learning module to help those involved in the certification of death. The 
training is open to all NHS staff along with all prospective medical examiners. 

 
This training consists of 91 sessions within 11 modules that fully trained Medical 
Examiners will be expected to complete. This training includes a module on 
interacting with the bereaved and covers topics on the bereavement office; the 
psychology of bereavement and loss and the medical examiner’s role; and supporting 
the bereaved. 

 
Prior to application, all candidates are required to complete a core component of the 
91 sessions and present the local appointing panel with a certification of its 
completion as part of the application process. 

 
Where an application is successful, the medical examiner will receive face-to-face 
training organised by the Royal College of Pathologists and must complete the 
remaining e-Learning within a year. 

 
The e-Learning is currently being reviewed and Royal College of Pathologists and e-
Learning for Healthcare will consider recommendations 277, 278, 280 in taking that 
forward. 
 

A number of the recommendations in Sir Robert’s Mid Staffordshire Inquiry 
report refer to our planned reform of the death certification system and the 
introduction of the role of medical examiner in England and Wales.  A new 
system of medical examiners has been trialled successfully in a number of areas 
across the country. The work of the two flagship sites in Gloucestershire and 
Sheffield has been continued and extended to operate a medical examiner 
service on a city and countywide basis at a scale that will be required for 
implementation by local authorities when legislation is introduced. We will 
publish shortly a report from the interim National Medical Examiner setting out 
the lessons learned from the pilot sites. 
 
The government remains totally committed to the principle of these reforms. 
Further progress will be informed by a reconsideration of the detail of the new 
system in the light of other positive developments on patient safety since 2010 
and by a subsequent public consultation exercise.  
 
The medical examiner e-learning module will be refreshed following any future 
consultation to ensure it reflects the relevant Francis recommendations.  
 
 

282 Coroners should send copies of relevant Rule 43 
reports to the Care Quality 
Commission. 

 

Accepted. 
 

The Coroners and Justice Act 2009 states that where a senior coroner has 
conducted an investigation and anything has been revealed that indicates a risk of 
other deaths then the coroner, ‘…must report the matter to a person who the 
coroner believes has the power to take such action’. (Schedule 5, Paragraph 7). 

 
As stated in recommendation 45, the Care Quality Commission already receives 
prevention of future death reports (previously referred to as rule 43 reports). In 
September 2013 the Chief Coroner’s Office sent out additional guidance, Reports to 
prevent Future Deaths, to coroners to further support the sharing of this information. 
This guidance stated that, ‘Coroners should routinely send relevant reports to other 
organisations, such as … the Care Quality Commission’ 
 
 

The Care Quality Commission is undertaking an analysis of the information 
available from coroners’ investigations and inquests, along with other 
information it already receives relating to expected and unexpected deaths. 
It will consider the findings of that analysis, including how it could target 
requests for information from coroners and any burden that collecting this 
data might impose, working with the Coroners’ Society of England and 
Wales, the Office of the Chief Coroner, the Ministry of Justice and the 
Department of Health.  
 
In addition, the Care Quality Commission is also working with the Coroners’ 
Society of England and Wales and the Office of the Chief Coroner in 
establishing a Memorandum of Understanding with the aim of achieving 
better working relationships and the sharing of information. The Care 
Quality Commission continues to receive prevention of future death reports, 
and received 127 notices between August 2013 and August 2014.   
 
The Care Quality Commission is the process of developing a single 
protocol for handling information from Coroners, which includes storing and 
passing on the information. The protocol also outlines how the information 
received from Coroners will be fed back into the Care Quality Commission, 
including incorporation into planning inspections, ‘lessons learned’, 
reporting back to the Executive Team and external reporting back to 
Coroner’s offices on any trends or themes that might become apparent in 
the data. 
 

283 Guidance should be developed for coroners’ 
offices about whom to approach in gathering 
information about whether to hold an inquest 
into the death of a patient. This should include 
contact with the patient’s family. 

 

Accepted. 
 

The Judicial College has taken responsibility for training all coroners and coroner’s 
officers under the remit of the Chief Coroner’s Office from July 2013. The College 
has already supplied training to coroners on the Coroners and Justice Act 2009 and 
will develop training for all coroners’ officers on their roles. This will cover how to 

The Judicial College has a programme of mandatory coroner training in place for 
2013-14, including 12 courses covering the new legislation and two induction 
courses. A programme of annual continuation training for coroners began in April 
2014 and is ongoing. The Judicial College are also developing plans for coroner 
officer training.  A training needs analysis questionnaire was issued to coroners 
officers in April 2014 and the Judicial College are using the results to 

http://www.legislation.gov.uk/ukpga/2009/25/contents
http://www.legislation.gov.uk/ukpga/2009/25/contents


 involve bereaved families when gathering information in connection with the 
coroner’s investigation. We anticipate that this training will be available from 2014. 
 

  
 

design coroner officer training.   
 

284 The Lord Chancellor should issue 
guidance as to the criteria to be adopted 
in the appointment of assistant deputy 
coroners. 

 

Accepted. 
 
This has been taken forward by the Chief Coroner. Local Authorities are responsible 
for all coroner appointments with the consent of the Lord Chancellor and the Chief 
Coroner. 
 
The Ministry of Justice and the Chief Coroner have developed guidance, The 
Appointment of Coroners (July 2013), for Local Authorities on coronial appointments, 
including the qualifications and process for all coroner appointments. The guidance 
specifies details for the appointment of assistant coroners based on the main 
process for senior coroners with an understanding that there may be a need for 
appropriate flexibility due to the volume of posts and the need to involve the senior 
coroner in the process. 

 
This guidance is intended to ensure that the process for appointments is as robust, 
consistent and transparent as possible. 
 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

 

285 The Chief Coroner should issue guidance 
on how to avoid the appearance of bias 
when assistant deputy coroners are 
associated with a party in a case. 

 

Accepted. 
 
The Chief Coroner will look carefully at the issue of bias, and the appearance of bias, 
and consider whether guidance or training by the Judicial College could be used to 
address these concerns. 
 

The current round of coroner continuation training and Chief Coroner guidance 
will cover the issue of bias. 

286 Impact and risk assessments should be 
made public, and debated publicly, before a 
proposal for any major structural change to 
the healthcare system is accepted. Such 
assessments should cover at least the 
following issues: 

 
• What is the precise issue or concern in 
respect of which change is necessary? 

 
• Can the policy objective identified be 

achieved by modifications within the 
existing structure? 

 
• How are the successful aspects of 

the existing system to be 
incorporated and continued in the 
new system? 

 
• How are the existing skills which are 

relevant to the new system to be 
transferred to it? 

 
• How is the existing corporate and 

individual knowledge base to be 
preserved, transferred and exploited? 

 
• How is flexibility  to meet new 

circumstances and to respond to 
experience built into the new system to 
avoid the need for further structural 

Accepted. 
 
It is good practice for all major changes of policy and of system structure to be 
carefully considered and taken forward on the basis of a clearly defined 
purpose and with a clear and detailed implementation plan that takes account 
of the major risks to the safety or welfare of patients, and to the effective 
operation of the system. When the policy or change of system structure is 
completed, or has advanced to a predetermined degree, it should undergo a 
comprehensive evaluation. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

http://www.judiciary.gov.uk/wp-content/uploads/JCO/Documents/coroners/guidance/guidance-no6-the-appointment-of-coroners.pdf
http://www.judiciary.gov.uk/wp-content/uploads/JCO/Documents/coroners/guidance/guidance-no6-the-appointment-of-coroners.pdf


change? 
 
• How are necessary functions to be 

performed effectively during any 
transitional period? 

 
• What are the respective risks and 

benefits to service users and the public 
and, in particular, are there any risks to 
safety or welfare? 

 
 

287 The Department of Health should together with 
healthcare systems regulators take the lead in 
developing through obtaining consensus 
between the public and healthcare 
professionals, a coherent, and easily accessible 
structure for the development and 
implementation of values, fundamental, 
enhanced and developmental  standards as 
recommended  in this report. 

 

Accepted. 
 
The Care Quality Commission has consulted on fundamental standards of care, 
which the Department of Health will reflect in regulations. While the focus is on 
hospital services in the first instance, a new Chief Inspector of General Practice 
and Chief Inspector of Adult Social Care took up post in the Care Quality 
Commission in October 2013 and will extend and develop guidance on the 
regulations for providers into their respective sectors. 

 
Attention will be given to how the fundamental standards of care are presented to 
providers and especially to the public, in particular so as to clarify the relationship to 
rights under the NHS Constitution and consumer rights, and to present their 
relationship to other standards and to the Care Quality Commission’s own broader 
ratings of quality. The Care Quality Commission’s three Chief Inspectors will engage 
with the public, providers and professionals to develop guidance that makes clear 
for all sectors what compliance with the regulations involves and how it joins up with 
other rights and entitlements, other standards, and the Care Quality Commission’s 
broader assessment of the quality of services. 

 
In June 2013, the Care Quality Commission issued A new start – Consultation on 
changes to the way CQC regulates, inspects and monitors care This document 
started the public discussion on what the fundamental standards of care should be. 
The consultation engaged 5,154 individuals and 4,500 organisations, plus 41 
consultation events. The Department will consult shortly on draft regulations in 
October 2013 which will specify the fundamental standards as outcomes that must 
be avoided. Subject to Parliament, these will come into force during 2014. 

 
The Department has revised the NHS Constitution  to give greater prominence to 
NHS values, and it will consider further revision to the NHS Constitution to reflect 
this response to The Inquiry. 

 
NHS England has agreed with the National Institute for Health and Care 
Excellence that the concept of enhanced standards is represented by the existing 
quality standards, which are developed by the National Institute for Health and 
Care Excellence and endorsed by NHS England. The Care Quality Commission 
will use (enhanced) quality standards to inform their quality ratings of providers. 
The National Institute for Health and Care Excellence will also include 
‘developmental’ standards within quality standards, where there are emergent 
evidence-based technologies with the potential to drive widespread improvements. 
 
 

Between January and April 2014, the Department of Health consulted on new 
fundamental standards regulations which will come into force for all providers of 
health and social care in April 2015.  The response to the consultation was 
published in July 2014. 
 
The draft regulations are also laid in Parliament. 
 
Between 09 April and 04 June 2014, the Care Quality Commission consulted on 
how it planned to change the way it regulates, inspects and rate care services 
and published consultation handbooks for different types of provider. The 
handbooks cover hospitals, specialist mental health services, community health 
services, adult social care, and GP and out of hours services. 
 
 
The National Institute for Health and Care Excellence has adapted its 
development processes to introduce developmental statements in its quality 
standards where appropriate. The National Institute for Health and Care 
Excellence consulted on its updated quality standards process guide that makes 
detailed proposals for how developmental statements will be identified and 
produced. The consultation document is also available online.  
 

The Government has passed legislation that will put in place new fundamental 
standards as requirements for registration with the Care Quality Commission. 
These fundamental standards set the level below which care must not fall. 
Where providers fail to meet these standards the Care Quality Commission will 
be able to use its enforcement powers to protect patients and service users from 
the risks of poor care – including prosecuting providers where a failure to meet a 
fundamental standard results in avoidable harm to a patient or service user, or a 
significant risk of such harm. 
 
The fundamental standards will come into force for all providers registered with 
the Care Quality Commission in April 2015. Two new regulations introducing a 
duty of candour for NHS bodies and a fit and proper person requirement for 
directors of NHS bodies came into force in November 2014 
 
In July 2014, the Care Quality Commission consulted providers, health care 
professionals and other key stakeholders on proposed guidance on meeting the 
new regulations. The Care Quality Commission published final guidance ahead 
of the fundamental standards coming into force in November 2014 on duty of 
candour and the fit and proper person requirement for NHS bodies. 
 
The Care Quality Commission has also recently published a series of provider 
handbooks that will sit alongside the guidance on the regulations and describe 
the end to end inspection process, including how the Care Quality Commission 
will judge what good quality care looks like and how the Care Quality 
Commission will rate providers.  The handbooks cover hospitals, specialist 
mental health services, community health services 
 

http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.cqc.org.uk/content/consultation-how-we-regulate-inspect-and-rate-services
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Documents/2013/the-nhs-constitution-for-england-2013.pdf
https://www.gov.uk/government/consultations/fundamental-standards-for-health-and-social-care-providers
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/274719/Regs_draft.pdf
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/adult-social-care-providers#handbooks
https://www.cqc.org.uk/content/gps-primary-medical-providers
http://www.nice.org.uk/aboutnice/qualitystandards/NICEQualityStandardsProcessGuide.jsp
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers
https://www.cqc.org.uk/content/hospital-community-mental-health-providers


 
 
 
 
 
 
 
 
 

The Care Quality Commission is also producing targeted information for the 
public on the new 11 fundamental standards and standards of care people have 
a right to expect. 
 
 

288 The Department of Health should ensure that 
there is senior clinical involvement in all policy 
decisions which may impact on patient safety 
and well-being. 

 

Accepted. 
 

The Department of Health has put in place arrangements to ensure that it has 
access to clinical advice on the full range of issues it deals with. The mechanisms 
employed include direct employment of clinical advisers where appropriate, and 
access to advice from senior clinicians elsewhere in the system. In addition to these 
formal mechanisms, the Department’s programme of connecting to front-line 
practitioners and organisations will, we believe, provide the basis for long-term 
informal networks of advice that officials will be able to draw upon when developing 
policy. 
 

No further update is required.  Please see response to the recommendation in 
Hard Truths 

289 Department of Health officials need to 
connect more to the NHS by visits, and most 
importantly by personal contact with those 
who have suffered poor experiences. The 
Department of Health could also be assisted 
in its work by involving patient/service user 
representatives through some form of 
consultative forum within the Department. 

 

Accepted. 
 
A major programme has been established within the Department of Health to 
ensure that staff  throughout the organisation are given the opportunity to 
experience the realities of life in front-line organisations. The programme has 
begun, with the most senior civil servants in the Department spending time with a 
wide range of health and care organisations. The early evidence is that the 
programme is having a profound and positive effect on those participating in it, 
and has provided them with invaluable insights into the realities of care that they 
are using to inform their work in the Department. 
 

Within the first year of the Connecting programme, the Department of Health has 
arranged over 2,000 connecting days, with Senior Civil Service and policy 
makers spending time shadowing staff and talking to patients and service users 
in acute care, GP surgeries, social care, community services and the voluntary 
sector.  Over 500 Department of Health staff have taken part in the programme 
so far, with a number of connecting partners also being invited back into the 
Department, to learn about policy making and the parliamentary process. 
 
A recent survey of Department of Health staff who had connected revealed over 
85% had a better understanding of the health and care system as a result, and 
almost two thirds had increased their number of useful contacts outside the 
Department.  And 86% of the health and care partners the Department of Health 
surveyed believe the Connecting programme is a good opportunity for civil 
servants to see what it’s really like for patients and those using services.   
 
After only one year, Connecting is beginning to help shape the way business is 
done in the Department. A quarter of those asked reported that connecting had 
already changed the way they worked, with people using their new contacts as 
informal sounding boards, developing better dialogue with partners, and having a 
greater focus on patient experience and, sometimes, unintended consequences 
of policies. 
 
 

290 The Department of Health should promote a 
shared positive culture by setting an 
example in its statements by being open 
about deficiencies,  ensuring those harmed 
have a remedy, and making information 
publicly available about performance at the 
most detailed level possible. 

 

Accepted. 
 

In respect of deficiencies wherever they come in the health and care system, the 
Department of Health needs to be explicitly and clearly on the side of patients and 
the public. We have put in place a number of measures to increase transparency in 
the NHS including the duty of candour on organisations, and the appointment of 
Chief Inspectors of Hospitals, Primary Care and Adult Social Care. These measures 
will help to identify poor practice, increase public accountability and, while for some 
the exposure of failings in care will be difficult, over the long-term we expect these 
measures will increase public trust in health and care organisations. 
 

The Department and the national organisations for the NHS have continued to 
put in place a number of measures to ensure that there is widespread 
transparency for patients and the public.  The ‘my NHS’ website is providing 
more detailed, comparative information for patients and the public than ever 
before.  The duty of candour will form part of the Fundamental Standards, and 
comes into force for NHS bodies in November 2014 and apply to all providers of 
health and care services registered by the Care Quality Commission from April 
2015.   
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


