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Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 — KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY
—_— —

Withess statement of Kay Sheldon

—_—

|, Kay Sheldon, wil say as follows:-

1. I make this statement to the Inquiry as a current Non-Executive Board member
of the Care Quatity Commission (*CQC"). | feet that | cannot continue to be an

toncemns and worries that | have aboyt the current leadership and absence of
strategic direction of the Crganisation, | haye raised these concerns on
countless Occasions, but to no avail. It is for that reason that | feej | have no
option but to come forward and speak to the Inquiry.

comments relate specifically to the strategic capability and leadership of the
organisation which | View as cruciaf to the effectiveness and Sustainability of
CQCas 3 regulator of health and social care.

My Background
3. My professional background is within menta| heailth Services. | was g Mental

Health At Commissioner for the Mentaj Health Act Commission ("MHAC") ang
then latterly became a Boarg Member of the MHAC. During my time as a
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working with different mental heaith bodies and forums over the years. For
example, | led a piece of work that focussed on the involvement of people who
are detained under the Mental Health Act and | have conducted research with
the Mental Health Foundation. | have also have an interest in and am
committed to public and patient involvement within health services and helping
to give others a voice. For example | have been a trustee of MIND for five
years and | was the co-chair of MindLink for a time. lalso set up and chaired a
local advocacy in Nerfolk and | have worked with professional bodies stch as
the British Psychological Society and the Nursing and Midwifery Counil.

5. On the strength of my MHAC background, | was invited to apply for the post as
a Non-Executive Board member of the newly formed CQC. Barbara Young,
the Chair at that time, was keen for me to apply as | think she wanted to utilise
not only my MHAC experience, but also my experience of governance and
public and patient involvement (ssues. | applied and was appointed in
December 2008, | was therefore latterly involved in the transition of the
regulator from three organisations into one, with the CQC formally coming into
existence in April 2009,

6. I am currently a Non-Executive of the CQC Board along with four others —
Martin Marshall, John Harwood, Professor Deirdre Kelly and Dame Jo
Williams, who is Chair. Oly Olasode, who was another Non-Executive, has
recently left. My role is supposed to take up two days a month, however in
reality it is at least double that. My understanding is that other Board members
also have concerns in relation to the leadership and strategic direction of the
organisation, although t am the one primarily raising these concerns.

The early days of the CQC

7. The transitional phase and the early days of the CQC as an organisation was a
very turbulent period. It was a difficult and chaotic time and it seemed that
there had been little preparatory work for the creation of this new organisation.
The Department of Health did eventually send in a consultant to help manage
the transition, who did do a lot of work fn a very short period of time, but this
was too little too late to ensure a smooth transition,

8. Initially there was very little infrastructure that had been put into place, for
example systems, process, procedures etc. Barbara Young and Cynthia
2
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Bower were talking to a lot of people during this period and there was pressure
on them to design and implement these processes and systems as quickly as
possible. When the organisation came together it was also effectively still
operating as three independent organisations and there was very little
integration. This integration needed to be developed as did the organisation’s
strategy and vision. At the same time the organisation had to deliver their
responsibilities under the existing legislation. It was an extremely difficult and
challenging period for all concerned.

Whilst this was a difficult period | think one has to be careful not to use that
background as a smoke screen for the lack of leadership and strategic
direction that now exists within the organisation. The transition cannot be used
as an excuse for ongoing challenges although these issues are still impacting
on the organisation to some extent.

As Chair, Barbara Young was not with the organisation for very long. Initially
Barbara Young and Cynthia Bower worked closeiy, but Barbara Young was
always happier in a Chief Executive role (by her own admission) and she
effectively operated in this way. 1 am not sure when things started to
deteriorate, but they did so rapidly. Barbara Young is a bright and clever
woman, and | have the greatest respect for her, but she started to find things
difficult and seemed stressed. | do not know the reason that Barbara Young
left the CQC but | do know there was significant tension between her and
Cynthia Bower, | believe she left in around January 2010, when Dame Jo
Williams (who was vice chair at the time) stepped up to the role of Chair.
Barbara Young did have a lot of credibility with stakeholders. | befieve she was
also aware that achieving the effective delivery of our obligations would always
be difficult when the organisation was still being created.

Shortly after creation, the CQC developed and set out a five year strategy. |
attach a copy of that strategy as my Exhibit KS1 [ I There
was a lot of engagement with staff and stakeholders when designing the
strategy and listening to what people, such as providers, the Department of
Health and service users. We also had to consider our legal duties as an
organisation and what we wanted our vision to look like — what we wanted to
do and how. There was much debate about the strategy in these early days.
However, very little consideration was given to the capacity of the organisation
to deliver the strategy. The regulatory tools e.g. methods, were not well

3
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developed and the processes and systems to support the governance
including audit and risk management were immature. With regards to the
financial implications of our strategy, | recall saying to Cynthia Bower that we
were going to be doing much more with much less money. Cynthia Bower's
response was that we were required to make savings. As a Board we did not
have a full discussion about our budget, what we could afford to do or how to
allocate our budget.

12.  Not long after the five year strategy was published, and in the face of the
demands caused by registration, there was a sense within the organisation that
we had over-promised, and | think to some extent we did although we (that is
the Board) had no way of knowing at that stage. | think the issue with the
strategy was that the feasibility and practicability of implementing it was not
considered in any detail. This was largely due to the pressures and tight
timescales that CQC was working within. It soon became clear that we had
been over ambitious. The strategy is still current as we have not reviewed it in
a significant or robust way although it is clear that the organisation has
departed significantly from the strategy.

13.  Approximately one year to 18 months after the five year strategy was published
the Executive said they wanted to reduce the strategic priorities to just two -
acting swiftly to help eliminate poor quality care, and making sure that care is
centred on people’s needs and protects their rights. This was directly related to
the fact it was clear that we would not be able to deliver on our commitments.
We had a strategy day to discuss this change, but the day was not run
effectively and as a result we were not able to fully discuss either the changes
or implications. The record from the day is minimal and it was clear that the
objective was simply tc gain endorsement from the Board to efiectively depart
from the agreed strategy. It is not that | believe we should not have reviewed
our strategy but that the Board was not able to play the role it should have in
this review which was due to Ineffective Board leadership.

4. | did raise this as a concern. The consistent failure to chair meetings in a way

that facilitates debate and leads to clearly minuted decisions has been
prevalent throughout,
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My Concerns

15.  For at least the past year, the lack of any strategic direction for the CQC has
been a real concern, which | have repeatedly raised with both the Executive
and the Board. It is very difficult for me, and indeed anyone elise, to do my job
when | do not know where the organisation is going and what our role should
be.

16.  In my view, the organisation’s approach to strategy is reactive and led by
reputation management. | also believe that the personal survival of those
leading the organisation is a main driver and so the impetus to prove that the
organisation has changed and is effective.

17.  InJanuary 2011 | prepared a document entitled “Reflections and Suggestions”,

which summarised the issues that | considered were important for the
organisation going forward., | sent the document to the Board and the
Executive and | attach a copy of that document as Exhibit KS2 [
]. The intention was to set out my concems so that these could be considered
and addressed, but in a sensitive way. | made it clear that | was supportive. |
had raised these concerns on a number of occasions prior to sending the
document, mostly at Board mestings. However the document really
encapsulates the majority of my concerns at that time.,

18.  In terms of a response, the document was acknowledged, and Dame Jo
Williams said that she agreed with a lot of what | said. However my concerns
were never formally responded to and | cannot say what particular steps were
taken to address the issues | raised.

19. | have set out below in more detall the substance of my concerns. [ do not
wish to be overly negative about the organisation, and | want to be clear that |
think we have achieved some good things, however the reason | am speaking
to the Inquiry is to express the concems that | hokd, so that the Inquiry can
consider the extent to which the CQC has learned any lessons emerging from
the problems at Mid Staffordshire.

Strateqy

20.  On page one of my “Reflections and Suggestions” document ) state, “Im not
5
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clear how the role of the qualily regulator interfaces with the various other
(refevant) aspects of quality”. My concern was, and is, that there are so many
other bodies in the field — Monitor, NICE, the National Quality Board and others
— that | did not know where the CQC should sit. The landscape was changing
with the arrival of a new Government and the environment we were operating
in was changing too. My concern was, and is, that we are not addressing or
considering that environment and the role we should play, This really is the
basics of acting strateglcally. This prompted my further comment on page one:
“We have an organisation strategy and associated plan(s) in place which were
developed in a robust way. it is possible that they are not 'fit for purpose’ in the
corntexts we now face.”

21. | was also concerned about the regulatory vision of the organisation and
whether this was clear. On page two of my January 2011 document | stated as
follows: “...we have yet to achleve consensus ~ or maybe understanding — of
what our regulatory model will look like ‘on the ground’. | say this because
although we have a regulatory model, when | ask myself questions such as
How wilf we provided accurate and accessible assessments?’ and ‘How will be
[sic] get to the heart of patient/service user experiences/outcomes of care?’
and ‘How will we pick up & deal with serious concerns early enough and
quickly?' | cannot give clear/full answers. I'm aware of various excellent
initiatives but I'm fess clear on the crucial issue of how these fit {or will i)
together in a coherent model that can be effectively realised in our regulatory
activities”. As a Board member, | consider it a fundamental flaw to have no
understanding of such basic issues and strategies.

22, | was also concerned at that time about the process of registration. This Is
reflected on page three of the document where | say, “Concerns continue that
we may be loo reliant on self assessment and that we won't have sufficient
presence ‘on the ground' and so either won't pick issues up soon enough or at
all.” Registration was such a huge task. | knew that it would not be possible
for inspectors to visit all providers as a part of the process, and | knew that
some inspectors were worried that in the absence of this they did not have
sufficient information to make valued judgements. At this stage, registration
was the main entry point to being compliant and it was largely based on self-
assessment. An over-reliance on this self-assessment did concern me.
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Leadership of the Board
23. Board meetings are held approximately once a month. From an early stage |

did not feel that the Board could hold the Executive to account, both as a result
of the lack of information we received and the cuiture that permeated at the
top. There was no coherent strategy or performance framework against which
we could hold the Executive to account. As a Board | feel we have been
managed by the Executive and that we have effectively been operating as an
advisory group. This is partly due to the way that Board meetings are chaired.
As a Board we would discuss a particular issue and | would have expected the
Chair to summarise the discussions and formally set out the decisions that had
been made. However this rarely happens. It is difficult to explain, but the way
the meetings are run mean that it is unclear what the outcomes of the
discussions are. This lack of focus and direction of Board meetings Is evident
when reading through the minutes of Board meetings. The Executive and
Chair have said we shouid trust them, but | cannot accept that this is the role of
& Board member, Board member should challenge constructively as this
supports robust decision-making.

24.  The categorisation of Board papers as public or private documents is also
unclear. I have questioned this on a number of occasions, as it often seems to
me that papers that are deemed ‘private’ should in fact be in the public domain.
For example, | emailed Alastair Cannon, Head of Governance, about this
issue. In response, Alastair Cannon told me to take this up with Dame Jo
Williams. We then spoke about the issue at the next Board meeting, the
outcome being that the majority of the papers should stay private, 1 am not
convinced that we are as open and transparent as we should be as a public
body.

25.  Challenges from the Board or its members are frequently side-stepped or
disagreed with. [t is difficult to do the job and seek to bring the Executive to
account when the Board is led in this way. For example, shortly after Dame Jo
Williams took over as Chair, there was this big impetus within the organisation
to register providers. During this period the Board raised concerns that whilst
the focus was on registration we were not doing inspections. However, our
concerns were side-stepped and | recall Cynthia Bower insisting that delivering
registration as the primary objective, We were not able to have a robust
discussion about this. It may have been that we would not have reached a

7
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different course of action but | feel we should have had a more robust debate
about the issues and in particular associated risks.

26.  Another example of the Board being ‘side-lined’ can be seen from an exchange
of emalls | had with Amanda Sherlock back in July 2011 (a copy of which |
attach as Exhibit KS3 [ . | had read in the staff
newsletter that the organisation was going to align the leadership of the
Operations directorate with the National Commissioning Board, which i
understood to mean that the organisation wouki have four Director posts that
mirror the four areas that will be dealt with by the National Commissioning
Board. The newsletter stated that the Board had agreed this, but it was the
first time | had heard about it. | therefore emailed Amanda Sherlock and asked
for a copy of papers that recorded this agreement, and unsurprisingly she was
unable to provide them. Whilst I would not necessarily have disagreed with the
proposal for alignment, this was another exampie of the Board being by-
passed.

27.  There has always been a pressure for us to agree and support everything the
Executive does. Dame Jo Willlams' overriding view is that the Board should be
supportive and encouraging of the Executive as much as possible and that the
Executive are working in a very stressful and difficult environment. This is
certainly true and the Board does need to take account of this (and indeed has
done) but there is an element of emotional manipulation in the way that the
Board is functioning which impedes appropriate governance and oversight. It
has often been the case that the Board is simply asked to endorse a decision
made by the Executive, effectively just a rubber-stamping exercise.

28. We also receive little useful information at Board meetings or from the
Executive than enables the Board to discharge its responsibilities. | have
never seen the details of our budget nor a breakdown on what we spend our
money on. The budget and allocations may well be reviewed by the Audit and
Risk Committee, but as a Board, we do not get to scrutinise that information.
We are not given accurate or relevant performance or management
information. We are not always consulted on key decisions. For example, the
decision to abolish the HCC's investigation team was not brought to the Board
for discussion. The only reason we found out about it was from all the bluster
that was made. This has made it very difficult for the Board to know what is
happening within the organisation. As a result, | have often felt that it is

8
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necessary for me to get out and about and speak to staff in order to fully
understand how the organisation is operating, | raised the lack of financial
information being provided as an issue in the document | prepared in January
2011 (appearing at Exhibit K82). At the top of page two | stated that: “From a
financial perspective I'm not wholly clear on how our resources are deployed
and the processes for determining this”. That remains the case

28.  In my view, it is the approach taken by Cynthia Bower, Dame Jo Williams and
Jill Finney that has resuited in the Board being managed in this way. Dame Jo
Williams does not like confrontation. Her approach is always to seek
consensus and her response to any persistent challenge from the Board is to
get upset or even angry . Dame Jo Wiliams is also heavily influenced by
Cynthia Bower and Jill Finney, to the extent that this is a barrier to the Board
being able to hold the Executive to account. | believe that Dame Jo Williams'
is under a lot of stress at the moment and the other Board members are
sympathetic to her position, as she is inherently a nice woman, but | think she
is out of her depth,

30. Just after Dame Jo Williams first stepped into the role of Chair, in around
March 2010 she sat down with Cynthia Bower to agree a list of “deliverables”.
The Board was also asked to provide feedback for the Chief Executive's
appraisal. However since then the Board has not had any information relating
to the performance of the Chief Executive. | do not know if Cynthia Bower has
had an appraisal, but | think we should have been able to feed into this given
that the Board has responsibility for the appointment of the Chief Executive,

31. | have continually raised my concerns about the leadership of the organisation,
For example, | have emailed Dame Jo Wiliams and asked her whether she
believes that Cynthia Bower's position is tenable. She asked me to “stick with
her'. A few months ago, at a pre-Board meeting discussion, | again raised the
issue of whether Cynthia Bower's position was tenable. The response | got
was that “we do not need a high profile sacking at this time'. My
understanding is that the Board question whether Cynthia Bower can lead the
organisation, but the Chair is quite emotional about the issue and | believe the
Board feel they need to support her.

32.  In the document sent in January 2011, | suggested that one of the things we

needed to monitor and review at our February away day and/or strategy
8
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meetings was the “role of commissioners” — commissioners are Board
members. | wanted to make it known that [ was not sure how the Board was
considered able to hold the Executive to account given the way that we were
and are currently operating. | also wanted the Board to assume accountability
so that we could discharge our duties effectively.

33.  in August 2011, | decided to write to all of the Board members about how we
discharge our Board duties. While | had been raising these issues informally
and in Board meetings, there was no record of this and | felt it was important
that | commit my thoughts to writing. | saw it was a matter of integrity (as a
public appointee) to raise these issues if | felt that | was not able to discharge
my duties effectively.. | attach a copy of the exchange of emails we had as
Exhibit K84 [ 1. In the email | say, “Whilst | feel wa are
all making good contributions, | also feel that we could be more effective, and
indeed more useful lo the organisation, if we had a clear and shared
understanding of the role of Board members.”

34. Dame Jo Wiliiams responded to the email. In response she said, “I've been a
fittle slow In replying because | wanted to check what internal audit had been
doing. They have completed & governance review and the issues It raises
from the Board wili come to our strategy day.” However | am unclear how this
was relevant and | cannot recall how, or if, these issues related to the strategy
day. | am not sure what | expected in response, but the reply confirmed to me
that Dame Jo Williams did not appear to follow — or at least acknowledge - the
points | was making

35,  Lack of clarity around the role of the Board still persists. We have recently had
two Board development days and, as a result of this, we have introduced a
new front cover to our Board papers, which sets out the different issues that
are coming the Board, but there is still little understanding and/or
acknowledgement around otir role of the Board.

Staff Morale

36. It became clear very early on that the organisation's strategy, such as it
wasfis, was not being implemented on the ground. When [ did go out and
speak to the inspectors on the ground, the message | received was onhe of
disenchantment and disharmony. Morale was low, The inspectors said they

10
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were frustrated; they did not feel listened to by management, they did not have
the tools they needed to do their jobs, their training on the regulatory model
was not good, they did not feel comfortable making decisions in relation to
quality and they did not have the information they needed to make such
decisions, particularly in social care. Inspectors also told me that they were
unhappy with the management of the organisation, with many good people
being made redundant or leaving. The message | received was that the staff
felt completely disengaged.

37.  idid go ‘out and about' more than the other members of the Board and got the
sense that others did not really like this; there was a feeling that | was getting
too involved. | did go back to the Board and report the disenchantment of the
workforce, However, | felt again that my concerns were not being listened to. |
therefore pushed for a staff survey to be conducted, and eventually one was.
The results of the survey were reported in July 2010 and unsurprisingly the
response from staff was very negative. Part of the reason may have been that
it was the first survey conducted as a new organisation that had been through
much change, and that was certainly the reason given by the Executive. We,
as the Board and the Executive, knew that the results would not be great, but
my hope was that this would be a catalyst for change.

38. Partly In response to the survey results, the Executive undertook a major
internal review focussing on what we do as an organisation and how we do it.
This Involved roadshows and speaking to staff. | think this was a positive step
as at least some of the staff felt listened to. | am not sure to what extent
morale has changed since this review. My belief is that there was some
improvement, although morale quickly plummeted when the Winterbourne
View issues came to light. | have tried to persuade the Board and the
Executive that now is the time to conduct another staff survey, however they
want to wait until things are more settled in the organisation,

39.  Again, these Issues were raised by me in January 2011 as well as on
numerous ather occasions: “Generally staff are very commiited to their work
and actively want fo do a good job but there is frustration they can't do this...”
{(Exhibit KS2).

Culture
11
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There is a cuiture of bullying within some parts of the CQC. There are a lot of
good people within the organisation and bullying is by no means widespread
across the organisation. However | have been made aware of a number of
people who adopt a bullying approach to management.
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advised to tell the individuals that had raised concerns that they should take it
up with their line manager. e

) . " believe that the builying is
driven by the need to push through changes as"quickly as possible and to
achieve positive results. There is a lot of pressure on the Executive team but |
do not feel this justifies bullying.

44,  Staff morale in some areas of the organisation is better than others and parts
of the organisation do have good working environments, however, looking into
the future | cannot see how the culture of the organisation will unify without a
change of leadership.

Governance and Risk

45, | have also repeatedly raised concerns about the lack of governance and
related procedures within the organisation. | also have concems in relation to
the approach being taken to risk management.

46, With regards risk management, | do not feel that the organisation has a
coherant and embedded approach to risk. This relates to both organisational
and regulatory risk. | have seen very litle evidence of effective risk
management. The Audit and Risk Committee (ARC) has not been functioning
well. As a Board member, | did not receive any information from the Audit and
Risk Committee for a very long time; not even a set of minutes from its
meetings. The Chair of the ARC was a Board member, but yet we would
receive no information other than a very brief oral summary. Again this was an
issue that | persistently raised. | should say that the Chair of the Audit and
Risk Committee has now left the organisation. | do not think that he fulfilled
this role in the way it should have been and | think that action should have
been taken earlier by the Chair of the CQC to tackle this. Instead, Dame Jo
Willlams waited until the Chair's appointment had run its course. This was
despite the concerns that had been raised. Another Board member has now
taken over the role as Chair of Committee temporarily.

47.  Whenever | did receive risk or performance-related information it did not tell me

much that was useful to my role as a member of the Board. | would therefore
13
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seek out members of staff to find out more. | raised the lack of auditfrisk
information we were receiving with the Board several times. Eventually Dame
Jo Williams spoke to the Director of Governance and Legal Services, Louise
Guss, and asked if she could talk me through some of the Information, Louise
Guss then emailed me in June 2011 and we agreed to meet. i attach a copy of
our exchange of emails as Exhibit KS5 [ L

48. When | met with Louise Guss she talked me through the risk management
framework that was being developed. At that point the approach to risk was
predominantly a paper exercise . Louise Guss agreed that the framework had
not yet been embedded. Developing a risk management structure is a difficult
thing to do, but the bottom line is that there has not been an effective approach
to risk and risk management within the organisation. Given the maturity of the
organisation perhaps this is not surprising and | am aware significant activity
has recently been undertaken but, as vet, | have yet to see the impact and
benefits of this at Board level. We do now have a strategic risk register, an
example of which | attach at Exhibit K86 [ ]. But again, this
has limited value . As a Board member | need better information e.g. how
effective mitigating actions are, to be effective in my role.

Stakehalder Involvement

48. | also have concerns about the approach to stakeholder engagement Again,
this was an issue | raised in January 2011. On page three of my 'Reflections
and Suggestions’ document | said, *We need to be clear — or remain clear -
about the differences in relationships for example betwsaen setvice providers
and service users, including where our priorities fie as a regulator.” This is
related to public accountability, and having a clear strategic vision. My view is
that the organisation is overly influenced by what providers tell us in relation to
how we should work and develop, when it is the public and patients who are
key. The CQC is accountable to the public and to Parliament and whilst it is
important to get views from the health and social care sectors,, it is the people
who use health and social care services who should be the most important
stakehclders. In fact CQC has a specific duty to involve people who use health
and social care services., However, whilst there have been some good
initiatives by the CQC Involvement team, the degree of influence by patients
and the public is not as central as | feel it should be for a public body.

14
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The organisation has had two stakeholder strategies since inception neither of
which has heen effectively implemented. In my view, the current approach to
stakeholders is being very closely managed by the organisation in order to illicit
the right response andfor to get support from them. For example, some
stakeholders tend to be those organisations that have been negative towards
us in the past, such as the NHS Confederation, English Community Care
Association, Action for Elder Abuse etc, and these organisations are targeted
on the basis that the organisation wants to influence them, not because they
should be more involved, Other stakeholders are targeted because they are
likely to have the most impact in terms of influencing our reputation e.g.
umbrella groups or national organisations. Whilst managing the stakeholders in
this way is not inappropriate as such, this should not be done at the expense of
listening to service users and others that matter too. Having a stakeholder
strategy in itself is not a problem, but what concerns me is the motivation
behind it. It seems that the organisation was, and Is, making an effort to
engage with stakeholders with a view to achieving a consensus and so
minimise potential criticism of the CQC,

As part of the review of stakeholder input, many advisory-type groups within
CQC were abolished which caused significant concern amongst stakeholders.
Questions were raised about CQC’s own commitment to the value associated
with ‘nothing about us without us’ that are seen as fundamental to Health
Watch. The individuals andfor organisations that were Iinvolved in these
advisory groups have been 'migrated’ on to a ‘stakeholder register’ so that they
can be called upon if needed. However there is a belief that this is too passive
and not transparent,

A single Stakeholder Committee has been set up by the organisation in place
of the previous advisory groups which is being very closely managed at
present. The Committee is chaired by a member of the Board and it reported
for the first time at a Board meeting on 16 November 2011, However, whilst
the rest of the Board knew that the Stakeholder Committes was being set up,
we were not even aware that the Stakeholder Committee had met. The Board
was supposed to approve and agree the membership and the Terms of
Reference of the Stakeholder Committee, but we have had no involvement.
This is a further example of the Board being isolated from the management of
the organisation.
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Inspections

53.  The lack of inspections conducted by the organisation does concern me, as
does the attitude that the Executive takes towards inspections and particularly
the interrelation with our performance figures (which | refer to later in this
statement).

54.  Inmy view, an absence of inspections, particularly in the fields of mental health
and learning disabilities, elevates risk. At the same, whilst the public may want
inspectors to go to every ward or unit, every year, this is something we just
cannot do with the resources we are given. However, | have aiways been
clear that we need & presence on the ground, particularly for those patients in
vulnerable circumstances so | have always been committed to ensuring this
physical presence, albeit working with limited resources,

55, However, | have always had a concern about the clarity of the approach that
the organisation takes to inspections. | raised this in January when | sald “We
had a significant debate around the model for our field force [inspection] model.
1 would welcome a discussion and review of how well it is working. It is still
early days bul we have started compliance monitoring in the NHS and | would
like some reassurance that we will be able to deliver - in the fullness of time —
on both commitments and expectations” (Exhibit KS2). | was concerned that
the current model did not feel achievable, and that we had over promised.

56. | recall attending a site visit with an inspector whose background was in
domiciliary care. She expressed significant disquiet about the fact that she
was responsible for inspecting a large general acute hospital, during which she
would need to speak to the Chief Executive but did not feel she had the
knowledge or support to do the job. | also recall accompanying an inspector to
a site visit to a care home for people with learning disabilities and the inspector
did not have the expertise or knowledge for this environment. The inspector
reported to me that she did not have any concerns and that she had spoken to
the manager, but | myseif could see there were problems and it was clear that
inspectors had not received appropriate training or support to work Iin
environments beyond their own area of expertise.

57.  On 19 May 2011, | sent an email to a colleaque.’ _T#etting out
some of the issues surrounding inspections, " is a regional
) - 16
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inspector who had facilitated two site visits for me, and | wanted to feed back to
her some of the thoughts | had. | attach a copy of my email as Exhibit K87 [

]. In summary, | mentioned that there was a tension between a
‘risk based' and ‘light touch’ approach and that this was felt by inspectors, that
site visits needed to be dynami¢, that engaging with service users during
inspections was crucial and that team work was imporiant for the inspectors.
Staff had said to me before that they feel very isolated from the organisation
that they worked for, so | feel that making sure we support and interact with
them is key.

58. | alsc mentioned that QRPs seemed to be of little value, particularly in the field
of inspections in the spheres of care homes and mental health, My view is that
QRPs do not work for social care providers. During one of the inspections that
I mention in my email, | reviewed the QRP, which contained information from
three or four years ago. There is certainly potential for QRPs to be used in
some areas such as hospital trusts, but it does have its limitations and is still in
development phase,

59. At the same time, as a regulator we have to have regard to the principles of
‘Better Regulation’, which is all about being proportionate and risk based.
However we have not fully considered what this means in the context of health
and soclal care, There has zlways been some debate about ‘light touch
regulation’ and ‘right touch regulation’ and my view is that one size does not fit
all. Although this was always a debate to be had, inspections are supposed to
be risk-based, however it is clear that we do not have up to date information to
enable us to do this, especially in social care.

60. On 21 June 2011 | also wrote to another colleague
outlining my thoughts on inspection visits. | believe that as | had been on
inspection visits, following which it was suggested that | had attend the region's
training day to describe my experiences. Unfortunately | could not attend and
so instead | set out some of my thoughts in an email derived from my
experience as an inspector and as a user of mentat health setvices. 1 attach a
copy of my email as Exhibit K88 [ 1.

61. | did feed back to the Board all of my thoughts on inspections. Since then,
some changes have been made. For example our regulatory model is being
reviewad, and the number of inspections has increased. However, | am
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concerned that these changes have not been thought through in a careful way
~ everything is being evolved through trial and error rather than careful
analysis, discussion and assessment. | refer to this further below.

62. In around June this year, Amanda Sherlock, the Director of Operations,
announced that the CQC wouid be conducting annual inspections of all
providers. The Board found out about this commitment from the front page of
the Health Service Journal. We were not consulted on this and did nat
discuss it at all. Yet it is a key issue of principle that should be considered by
the Board. If we had been consulted | would have made clear my concerns
about inspections, paricularly given the recent issues with Winterbourne View.
| do not have concerns around introducing annual inspections per se, but | was
very concerned that | should find out about this decision via the HSJ, without
an understanding of whether this was achievable. | believe the decislon to
cordluct annual inspections was made to pre-empt any criticism that might be
levied by the Mid Staffs Inquiry and it is another example of the reactive
decision-making approach that is taken by the Executive.

83. The organisation has now recruited more Inspectors. | have asked the
Executive about the professional backgrounds of the new inspectors and | am
due to speak to someone from HR In relation to this as well. It is
disheartening, but at the moment | cannot trust what the Executive are telling
me so am forced to go to another source if | am to effectively seek to hold the
Executive to account; whenever | look below the surface things are never what
they seem.

64.  As can be seen from above, | have had concerns about particular aspects of
the functioning of the organisation for some time. | have raised these concerns
with the Board and the Executive a number of times, but my concerns are
either ignored or not addressed. As a result of recent events and
developments, my concems have been compounded to such an extent that |
felt it necessary to take the step of speaking to the Inquiry.

Recent Events
65. The current regulatory model is based on 16 essential standards (outcomes)
against which providers are reviewed to assess whether they are compliant

with the standards. There have been tweaks made to the model along the way
18
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in an attempt to make it more workable, for example focussing on fewer
outcomes in reviews. The organisation has recently reviewed aspects of its
regulatory model. A Regulatory Model Review Group led by Board member
Professor Martin Marshall was set up. The review highlighted many of the
internal and external challenges and issues facing CQC. These included our
approach to regulatory risk and the use of enforcement. This led, in part, to the
propesed changes to the enforcement policy and judgement framework that
are currently out for consultation. However | am concemed that many of the
strategic and governance issues that have been highlighted internally and
externally, including the Regulatory Review Group, the Health Select
Committee, the Winterbourne scandal alongside the changing environment in
health and soclal care, have not been fully considered and the direction that
CQC is taking through changes to its regulatory model

66. The proposed new regulatory approach is designed to simplify the way we
regulate by moving much more towards a compliance and enforcement model
where we will look for evidence of non-compliance within providers, rather than
evidence of compliance as |s currently the case. It is proposed that there will
be no routine assessments of quality, rather only instances of non-compliance
will be followed up. It is also proposed that we do away with improvement
actions and just use enforcement actions, such as warning notices and
compliance actions, The idea behind the model is to simplify regulation and
enable enforcement action to be taken more quickly.

67. My concerns about the proposed changes are that they have not been
appropriately considered in a clear strategic context. The Board did not receive
full and necessary information to support the proposed changes and potential
implications at any Board meetings or from the Executive. In my view we
shouid have had a full discussion about the strategic context and direction. |
was also concerned that the Regulatory impact Assessment and the Equality
Impact Assessment did not fully capture and consider potential implications
and consequences of the proposed changes.

68. The Board received a copy of the proposals and consultation papers two
weeks before the Board meeting at which we were due to consider the
proposals. Having reviewed the papers | sent an email to the Board and the
Executive raising the queries and concerns | had around the potential impact of
the new model and whether that had been assessed. In particular | raised my
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concerns around the financial implications, the fact that the proposed model
did not seem to fit with the CQC's current legislative obligations or the
organisation’s current strategy. | did not receive an adequate response to my
email.

69. | therefore wrote to the Board and the Executive setting out my concerns and
the issues that | thought needed to be discussed. My intention was to get the
Board to assume accountability and to hold the Executive to account. | was not
saying that the proposals were wrong; in fact this may be the right way to
regulate, but | was concerned that the proposals would fundamentally change
what we do and how we do it which required a full discussion on our strategic
direction. In my view, the changes to the regulatory have been developed too
quickly and have not been thought through, from either a financial or a
governance perspective, The proposals are a big shift from where we are
currently and it is clear that there has been no proper and detailed impact
assessment or analysis. For example, | am aware that only a handful of
inspections have been analysed and the data extrapolated when putting
together the proposals. | also think that thought needs to be given to the fact
the issues of non-compliance are not always obvious; it is often the gaps in
compliance that help to identify potential areas of non-compliance. The bottom
line is that the changes to the regulatory model are too much of a knee jerk
reaction by the Executive and it has not been properly considered.

70. At the Board meeting two weeks later | again repeated the concerns | had
raised in my email but to no avail. | have been able to secure agreement from
the Executive that once the consultation is over the Board will then have an
opportunity to discuss the proposals further, although whether this happens in
reality is another matter. For the reasons | have set out above, by then, the
issue may be a fait accompli.

71. The new approach was put out for consultation in September 2011. The
consultation includes the proposed changes that this will made to the CQC's
Judgement Framework and our Enforcement Policy. | attach a copy of the
consultation document as Exhibit KS9 [ ]. Animpact
assessment of the proposed changes has also been conducted and | attach a
copy of the assessment as Exhibit K810 [ ]

72.  In my view the way the consultation has been constructed is biased. The
20
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questions have been posed in such a way as to encourage a particular
response. For example the changes are all called ‘improvements’ which
inherently suggests they are a positive change. | have also asked for a copy of
the consultation plan for the proposals but was simply sent the generic
stakeholder engagement plan. | have stil not received a copy of the
consultation which concerns me as it is the role of the Board to ensure that this
is in place for major changes to the way we work.

73 As | continued to have concerns about the proposals | met staff who were
dealing with the development of the model in order to understand the rationale
behind the changes being made. | was shown the costs mode! and it seemed
very simplistic to me, and on the basis of what | was shown | am not confident
the proposals have been adequately thought through,

74. At least in part, | think the mativation behind introdlucing the changes to the
regulatory model is for the organisation to make an impact, rather than it being
the right thing to do, | also think this move has been reactive in light of the
evidence that has been heard during this Inquiry and the events of
Winterbourne View. | have certainly heard it mentioned by the Executive that
the new model is needed to pre-empt criticisms that may be made by the Mid
Staffs Inquiry.

75. | am aware that there are various internal reviews and projects that are taking
place, or have taken place, within CQC. For example a review looking at
CQC's approach to gathering and using intelligence is about be commissioned.
| believe this is — at least in part - to pre-empt criticisms about the QRP. The
approach to problems or criticisms is to undertake a reactive course of action
including the use of 'reviews'. However as a Board member, | cannot see how
the various work streams relate to each other in an overarching approach and
do not receive adequate information on the progress and effectiveness Again
this directly relates to the lack of strategic direction and oversight as well as the
lack of performance information to the Board. | can see parallels in the way the
chief executive runs CQC to the way she operated when she was chief
executive of SHA: that is not fully aware of what is happening 'on the ground',
a disjointed rather than joined up approach and a reactive rather then proactive
approach to challenges and not working effectively with the Board.

76. As mentioned above, On 13 September 2011 | wrote to Cynthia Bower,
21
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copying in the Board, to express my serious concerns about how the
integration of the Mental Health Act functions within the organisation had been
managed by the Executive. | attach a copy of my email as Exhibit K811 [

]. As already mentioned, since the CQC came into being, Mental
Health Act functions have continued almost as a single entity and there has
always been a need for these functions to become more integrated in the
organisation. On a number of occasions | had raised concerns about the lack
of progress around integration of the Mental Health Act functions particularly
the lack of executive leadership and oversight, but | was constantly told that
“everything was in hand” and that our Mental Health Act functions were an
important aspect of our work. As | had been appointed to the Board to ensure
Mental Health Act functions were operating effectively, | felt very let down at
how the situation developed, that is: the lack of progress, poor executive
ownership, bullying and the alienation and lack of engagement of relevant staff
and Mental Health Act Commissioners.. | therefore felt compelied to write to
Cynthia Bower to hold the Executive to account in relation to this issue.

77.  Cynthia Bower did not respond to my email other than saying that Dame Jo
Williams would speak to me. Dame Jo then called me up and shouted down
the phone at me, telling me that | should not be sending that type of email
when “matters were delicate enough already” and that ) will just upset things”.
In my opinion | was just doing my Job. Following my email and the discussion
with Dame Jo Williams | did receive an apology for the report on the Mental
Health Act functions not being available {which was one of the issues | raised
in my email), but | did not receive a substantive response to the points raised
in my email,

78. Then on 16 September 2011 | wrote to my fellow Non-Executive Board
members, and | attach a copy of my emall as Exhibit K812 [

. In my email ! said, “/ am writing because ! am deeply concemed
about the functioning of the Board. At the moment it is not possible fo
discharge our rales and responsibilities effectively. | really fael we need to sort
this out properly and soon and, if we don't, it will be (further) detrimental to the
organisation... To be frank, if we don't we are not doing our job. | feel we are
being prevented (for whatever reason) from discharging our role and
responsibilities effectively. As you know this is not the first time | have raised
this and it stilt has not been addressed in any significant way.”
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79. | also raised our relationship with Dame Jo Williams as being an issue, and
said | was concerned about her role as Chair: “Our relationship with the chair is
a very tricky and sensitive issue... It is clear that 'the team’ is Jo and the
Executive team and we are seen as undermining this team approach. |1 think
:l is right in that Jo doesn’t want us to play much of a role (again for
whatever reason).” No one responded o my email, in writing or otherwise. |
think the other Non-Executives are, not surprisingly, edgy about the whole
thing.

80, On 29 September 2011, the Board and the Executive attended a strategy and
Board development day. This was something that | had really pushed for. In
preparation for the strategy day, on 5 September 2011 Dame Jo Wiliams
emailed all of the Board members to ask for our thoughts on the kinds of
issues we wanted to discuss, and this was then to be discussed further and
agreed at a planning meeting on 8 September 2011, Martin Marshall
responded saying that he was keen to discuss how we evaluate our
effectiveness as a regulator and monitor the utility of our regulatory model. |
set out the areas | was keen to address including the long-term strategy for the
organisation and need not to always be reactive, the organisation’s model of
governance, the role of the Board and stakeholder engagement — largely the
issues | have outlined above. Professor Deirdre Kelly and John Harwood also
responded with their thoughts. Following our planning meeting, | then set out
my further thoughts in an email dated 26 September 2011, a copy of which |
attached as my Exhibit KS13 [ ]

81. The strategy and Board development day then took place on 29 September
2011. The morning session was centred around strategy; however at the
meeting we did not really discuss strategy to any great degree. A 'strategy
refresh’ document was presented at the meeting, although it was clear that
this was simply a condensed version of our business plan that detailed a list of
actions. | attach a copy of the ‘strategy refresh’ document as Exhibit KS14 [

]. (The document is dated 16 November 2011, as the paper
was later formally presented at this Board meeting, but this was the document
we were being asked to consider at the strategy day).

82. On page five this document there appears a list of “successes” that the
Executive have defined and alongside this, is a list of ways (measures) that the

CQC could use to try and show they have achieved this. even though we have
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not yet gathered the evidence needed to support the “successes”. Furthermore
it is doubtful that these measures of success will provide any meaningful data
on the effectiveness and impact of our regulatory duties, To me, the document
‘Refresh of Strategy 2012 -2015 is a clear demonstration that the current
approach is one of reputation management as opposed to developing a robust
and effective strategy.. These actions are guided by the need to pre-empt
criticism from the National Audit Office’s review, the Department of Health's
cuirent review and the Mid Staffs Inquiry. It almost seems to be a PR exercise,
the strategy being to convince people we are doing well as an organisation
rather than properly reviewing and planning the way forward for the
organisation and hence the future regulation of health and social care services.

83. In the afternoon of the strategy day we focussed on Board development and
we had an external facilitator there to guide discussion. During these
discussions we talked about executives and non-executives working together.
Everyone seemed to be saying “the right things" even though what they were
saying was not happening in practice. | also recall one person saying that if a
Board member did not believe in the organisation then they should resign. | do
believe in the organisation, but | got the impression that during the session
others thought that | was undermining the organisation as | was challenging a
lot of what we do. For example, | believe | said that | was embarrassed at
times to say that | am part of the CQC which contrasts with one of the values of
the organisation to ‘be proud’. The organisation is under a lot of pressure at
the moment, as are its leaders, and therefore the session became quite hostile
and emotional. In the end | found the tension too much and | got quite
distressed and had to leave the meeting. | did not re-join the session.

84, Following the session, Dame Jo Wiliams contacted me and said she was
concerned about my well-being and my mental state. | do have a history which
predates my role with the CQC of depression, but | am able to manage my
mental health, and | consider myself to be in robust health. For example, |
have had the strength to challenge the Executive and raise concerns about the
functioning of the Board. The Board and the Executive were well aware of my
mental health issues when | joined the organisation. However, Dame Jo
Williams said that she felt she had a duty of care towards me and consequently
she did not think | should be attending Board meetings. | disagreed with her,
My distress - frustrations -were not as a result of my history of mental health
problems, but rather the context of the meeting and the various issues that |
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had been raising. My reaction at this meeting was atypical and short-lived.. |
recovered quickly although the continuing concerns that are being raised about
my health are quite stressful in themselves. Dame Jo asked me to see an
occupational health nurse so that she could assure herself that | was fit to
attend Board meetings.

85, | am firmly of the opinion that my distress was seen as an opportunity to
remove me from the Board, either temporarily or permanently. | say this
because until only very recently (since | have become mare insistent in raising
concerns) | have received overwhelmingly positive (and demonstrable)
feedback about my contribution and commitment to CQC. In fact | received an
OBE In the 2011 New Year's Honours.

86. Whilst | do not have evidence in writing there have been at least three
occasions when Dame Jo Williams has said to me that she Is very worried and
is not sure that | am up to attending Board meetings. | explained that if
anything it was the difficult nature of the issues | was raising (and the response
to these) that was causing me stress and | referred to the Equality Act to make
it clear that there was a duty to address a situation of stress by dealing with the
Issues creating the stress! .

87. | did go and see the occupational health nurse on the morning before the next
Board meeting on 12 October 2011. We had a good meeting and she said |
was fine; a little stressed, but fine. | therefore attended the Board meeting that
day. It was clear to me that Dame Jo Williams and the Executive had been
discussing the situation concerning my mental health as they were wary of me
throughout the meeting. | have felt so victimised by the situation to such an
extent that | have considered having someone present in the meeting to
support my position. A Board member seeking to conscientiously fulfil her role
should not be in such a position.

88. Despite the conclusion reached by the occupational health nurse, Dame Jo
Williams has continued to say that she has concerns about me; first about my
health and the need for me to be robust to carry out my duties (to which |
countered that | am robust), and second that she was concerned about the
impact my health might have on the organisation. | could not believe what was
belng sald to me. | feel there has been a genuine attempt to prevent me from
attending Board meetings and carry out my role as a Board member. | do not
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doubt that the issues | have been ralsing are difficult for the Executive and
Board to hear but | believe that it was reasonable and responsible to raise such
issues as they are fundamental to the role of the Board and the governance of
the organisation. | have demonstrated my commitment and support to the
organisation throughout my time with CQC but do now consider it imperative
that | raise my concerns about the management and the leadership of the
organisation.

89. On 11 Qctober 2011, | sent an email to the Board again stressing the need to
be clear about our current organisational strategy. | attach a copy of that email
as Exhibit KS15 [ }

90, Following the October Board meeting | pursued the need to clear about where
the organisation stood. | therefore asked various people for copies of the
organisation’s governance documents, such as our strategy, our operating
framework with the Department of Health, relevant legislation etc, and | asked
for this to be reproduced into a folder of papers for me so | could be clear
about what the organisation’s obligations were and how governance worked.

91. In preparing these documents | emailed Jill Finney on 24 October 2011 and
asked for a copy of our current stakeholder strategy. | attach our chain of
emalls as Exhibit K816 [ . As already mentioned earlier in
my statement | was already concerned about stakeholder involvement. | was
aware that we had had at least two stakeholder strategies/policies in the past
that had not been implemented, sa | was keen to obtain a copy of the latest
strategy. When Jill Finney forwarded me the document it was clear that our
approach to stakeholder engagement is now focussed around our reputation
as an organisation beyond anything else. As is highlighted in the attached
email chain, the strategy was about public affairs and not involvement. As
mentioned earlier, the current strategy is still narrowly focussed on influencing
dissenting stakeholders and getting influential stakeholders on Board. This
“strategy”, which | believe was put together by Jill Finney, was not endorsed by
the Board. | replied to Jill Finney on 25 October 2011 raising my concerns
about “the strategy”. | did not receive a reply to this. At this point the Chair
was raising concerns about my mental health, so | am not sure whether others
had been told not to respond to me.

92. On 26 October 2011, | wrote to the Board and the Executive in relation to the
26
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recent review we conducted into Dignity and Nutrition — alsoc know as DANE. |
was querying to what extent a themed review such as DANI fitted with our
regulatory model and what the intentions were for the future. | attach a copy of
the exchange of emails as Exhibit KS17 [ . In my emal I
stated that these large scale national studies are good for enhancing our
reputation, but then noted that, given the Secretary of State had ordered the
review, it was not clear whether these reviews would now become part of our
strategy and how this would fit. Dame Jo Williams replied to my email simply
to say that the Secretary of State had not ordered the review at all. | was still
left questioning our strategic model. What is our policy? What can the public
expect of us?

23.  Dame Jo Williams has tried to dissuade me from emailing my concerns as the
issues that the Executive had to deal with were difficult enough already and
that she was concerned about the impact my emails could have on their
marale. However, | did not feel comfortable burying the concerns | had when
they were not being adequately dealt with. | therefore sent an email to the
Board on 28 October 2011 a copy of which | attach as Exhibit KS18 |

). In that email | said * wanted to pick up on the email issue. |
appreciate that it is not ideal to raise significant strategic and governance
issues by email. However, the usual mechanisms are not working effectively
and so, in order to discharge my duties as a Board member, | have to do this
through other means”, | again summarised in the email my the concerns about
the lack of strategic focus for the organisation and the weak risk management
arrangements saying that “/ have raised these issues many times. Allcan do
is continue to raise them and, in the meantime, discharge my duties in a way
that | see as appropriate and fit.”

94, On 2 November 2011, Dame Jo Wiliams then wrote to the Board, copying in
Cynthia Bower, in advance of a meeting with the Department of Health's
capability review team. | replied to the email saying as follows: “/ wonder when
we will be told what is our new strategy that Is in the process of being signed
off? It would be really helpful to have some idea of this as you will appreciate it
is quite difficult to function effectively as a Board member without this. | accept
that it has been decided that the Board will not set the strategic direction but it
is rather embarrassing having to say that | don't know so much of the time...” |
should add that 1 do not accept that the Board should not have that role, but

that is where we are.
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In reply, Dame Jo Williams referred to the new strategy document as being the
'strategy refresh’ document, this being the document that we had all agreed at
the strategy day. She then went on to say, “f am sory but | don't understand
what you mean when you say that the Board does not set the strategic
direction, this is entirely at odds with my view and central to our discussion with
the Executive.” | replied saying that “Simply looking back through the Board
papers provides clear evidence that the Board has not set the stralegic
direction” and “The ‘refresh’ of our strategy is quite telfing in that i is not a
strategy: it Is a shortened version of our business plan.” | have since been told
in a one-to-one meeting with the chair on November 10 2011 that she
considers my recent emails and the fact | have reviewed the Board papers of
the last two years as evidence of my mental instability. | attach a copy of this
email chain as Exhibit KS19 | ]

On 8 November 2011, Dame Jo Williams then sent a note around to the Board
and the Executive to say that the ‘strategy refresh’ was in fact a note of our
discussions from the strategy day in September (the email being attached as
Exhibit KS20 { 1). This ‘strategy refresh' document does not
reflect my understanding of our discussions and the Board pushed back on this
at our Board meeting on 18 November 2011.

The National Audit Office (‘NAC") has recently conducted a review to examine
whether the CQC was using its resources effectively when carrying out its
duties. | believe it is due to be published before the end of this year.

Given that the focus of the review was on financial information and the use of
resources, during the course of the review | was keen to speak to the NAO
review team and discuss my concerns about the lack of financial information
that the Board was receiving. | specifically asked Jill Finney if | could speak
with therm and | was told that "they were tog busy”. | therefore emailed the
Comptroller and Auditor General of the NAQ, Amyas Morse, and explained that
I had wanted to be interviewed by his review team but that | understood they
were pushed for time. Amyas Morse responded saying that this was not the
case and he invited me to go and see him. | was not sure whether this would
be appropriate given that my concerns could potentially raise issues of
raladministration within the CQGC, particularly as the review was ongoing. 1did
call Public Concern at Work to ask them if | would be covered by the
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whistleblowing policy if | spoke to the NAQ, and they said that | would not. |
think this may be because of the fact that my role Is a public appointment,

89. Inthe end | did go and see Amyas Morse, but only once the final report had
been prepared and shared with CQC. The report was not favourable in any
event although | have not seen the final report.

100. When | went to see Amyas Morse | think initially he thought that | was there to
change his mind about the findings in their report. During our meeting | did
explain to Amyas Morse my concerns, particularly that as a Board member |
received no meaningful financial information and | believed that there was poor
governance within the organisation. By that stage | did not know where else to
go or who to speak to about my concerns.

101. The Department of Health is currently undertaking a capability review of the
CQC. The review is designed to provide assurance to the Department of
Health about the operation of the CQC. There has been a recent article in the
Guardian suggesting that this review is being conducted as a result of the
Department of Health's concerns about the CQC, aithough that is not my
understanding. The Department of Health has denied this, so | am not sure
where the story has come from.

102, My understanding is that the Department of Health has started a regime of
conducting strategic capability reviews of all arms length bodies and the CQC
is the first to be reviewed. As Una O'Brien will soon be giving evidence to the
Public Accounts Committee alongside individuals from the CQC, | get the
impression that the Department is keen to complete the CQC's review before
that happens. As far as | know the review is not being conducted because of
any specific concerns that the Department has.

103. The review team is being led by Una O'Brien, with Richard Douglas and David
Beehan as the CQC’s sponsors. There are six or seven members of the
review team. The Board has met with the review team and they asked us a
series of questions. | felt that they were asking all the right questions, for
example about the leadership, strategy and vision of the organisation.
Unfortunately, | am aware that concerns have been raised (by the CQC chair)
with the review team about my mental health This is of concern to me.

104, The review is still at its early stages, although it is moving quickly, and |
29

WS0000078506



105,

CP VERSION

understand that the team is likely to want to speak to Board members furtier. |
did in fact email Una O'Brien when the review commenced and | explained that
| was really worried about the leadership and strategic approach of the
organisation. lIna O'Brien did respond and said she could not speak to me
directly due to her diary commitments, but that others in the review team would
be speaking to me in due course,

Initially, when | first started raising concerns my fellow Board members were
quite resistant to the challenges | made. However, as recently as the Board
meeting on 16 November, | perceived there has been a shift in approach and |
think other Board members are now concerned that the organisation is not
working strategically {or are more prepared to acknowledge this). | suspect
that the atternpt to pass off the “strategy refresh” as a strategic review is at the
heart of this. There was also a more strategic focus in the papers for the
Board meeting, however there is still a long way to go and the approach that
the Board should ‘endorse’ the decisions rather than make themn was still in
evidence.,

106. At the meeting we discussed the proposed ‘refresh’ of the organisation strategy.

For the first time, at the Board meeting on 16 November 2011 there was a shift
in the sttitude of the non-executives and, as a Board, said we could not
endorse this “strategy refresh” and that it was not in fact a refresh of our
strategy. It is the first time | have seen resistance like this from the Board in
months and | felt less isolated. | was immensely relieved that the issues | have
been raising around the organisation’s approach to strategy were being
acknowledged by others, This does not immediately take us forward as we still
do not have a clear strategy. The Executive are proposing the we have a
strategic review in Spring 2012, but | am concerned that we are continuing in
the same vein without a clear strategic approach. In fact It is the Board that
should decide if and when a strategic review is required and it is the chair who
should take forward the impetus for this rather than wait for the Executive to
come to the Board. | believe it is the chair who should take responsibility for
this but this has not happened to date.

107. At the same meeting proposals were presented about changing the focus away

from registration {(which had previously been seen as the cornerstone of the
regulatory model) to compliance and enforcement. This may be a valid change
but, as on other occasions mentioned elsewhere, the proposal was made
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without sufficient information and without a clear strategic context.

108, At the meeting we also discussed the current performance figures as regards
inspections. The Executive were trying to persuade us to reduce the
performance figures for inspections just so that it looks like we are still on
target. | attach as my Exhibit KS21 [ 1 a copy of our Corporate
Scorecard for 2011/12 Quarter 2, which was presented at the Board meeting.
it is worth nofing that the colours on the decument have been manipulated as
the Executive was concerned that there might be “too much red”. But at the
meeting we discussed the ‘ASC/HC' figures (adult soclal care and
independent hospital care), which as can been seen from point 2.52 of the
document the achievement of the target for inspections currently stands at
26.7%. This reinforces that the CQC has overpromised on the achievable.
During the meeting the Executive told us that we needed to agree to ‘re-base
line' these figures so that the organisation was sesn as being on target. This
to me is unacceptable. The focus is not on whether we are conducting safe,
quality inspections, but rather how the organisation will be perceived externally
if we are not meeting our targets.

109. At the meeting it was also confirmed that there is a significant under spend in the
organisation to the tune of £10 million. | have only recently become aware of
this and up until the November Board meeting my understanding was that this
under spend was as a result of restrictions on what we could spend the money
on, largely due to the recruitment freeze on all but front line staff,. We did have
an issue with the recruitment restrictions as initially the Department of Health
would not recognise inspectors as being front line staff. We were told by the
Executive that it took the organisation some time to dissuade the Department
of Health from this view. However, it has now become apparent that in fact
only £3 - £4 million is attributable to the recruitment freeze restrictions. The
reasons for the remalning under spend are still unclear to me. The financial
information has not been made available to us. Therefore, despite receiving
an additional £10 million from the Department of Health for next year's budget,
In fact this will just act as a direct swap for the £10 million we have not spent
this financial year. Again | do not think this is a satisfactory position for us to
be in, if this is indeed the case.

110. 1t is also noteworthy that this was the first Board meeting that we received the

first routine report from the Audit and Risk Committee. Whilst this was welcome
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| felt that more information should have been included especially how the work
of internal audit interfaces with the strategic risk register which is owned by the
Board.

111. On the same day we also had a Board to Board meeting with Monitor and one of
the things that struck me was just how strategic Monitor are. You could see a
clear difference between us and them, particularly the strategic capabilities of
the respective Chairs,

112. My fellow Board members do not know that | am speaking to the Inquiry,
although they may not be surprised.

113. My main concern is that the organisation is badly led with no clear strategy. The
Chair and the Chief Executive do not have the leadership or strategic
capabilities required. The Beoard Is asked to ratify decisions about the direction
the organisation is moving in, yet we cannot do this without being provided
with, for example financial and performance information; at this moment | still
do not know what the organisation can afford. | do not see how the
organisation can move forward in a robust, coherent or useful way without
better leadership. We need a Chief Executive that can manage the
organisation, and currently we do not have that.

114. | need to make it clear that | have no personal grudge. | am very worried about
the organisation and | have tried to show the evidence as to why.

115. 1 believe in the organisation, and the concept of regulating services for guality
and safety. However, | have no confidence that the organisation is delivering
its duties (1) in the way that was envisaged, and (2} in a way that protects the
public. 1do not see how this can change with the crganisation being run as it
is at the moment. | am not so naive to think that if we have over-promised in
the past we cannot or should not adjust our approach; we can. But | do not
see how we can continue to effectively create our strategy by reacting to
events and the latest criticisms. | do not think that is in the best interests of the
public. At the moment | do not think that patients and service users are at the
forefront of the organisation’s mind. [n order to do my job as a Board member,
| need to know what the organisation is doing, what we can afford to do and
what our role is intended to be.
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116. As is clear from my avidence, | have tried to raise my concamna intemally on a
number of occasions. | started by raising my concerns In a sensitive way, to
then baing more asgertive, and than very assartive, but to no avall,

117. For same time | have not Known tha beat person to speak to about my cancems,
although | was clear that | would not speak to the press. As mentioned above |
did speak to the NAO. | did consider speaking formally to the Department of
Health, however | was conacicus that, for example, Una O'Briah has previously
been the sponsor for the CQC and i am unsure where accountability and

responsibility lles.

118. | actually approached the Inquiry aftar attending the seminar that was being run
in Stafford on patiant experience. | am aware that | have approachad the
Inquiry late in the day. | have been trying to addresas these issues internaliy for
some time and these concerna have graduslly been building up. | think the
final straw for me was my experierice with the Chair trying to undermine me
and suggest that | am mentally unstable and attempt to strangly dissuade me
from atiending Board meetings. | am in good health and | am not unwell; the
fact that | was able to chair a conferance only & week or ac again is further
tastament tc that, These racent attitudes that | have personally encountered
have calied inte questicn the commitmeant 1o the stated values and principles of
the organisation such as latening to the voice of service ugers, acting
inclusively and the centrality of equality issues.

119. | know that speaking out doss put me in a vulnerable position, but | hope | am
making valid polnts that relate to public accountabiiity and | have tried to raise
these (ssuea within the organisation on many occasions. 1 have considerec
resigning, but | do not think that | should or that | naad to. 1 wish to remain on '
the Board, but to fulfil my role effectively. :

]

120. | condirm that | am willing to attend the hearing and give oral evidence far this
Inguiry #f rsquired to do so.

Statement of Tnith

| believe the facts stated in this witness statement ara true.

|

% '

; ]
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Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 — KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS1 [ ] to the Witness Statement of
Kay Sheldon
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o
1. Making sure that 2. Championing 3. Ac’tmg speittly to 4. Prommting high
care is centrad on joined-up care hmp eliminate poor quality care
people’s needs ant quality care

protecis their rights

5 JFequlating effectively, in partnarship

QOUCOoRie
e
R

Fegistration, ongoing Assessments of guality Mental Health Act
manitoring and enfarcement visits

Pulilish information to help people make decisions

w We involve peaple who use services, Lo foous Our @ssussments on what is important to them

w We are mipert and indeperident

2 We promote equality, diversity and human rights

@ We engage with those providing and comnsssioning care
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Our strategic plan sets out what we want to achieve for people whe use health care and
social carz, and how we will go about our work over the next five years to realise these aims.

Since the Care Quality Commission (CQC) began operating in April 2002, we have
consulted widely with people who have an interest in our work. We consulted formally on
nur praposed strategy for the next five years in late 2009 and are grateful to the many
people whose views have helped to develog and shape our final strategy™

We received widespread support Tor our plans, which are organised around our five
priaritics for improving quality of care and outcomes for people wha use services, The
consultation feedback showsd thal they are considerad 1o be clear, appropriately
ambitious and, if successful, will bring about substantial changes to health care and social
carein England,

Equally importantly, some of the feedback raised helpful challenges, which we have
addressed in our final strateqy. These called for CQC ta:

B sensitive 1o the pressutes that the changing sconomic and funding ervirenment is
putting on providers and commissinners, and for our assessments Lo take “value for
maney’ inte account.

+ Place more emphasis on sateguarding and on the role we play in protecting the fights of
people i vulnerable drcamstances.

«+ Make sure that our requlatery practices are of a high guality and result in consistent
jutgements,

 Give mare recognition to the role that other nrganisations in the heath care anid social

care system play in achisving the outcomes for people that we want (o 5ee.

«+ Be clearer sbour how we g about our work, including our methads of inspection and
assessment of outcomes for people, and ahout our immediate and subsequent priorities
so that our stakeholders understand our year-by-year focus.

v Acdatated rpon o the meponses tothe sy i senitzigde orronewatnfie
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Shrrebraregy-far RS

Ovar the next two years, we will be focusing on miaking sure that providers are meeting new essential
standards of guality and safety, as we introduce owr new registration system thioughout heatth care and
soclal care. Alongside our registration activities, we will be promoling improvement over time through pur
published assessments of the quality of servites. These will slso place mase onus on primary care trusts
and councils when they purchase care for jocat people, by making them accountable forits quality,

Peaple who use services are at the centre of all we do and wewill make our assessments frony their
perspertive. We will make sure that people’s rights are protected, that they have power to make informed
choices about their care, and that the services they use work in an intreasingly “joined-up” way to give a
searmniass experience of care.

COC is the First regulator in England to work across both NHS and independent health care, and social
care. This gives us & unique opportunity to make 2 real difference for people, by working with a range of
organisations in these sectors to diive improvement in local care services and in how well they work together.

As Chalr and Chisf Executive, we very often meet with people who use services and organisations that
represent them, as well a3 with those who provide or purchase care for local communities. Thelr views and
stannstions are of great valug to us and have helped to shape COU's thinking so far. We will ensure that they
zoaginue 1 do 50, in all of our wark te delver the commitment 1o better care that we have made in this

strategic plan,

Dame Jo Williams Cynthia Bower
Chiait Chiel Exgcutive
,,,,,,,,,, 7
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1. Our starting point

2, The challenges we see
3. Qur privrities for change and our activities to support them
4, Mow we work

5 Taking the strategy forward
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Healith care and social care touches everyone’s lives.

The quality of care services™ can bave a profound
impact on people, and on their families and carers.

We are an important part of England’s care system.
45 the independent regulator of heslth and aduit
social care, we are here 1o make sure that peaple’s

care megts essential standards of quality and safety.

We encourage improvement in services, by
providing information on the quality of care and
how it is provided and commissioned. We promote
tive rights of people who use services and we
recognise the importance of people and
communitios being empowered o shape thelr own
care services. We bave a wite range of powers Lo
izke action on their behalf.

Local councils and primary care trusts make a range
of services available, and focal providers and their
staff deliver the services. The requlator does not,
And we cannot obsgrve of inspect every interaction
of care.

What we can do s set expectations. Providers and
commissioners are accountable for the quality and
safety of care. Qur role, 35 the regulaton is to
reinforce that accountability to the peaple who use
the services and to the public, and to act i
prganisations are not mesting thelr legal
responsibilities.

" Res -

» Weegsa tee venved Meaee” oo i

Fr ROTTE INEETI0ES, e T8 mtHe 3P

gt B Dype b L8

Requlation, and hence our work, engbles
srganisations o build their capability, When
services are perforating well, we will take a lighter
tolich. But when people arg not getling an
acceptable standard of care ar thelr rights are not
baing respected, we will be firny in taking whatever

ackiofn s needed,

Gur powsers and duties

We have been given a rangs of legal powers and

duties, These include

« Registering providers of health care and sockal
care fo ensire they arg meeting the pssential
standards of quality and safety.

o Monitoring how providers comply with the
standards — gathering information and visiting
thiem when we think it is nesded.

s Lising cur enfarcersent powers, such as firgs and
public warnings, if services dhop below the
essential standards, H we think that people’s
sights or safety are at risk, we will act quizkly ~
including closing & service down if necessary.

« Acting to protect patients whose rights are
restricted under the Mental Health Acl

oatth care Genluding mental bealth rase) and socisl Care together.

PO SIEATL
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# Promoting improvement in services by
conducting reqular reviews of how well those
whe arrange and provide services locatly are
performing.

# Larrying out special reviews of particular types
uf services and pathways of care, or undertaking
invastigations on areas whare we have concems

ahout quality,

= Supporting public accountability by assessing
performance and by contributing to ‘Oneplace’
- the joint assessment of how well peopls are
being served by their locsl public services.

s Secking the views of penple who use services,
involving them in gur work and publishing a
statement on how we do this,

# Telling people about the quality of their local
care servives. This will help providers and
commissioners of services to learn from each
other sbout what works hest and see whete
improvenient is needed, and help to shape
national policy.

Our role in the wider care system

To carry sut our role, we collaborate with a rangs of
ather organisations in the health and adult sodial
care system in England.

Primary care trusts and councils commission
services and ensurs that there is enough quality
care to meel the needs of their local people. We wall
req alarly review thelr parformanice as commissioners
vare, including checking hove weli they involve
Im_ | commmunities in their planning, and work with
tem to tarkle sny concems about local services.

Strategic health authorities {SHAs) oversee the
commissioning arangements of prirsasy care trusts.
We help SHAs to ensure that the NHS i meeting
the needs of local people by giving them aur

imformation on the performance of primary care
trusts, Whaee NHS provider trusts (other than
foundation trusts) are not meeting essential
standards, we work closely with the SHA to make
surz that improvements arg made,

The independent requlator, Manitor, daetermines
whether NHS trusts are ready to become
foundation trusts and checks that existing
foundation trusts comply with the conditions thay
signed up to. It can intervene whan thers are
failings in a foundation trust’s standards of health
care or in other aspects of its leadarship, Monitor
aned CQC wark closely together to agree which of us
is beat placed to address concerns about the quality
of care at a foundation trust.

The Government Offices of the Regions make sure
that the highest guality and value public services
are delivered in a region, wn hehalf of government,
The information we produce, particularly about
council performance, is used by the Government
Offices to improve outcomes for focal people.

The Audit Cammiission appoints auditors to focal
suthorities, SHAs, primary caie trusts and non-
fouridation NHS trusts. It ehecks that these badies
have proper arrangemants for getting value far
money in the cenduct of their business. For local
authurities, primary care trusts and non~foundation
WHS trusts, this includes making an annual
assessmient about their use of resources. 1t works in
partnership with five other inspectorates, + including
COC, 1o deliver the local ares gssessments &f
‘Oneplace’.

There are other professional regulatory and review
bodies in the health care sector. Each has its own
legal requirements that organisations have to reet.
We work closely with these bodies, mostly at a local
level. Our aim is to share sur understanding of the
risks in the local health ecanormy and agree which
body is hest placed to take any action needed.
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Our State of health core and adult saciol care in
England for 2009 highlights what is working well
and whare services nesd to improve, focusing an
the needs of the millions of peeple who use them.
{t looks, in particular, at the exient to which
services are putting people at the centre of their
care and jeining up around paople’s needs.

With this perspective, and bearing in mind the real
issies that everyone in health and social care faces
day-to~day, we ses two broad challenges ahead:
improving the quality of outcames for people, and
doing so in the context of the weaker financial
climate over the next few years.

mproving outcomes for people

People should be able to shape theirown tives as
they wish and be confident that the services they
reveive are of high quality, are safe and promots
their own independence, wellbeing and dignity,

Everyone’s life is touched by health and secial care
services i some way ~ & visit to thelr GF, 2 stay in
hospital, a family member who nzeds residential
care. As people’s neet] for support changes over
time, so do their priorities and expectations.
Guality and safety have always been a priority but
equally important is having & choice and people’s
care being personal.

ges we see

Dur State of health care aned adult social core
shows that standards ase improving and that most
people have a positive experience of care. Hoviever,
peaple are still not gelting good outcomes in soime
areas of care. In particulay, there are @ minority of
services ar organisations that still de not come up
to basic standards of guality and safety.

Thers are 10 key issues that shape our priorities

1. People securing fair access to care. Acoss
the country, people get different levels of
sooial care hecause of the different ways that
the eligibility criteria are applied (with
elements of a ‘postcade lottery”). This
inconsistency, and 3 lack of care for people
whe need less intensive support, can be
distrassing Far people and their families and
can often resull in an xtra burden being put
oo the MHS, People wha fund their own social
rare slso fece disadvantages, and risk having
fesr opions other than residential care biefore
other opportunities have been properly
exploted, The Government recently published
a green paper, Shoping the Future of Cure
Together, in response to these challenges.
Within health care, the setting of priorities,
access o particular treatments, and dedisions
o the avallability and opening arrangersents
for services are made by local organisations. it
s important to be supportive of local dedsion-
making an pricrities; equally, these need to be
fair, and mest the needs of local people.
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Ensuring person-centred care that
supports independence and choice. People
should be in the drving seat when it comes o
thair own care, with input from their carers and
families, The evidence shows that this is not
happening consistently. There needs to e 3
culfural shift — to give people better quality
information, & stronger voite and the support
they need to understand thelr aptions and
make decisions.

tnvesting in early intervention, support
and prevention. Succassive policies have
supported greater investment in early
intervention, to help people become more
independent, to prevent ili=health in later life,
and to deliver better value for money in the
medium term, But implementation has been
slowy,

Reducing health inequalities. There are still
wide inegualities in health in England. For
axamiple, there §s a 23-vear difference in life
sxpectancy hetween the most affluent and
rost deprived areas. They can be seen
hetwaen people from different ccoupationat
groups, different ethnic backgrounds and
different regions. People whao lve in areas with
the worst health cutcomes are less likely to
have thelr need for praventive treatment
identified by their G

Tackling poor performance. There are also
significant differences in the quality and sately
of care, Services need 10 put 3 greater
pmphasis on providing safe care and Jearning
from incidents and complaints, There is not
enough information on the sutcomes of carg,
and services need to get better at acting on
the views of penple who use services and their
carers,

THe ohalbenges we

Bringing openness to the quality and
satety of care. A lot of work has gone inte
developing and collecting information that
measures the oitcomes of care, but there is
not a full, agreed set of such measures. This
includes putcome nreasures that reflect the
vizws of people who we services and carers,
Providers often wse different mieasures, which
miskes it difficult for people who use sarvices
to compare thelr performance. Sametimes,
when these outvomes are published, it leads ta
accusations of paor quality care, which the
responsible organisation feels # most defend
to reassure local people about the quality of its
services and to protect s reputation. Working
with others, we want to createa climate in
which variation in outcomes is explored 10
inforny efforis at improveinent.

Making sure that staff are properly
trained and supported to do their jobs.
This issue comes upoften when we report on
areas of poor care, with support, supervision
and direction sametimes lacking.

Providing the right leadership. Carz that
puts penple first, takes into account their
views and protects their rights, needs =ffective
managerial and professional leadership and
accauntability at all levels.
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9. Working together across health and social
care. People who need both health care and
social care still experience gaps and long walts

when they transfer between services. There is a

lack of coordination between ssrvices ~
sometimes the carg is duplicated, it is not
taitored to thair individual needs and pegple
are not given enough information about the
options open to them, Our State of core repont
explores how batter jpined-ug care will halg
mest future demand and deliver greater value
for money, by reducing reliance on high-cost
hospital and residentiat care. Better links
between health carg, social care and other
focal public services such as housing and
employment are also negded to support
independence and sedal incdusion.

10. Supporting people who are made
vulnerable by their circumstances and
protecting their rights. We know from some.
high-profile instances, and in the assessments
v make, that the performance of care serviges
in safeguartling adults and childrenis not
consistently high. Furthermore, compared @
the general populaticn, people in morg
winerable circumstances — including oldar
peaple and those with mental health needs,
learming disabilities, physical disabilities or
long-term conditions ~ gxperience worse
outcomes, These include nequalities in
physical health, employment, education,
housing, social networks and community.
participation. Improving outcones for
particutar groups 1s crucially important within
each of the issues shove,

The financial ¢dimate

Health and social care is @ major sxpense for
Covernment and local epuncils. Real spending on
the health service in England niore than doubled
from £46 billiers in 1999/2000 to the £106 billion
planned for 200011, in 2008709, the amount
spent on private bealth care was about £7 billion.
Local councils spent £16.7 hillion on adult socisl
care, and private expenditure on secial care for

older people was over £6 billion. Staffing costs

acenunt for BO% of social care expenditure. In
health care, the figure is around 70%.

But future spending in the MHS s more uncertain,
The groveh in its budget will be severely
cormirained. in Decamber 2009, the Chancelior
announced that, from 2001/12 to 2012713, NHS
frontlirie spending will rse in ling with inflation.
And the Department of Heslth has stated that the
NH5 will need to identify £15-20 billion of
efficiancy savings over the next five vears so that it
can fund improvements in quality.

There are similar pressures in adall socia care. In
bis 2009 Fre~-Budget Report, the Chancedlor
proposed more preventive approaches to care for
older people, 1o allow them to stay in their homes
and a0 reduce expenditure on residential care

by £250 million, The reform of funding and
arganisation of social care is the subject of much
rnational debate currently — substantial change

is likaly, but possibly not before 2014,
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Over the period of this strategy, the economic
environment will inevitably have snimpact on
health-and social care:

s+ The demand for care and support will incraase
significantly. Life expectancy for both men and
women has ingreased by 11 years since 1945, By
2026 there are likely to be 1.65 million more
disabded adults i England; 1.3 million of these
will lse guver £5.

s Thers will be potential pressures in the social
care market on the guality and availability of
care, teugh choices on where to spend money in
health and social care, and debates over how to
invest to praduce guality services.

s Individuals and families may have to contribute
more towards the cost of social care, and there
may be an increasing raliance on self-care,

# Delivering better quality and meeting growing
demand for health care at a time of
unprecedented fnancial constraints will present
significant leadership challanges for the NHS.

# The health and wellbeing of people and
communities may be affected by rising
unemploymeat.

Yhg oballonges wi sen

These pressures are real and we need to be
sensitive to thent as we assess both providers and
conmissioners of care. At the same time, we are
committed te putting peaple at the cantre of our
wark, We cannot stand by, for example, where
essential standards of care are not being provided.
Qur perspective means that

# W can identify where services are being
innevative, o working well in partz‘aersi“:i'p. For
exaniple, an organisation that thinks carefully
about the ideal journey for a person through the
health and care system can align its respurces
and deliver services more efficiently.

s Ohur assessmienls can take into-account the
prospicts for local health aconomies weathering
the financial climate.

s We edll be sensitive to the impact of registration
fees on the sustainability of services.

w2 W will report on the extent to which financial
pressures are affecting Lhe availability and quality
of care. We will do this in conjunction with other
bodies such as Monitor and the Audit
Compmission.

We are not inunune from these financial challenges.
In establishing COL, we have reduced our recurring
costs by over £40 milkon In comparnson with the
predecessor organisations, as parl of the
Covernment’s commitment to efficiencias,
Furtheimaore, the Government has recently
publishad Smorter Govermant, which aims to
maximise the operational effidency of arms” length
bodies fike us and reduce overall costs.

In our planning for future years, we will be positive
ahout the opportunities this presents -~ for examiple,

thinking creatively about collaborating and
partnering with others,
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It the previous sections, we have set out the key
challenges. We need to halp imiprove sutcgmes Tor
penple, by reinforcing the sccountability of
prganisations in meeting their responsihilities, We
need to drive improvement in services and act when
aroviders of care do not meet sssential standards of
quality and safety. And we should make sure that
people are at the centre of their care and they have
thie tools they need to make informed cheices and
decisions.

Our respurces are limited, so we must put in place
an effective system of ragulation that enablas vs to
et these challenges, We must be ditbven by the
oticomes that people wht use services say aie
important to them. and focus our activities sothat
wie niake a real differgnce to people. At the same
tima, we nieed to be Rexible and sensitive to the
rhalteriging financial environment, and wark
coliaboratively with others to maximisg the impact
we have, |

We have, therefore, identified five priositics where
we believe our unique role a5 requlator will engble
us 1o bring about visible change and significantly
enhance outcames for penple. We will defiver
these pricnities by canying out our regulatory
activities well.

This section explaing our prinities, what we will do
to achieve them, and how we will measure the
progress we are making.

(O priovities

Making sure that care is centred on
people’s needs and protects their rights

We want people to be able to shape their own
care around thelr neads, and to have 3 voice.
Tor do this, they need up-to-date, relevant and
accurale information so that they can make
informed choices about their care.

Championing joined-up care

VWi want 1o see better coardinated and
integrated health and social care, so that the
services prople receive are joined up and their

axperience is 8 good one. We zlso want better

integration within sectors, for example across
pritmary and acute services, and when young
penple mave up into adult care. We want

cammitssioners and providers af care 1o wark

together, and with people who use services, so
that outcomes for people are improved.

Acting swiftly to help eliminate poor
yuality care

Paaple have a right to expect that, if a service
falls below the essential standards expecied,
this iz identified and acted on quickly. We want
to have & majot impact on these poarer
services and we will focus particalarly on those
that fail to improve.
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4. Promoting high quality care

Pecple should be able to access and
experience high guality sesvices that put them
first and respect their rights, Where we identify
care that is improving, we will promate this s
that other commissionars and providers can
learn from what is working well,

5. Regulating effectively, in partnership

We will be sensitive to the requirements that
we put on those we requiate. We work to the
principles of better regulation and we wil]
freguently show our progress In doing so. We
will work with other arganisations to inprove
the quality of life for communities and local
peopls, and make sure that the henshits we
bring to people significantly oulweigh our
costs, angd those incurred by others in meeting
aur-gxpectations,

b everyihing we do, we will consistently focus on
squalities and human rights. We have published our
draft Equality and Human Rights Scheme, which
sets out how we propose 1o do this, and we have
asked & wide range of people for their commants

o the scheme.™

* Spe v ovg akgeirvalved Accasuliationsfequalivpend unssnrightsee

at pricrities for i

2 D T Y S Aanpars Phed

We will pay particular attention to the nesds of
people in more vulnerable cirzumstances, induding
those with mental health needs; leaming
disabifities; physical disabilities or long-term
conditions; alder peopls; and children and young
people,

Better sutcomes for people will depend on all parts
of the health and adult social care sectars working
effectivaly together with people who use services
and their carers. Effective regulation is just ove part
of that, arcd we will use our influence 1o ensure that
athers play their part tao, We will wish to keep the
autcomes under mvisw, 1o make sura that they
remain focused an outcomes that people say are
wnportant to tham.

Qur reguiatory activities

1. Registration, ongoing monitoring of
compliance and enforcement

From 2011, the cornarstone of our regulatory
gctivity is the new system of registration, The
system means that people can expect services
to meet essential standards of quality and
safety that respect thelr dignity and protect
their rights. It is focused on outcomes for
people rather than the systems, processes and
policies that providers follow, and puts the
views and experences of people whao use
services a1 its heart, We will continually review
all the information we have about a provider as
part of 3 new, more responaive and dynamic
system of monitaring compliance and, whare
necessary, enforcament.

i
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Assessments of quality

Alongside registration and angoing
compllance, we encourage gnd promote
improvernent. We do this by providing
independent, raliable and up-to-date
information aboul the quality of providers”
care over and above that needed for
registration, and about the quality of carg
secured by commissicners for their Jocsl
communities. We also carnry out special reviews
and studies across providess and
cammissioners, fooking at pathways of care,
specific themes, or value for mongy, We
describe thess as “assessments of quality”. We
have published our plans for our assessments
aof quality in 2000717 for consultation.”

The information will be used by people, so that
they are better informed about the guality of
care and ave able to make choices, and are able
to hold providers and commissioners i
account locally; by commissioners of care to
infarm their understanding about the quality
of care they commission an behalf of Jocal
people; by providers in comparing, of
benchmarking, their ewn performance and
learning from each other, and by policy
MIGKEN%,

Mental Health Act visits'

Az past of our work in mental health care, our
fental Heath Act Commissioners monitar the
care of people whose rights are restricted under
the Act, check how legal powers of compulsory
care and treatment are being used, and make
sure that people's interests are protecied. Dur
approach to improving mental health services
covers baoth providers and commissioness
across health and social care services.

4. Publishing information

I all of our work, we publish information
on the guality of care tohelp people make
decistons gbout their care. We will make the
information we provide a3 up to date and
relevant to people a3 passible.

Bringing it together

I the foliovdng table, we set out in detall what we
will do to achieve our priorities, and how we will
measure the progress that we, and athers in the
systeny of heaith and social care, are making. In
constiltation with people who use services,
commissioness and providers, we will continually
seek 1o Improve these measures, We will report on
aned publish our progress every year

ssenetitsofuuatvckn
ng anangamants fr the manggement of contmiled druns snd the use of lonising
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is centred

on people’s
neads and
protects their
rights
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ioners anid providers that care

will be centred on peoples needs through guidance on essential

standards that is eutcome-focused and people-centrad.

« Improve the information and intelligénce that we hold on the

views and experience of people using services, and give more
waight to people’s views in identifying risks that essential
standards are not met and in assessing the quality and safety
iaf care.

+ Have & particular Tocus in reviewing compliance oo how well

providers are making sure that people who use services!
- Are able to understand the chiices availabls 1o them; invelved
' &, Treatment and sug
ndependence msperted md
eriances taken into account in the
: and delivered (autcome 1 of the
ce a%mut mmpimme wnh the essential standards of
y and safety).

fe and appropriate care, treatment
sir needs and pratects their rights

Experience effect]

{outcome 4).
&re protected from abuse, or the risk of abuse,
human rights are. resg::ec d and upheld {outcone .?}

s where there are people who are
ardl, whera appropriate, medt with people
reatment in the community, o ensure

rinhts are prmtcud

# Anincreasing percentage of penple using services

report that thay were able to understand the
choices available to theny; had their privagy,
dignity and indepandence respected; were
involvad in the design and delivery of sarvicas by
providers and commissioners; expetienced safe
and appraprate care that met their needs and
protected their rights; and that safeguarded them
from abuse.

# People have equal access to persanal budgets
and diract pavments and the take-op increases

annualty.

xperiences of people whaose rights are
cted under the Mental Health Act are
natically incorporated within assessments
ngoing compliance with registration
rizg ments, and we can demonstrate the impact
that this has on our jurdgements.

econd opinion service safequards the

rghts of people who nead this service,

ngjlﬁ who Use sevices have growing confidence
- assessments fairly reflect their

experiences.

Providers and conimissioners can demanstrate

how they are m«olvmq peopte who use services

and the public in the design and delivery of

ServicEs.
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1. {continuad)

= Engage people who use services and th
promote person-centred care to providers and policy makers.

and ensure our staff are supported by methodolog

CP VERSION

Ersure that people who reguire 8 “secand opini
& community treatment order have access to a prompt se
opinion service.

Provide the public, providers and commissioners with up-to-
date, relevant and aceurate information 10 support the delivery
of care centred on penple’s needs.

e CATERS i DU work 1o

‘mbed equality and human rights into our registration activities
y and training

that makes them competent and confident in relation te
and human rights.

% Registered services meet the nee

equality

Camparative information on the performance
of areas in providing person-centred care helps
promiote improvement in key measures.

w Prople who use services and their carers, and

groups representing their interests, consider
that CQC bas a strong focus on their views and
experiences and is succasstully championing
person-centred ¢are.

of diverse

s

<
-

communitizs, and respect and maintain the rights

of people receiving their services.
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2. Championing
joined-up care
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pmwders aris maki g SUre that pemp%e who use cmces receive
safe and coordinated care, treatment and support where more
than one provider i involved, of where they are moved between
sepvices (outcome 6 of the guidance),

Nork towards aggregating the findings of Mental Health

Act visits to inform the quality of care provided by registered
services: and use this to informs our assessment of councils and
primary carg trusta

ﬁmwde nfmma Tetafaly] imw weﬂ ceumls :Jﬂd pnmam care

fmh:paademiy Work with
s levelop compian outcoms

for i 'imd up care.

= Assess Li e formance af e;c:mml smnmf and prowders m

in the provision and commissi qs‘;mg cxf services, r.mc' in galic&
making. '

i the number of
actions we need to take against providers on
the registration requirements that contribute 1o

jained-up care,

i People experience better care and public money

fs tsed more efficiently and effectively through

performance of kev indicators of joined-up tare
(for example, 55 re-admission raie%; % delayed
discharge; proportion of alder people in hu pital).
Thare is an increase in the number of people who
consider that the services they use are ¢ffectively
mlcgratcd

55

1

ecial reviews and studies promote greater focus
an the pathiways of care, which will aciuw tigher
guality outromes.

EEg hELLbek

=
R
e
ol
i
e
=
o
o

R IR TR B RS e 23

iy vaddns
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3. Acting identify serinus issues by responsive and vigilant assessment There s an increase in comphance with
swiftly to help of risks to the quality and safety of care, and act swiftly using registration requirements over time,
eliminate poor  targeted, proportionate and meaningful action to bring ahout
quality care change that improves people’s care,

Nao serious issues emerge that CQC had the
capability and capacity to spot and did not.

e HEY I lertale unanng cort tinns of sevicss, : A FHETES 5

« Generally undertake unannounced inspections of g::z VICES The enfarcament action we take has 3 lasting

= Publish informatinn on our assessmaent of rsk, registration impact, eliminating poor quality care.
judgements and gnforcement action. Lessons fearned from service failures are acted on

= Creata a quality and risk profile for each care provider ang in other organisations.
commissioner, containing all the information we hold about the

4 at providers fake to
quality of cave they provide or purchase for people. f DY

undertake nac npravements with reqgard 1o
Provide information o lessons learnad from instances of poor registration rg
care to support improvement in the provision and commissioning

of services, and in policy-niaking. pertormance through our review proces:

or the quality of requlated social leadls to improvements aver time in the quality of
ot a simifar approach for primary services.

care trusts,
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4. Promoting

high quality
care

s Work wzth mtmnal bo
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Provide independent information (including from our annual
State of henith care and adult saciel core and annual rapart on
the use of the Mental Health Act} about providers” quality of
care above the registration level, and about the quality of care

secured by commissioners for their focal communities for public

accountability and to promote improvement.

Undertake spedial reviews where we focus on particular
outcomes within the registration requirenents, to spot trends
and nip emerging problems in the bud.

w Use evidence from our activities to promote examples of good
practice.

: Work with other organisations opecating within heaith and social
care systems as local improvement partners.

involved in quality impravement, in

poilc.y antj na aonai improvement programmes have & rigorous
evidencs base,

The pedormance o

ge from aur requiatory activities, ensuring

sioners and provid
in pur assessments of quality improves over time.

% An increasing proportion of commissioners and

providers are able to demonstrate an improvement
in the value for money their services offer,

w Anincreasing proportion of commissioners and

providers make use of our information, have
confidence in it, and consides that it Belps to
iniprove the quality of care,

Local voluntary and representative bodies,
including LINks and council overview and iy
committees, make use of our information and
consider that it helps to improve the quality of
care,
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5. Regulating
effectively, in
partnership

CP VERSION

We will exemplify the five principles of better regulation -
being transparent, accountable, proportianate, cansistent and
targetad.

We will work with stratogic health authorities, Moniter,
tovernment Offices for the Regions and other audit and review

badies to share information about the quality and safety of care,

including through planned collaborative reviews, and on the
coardination of requlatery activities,

We will equip and suppost our staff to deliver effective
regilation.

& other prganizations
reduces duplication ininfornation requests and
inspections.

Providers have increasing confidence in the
consistency of pur decision-making.

W work with our partners to ensure that early

warming systems are effective in identifying and
managing signs of service failure.

We make year-on-year improvements in the
efficiancy and effectiveness of our a

for example in dealing more quickly with new
applications Tor régisteation and in minimising our
casts.

- The costs of our regulatory activities are

mroportionate to the expected benefits for
people wha use sesvices, their carers, the

taxpaying public, and health and adolt social

care organisations and their staff.
{ our requlatory activities are :
: 1 on ‘cost recavery’, which
performance by registered

- Staff at a range of levels in organisations we

interact with perceive that we are customer-
focused, professional and efficient.
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This section sets aut howwe work and how we will
phiase our work over the goming yedrs.

Our principal task is to operate the new registration
system for providers of care; as well as assessing tha
quality of care and carrying out our duties under the
Menital Health Act, Under the new registration
system, providers must be able to comply with six
main oulcome areas:

% Information and nvolvemant — the information
that providers make available to people so that
they tan make informed decisions about their
care antd suppert.

% Personalised care, treatment and support — the
veay i which providers make sure that peaple get
effoctive and safe care and treptment that supports
their individusl needs and respects their views,

s Safequarding and safety ~ the way In which
providess assure people that thelr equipment and
premises are safe and suitable, that they manage
risks and that they protect paople’s human righis
aned dignity.

& Suitability of staffing - what providers do to make
sure that they have suitably qualifies, skilled and
nowledgeable staff who can competently
support people.

= Quality and management - what providers do 1o
manage risk angd ensure that they maintain
essential standards,

W we W

# Suitability of management — what providers and
mianagers must do to show that they are suitable
o 1un the service and to notify us of any relevant
changss,

In addition to checking that people can expect
servives that maet essential standards of quality
and safety, we also have animportant function in
promoting improvement. We do this by providing
independent, reliabls and timaly information about
the quality of care above essential standards, to
help peools make better informed decisions about
where to go for their carz,

Al our activities are inter-related and build on
COHNMON 5545,

1. Bringing together information
ahout the guality and safety of
care

We will collect information about all the services
that we register, as well #s councils and primary care
brusts that purchase care for their communities, This
information will b wide-ranging. We will seek the
views of people who use senvices, carers and families
for every service that we assess, working clossly
with Lozal Involvernent Networks (LINks). We will
fook through wehsites more to capture those views.
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Other information will come from our own
inspections and service reviews, from providers’
declarations of compliance that ars part of
registration, and from government departrments and
sther regulators,

We will also collect infanmation divect from those
who purchase and provide care sepvices ~
information that they already gather and use in their
own wark. We expect them to be able to show how
they have listened to the views of people who use
services and how they have acted on them.

2. Analysing risks to people using
servires

We can identify risks 1o the quality and safety of
care by analysing information. As part of 3 dynamic
and responsive systerm, we viil continuously monitor
compliance with essential standards so that when
we gel new information, we can make dacizions
about whether we or other organisations need to
take any action.

Analysing information on death rates, and other
measures that identify services that appear to he
performing less well, enables us to follow up and
chack if there are problems in the quality and safety
of care.

We will also look at the risks to people’s wellbeing
because they camiot access senices,

4. Responding to risks and making
judgements about compliance

if, after locking at all the information we hold shout
a service, we have concams, we may detide to take
further action, This could incluge:

i Asking thens for more information.

# Ispecting the service and, 1F needed, using
autside experts for their advice.

# Asking another organisation to act, for example a
strategic health authority, other regulators such
as Monitor {for NH5 foundation trusts), or the
local authority organising care an behalf of its
cosmunity,

If we decide ta carry sut an inspection, it will
generally be short, focused and unannaunced.
Irspections will centre on assessing nuicomes for
penple and their experiences of care.

We will be rigst active in areas whére we think the
risks of harm are greater, where people are less able
tp assert their rights, where information on the
quality of care is poor, or whese providers are failing
to improve, We will be less active where services are
performing well,

I we decide that a provider is not meeting
registration requirements, we will act 1o ensure that
improvements are made, These include issuing
improvement letters, statutony warning noticss of
fines, attaching conditions 1o registration, or
suspending or cancelling registration. Qur biggest
concesn is to protect the safety of people using
SBIYICES.

We will work with others - inclutling those whao
prrchase care for thelr communities and other
arganisations - o make sure that improvements
happen and are maintained.
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4. Assessing and publishing
information on the guality of care

We want our information to be as up to date and
retevant as possible.

We are craating @ "quality and risk profile” for each
organisation that purchases or provides services.

These will bring together all the information we hold
and will build up over time to provide a detailed and
dynanic view of the guality and safety of care. They
will alsa include our judgements about compliance
with registration, which wilt be continually updated.
We will be as transparent as possible inJetting
peaple know what information we hold in
developing these profiles, in consultation with all
our stakeholders,

We will have an angaing programme of ‘guality
ratings’ for providers of adult social care, where'we
nublish an assessment of the averall quality of the
service. Making a judgement about the quality and
safety of these services will always involve asite
visit, For NHS trusts, we will report on their progress
against the national priorities sel by Government.

For those that purchase care for their local
commurities, wa will assess how well they are
achieving better sutcomes for people and how
gffactively they are using public monay, and we will
publish the results. We will also hold them to
aceount for the guality and safety of the care they
biry from those seivices wa register.

5. Defining “high gquality’ care

We believe that “quality of care” should be broadly
defined and should reflect the outcomes of care Tor
penple and their experiences of it Across health and
social care there are different sets of oritera,
outcomes or campetences related to each sector
We have looked carefully at these, including the
Department of Health's draft registration
requirements, the definitions of quality in the NHS
deseribed in High Quolity Care for All, at the World
Class Commissioning competences, at the outcomes
wsed i Dur Heplth, Qur Core, Ot Soy and those in
Putting Feople First and the expectations of care set
aut in Shaping the Future of Core Together,

From these, we have developed six dimensions for

informing our work in addrassing quality in heslth

care and adult social care — using a comman

language acmss different settings in a consistant

Wiy

+ Safe: People using a service are not put at
unnecessary risk of harm, and people in
vulnzrable circumstances are safeguarded.

= 1mproving outcomes for people: The outcome
for people using the service - including the
clinical outcome - is the right one. And the cars
pravided is integrated in meeting individual
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= A good experience for people: Feople using This will belp us to work towards our vision of high
the service feel empowered to axercise choice and quality care that enables people to live healthy,
gontral, They are treated with dignity and respect, independent lives and make informed cholces about

They, their families and carers are invelved in care, and that responds to each pesson’s individual
shaping the service sround what is important tn naeds,
thent,

We will work in cooperation with people who use
seryices, carers and families and the health and
sncial care sectors 1o check and Improve these
dimensions over time,

# Independence and wellbeing: The service is
focused on helping people to schieve the best
‘possible health and quality of life, and optimum
ndepsrndance.

# Access to services: The service is available to
those who need it when they need it, bath on an
individual and community level,

# Value: The service delivers value for money by

using resoorces effectivedy.
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Cur task is to make sute that essential standards of
quality and safety are met wherever ficalth care,

merital health care and adult socal care s provided,
and that people experience 8 better quality of care,

As the first requlator in England to work scross
hoth MHS and independent health care, and social
carg, we have & unique opportunity to take a new
approact, Not only will we assess individual services
throughout the country, but we are alsa able to
look at how well the sectors work together to
ansure that people get better joined-up care,

We want to Bave an impact — and we know that
geople whe use services, carers and families also
want to see improved oultomes and experignces.
Howevar, we must be carefud not to create
uncertainty and unnecessary upheaval to those
providing the services.

This is a strateqy for five years, Fach year, we will
publish & business plan that sets out our plans for
the vear in detail, taking into account the changing
grvironment in which we work. i the period of the
strateny, there will big 3 general election and the
economic climate over the next few years will
remain uncartain, We recognise that there will be
further pressure on thee resgurces available for
regulation, and we will need to demoenstrate our
‘added value’ in improving peopls’s outtomes and
EXPEFEnces.

We can signal our intentions cleatly aver the next
two years. However, we must fallow a more fexible
approach to setting out our activities for the later
peticd of this plan, from 2013 to 2005,

20107171 and 20011712

The cormerstone of our activities over the period of
this strategy will be ensuring that all providers of
healih care and adult social care meet essential
standards of quality and safety, with the phased
introduction of the new system of registration,

i these first two years, we espect to strongly focus
on tackling poor performance and giving greater
assurance that the essential standards are in placa.

We will also be particularly aware of the effects that
tighter finances may have on guality and safety.

Subject to legistation, we expect that providers will
be regisiored as follows:
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Thar srrarsge Yo 20140-2008

MHS trusts

Adult social care and independent health care providers

Primary dental care (dental practices) and private
ambulance seryvices

Primary medical services (GP practives)

We will also garey out other activities to take the
strategy forward:

w Building up quality and risk profiles for each
provider and commissioner {see page 21). We will
add information aboul the views and experiences
of people who use services, and will give more
weight to these views i targeting oor visits to
providers, We will be open and transparent about
the information we hold,

= Building stronger working refationships with
commissioning and othar reguistory bodies,
including the Government Gifices, strategic
health authosities, Monitor and the Audic
Commission, This will show that eur activities are
aligned, that we are effective in working Logether
o improve outcomes for people, and that we are
reducing the costs of regulation,

« Consulting on our approach to assessments of
quality in 2010/11. We are clear that most of our
resources in 20107171 will be allocated to the new
registration system. We are therefore consulting
orrwhat we see as 8 realistic set of changes,
which also seek to reduce the costs of
assessment for providers, Commissioners
and ourselves,

+ Building or

April 2010
October 2010

April 2011
April 2012

Filgting new approaches for 2011712 onwards to
help promote better joined-up care. For example,
wa will develop and pilet common outcoms
measures for joined-up care and joint service
inspections of councils and primary care trusts
relating to safeguarding.

ri and reviewing our mental health
activities to ensure that we have the best

possitde safequarding arrangements and
opportunities for sharing infarmation within CQC.

& Reviewing and updating our statement of

involvement (Voices inlo Action] to enhance the
way we use feadback from people about services
and invalve people in oo work, and te make sure
that sarvices properly involve people in thelr
WOEK,

¢ Ensuring that the knowledges from aur regulatory

activities is anatysed systematically, to identify
key issues that should inform aur future privrities
and to provide an evidence base for policy and
for national and regional improvement
PIOgrammes.

. Reorganising and training our operational teams.

This will be completed during thia early part of
2010/11, to ensure that our reguiatory teams are
prepared for the requirements placed on them by
the new system of regulation, arnd properly
supported,
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201213 onwards

Monitoring comipliance with essential standards will
be an ongoing and dynamic task, But, hy 2012713,
we gxpect registration to be more embedded in the
operational activities of providers and for ather
“levery” in the system — such as commissinning,
performarnce management and local public
atcountabilities — to be reinforcing the importance
of meeting standards.

As we get move assurancs that essential standards
are being met, we expect to be able to focus more
an providing information on the guality of carg,
increasingly at the level of individual services and
pathways of care. This will help to empower people
who use services and provide accountability for
ronimissioners and providers in improving oultomes,
As the regulater, we will have a stronger focus on
those areas where health and social care servives are
rot producing good information on ouality,

During this period, we will alsa

# Look at refreshing the requirements of the
essential standards and some of our working
maethods, 1o ensure that “the bar is set at the
appropriate level and that the incentives in the
system redating to compliance are working well,

« Continuously improve the content of quality and
risk profiles, 1o reflect the outcomes of care that
prople experience and say are important ta them,

o Work with & range of local and national
organisations, as part of local improvement
netwaorks, highlighting best practice and enabling
other organisations toimprove by learning from
those that perform well,

= Have developed our approach to assessing
counciis and primary care trusts as commissioners
gt care, su that the assessments provide effactive
and proportionate accountability, locally and
nationally, for the quality and value for money

of services, and help to promote improvement
through independent comparative information,

& Increasingly provide infoermation to hold councils

and primary care trusts to acoount jointhy for
improved cutcomes relating 1o person-centrzd
care and joined-ap care,

z Cathor evidence to suppoet our commitment that

the bengfits of our regolatory sctivities
significantly outweigh the vosts, and that the
costs are redusced over time.

Developing our own organisation

Wa are developing as an organisation te meet the
challenges set out in thisstrategy. Our effectivenzss
as a requlator depends on the skills and values of

all our staff. To work well, they must not only have
the right tools and skills, but also a culture in which
they can Hourish,

We are working to creste a strang, unified
arganisation iy which our staff:

s Linderstand their role, what is expected of them
and where they fit into the organisation.

s Are given clear and frequent feedback on their
performance.
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# Are able to develop personally and professionatly We do so in a period where we will face substantial
and cantinually improve their performarnce financial and other challenges, We are determined
theough different ways of working, to be alive to il opportunities that will enable us to

achieve our prigritizs. We will deliver year-on-year
improvements in the efficiency and effectiveness of
our activities, Including by working in partnership
# Have leaders and managers who are committed with other bodies,

to rzal engagement with others and have the

taals they need to develop staff at all levels.

= Are part of 3 truly diverse workforce, in which
diversity is promoted at all levals,

We hiave already made significant chariges within
the arganisatidn ko improve our efficiency ang
gffectiveness, so that we can deliver the ambitious
programme of work within this strategy. More work
is underway to make sure that we have the right
expertise and capability 1o match our task, to
develop our organisational strategy, to invest
appropriately in information technology, and (o
ensure that we operate efficiently.
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How to contact us

Fhone: 03000 616167
Email: enguiries®eqge.orguuk

Registered Office;

Larz Quality Commission
Finsbury Tower

1E3-105 Bunhili Row
Landon ECTY BTG

Flease contact us if you would like 3 summary
of this document in other formats or languages.

This document is printed on paper made from
a minimum of 75% recyded fibre,

A7 Carporate memier of 1 e
L7 Plain Engiteh Campalyn | 4859
% Committen 1o tlesrer sammunisativn.

CQC-091-2000-ESP-032010
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Reflections and Suggestions
Introduction

I have put together my reflections and thoughts on CQC as we move into 2011 and in
response to Jo’s note before Christmas. This has helped me order and review my own
thinking and I thought it may be worth sharing. My intention is tg'describe the
situation as I see it and in a frank and constructive way. My comriehts are not
intended to be critical in a negative way. I am genuinely in awe of what has been
achieved to date (mostly unrecognised within and without the organisation) and
believe we have an experiégced; talented and dedicated executive team and board.
Owing to the -ghalléi’fges and ever-changing environment, I wanted to offer my ‘take’
on the situation to inform discussions going forward into 2011 and beyond.

1 appreciate that some of thie points below originate in my own lack of knowledge and
some are obvious — I apologise where I appear to be teaching grannies (& granddads)
to suck the proverbial eggs...

Where are we? ;

Successes & challenges: Much has been achieved but we continue to face many
challenges and unknowns, both internal & external. There is a constant sense of
waiting until we have finished registration before we can really get to grips with our
real business of regulating. We spend a lot of time *fire fighting’ without much
opportunity to take stock and (re) evaluate. The external landscape has changed,
continues to change and contains uncertainties. We are responding heroically to the
challenges. However, I think we do need to make opportunities to (re)consider where
we’re heading, how various issues & developments interface & the (potential) impact
of these on us now and in the future. I would like us to be on the front foot rather than

the back foot.

External policy and influence: I'm not clear how the role of the quality regulator
interfaces with the various other (relevant) aspects of quality. I’m also unclear how
we, as an organisation, are involved with the wider changes and whether this is
considered in our own strategic context as the quality regulator of health & social
care: are we simply responding to external priorities or are we engaging as a partner
and, if the latter, what are we saying & doing? The Government & Gov departments
are actively looking for answers. This gives rise to questions for us: are we making
the:most of opportunities? Are we being realistic & not “over promising’?

Our working relationships with DH & Government are improved and much more
constructive. However, the relationship between ALBs and Government always treads
a fine line: are we the right side of the line? :

Strategy: We have an organisational strategy and associated plan(s) in place which
were developed in a robust way. It is possible that they are not “fit for purpose’ in the
contexts we now face. I don’t think it is enough to either tweak what we currently
have or to adapt our approach as each new ‘challenge’ rears up. I’'m not sure if we
have a ‘whole system’ approach as yet — from start to finish.
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From a financial perspective I'm not wholly clear on how our resources are deployed
a-nd. thg processes for determining this (I understand that there are significant
limitations on this at present).

Regulatory model: In particular we have yet to achieve consensus — or maybe
understanding — of what our regulatory model will look like ‘on the ground’. I say this
because although we have a regulatory model, when I ask myself questions such as
‘How will we provide accurate and accessible assessments?” and ‘How will be get to
the heart of patient/service user experiences/outcomes of care?’ and ‘How will we
pick up & deal with serious concerns early enough and quickly?” I cannot give
clear/full answers. I'm aware of various excellent initiatives but I'm less clear on the
crucial issue of how these fit (or will fit) together in a coherent model that can be
effectively realised in our regulatory activities. This is not about getting into
operational details but making sure our strategic approach and priorities can be
translated effectively and appropriately ‘on the ground’. As many examples have
shown us, it is vital that senior managers and board members are aware of what is
happening and could/should happen in our frontline activities. Following on...

Field force: We had a significant debate around the model for our field force model. I
would welcome a discussion and review of how well it is working. It is still early days
but we have started compliance monitoring in the NHS and I would like some
reassurance that we will be able to deliver — in the fullness of time - on both
commitments and expectations. I know that some staff especially assessors, inspectors
& MH Act Commissioners are frustrated that they can’t do the job as well as they’d
like and are losing confidence in the organisation. Uncertainty & change certainly
fuels this but there are also important messages coming through which we need to
heed. If these are ‘operational’ to be resolved in the fullness of time then this is fine,
but some of the issues could be more than this and we need to be aware of these in the

context of our strategic discussions.

Human Resources: Many staff (especially in middle & upper tiers) are working long
hours and under significant pressure. Morale is low as is confidence in ‘management’.
Staff (especially in ‘lower” tiers) feel that senior managers and the board don’t
understand either what their working environment is like or how to effectively
inspect/monitor care. Generally staff are very committed to their work and actively
want to do a good job but there is frustration they can’t do this and they do not feel
empowered to contribute to developments either in their immediate work environment
or to wider developments. There are some skills and knowledge gaps including at
team level. There are encouraging signs that things are improving but we need to
sustain the momentum as morale and ‘buy in’ from staff are crucial to our success and
have a significant impact on organisational performance & reputation

Involvement & Stakeholders: We have undertaken a lot of good work around
involvement & engagement. However, we have yet to consider (at board level) how
this — much of which has been consultation and laying the foundations for future work
_ fits with the changing environment including Health Watch.

Eventually, I would like us to be able to describe how the ‘user-voice’ is
systematically gathered and used in our assessments.

Externally, some stakeholders are generally positive although are waiting to see
how/what we will deliver. Others are openly critical of CQC although there is an
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awareness of the challenges we face (some would say ‘we all are’). Concerns continue
that we may be too reliant on self assessment and that we won’t have sufficient
presence ‘on the ground’ and so either won’t pick issues up soon enough or at all.
This is particularly — although by no means exclusively - concerning for people who
are in vulnerable circumstances.

We need to be clear — or remain clear — about the differences in relationships for
example between service providers and service users, including where our priorities
lie as a regulator.

Performance monitoring: Lots of effort has gone into developing our approach to
performance framework and it is notoriously difficult to establish something which is
accurate, realistic & not overly burdensome. Whilst I feel we are on the right track
with this I’m still not convinced that we necessarily get an accurate picture at board
meetings of how well we are performing as an organisation.

Although I have had the opportunity to provide input to the performance framework,
this approach feels as those it is addressing symptoms rather then the cause. It is also
the case that I'm not always clear as to what we are trying to achieve (as described
above) which makes it difficult to say what is needed in the performance framework.

Where are we going?

There is, I think, a general agreement within the board and exec that we need to
review our strategy (which is usual for an organisation) and we have yet to do this in a
full and frank way. We need to challenge each other — not to pick holes but to achieve
optimal decisions. We need to be clear what the outcomes of discussions are.

Below is a basic summary (nothing momentous or new) of what we could consider at
our Feb away day and/or at our strategy meetings in 2011:

1. Agree where we are now:

e A discussion — and hopefully affirmation — of what our values are.
o An overview of the (developing) policy context in: health; social care; mental
health; regulation; quality of care.
e  Our curment strategy & priorities; overview of progress inc challenges & main
risks

2. Our Strategy going forward:

e Where we envisage being:
i) in one years time; when registration is complete
ii) in 5 years time

e How we will achieve this:
i) organisational strategy & priorities;
ii) “deliverables’; how these relate to the responsibilities of directors &
directorates
iii) identification & management of risk;
iv) role of Commissioners
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3. How we will monitor & review progress:

e Board & strategy meetings;
e Performance framework; ARC.
* Role of Commissioners.

Not much really...

Kay, Jan 2011
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Subject: Re: Ops leadership

From: Kay Sheldon (kay_she!donfq
To: Nnanda.Sherlackq
Ce: Gynthia.Bowerq:m.MllIamsq

Date: Thursday, 7 July 2011, 18:58

Hi Amanda

Many thanks for sending the skides which reflect my understanding of the general direction. However there deesn't
seem to be any reference to the ops leadership structure aligning with the new system architetture’ You will
remember that this was the issue | was asking about &s | had not heard anything to this effect (and there was
reference to this having been discussed by the board), so 'm not clear whether this means anythking beyend and
above having 2 assistant directors?

On arelated issue. | was nediewed to ses in the presentation that we are retaining the position o .

.- o oL . . . as it s vtal that we retain this
dedicated post at this leve! to ensure we have the credibility and wisibility that the MH Act functions need. | am
aware that there have bean increasing levels of anxisty In various quarters (both intemal and extemal) about our
commitment to MH Act monitoring which Is frustrating as we have repeatedly said that we we Intend to not oniy
protect but improve these functions. Leaming from recent media coverage, | wonder if we could be mone on the
font foot and look at some positive/constructive communication about the work we're doing on ‘modemising' the
MH Act functions?

Hope all Is welll
Best wishes

Kay
— On Mon, 47111, Sherlock, Amanda <Amande.Sherlock@ ~ jwrote;

From: Sherdock, Amanda <Amanda.5hedock@

Sublect: Re: Ops leadership

To: “'kay_sheidon@ <kay_sheldon@ )
Ce: "Bower, Cynthig® <Cynthla.Bowe

Date: Monday, 4 July, 2011, 15:03

Dear Kay

There is no paper as such except a briefing document prepared for Cynthia and used with Ops team
where | have made proposals for new ops structure e.g dedicated Head of Registration, the alignment of
regions has ewolved through this process bit also work that Cynthia, Alan Rosenbach and myself
amongst others to consider CQC ‘fit’ with new system architecture,

Soplan Is at senlor level our regions or sectors map commissioning board and at local level the
alignment will ba heglth and well being / local authority level to maximise our contributions.,

i it would ba heipfid | wili send you the briefing noles on ops posts and | m sure Alan R could provide
more on extemal envircnment divers ?

Please let me know if you do want anything further

Best wishes

Amanda

From: Kay Sheldon <lay_sheldon ' )
To: Sherlock, Amanda

utblank

i
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Sent: Mon Jul 04 09:13:04 2011
Subject: Ops leadership

Good moming Amanda

I noticed your comment in the board newsletter about aligning the operations leadership and the National
Commissicning Board but | don't recall having a discussion on this. f'm sormy that this has passed me by
but could you point me in the direction of where | might find the paper/discussion? Many thanks.

Best wishes

Kay

The contents of this email and any attachments are confidential to the
intended recipient. They may not be disclosed to or used by or copied in
any way by anyone other than the intended recipient. If this email is
received in error, please notify us immediately by clicking "Reply" and
delete the email. Please note that neither the Care Quality Commission nor
the sender

accepts any responsibility for viruses and it is your responsibility to
scan or otherwise check this email and any attachments.

Any views expressed in this message are those of the individual sender,
except where the sender specifically states them to be the views of the
Care Quality Commission.
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Subject: RE: Board governance

From: Kay Sheldon (kay_sheidon
To: Jo.Williams

Date: Thursday, 25 August 2011, 7:42

HiJo

Many thanks. This sounds good.
Kind regards

Kay

- OnTue, 23/8/11, Williams, Jo <Jo.Williams@  |wrote:

From: Wiliams, Jo <Jo.Willams@ |

Subject: RE: Board governance

To:"Kay Sheldon" <kay_sheldon@  |"Williams, Jo" <Jo.Willams@ |
Deirdre Kell' <d.akely@  [johnharwood" <johnbarwood@ | "Martin
Marshall' <MartinMarshallg = "OluOlasode” <o

Cc: "Cammon, Alastair” <Ahstair.Cannon@—[Brown, Jerina"

<Jerina.Bro
Date: Tuesday, 23 August, 2011, 12:52

Dear Kay

Ithink this is a very good idea. tis good practice to review govemance on an annual
basis.

fve been a little slow in replying because | wanted to check what internal audit had been
doing. They have completed a govermnance review and the issues it raises from the
Board will come to our strategy day. |haven'tseen the report but | have just had this

brief from Alastair and | will pursue it. |think we need to have the discussion and
whether there are other things we want to do.

Hope this suffices for now.
Best wishes

Jo

Angela Manroy sent on behalf of Dame Jo Williams

out:blank 13
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Chair

Care.Quality Commission
Finsbury Tower

103-105 Bunhill Row
London EC1Y 8TG

Telephone: |

Intemal Extensionf |

E-mail: angela.manroy@:

Statutory requests for information made under access to information legislation such as
the Data Protection Act 1998 and the Freedom of Information Act 2000 should be sent
to: information.access@cqc.org.uk.

Fromx Kay Sheldon [mailto:kay_sheldon@
Sent: 19 August 2011 07:10
To: Williams, Jo; Deirdre Kelly; john harwood; Martin Marshall; Olu Glasode
Subject: Board governance

Dear Jo, Martin, Deidre, John & Olu

| am writing to suggest we have a discussion In the near future to establish/clarify how we discharge our
board duties and how these relate to the owerall govemance of the organisation. Whilst | feel we are all
making good contributions, | also feel that we could be more effective, and indeed more useful to the
organisation, if we had a clear and shared understanding of the role of board members.

We have a wealth of knowledge and experience on the board, including and in particular of senior level
govemance, which could be put to (even) better use for the benefit of both the publlc and the
organisation. There are no implied criticisms here but a desire to 'raise the game' around board
govemance so that we can be sure we are discharging our responsibilities and accountability as
effectively as possible.

It may be that others feel we doing the best we can. In any case, it is always good to review how things
are going preferably through a collective and constructive dialogue.

Very best wishes

Kay

The contents of this email and any attachments are confidential to the
intended recipient. They may not be disclosed to or used by or copied in
any way by anyone other than the intended recipient. If this email is
received in error, please notify us immediately by clicking "Reply" and
delete the email. Please note that neither the Care Quality Commission nor
the sender

accepts any responsibility for viruses and it is your responsibility to
scan or otherwise check this email and any attachments.

Any views expressed in this message are those of the individual sender,
except where the sender specifically states them to be the views of the
Care Quality Commission.

yout:blank 213

WS0000078553



CP VERSION

Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 - KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS5 [ ] to the Witness Statement of
Kay Sheldon

WS0000078554



CP VERSION

-3ubject: Re: Follow—up from CQC Board Meeting

From:. Kay Sheldon (kay_sheldon@S
To: - Louise.Guss

Date: Thursday. 23 June 2011, 16:38

Hi Louise

Many thanks for your email. | was going to email about setting up a meeting to discuss this as I'm conscious that
I still feel unclear about the interfaces within the risk management framework especially at board/strategic level so
. your email is very welcome.

The next time 1 am in FT is July 13th. | could either meet you after the board meeting. Or a little later at 3.30pm. |
could also do July 14th at lunchtime/early aftemoon.

Let me know if any of these are conwenient.

Best wishes

Kay
— On Thu, 23/6/11, Guss, Louise <Louise.Guss@:wrote:

From: Guss, Louise <Louise.Guss@ |

Subject: Follow-up from CQC Board Meeting

To: "kay_sheldon@ kay_sheldon@
Date: Thursday, 23 June, , 14:23
Hi Kay,

You may recall that at the June Board meeting | said that | would pick up your point regarding the Board
being sighted on significant risks coming out of (but not restricted to) the Audit and Risk Committee.

It would be very useful to me if we could meet up when you are next in London or FT so that | can get a
proper picture of your concems (so that | am not making assumptions). Would that be useful do yo
think? :

Hope that this finds you well,
Louise

Louise Guss

Director of Governance and Legal Services
Care Quality Commission

The information contained in this e-mail and any attachment is for the exclusive use of the addressee,
and is confidential to them. It's contents may be legally privileged.

If you are the addressee, then you should not disclose, copy, or distribute the information, either in it's
existing or any amended form, without obtaining prior permission. If you are not the addressee you
should not disclose, copy, distribute or take any action in reliance upon, the information contained in this
e-mail; to do so is prohibited and may be unlawful. If you have received this e-mail in error, please inform
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Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 - KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS7 [ ] to the Witness Statement of

Kay Sheldon
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Subject: Inspections

From: Kay Sheldon (kay_sheldon
To: Frances.Care

Date: Thursday, 19 May 2011, 9:45

Hi Frances

Many thanks for facilitating my 2 recent site visits which were interesting & instructive. Both inspectors were very
helpful and | was able to engage as well as obsen. It is clear that there is a high level of commitment and energy
amongst our inspectors.

As you will be well aware, we are currently undertaking reviews of our regulatory mode! and implementation, and |
wanted to share with you some general thoughts about site visits (based on the isits | undertook plus
conversations with others) and indeed our regulatory model as | would value your feedback as a regional director.

There is strong support amengst inspectors for a model of regulation based on the experiences, views and
outcomes of pecple using senvices. However | wonder if we have the optimal balance - or interaction - between our
processes and what we are seeking to achieve with our regulatory model. There seems to be a - perceived -
tenslon between a isk based' & Tlight touch' approach and actually finding out what's going on in a senvce. m not
certain that our inspectors can always see the weod from the trees through being driven, at least in part, by our
processes.

For the 2 care homes | visited the QRPs seemed to be of little value in that they were populated by provider
information (usually from comporate docs) from the registration process and some very specific data from prevous
reports some years ago. There were no recent comments from senice users.

On the visits, | was able to walk around the homes to look, listen and talk with service users and the care staff.
From this, | was able to gather a wide range of information about the quality of care (that related to essential
standards) that would not have been picked up from documents and talking with the manager. This was not
particularly time-consuming and prompted specific checks of decuments particularly care plans. The inspector (of
the first Visit) translated our findings into 7 improvement actions with a quick tum around and is planning a follow
up Visit with a colleague and it was good to see this level of response. However | do think there are issues around
how we build up a picture of what it's like for people using the service and that there is not sufficient clarity and
emphasis on what's expected and needed in this regard.

My view is that site visits should be 'dynamic’ inspections - particularly looking & listening, and talking & probing
where necessary. This is not about crawling all over a senvice but keeping your ears and eyes (and mindl)

open. How (and to what extent) inspectors engage with people using the sences is crucial, not least an
awareness that it is very difficult for a senice user to comment freely an the senice with members of staff within
earshot (as was the case). | guess these cbsenations relate to generic inspection skills and | appreciate it may
be a difficult message if we provide ‘training' on this to people who have been inspectors for years...

Team work is very important for home workers and it is clear your team has exceptional team spirit and

support. I'm not sure we hawe the breadth & depth of expert input required especially at this still early stage in
deweloping a generic model. | think individual inspectors are having to work well outside their comfort zones at
times. The second inspector was very aware of the limitations of her background in refation to inspecting a large
acute hospital & liaising with CEOs and senior managers (but very game to do her best). Sometimes it is also the
case that inspectors 'dont know what they don't know'.

It seems relatively straightforward to access specialist clinical knowledge but maybe more thought is needed
around the nature of support for Inspectors at different stages of the regulatory process.

Sony this has tumed into a long email. Rather than expect you to respond in detail, | wonder if we could have a
‘phone conversation as | would really value your thoughts on the above as we go forward?

Very best wishes

Kay

wtblank "
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Statement No: First

Exhibits: KS1 - KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS8 [ ] to the Witness Statement of
Kay Sheldon
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Subject: RE: June 29th

From: Kay Sheldon (kay_sheldon

To: Rosalind.Sanderson
Date: Tuesday, 21 June 2011, 16:19
Dear Ros

Most, if not all, Commissioners have been out on inspections with inspectors. The person to liaise with be either
Jerina Brown or Lesley Thomas in Finsbury Tower.

fve outlined some thoughts on inspection uisits, based on the visits | have done as well as my experiences with
the MH Act Commission & the Healthcare Commission, and as a user of mental health senices. These are my
reflections and are by no means exhaustive or definitive. Therefore:

boutblank

need more focus on inspections on building a picture of what it Is like to live there. Some information e.g.
policies, could be looked at later. Similarly speaking with managers couid mostly happen by ‘phone if
necessary

therefore spend more time speaking with the people who use the senice, sitting with them, locking around.

use sensitive/appropriate probing & everyday language 'How do you like living here?' ‘Are the staff
kind/helpful/respectfui?' ‘Do you think you're treated as individual? ‘What's the food iike?' ‘Do you get
enough to eat?' How do you spend your day? ‘What do like to do? ‘Hawe you any suggestions on how the
'sendce' could bs improved?’ Do you have any worries about the care provided here?'

Wherever possible talk with people using the senice in private/out of earshot of staff

| gleaned more Information from simply waiking around and chatting to people than from other sources of
information, as examples, | noticed: no-one was independentiy moving around; many people were asleep in
recliner chairs; that there were few activities; many people had not been outside for months; alady told me
she spent most of the day sitting In her chair & that was probably why she had a sore bottom! a clock was
wrong in the sitting area and that a man had a different time (still wrong!) on his watch; a lady had been
incontinent of urine seemingly for a while; another iady was stiil waiting to be got up after lunch; all
residents were given drinks in spouted cups imespective of need.

Looking at care plans/notes is also time weli spent. From above, we were able to glean that some people
had pressure sores and that people with dementia were being prescribed anti-psychotics & anxiolytics.
Also the care provided was not individualised and the regime rather institutionalised

Interestingly most people felt the staff were helpful and friendly. However they did not feel they could ask for
anything - the sendce did not encourage views/feedback and there was an implicit assumption that
residents would - should - fit into the routine

information about the care provided can also be gleaned from staff providing direct care: knowledge of their
role, what they do, how they do, what makes the job worthwhile/difficult

where no recent comments from senice users comes up on the QRP - this should raise a question and
potentially flag a 'risk' especially if the client group may have particular difficulty woicing views/concems.
Establishing whether this is an active advocacy senice that has a regular presence could be seen as
mitigating this Tisk’

Absence of information - gaps - should be as important as where we hawe data. The QRP is a tool of which
the strengths and limitations needed to be understood and, when relevant, accounted for

There are (complementary) ways of getting access to the experiences and quality of care provided: local
groups; relatives/carers (short surwey and/or a letter inviting feedback?); adwocacy senices; the senvices
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own feedbatk mechanisms (including if there is one and how it works)

e |found myself wonderinfj what was reasonable to expect of senices (as essential standards) when there
are.issues around funding. The outcomes of the Visit to the home for older people were: 7 Improvement
actions (2 moderate, 5 minor concems); not to agree to an increase in the number of beds (which the
owners were seeking) and for the inspector to go back soon with a specialist in dementia. This sesmed a
proportionate resporjse in the light of the findings from the inspection Vsit.

These are a few cbservations. Apclogies if | seem to be stating the obvious! Please do share them with your team
for discussion. | would be interested to hear any feedback.

Best wishes

Kay

— On Mon, 13/6/11, Sanderson, Rosalind <Roslind.33ndemn@ute:

From: Sanderson, Rosalind <Rosalind.Sandersonq:
Subject: RE: June 28th

To: “Kay Sheldon” <kay_sheldonq—‘

Date: Monday, 13 June, 2011, 18:57

Dear Kay

Thank you very much for responding to me. We were very much hoping that you would be able to attend
but hopefully you will be able to come to our next regional day in three months. I'm sure as a region we
would be able to meet your expenses, Jo Dent, our RD, has suggested this. Do you know of any other
Commissioner who may be able to attend who has also had recent experiences if visiting servces with
inspectors?

The focus of the day this time was about how we can ensure good outcomes for people receiving care
senices through our regulatory work. | understand that you have recently been out with inspectors and
that not all your experiences were as you had hoped for. 1 wonder if you would be able to let me hawe a
few examples of this so | could put a couple of slides together about your experiences, both good and
bad examples to focus people’s thoughts for the day. We are holding workshops in the aftemoon
focusing on dementia care, emvironments, MCA and DoLS and enforcment processes.

1 look forward to hearing from you
Kind Regards

Ros

Ros Sanderson
Registration Manager
North East Region

e SR
®Home office phone:

Rosalind.Sanderson

By post to:

cac

Citygate

Gaflowgate
Newcastle upon Tyne
NE1 4PA
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Dated:
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About the Care Quality Commission

The Care Quality Commission is the independent regulator of health care and
adult social care services in England. We also protect the interests of people
whose rights are restricted under the Mental Health Act.

Whetherservices are provided by the NHS, local authorities or by private or
voluntary arganisations, we make sure that people get betler care. This s
bacause wi

= Fogus on guality and actswiflly to sliminate poor guality care

o Makesuse care 15 centered o penple’s npeds and protects thedr rights

ol

Conauhtation: Ouwr propoesals forour Judgerset Framawark and Enfocement Palicy
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introduction

Since April 2010, the Care Quality Commission {C0C) has brought 22,000 reguisted
providers of health and sacial care services into the new requlatory framework governed
by the Health and Social Care Act 2008, We have registered these providers against |
ﬁ‘ssentia{ standards of quality and safety within extremely challenging tmescales and,
since registration, we have inspected thousands of care services to judge how well they
continug to meet those standards. ' '

We do not act iniselation. CQC plays its role to ensure the essential standards are met,
but there are 22,000 regulated providers of 37,000 registered services in England and
expectations of regulation must be realistic. Bvery part of the system ~ from providers, to
commissioners, to professional regulatons - has a duty to make sure that pooicare is
idantified and addressed. All of those involved in providing care - senior management,
boards of governors, madizal professionals and frontline staff -~ have a part to play in
stopping of reparting poor care whenever they sesif. If poor care s happening, someone
somewhere knows about it and should act.

For aur part, we have listenad to what providers and the pablic have told us about some
of the chaflenges of cur current requlatory model. in addition, as part of the process of
refarming the HHS, the government has sought to strengthen our role 1o ensure that we
foeus on our core husiness: to monitor and inspect providers to make sure that the
essential standards are being mel and to take swift action where they are not.

Simplifying and strengthening our regulatory model

We are now simplifying and strangthening our requlatery medel to reflect this focus, and
to build on what we have leamet in'the last 18 months,

We will cantinue 1o be focused on autcomes for people who use care services; risk-based
in line with the principles of Better Regulation; intelligent, using the wealth of information
that COC inspectors and analysts have at their dispasal; and responsive, ensuring that we
act guickly to take requlatory action when we identify that the pssential standards are not
bedng med.

We will inspect must services more often, our inspections will be more targeted, and
where we find that providers are not meeting their legal requirements we are clear that
swift action will Tollow.

The refinements we are propoesing are not about toughening ows approsch or about
‘raising the bar'; our aim is to be dlear shout whother & provider is meeting the standards
or net and, where they are not, what regulatory action will follow.

Because some of these refinements affect our key guidance, we are holding this
consultation te give providers, the public, commissionars, our staff and other stakehalders
the oppartunity to comment.

Cansaltation: Our propossls for owr Judgement Framawark and Enfurtamant Pualicy 4
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We are also improving the way we publish information for the public to make sure it is
clear, accessible and supports choice. We befieve these improvements will give the pu. blic
and providers greater clarity about whether or ot providers are mesting essential |
standards. Together with the establishment of Healthwatch England as a comm ittee of
COC, they will continue to ensure that the vaices of penple who use services are always at
the centre of our werk. ‘

in early Qctober we will also be launching 2 consultation on our proposed fees scheme for
2012713, We ook forward to hearing people’s views on thess proposals (oo,

We will be working with Monitor, whe will launch their annual consultation on the
compliance framework for Toundation trusts towards the end of the year, to ensure that
aur approaches are aligned.

The key features of our improved regulatory model

Under the Healtl and Social Care Act 2008, health and social care providers have @ legal
responsibility to make sure that their senvices meet the essential standards of quality and
sataty, The public has a right to expect thesewhenewer or wherever they recelve care,

Dur core business is 1o reqister providers against the essential standards of quality and
safety and to monitor and inspect them Lo make sure they continue to meat the
standards.

We will continue to carry out scheduled, responsive and themed inspactions of services,
and they will continue to be unennounced unless there ¥ a good reason to et the service
know we are coming.

We plan to inspect most soctal care, independent healthcare services, and NHS hospitals
at least once a vear. By NHS hospitals we mean all NHS hospitals that provide acutz
services and all NHS ambulance trusts. We intsnd to inspect at least one type of senvice’
in atl other trusts. We plan to inspect dental services at least ance every two years.

Our inspections will be mare targeted o take account of the nature af the care a ssrvica
prowides, the level of information we currently have aboul {t, the risks to people, and the
approach relevant to the sector reguiated, We will focus our resources on acting swiftly
when we identify that essential standards are not being mat. We will not necessarily
inspect all 16 essential standards every year, but we will usually target our nspections by
focusing on a smailer number of standards.

Wa will nat ask the provider Lo send us information before an inspection, but during or
after an inspection we may ask to see further Information it necessary 1o provide evidence
of compliance.

In-betweer inspections, cur inspectars and analysts will cantinue to monitor the
information we hold about services and build up a profite of each service kaown as the
Guality and Risk Profile), which helps Inspeciors to decide where there is 2 risk of poor
care.

331 i s Guidonce abiut cumplionce:
s chvdide dds] 5813

Farther information ebout service types can be found vo pages |
Essantial stondords of guality aad safely vewndgraig g

Consultation: Our praposals for our Judgewent Framework aod Enforcement Polity 5
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To support these improvements to aur regulatery model, we are proposing to
improve some of the key guidance that underpins it - our Judgement framework,
Setting the bar and Enforcement policy. This consultation sets.out those
improvements and seeks your views on them.

Algngside this consultation, the government is consulting on aspects of the Health and
Social Care Act (Regulated Activities) Regulations 2010, which are also being reviewed in
the light of the experience of regulation; they do not fully function as they were intended
and proposals for change have been made 1o ensure clarity, or to remove unjustified
burden on providers. The Government’s proposals mainly relate to definitions of the scope
of requlation, and clarify various matters of detail in defining providers wha are inor out
of our regulatory scope.

Howaver, they also set out a proposal for 3 new form of notice that we will have to serve
in advance of using some of our prosecution powers. This would replace the current
arovision wherehy we may only take certain enforcement action following service of a
warning notice, Our proposals for amending our enforcement policy take account of these
proposals, su that our amended enforcensent policy will goverm our crimii‘xa! law response
it the new propusals are adopted, or if the current arrangements remain.”

until 7 Oetober 201 1

¥ The Covermment's consuitation 1s avallable 2t the following weli af;ic_i; 5
ety i :

5

htind Db geokdans Dotk

fatioin SRH 2RSS

Camultation Our proposals for aur Judgemer Framework and Enfprgement Policy
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About this consuliation

Qur regulatory madel is currently undlerpinred by four key guidance documents:

s Qur “Guidance about compliance: Essential standards of quality and safety’ sats
out what providers shouid do to comply with the regulations made under Section 20
of the Hegith and Sodial Care Act 205.]8.

«  Qur ‘Guidance about compliance: Judgemeant framework’ sets out how we will
Judge whether or not providers are compliant with the essential standards.

£

“Setting the bar® sets out how we decide what regulatory rasponse we will take
whare providers are pon-compliant.

#  Dur ‘Enforcement policy” sets sut what that regulatory response will be when we
make a judgement that a provider is non~compliant with one or more of the
regulations.

We are seaking people’s views on vur proposals for improvements to our Judgement
framework and Enforcement policy, “Setting” the bar bas been incorporated into the
Judgement framework.

We are also seeking people’s views on the documents associated with these changes:

s The eguality impact assessmant, which looks at the impact of our proposed
Judgement framewaork and Enforcement policy on people's equality and diversity.
Cur prﬂf should promete equality for people and not lead to disadvantage on the
grounds of genader, ethnicity, disahility, refigion, bedief, or sexual orientation.

¢ The requiatory impact assessment, which looks at the costs and benefits of our
proposed new approach on providers, the CQC, and people who use services.

The propesals aim to simplify and strengthen the process by which we make judgements.
They reduce the regulatory burden on those providers who comply with the essential
sbam:iarc 5. They alsa underpin our strategic priodty of acting swiftly to help eliminate poor

guality care.

The consuitation period runs for 12 weeks from 19 September to 9 December 2011,
Wi look forward to receiving Teedback from people who use services, their carers and
families, providers and comniissioners of care, our staff, and anyone alse with an interest,
by @ December 2011, Details of how to send us your commerts are i the "How to
reﬁg‘on'i tor this consultation’ section of this document on page 10,

Whan the consultation period has ended, we will review the feedback we have reciived
and carefully consider any changes we need to make 1o the documents.

We will publish the final versions of the Judgement framework, Enfarcement policy and
impact assessments in early 2012, We do not intend 1o review the ‘Guidance about
compliance: Essential standards of quality and safety” at this point in i,

~4

Consultation: Cur proposals for our Jodgemest Framework and Enfarcement Fafley
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Cur proposals

Clur proposals are set out in three parts. First, we describe which of the pringiples that
ungderpin the guidance will not change. Second, we describie the proposals for the
improvemsnts we want to make, and third the proposals for the format and layout of the
guidance. We have described the proposed changas, and how they differ from current
quidance and practics, below.

Principles underpinning the guidance

The following principles that underpin the Judgement framework and Enforcement policy
will not change:

v inspectors will abways consider whether they have enough evidence to make a
judgement.
»  Curappreach to regulation will continue to be risk-based and outcome focused.

o Wewill continue to consider whal is reasonably practicable and proportionate (under
public law principles) before taking any action.

s Therange of enforcement options open ta CQC remains the same (subject to the
Covernment's consultation referred (o on page 4; if the regulations are amsended, we
will introduce the pre-prosecution notice; hut if they zre not, our enforcemant
pptions remain the same).

Changes to the Judgement framework and Enforcement policy

This cansultation proposes the following changes to the Judgement framework and
Enforcament policy:

Cansuftation: Our propesals far o Judgement Framawark and Enforcement Policy 8
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Proposal 1

Following ar inspection or review, we will judge providers to be either compliant or
nomn-campliant.

We will take no action if providers are compliant. Where 3 provider is compliant,
our inspactors will have the opportunity to make tomments that may be useful o
the provider and to the public abeut miner improvements that could be made, but
there will be no improvement actions or requiatory follew-ups.

Where providers are non-campliant, compliance actions are the precursor to formal
legisiative enforcement action.

How is this different?

Currently, & provider can bie compiiant but with some concerns Tor whichowe set
improvement actions. The change will make it very clear whether a provider is
comphant or non-compliant, and help us to target non-compliance more effectively.

Proposal 2

Our inspections will he focused on identifying aress of non-compliante, rather than
facusing on compliance. Where we see non-compliance we will continue 1o
triangulate our evidence to reach a judgement. f we see compliance, our judgement
will be that the provider is complisnt.

How is this different? »
Currently, we look for specific evidence of compliance during our reviews, 50 this is a
shift in focus to finding evidence of non-compliance rather than compliance.

Proposal 3

Where we judge that g provider is non-compliant with one or more of the
regulations, the level of impact on people who use the service (mingr, moderate or
major) will inform the regulatory respanse we make. We will judge the level of
impact on people who use the service after we have resched a judgemant of non~
complisnce with a regulation.

How is this different?

Currenitly, we judge a level of concern before we make 2 judgement as to whether
the provider is compliant or nov-compliant. A cancerm: €an be graded as minor,
moderate or major. We reach this judgement by considering the impact on panple
who use the service ard the likelihood of it happening. Under these proposals, we
will no longes refer to @ level of cantern, and we will consider the impact on people
L after we have made a judgement of nan~-compliance.

Consultativn Our proposels Tor cur Judgement Framework snd Coforcament Policy 9
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Proposal 4

Qur level of confidence in the provider's capability will not directly affect our
r?ggigz.czry response. Our requlatory resgonse will be prisnarily based on the
significance of the non-compliance and its impact on peopls who use servicas.

How is this different?

Currently, our level of confidence in the provider (combined with the leve! of
concers and the number of concerns) divectly atfects our judgement of tmnpiianm
or non-compliance as well as our regulatory response. With this propossl, inspectors
would instead take capability into account alongside other factars when determining
the appropriste response.

Proposal 5

The escalating scale of enforcement sction will belp inspectors decide which
requlatory response to take. We will follow 2 clearer, more transparent escalation
process to ensure providers achisve compliznce, referred to as the enforcemant
escalator. We will not normally issue a second compliance action to follow up a
compliange action. We will not normiafly extend the timescales we give providers 1o
achisve compliance. Failure to respond to compliance of enforcement actions wil
usually result in an escalation of enforcement activity. However, we will always be
proportiondte in the action that we take and we will retain our discretion to take
individual circumstances inko account,

How is this different?

Cusrently, we may extend deadiines to enable providers to meet conmpliance
actions, or we may set consecutive compliance actions to enable providers to
become compliant. The enforcement sscalator will e wauch clearar and transparent
in setting out which regulatory response will be applied,

Proposal &

Wwe will judne the level of impact on people who use the service, induding the degres
af risk to which they have been exposed, for sach one of the reguiations where we
have identified non-compliance. We will assess whether the impact of this risk is

minor, moderate or major, and this will influence our regulatory response.

How is this different?

Cusrently, inspectors make a risk assessment of concerns that have been identified 1o
determing whether it is a minas, moderate or major concern. The current risk
assessment rakes account of the impact on people using the service {low, medium or
highy as well as the likelihood thet the impact will recur {unlikely, possible, almost
cartam},

Consulation Our propusals Torcur Judgement Eramewark and Enforcament Policy 1@
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Proposal 7

Whe@ we issue @ warning notice for non-compliance with a regulation, we will
publish-a summary of the notize and refer to the warning notice in i’he’ﬁompiiance
FEpOrt, unfess representations ahiout that notice are receiver and uphald. Where the
provider does not comply with this notice, evidenca on which the notice was i:raséf:i
caré_be %ansidamd again and used as 3 basis for further action if mmpiiance 5 na.t
achieved.

Haow is this different?

Currently any warning notice served is nat mentioned in the compliance report. This
means that people who use services are unaware of any action being taken on a
provider or manager. This can be of majdr concern 10 people who use services whare
ir-appears that we are not acting upon information receivad.

The documents we will use in our work

Inspectors will use the new Judgemant framework to decide whether @ provider or
manager is compliant o non-compliant with the essential standards. If a provider is found
ta be nan-compliant, inspectors will identify what the ron-compliance with one or more
regulaticns is. The framewstk will be used to consider the impact of nen-complisnce on
peapte who use the service. This impaci then detsrmines what our regulatory response wilk
he for which our inspectors will refer to the Enfarcement pelicy.

‘Setting the bar’, which currently helps inspectors decide whether or not the concerns

identitied mean that a provider is compliant or rot, will effectively be incarporated into
Stage 4 of the Judgement framework,

Sector-specific case studies that help inspectars identify the appropriate impact.on people
will be available on ous website rather than within the Judgement framewark, This means
that we will be alile to update them frequently with real gxamples.

As is currently the case, the Judgement framework is applied anly wiere a provider is
non-compliant with one ar mare requtations for the first time. Whers we judge @ provider
to he non-campliant consistently and more than once with a particular regulation, the
enfarcement escalator within the Enforcement policy will normally be appliad.

inspectors will refer 1o the Enforcement policy and its gecalator of enforcement action to

identify the most appropriate requlatory response 10-any non-compliance. For example, if
a provider was found to be non-tompliant after the timaframe for a compliance action has
passed, we would choose the next level of action that is apprapiate ta sexure compliance.

Within the Enforcement poticy, we have removed duplication on the subject af
representations and appeals to help inspectors, providers, managers and others o
understand the regulatory principles and methodology. The priviciples of enforcement
under the lonising Radiation {Medical Exposure) Regulations 2000 (IRMERY are included
for the first time,

Corsultation: Our proposals for aur Judgemant Framewark and Enfoirement Palicy 11
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How to respond to this consultation

When ‘respon;dirzg to this consultation, it would be helpful if you could consider the
following guestions. Please explain your answer to each question,

Ouerarching guestions

1. Do you agren with the improvements that we proposs to make to the Judgement
framework and Enforcement policy?

[0

Hy using the revised Judgement framework and Enforcement policy, will £QC be ahble
to regulate and take action to help eliminate poor quality care more effectively?

Judgement tramework

%]

Da you understand the processes our inspectors will Tollow to make judgements based
on the revised Judgement framework?

4, Do you think that the process and associated guidance is clear?

5, Do you think that the revised Judgement framework wil enable us to be more
consistent i implamenting our judgements?

Enforcement policy

6. Do you understand what our enforcement powers are and how we can use them?

7. Do you think that our protess of escalating action in response 1o non-compliance is

clear?
8. Dayou understand the implications af non-compliance?
9 Does the “enforcemant escalator help you to understand the range of action that is
available to us where providers are non-compliant with the regulations?
Regulatory impact assessment

10. Dues the regulatory Impact assessment accurately represent the impact of
implementing the guidance to providers of requlated activities 2 e ethers?

Conmiltation: Chr proposals fos our Judgument Framewath and Eoforcemant Policy 12
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it DQQS' ihe regulatory impact assessment accurately reflect alf the henefits associated
with implementing this guidance for providers of requisted activities and people who

LSE SerYices?

Eguality impact assessment

2. Are therz any proposals contained in the Judgement framewark or Enfarcement policy

that might have an adverse impact on race, disability, geader (including gender

reassignment], sexual orientation, religion or belief, or age eqguality For vou or for

peopte who use services?

Please send us your response 1o the questions above by
Friday 9 December 2011

You can respond to our consultation in three ways:

Online

Lise our online form at
WL cae.org.uk/youwvisws/consultations.ofm.

By email
Email your response to JFEPconsultation@oqo.org.uk,

By post

Write to us al:

Judgement framework and Enforcement policy cansultation
Care Quality Commission

103-105 Bunhill Row

FREEPOST Lon 15399

London

ECTB 10QW

Cansutation: Our progossls for our Judgement Framawark and Enfoscement Poficy
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Protecting your rights

Following the Code of Practice

This’ cansultation follows the Cabinat Qffice Code of Practice on cansultation. In
particular, we aim to)

s Consult widely throughout the process, allowing 12 weeks for written consultation.

»  Be clear about what our proposals are, who may be affected, what quastions we want
to ask andd the timescale for responsss,

«  Ensure that our consultation is cleay, condse and widely sccessib

¢ Ensure that we provide feedback regarding the responses received and how the
consultation process influenced the development of the policy.

= Muonitor our effectiveness at constltation, including through the use of a designated
consultation coordinator,

s Ensure our cansultation follows better regulation best practice, including careying out
& regulatory impact assessment.

Confidentiality of information

information provided in response to this consultation, including personal information, may
be published or disclosed in accardance with the access to information regimes {these are
arimarily the Freedom of Information Act 2000 (FOIA), the Data Protection Act 1938
(OPAY and the Envirgnmental Information Regulations 2004).

If you want the infarmation that you provide to be treated as confidential, please be
aware that, under the FOIA, there is @ statutory Code-of Practice with which public
autharities must comply and which deals, amang other things, with obligations of
confidence. In view of this, it would be helpful if you could explain ta us.why you regard
the infarmation you have provided as confidential, i we recelve a request for disclosure af
the information, we will take full account of yuur explanation, butwe cannot give an
assuranice that confidentiality can be maintainad in all circomstances. An automatic
confidentiality disclaimer generated by your IT system will not, in itself, be regarded a3
binding.

We will process your personal data In accordance with the DPA and in most ciicumstances
this will mean that vour personal data will niot be disclosed tn third parties.

Consultation: Our propasals for our Sudgenent Framework and Erifarcament Poticy 14
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Further imformation

1 you have any comments or concerns relating to the consultation process that you would
like to put to us, please wiite to:

{are Quality Conmission
Finsbury Tower

103-145 Bunhifl Row
London

ECIY 8TC

© Care Quality Comunissian 2011
Fublished September 2011

This publication may bereproduced in whilg orin palt ire ary format or nredium for fmrz*m:n‘nrn&;ra{zai .
purgses, provided that tis reproduced accurataty and ot tgedt i g derngatoly MAnnw O N a}fmbsieamg
cortted. The source shautd be ackaowledged, by shawing the publication tith: and € Care Quality

Comnission 2013,

Consulation: o proposats for our Judgement Framswark end Eaforcement Policy 15
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How to resporad to this consuliation

Online

Use our online form at
www che.org.uk/vourviews/consultations.ofm.

By email

Email your response to JFEPconsultation@oge.org.uk.

By post

Write to us at:

Judgement framework and Enforcement policy cansultation
Care Quality Commission

103-105 Bunhill Row

FREEPOST Lon 15358

London

£C1B 1QW

Please contact us if youwould fike a summary of this document in
another language o format.

if you have generat queries about CQC, you can:
Phone us on 03000 £16161

Fright us at: enguiries@rgc.org.uk

Wirite ta us at

Care Quality Commission

Citygate

Callowgate

Newcastle upon Tyne

MET 484

i cyeLorgLik

KR atE GomRe Bf A5G
< L7 Pisin finglinh Semusion

gc-i Eaeitind 333 ERESIEE Comaaiaihot
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Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 - KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS10 [ ] to the Witness Statement of
Kay Sheldon
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CareQuality
Commission

Regulatory impact assessment
CQC regulatory model

Judgement framework and enforcement policy

Intrdduction

1. The aim of this impact assessment is to assess the overall economic impact of CQC’s
proposed changes to its judgement framework and enforcement policy. The impact
assessment accompanies CQC’s consultation proposals. These proposals constitute an
improvement to the way that CQC regulates services registered under the Health and Social -
Care Act 2008. ‘ '

2. Theimpact assessment is required because the proposals will increase CQC’s regulatory
activity towards regulated providers who are not complying with the essential standards of
quality and safety set out in the Act.

3.  The purpose of the impact assessment is to identify and assess the overall impact that the
proposals are likely to have on regulated providers, people who use services,
commissioners, the public and CQC.

4. Inline with guidance from HM Treasury, CQC intends to publish both an initial and a final
impact assessment. This document is the initial impact assessment which accompanies the
consultation proposals. A final impact assessment will be published following an analysis of
the consultation responses.

5, The final impact assessment will be published after the consultation has ended and will
accompany CQCs final plans for making changes to its regulatory model. The planned date
for introducing changes to CQC's regulatory regime is 1 April 2012. More detailed
information on CQC’s proposals is included in the main consultation document.

6. Thisimpact assessment has been produced in line with standard guidance from the Better
Regulation Executive (BRE) and HM Treasury and recognises the Hampton Principles on
regulation (HMSO 2005).

7. Inline with guidance from HM Treasury, the key criteria for assessing the overall economic
impact of the proposals is whether the expected benefits for society as a whole are greater
than the expected costs. However the impact assessment recognises that the proposals are
expected to change both the level and distribution of costs and benefits among regulated
providers, people who use services, commissioners and the public.

Regulatory impact assessment CQC regulatory model 1
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Contents
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Background and impetus for the proposed improvements

8.

10.

1.

12.

13.

14,

15.

16.

Since April 2010 CQC has registered 37,000 NHS, independent healthcare, social care and
dental services under the Health and Social Care Act 2008.

These registered services are provided by 22,000 regulated providers who have a legal
responsibility to ensure that their services meet the essential standards.

The essential standards identify the standards of care the public have a right to expect
whenever or wherever they receive care. :

cQC's regulatory model is designed to monitor and inspect registered services in order to
ensure that requlated providers are meeting these standards.

CQC is now seeking to make improvements to the way that it inspects essential standards.
The proposals have been developed from suggestions from providers, the public and our
own staff on making improvements to CQC’s current regulatory model. The proposals
reflect CQC’s desire to simplify and strengthen how it regulates against the essential
standards. :

CQC’s judgement framework and enforcement policy will continue to be based on the
following principles:

o Inspectors will always consider whether they have enough evidence to make a
judgement.

e  Our approach to regulation will continue to be risk based and outcome focused.

e We will continue to consider what is reasonably practicable and proportionate (under
public law principles).

e The range of enforcement options open to CQC remains the same, subject to the
governments’ consultation on the Health and Social Care Act (Regulated Activities)
Regulations 2010.

However, whilst the regulatory principles will remain the same, CQC is proposing to make
changes to the way that it operates its judgement framework and enforcement policy.

The main changes centre on the proposal to introduce a more simplified system where
providers are either assessed as compliant or non-compliant with the essential standards.
This change will replace the existing system where some providers are assessed as
“compliant with some concerns”. In future, providers will be either compliant or non-
compliant.

CQC believes that the wider benefits to society of its proposed improvements will outweigh
any additional costs to both registered providers and CQC. This is demonstrated within the
main body of the impact assessment.

Regulatory impact assessment CQC regulatory model ' . 3
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Overview and summary of the impact assessment

17. The expected impact of the proposed changes to CQC’s judgement framework and
enforcement policy can be summarised as follows:

a) The proposed improvements will shift the focus of CQC’s regulatory activities away
from providers who are compliant with essential standards towards those who are not.

b) Providers who we judge to be compliant should expect to benefit from a reduction in
CQC regulatory activity, as CQC will take no further regulatory action where providers
are judged to be compliant.

c) Non-compliant providers should expect to face an increase in regulatory activity
(including follow up enforcement action) as CQC responds and takes swift action to
ensure they achieve compliance with essential standards. CQC will use an escalating
scale of enforcement action to achieve compliance and ensure consistency of
approach.

d) This shift in CQC’s regulatory activity towards non-compliant providers is in line with
the Hampton Principles on regulation (HMSO 2005), which advocates that
organisations which breach regulations should be identified quickly and face
proportionate and meaningful sanctions.

e) The main benefit of the proposed changes for people who use services, commissioners
and the public is expected to be that poor quality services are identified quickly so that
CQC can take appropriate action to make providers compliant with the essential
standards. ‘

f) Theintroduction of a more simplified judgement framework where registered services
are either compliant or non-compliant with essential standards means that any
provider which is currently compliant with some concerns and improvement actions will
need to make those improvements to become fully compliant by 1 April 2012,
otherwise it may be judged to be non-compliant.

g) The proposals do not change the fact that regulated providers are considered best able
to decide for themselves how they meet the essential standards. Each provider will
therefore continue to be expected to plan and allocate the resources, including terms
of the time, effort and money, required to be compliant with essential standards.

h) CQC intends to examine any new cost and benefit issues that arise during the
consultation and will ensure that its decisions and actions comply with public law

principles. These will be used to inform the final impact assessment which will be
published later in 2011/12.

Regulatory impact assessment CQC regulatory model 4
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Dptions for implementing the proposals to CQUs regulation

18. Tabie 1 summarises the key points of the two uptions facing CQC. it can sither make the
improvements suggested by providers, sur staff and the public, or & can retain its existing
regulatory model, There is no thivd aption that involves implementing ooly some of the
propased improvements, This is because each improvement is required to make the overall
changa to CQU's regulztory model,

Table 1: Options identified for the impact agsessment

ﬁptmn 1 mvaives ratammg tha emstmg gudgemuﬁ framewnrk and
enforcement pohcy In practice this means ‘that: R

e Providers can continue to he” compi‘ram with aoma foncmns forwl ich QQC
sets improvement actions. ,

idence.of compliance with the essential

CQC will continue to extend: deaﬂimeﬁ for mmphaﬂcu at:“tlons gwmg pmmdu&
©more timf: to bem'ﬂe mmpilani v

:‘umb~rs and %exaeh of conceins | sing 5 ‘img w bar

Option 2 mvoives makmg the pmpnsed ;mprovemmfs in response to
feedback from providers, CQC staff and the public, and our operational review
of the current model. In practice this means thal:

o Providers will be judged to be aither compliant of nan-camplia.
v QU will focus its resources on xuent;fgmg avidence of non- fomp%za"zc&

» LS ccnfacenw in providers will not a:f ity judgement of compliarice o
nar ampii"nce it th the fe%entwi ctandafds

2 CQC will Judgs, the fevel sf ampam on peop{e who use semcw af er it has
reached a judgeméant of non-compliance with the regutatuons

+  CQCs regulatory response Wx“ be determined by a new escalsting scale of
enforcement action. COC will not extend the timescales given o providers to
achisve compliante, or sot the same znforcement action & second time.,

s QO will Judge the Jevel of impact on people who use sepvices for each
regulation where it identifizs nen-compliancs.

«  Where CQU issues 3 warning notice for non-tompliance with a regulation, it
will publish 2 summary of the notice and refer to it in the compliance report, if
reprasentations are not received and upheld,

[¥31
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What work has CQC done to assess the likely impact of the proposed
changes? .

19. A project team was established to look at CQC’s regulatory activity under the Health and
Social Care Act (Regulated Activities) Regulations 2010. The project team considered the
likely impact of the proposed changes to the judgement framework and enforcement policy
on five groups of stakeholders:

People who use services.
o The public.”

o Commissioners.

s Regulated providers.

e CQC.

20. The project team examined a random sample of published inspection findings from both
planned and responsive inspections for a range of different types of provider. The team
analysed the impact of the proposals on both previous and future levels of regulatory
activity on the assumption that the proposals were already in effect.

21. The project team identified a variety of different impacts and benefits that were expected
to arise from the proposals and analysed how these would be distributed among the five
groups of stakeholders. '

22, The likely impact on CQC'’s regulatory activity was then analysed and checked against the
feedback and suggestions originally made by providers, the public and our own staff on the
current regulatory model. This was to determine whether the feedback and suggestions
supported the likely impact of the proposals. This analysis confirmed that this was the case.

23.  Accordingly, the analysis is used below to assess the impact of options 1 and 2 to the five
groups of stakeholders.

What criteria are used to assess the options?

24. Options are assessed according to the following 10 criteria:

a)  Feasibility of retaining option 1 or implementing option 2.

b) Comparative costs of options 1 and 2 for regulated providers.

¢) Comparative costs of options 1 and 2 for CQC.

d) Comparative costs of options 1 and 2 for people who use services.

e) Comparative costs of options 1 and 2 for the public and commissioners.

f)  Comparative benefits of options 1 and 2 for people who use services.

g) Comparative benefits of options 1 and 2 for the public and commissioners.
h)  Comparative benefits of options 1 and 2 for regulated providers.

i)  Comparative benefits of options 1 and 2 for CQC.

D Management of risks under options 1 and 2.

Regulatory impact assessment CQC regulatory model 6
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What is the feasibility of implementing each option?

25. The key test of feasibility is whether CQC has the statutory powers and the capability to

operate the existing regulatory model (option 1) or the new improved model (option 2). To
be feasible, options 1 and 2 must: '

¢  Fit within CQC'’s existing statutory powers under the Health and Social Care Act (2008)
and associated regulations.

o Be affordable.
e Be delivered within CQC's existing capabilities.
e Beimplemented by April 2012 (option 2).

26. The feasibility of options 1 and 2 has been assessed as:
e. Option 1 - Feasible
e Option 2 - Feasible.

What are the comparative costs of options 1 and 2 to providers?

27. The overall cost impact on regulated providers will depend on whether they are achieving
compliance with the essential standards.

28. Where providers have previously been judged to be compliant with some concerns, they
will need to continue to make the necessary improvements to become fully compliant by 1
April 2012. The proposals include removing the matrix system of aggregating concerns to
determine whether providers are compliant or non-compliant. This means that where
providers have previously been judged as compliant with some concemns, they may find
that they become non-compliant if they are not meeting the requirements of the
regulation. If this is the case, they will face increased regulatory activity from CQC.

29, If all providers who are currently “compliant with concerns” fail to become compliant by 1
April 2012 then in the short term (6-12 months) we estimate that 9% of providers will
move from being compliant to non-compliant.

30. The comparative costs of options 1 and 2 to providers are estimated at:

e Optiori 1 - NO CHANGE.
e Option 2 - Reduced costs for providers judged to be compliant:

o  Potentially increased costs to become compliant for providers who we judge to
be non-compliant, or similar costs but within a shorter space of time.

What are the comparative costs of options 1 and 2 to CQC?

31.  As above, the overall cost impact on CQC will similarly depend on levels of non-compliance.
If any providers who are currently “compliant with concerns” do not make the necessary
improvements to become fully compliant with the essential standards by 1 April 2012, then

Regulatory impact assessment CQC regulatory model 7
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they may be assessed as non-compliant and CQC will increase its regulatory activity
towards those providers. -

32.  In addition, the overall cost impact to CQC will depend not only on those providers who
move from compliant to non-compliant, but also on any deterioration in the position of
providers who are currently non-compliant through additional risks being identified.

33. If all providers who are currently “compliant with concerns” fail to become compliant by 1
April 2012, then in the short term (6-12 months), 9% of providers will move from being
compliant to non-compliant. In the longer term ( less than a year) the costs to CQC are
expected to reduce as compliance levels increase among providers.

34. The comparative costs of options 1 and 2 to CQC are estimated at:
e Option 1 - NO CHANGE.

e  Option 2 — Where providers are judged to be compliant, CQC’s costs will reduce
because no follow-up activity will be undertaken:

o Where providers are judged to be non-compliant, CQC’s requlatory activity will
increase proportionately to the impact that non-compliance has on people who
use services,

What are the comparative costs of options 1 and 2 to people who use
services? .
35. The costs under options 1 and 2 to people who use services are assessed as:

e Option 1 - LOW.

e Option 2 - LOW.

What are the comparative costs of options 1 and 2 to the public and
commissioners? ‘
36. The costs under options 1 and 2 to the public commissioners are assessed as:

e Option 1-LOW.

e Option 2 - LOW.

What are the likely benefits of the proposed changes? -

37. The overall benefits to society of the proposed changes will depend on levels of compliance
with the essential standards among providers:
¢ Under option 1 current levels of compliance and benefits are expected to continue.

¢ Under option 2, five main types of benefits are identified for the different groups of
stakeholders (see below).

Regulatory impact assessment CQC regulatory model 8
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38. The five main benefits of the proposed changes (option 2) are:

a) The proposed improvements will result in a faster regulatory response by CQC because
of the introduction of a more robust, transparent escalation process directed at non-
compliant providers. :

b) CQC's regulatory response will be more proportionate to the impact that non-
compliance has on people who use services.

©) The focus of CQC'’s regulatory activities will shift away from providers who are
compliant and towards those that are non-compliant.

d) The new, simple to understand system of “compliant or non-compliant” will result in
more clearly informed choices about which services to use.

e) More effective regulatory activity to address cases of non-compliance will reduce
levels of non-compliance in the longer term and so providé stronger assurance that
essential standards of quality and safety are being met.

What are the comparative benefits of options 1 and 2 to people who use
services?

39. The main benefits of the proposed changes (option 2) for people who use services is as
follows: :

o People who use services that are non-compliant will benefit from a faster regulatory
response from CQC to improve the services they currently use.

o People who use services that are non-compliant will benefit from CQC responding
proportionately to the impact that non-compliance is having on their personal
wellbeing.

o People who use services will have a clearer understanding of whether the services they
use are complying or not complying with essential standards.

e People who use services will benefit from stronger assurance that regulated providers
are achieving and maintaining essential standards of quality and safety.

40. Overall, the assessment of benefits to people who use services under option 1 and option 2 is:
e Option 1 — NO CHANGE.
e Option 2 — INCREASE / HIGH.

What are the comparative benefits of options 1 and 2 to the public and
commissioners?

41. The main benefits of the proposed changes (option 2) for the public and commissioners is
as follows: '

e Boththe pu blic and commissioners will benefit from non-compliance in regulated
services being addressed more quickly by CQC.

Regulatory impact assessment CQC regulatory model 9
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¢  Both the public and commissioners will benefit because CQC will target its regulatory
effort towards addressing issues of non-compliance among services.

¢  Both the public and commissioners will benefit because they will be more clearly
informed about the status and track record of providers who are compliant or non-
compliant. This will help inform their choices about which services to use.

e  Both the public and commissioners will benefit from stronger assurance that regulated
providers are achieving and maintaining essential standards of quality and safety.

42. Overall, the assessment of benefits to the public and commissioners under option 1 and

option 2 is:
e Option 1 - NO CHANGE.
e Option 2 — INCREASE / HIGH..

What are the comparative benefits of options 1 and 2 to providers?

43,

45,

The overall benefits to providers will depend on the value they place on meeting the
essential standards. The feedback CQC has received from providers indicates that they
would prefer a clearer judgement framework and enforcement policy where they are either
compliant or non-compliant. Feedback from providers (especially adult social care
providers) indicates that the current system, where they can be compliant but with
concerns can be confusing both for them, and for people who use the services and
commissioners who make choices based on our judgements. Some providers have raised
concerns about the consistency of our judgements. The new model aims to increase
consistency.

The main benefits of the proposed changes (option 2) for regulated providers is as follows:

e Providers who are compliant will see savings as CQC shifts its focus onto providers who
are non-compliant. For example, providers who are compliant may not be required to
submit information to demonstrate compliance.

e Providers who are non-compliant will benefit because they will receive more timely
regulatory involvement to help them address non-compliance.

e  Providers who are non-compliant will benefit because the regulatory intervention they
receive from CQC will be proportionate to the impact that non-compliance has on the
people who use their service.

e  Providers who are compliant will benefit from the stronger assurance they can offer to
people who use their services, the public and commissioners about the quality and
safety of their services.

Overall, the assessment of benefits to regulated providers under option 1 and option 2 is:
e Option 1 -NO CHANGE.
e Option 2 — INCREASE / HIGH.

Regulatory iinpact assessment CQC regulaiory model 10
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What are the comparative benefits of options 1 and 2 to CQC?

46. The overall benefits to CQC similarly depend on ensuring that as many providers as possible

47.

48.

are complying with essential standards of quality and safety. The benefits of option 1 to
CQC s that the current model retains the flexibility of being able to make
recommendations for improvement that providers must meet even where the
recommendations are not considered so serious that they are non-compliant. However, this
is in contrast to feedback that this system is confusing and leads to a lack of consistency in

judgements.
The main benefits of the proposed changes (option 2) for CQC is as follows:

e CQC (and its staff) will benefit because a faster regulatory response will enable CQC to
deliver its organisational objectives quicker.

e CQC (and its staff) will benefit because CQC will operate more effectively by focusing
its activity on responding proportionately to cases of non-compliance among services.

e CQC (and its staff) will benefit because CQC will be able to demonstrate that its
. regulation has achieved its objectives.

e  CQC (and its staff) will similarly benefit because CQC's regulation will be able to
demonstrate that it is helping to bring about stronger assurance that providers are
meeting essential standards of quality and safety for people who use services, the -
public and commissioners.

Overall, the assessment of benefits to CQC under option 1 and option 2 is:
e Option 1 - NO CHANGE.
e Option 2 -~ INCREASE / HIGH.

What are the main risks of proceeding with options 1 and 2?

49,

50.

51.

The main risk of proceeding with Option 1 is that levels and duration of non-compliance_
among providers will continue at a level that is unacceptable for all stakeholders. CQC will
not be as effective as it could be.in ensuring providers become compliant as quickly as
possible. ‘

The main risk of proceeding with Option 2 is that CQC implement a judgement frarpe\fvork
or enforcement policy that does not make a difference in levering improvements within

_providers who are non-compliant with the regulations.

Option 2 does bear the risk that there is an increase in non-compliance due to dela]ys by
providers who have been judged as being compliant with some concerns in becoming fully
compliant with the essential standards. The risk is that this continues beyond the expected
6-12 months.

Regulatory impact assessment CQC regulatory model ' 1n
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What is the preferred option?

52. Option 2 is preferred because it offers high benefits. Option 2 will enable CQC to focus its
resources on identifying and taking action where providers are non-compliant. The overall
- benefits of option 2 outweigh any short-term (6-12 months) potential increase in levels of
non-compliance among some regulated providers. This short-term increase might be
expected as CQC focuses its resources on evidence of non-compliance.

53. Option 1 is not preferred because it offers no change in the current level of benefits for
people who use services, the public, commissioners, regulated providers, and CQC. The
benefits of option 1 are not considered sufficient in comparison with those offered by
option2,

What are the legal considerations of the proposals?

54. Proportionality: the consultation proposals are not intended to go further than necessary
to.meet CQC’s aims of strengthening the assurance that requlated providers are meeting
essential standards, or that CQC is responding swiftly to cases of non-compliance.

55. Adverse effects: the consultation proposals are intended to strike a fair balance between
“the public interest and those adversely affected by the proposal.

56. Protections: the scheme proposals are not intended to remove any protections and or
legal rights enjoyed by registered persons, in terms of either those who provide them or
those who use them.

57. Legislation: the consultation proposals do not require any primary or se.condary
amendments under the Health and Social Care Act 2008,

58. Equity and fairness: the consultation proposals have no implications for minority groups
or race equality.

Post implementation review of impact
59. Following the consultation and implementation, CQC will carry out a post implementation
review of the impact of the new regulatory model within two years of its start date. Details

of the evaluation criteria/methodology will be published as part of the final impact
assessment later in 2011/12.

Regulatory impact assessment CQC regulatory model 12
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Summary

60. CQCis proposing to make changes to its judgement framework and enforcement policy in
response to a review of the way that it regulates registered providers against essential*
standards of quality and safety under the Health and Social Care Act (2008).

61. The new judgement framework and enforcement policy are intended to be a simpler and
clearer process for people who use services, commissioners, the public and providers to
understand.

62. Overall, the proposed changes are expected to reduce regulatory costs to providers who are
compliant with the essential standards because they will not incur the same level of
monitoring costs relating to improvement actions.

63. The proposed changes will result in greater costs for providers who are not complying with
essential standards. This is because non-compliant providers will face an increased
regulatory response from CQC through its escalation process.

64. The benefits of proceeding with the proposed improvements to cQC's regulatory model are
expected to be realised by providers, people who use services, commissioners, the public
and CQC during the first year of its implementation.

65. The level of non-compliance among providers who are currently compliant with some
concerns may rise in the short-term (6-12 months) before reducing.

66. It is possible that as CQC targets its resources to identifying evidence of non-compliance,
more providers will be judged to be non-compliant. However as providers become familiar

with the new policy, it is expected that they will take additional action to become
compliant.

Conclusion and recommendation

67. In conclusion, this impact assessment has identified that option 2 offers significant benefits
over option 1.

" 68. Consequently, this impact assessment supports the proposals set out in the consultation.

Declaration

69. | have read the impact assessment and am satisfied that the likely impact of the scheme
has been identified and set out in an informative way.

Cynthia Bower
Chief Executive, CQC

Regulatory impact assessment CQC regulatory model 13
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Subject: Mental Health Act functions

From: Kay Sheldon‘ikay_sheldon@l
To: CynthiaBower@ |

Ce: m@mlIv@ijﬁwn-Marsha“Cm-hamd@—

Date: Tuesday, 13 September 2011, 8:13

Dear Cynthia

I am writing ahead of the board meeting to express my serious concerns and deep disappointment at the way
the organisation has handled the 'modernisation’ of the our Mental Health Act finctions at sepior management
level:

1. A report was due at the September board. There is 1o explanation as to why this hasn't bappened.

2. AsI suspected that the fitll report would not be ready for the board meetmg, [ asked for an update on
where we are and where we're gomg. This hasn't happened either.

3. There is a huge loss of confidence n CQC in mental health internally and externally.

4. The situation we are in has been caused by a falure at senior management level There has beena
persistent lack of ownership, leadership and accountabilty.

. - - N - e w

- The scapegoating of the previous Head of MH ops 1o the failings is mappropriate and
disingenuous.

6. ] have heard many examples of bullying which 15 unacceptable and frankly abhorrent.

7. My confidence in CQC's ability to deliver the Mental Health Act fimctions has been severely undermined. 1
have trusted in the organisation but i is clear that we need to move beyond trust to holding Semor
management to account. On a personal level, I feel let down.

8. There is another progranime MABAZEr in place. However the ownership and oversight at seror
management level remains wresolved. 1 have heard and seen nothing that provides assurance that we are
approaching our duties under the MH Act ina strategic and coherent way. It is impossible to hold senior
management to account (indeed [ believe this is a wider govemance issue that the board and executive team

need to tackle).

—~

I appreciate this will not be well received but it is difficult to see how else to approach this m the cm'r?nt _
context. As a member of the board I feel I have no option but to hold the executive team t0 account in this
way ard to continue to do so untl there is adequate assurance.

Best wishes

Kay
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11411 Print

Subject: In confidence: the board
. From:  Kay Sheldon (kay_sheldon@ |

To: Partin.Marshall@‘jiharwoodcqc@S

Date: Friday, 16 September 2011, 9:04

Dear  Martinand John (I have not inchided Oln in this as he is moving on atthough acknowledge it
may be appropriate to do so)

I am writing because I am deeply concerned about the finctioning of the board. At the moment it is not
possible to discharge our roles and responsibilities effectively. I really feel we need to sort this out properly
and soon and, if we don't, it will be (further) detrimental to the organisation. I want to stress that I am not
inciting mass rebellion (or playing power games or even stroking egos!) but geminely want us to get to grips
with this. To be frank, if we don't we are not doing our job.

I feel we are being prevented (for whatever reason) from discharging our roles and responsibilities effectively.
As you know this is not the first time I have raised this and it still has not been addressed in any significant
way. Trust seems to be mentioned a lot which is obviously important but it is a 2/3 way thing. We have to
trust the exec to get on with the job but we also need to be trusted to do our job.

An fllustration: the revision of our approach to stakeholders and how it is being managed has gone down very
badly and, to be honest, is embarrassing as it represents lack of judgement and understanding (a recurrent
theme). I met with Jill & team - at her request - prior to the stakeholder paper coming to the board and made
clear (strategic) comments about it which would have helped & supported the transition but these have been
ignored (and so not valued). It was clear that the purpose of the meeting was to get my support and reduce
the likelhood of it being derailed at the board.

Our relationship with the chair is a very tricky and sensitive issue. I know Jo is under a huge amount of
pressure and needs our support, and there is no question of not supporting her. However the nature of this
support is very problematic and is long standing: we are expected to provide unconditional support with
whatever is done or proposed. Any challenge is treated as disloyal or negative. Yet constructive challenge
and debate underpins good decision-making.
It is clear that 'the teant is Jo and the executive team and we are seen as undermining this team approach. I
think [is right in that Jo doesn't want us to play much of a role (again for whatever reason). We are not
engaged in the development of strategy in the way a board should be and a significant reason for this is due to
the way we are led and the way board and strategy meetings are chaired.

The work done to support the effectiveness of the board has been pushed to one side.

Tt seems to me that we either imp along in the same way or we try to address it. If we try to addressitina
way that will lead to a change, we risk destabilising the organisation, upsetting Jo, alienating the exec team as
well as being seen as egotistical and self serving. We have a strategy day coming up where we are going to

look at working together with the exec but I don't feel very confident at the moment, based on previous
attempts, that this will lead to the changes that are needed.

sut:blank 172
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1Hai1 Print
I'would be very grateful if you could give this some thought and, if'you think this would be appropriate, that
we discuss/decide a way forward.
Very best wishes

Kay

out:blank 22
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Subject: Re: Board Strategy Day

From: ~ Kay Sheldon (kay.shsldon@E

To: jharwood.cqconald.Morton
: deirdre kelt akel artin.marshalllu
Ce: jen.witt o.wun@ [

Date: Monday, 26 September 2011, 8:07

Dear Jo, all

We seem to have a shared view of the issues which is encouraging. How we address them will be crucial and,
in particular, how we do this with the executive team. I think the exec feel we are too involved which
cortrasts with the fict we feel we are not nvolved enough. I think it is clear we are not fulfiling our strategic
and governance fimctions effectively. The board papers we receive are indicative of the problem in that the
strategic context is muddled (sometimes absent) and, whilst there is a lot of information, it is often difficult to
understand the key issues from them. The papers tend to steer us in a particular direction at the expense ofa
more considered and objective rationale. When I have sought to understand the thinking behind the papers, I
have been less assured rather than more (I won't go into the details here). This leads the exec to feel we are
not respecting their professional judgement and that we are getting too involved in the detail In fact I have
been very carefill not to influence operational decisions but it is clear that these decisions are often reactive
and not very joined up, and crucially are difficult to link back into strategy.

It is worth noting that our 5 year strategy is still extant. It is still on the website and there has been no
appropriate or formal mechanism for the strategy to be reviewed and changed [rather sadly, I have been
through all the board agendas since the strategy was set and there is no evidence that we have reviewed or
changed our strategy]. There have been sporadic suggestions that we have 'over promised' or 'things have
changed' or 'it has been very difficult which are used to deviate from our agreed strategic direction. This is
not to say that these are not valid concerns but we canmot continue to accept such 'explanations’ to justify
decisions made by the executive.

It is still unclear (to me anyway) what we can actually afford to do as an organisation. I have not seen any
analyses of what our key activities cost, now and in the future, and how/if we allocate and use our resources
effectively. We have done a lot of work around 'risk' which is welcome but can only be of imited use in the
context of the above. At the moment it is difficult to assess our performance and to hold the exec to account.
Going forward, the leadership of Jo and Cynthia will be crucial in setting the tone and changing behaviour,
both in the respective 'teams’ they lead as well as the overall relationship between the board and the exec.
This will help all of us understand and fulfill our respective roles and responsibilities.

Ona personal level T would like to feel that my contribution is usefil and worthwhile.

Best wishes

Kay

174
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Agenda Item: 10
Ref: CM/07/11/08(P)

CareQuality
Commission

MEETING:

PRIVATE BOARD MEETING

DATE:

16 November 2011

TITLE OF PAPER:

Strategy Days’ Summary

SUMMARY:

Following recent work by CQC to simplify and strengthen its regulatory model and define
its core functions and to reassess the relevance of the wording of its strategic priorities, it
is timely to update and refresh its published strategic plan.

RECOMMENDED ACTION:
The Board are asked to COMMENT on the appended draft strategy and to ENDORSE the
approach taken.
. L]
Executive Decision/ | Executive and Board | Executive and Board | Executive and Board
Board for decision shared decision discussion/Board
information ' decision
* Check box as required

LEAD DIRECTOR: Philip King, Director of Regulatory Development
AUTHOR: Amanda Hutchinson, Regulatory Development
DIRECTORATE Regulatory Development
DATE: 21 October 2011
SUPPORTING Annex A - Refresh of Strategy 2012-2015

PAPERS:
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Ref: CM/07/11/08(P)

GOVERNANCE

AUDIT TRAIL: This paper has been agreed by the Executive Team, and
follows earlier discussion with the Board at their
September meeting.

LINK TO STRATEGIC This piece of work is fundamental to ensuring that CQC's

OBJECTIVES AND objectives and business plan reflect CQC's evolving role

BUSINESS PLAN and delivery priorities.

FINANCIAL IMPACT: Resource implications are being addressed in detail as
part of our budgetary and business planning.

RISK IMPACT: No significant risks associated with the issues in the
paper. Risks associated with delivery of our business
plan will be addressed as part of the planning and risk
management process.

REPUTATION IMPACT: Stakeholder engagement plan to be developed.

LEGAL IMPLICATIONS: None at this stage.

HEALTHWATCH IMPACT: N/A at this stage.

EQUALITY IMPACT ~ | None completed.

ASSESSMENT:

Page 2 of 3
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1. Background

1.1 CQC published a five year strategy (2010-2015) in February 2010. The plan was structured
around five strategic priorities. Public consultation was undertaken as part of the
development process. The Strategy was revisited in December 2010, and the five strategic
priorities reduced to two. Although internal messaging was developed in response to this
change, a formal externally facing ‘refresh’ of the strategy was not undertaken.

1.2 CQC has undertaken significant work recently to refine and strengthen its regulatory model
and is consulting currently on a revised judgement framework and enforcement policy.
Recent internal and external reviews of CQC have prompted further thinking about CQC's
core role and functions and highlighted the need to be clear with external stakeholders about
CQC'’s place in the health and social care landscape and its role as a regulator. At its
September strategic meeting, the Board considered these issues and highlighted the need
for further thinking to be done about how CQC presents itself and articulates its core
functions and priorities.

1.3 In response to this, it is proposed that CQC publishes a simplified and updated strategic plan.
2. Executive Summary

2.1 A draft refreshed strategy is attached for discussion by the Board. This draws on discussions
at the Board's September meeting to present a refined definition of CQC's role which
maintains the important elements of the wording of CQC's strategic priorities. It pulls
together key elements of internal work to define CQC's revised regulatory approach and
describe its core functions. It identifies a set of key deliverables and also some success
measures. There are clear links between the strategy and CQC’s business plan.

2.2 ltis significantly shorter and less complex than the original plan to ensure that messages
about CQC's role and responsibilities are clear to an external audience. Itis focussed on
CQC rather than broader relationships with the health and social care system and deliberately
does not cover HealthWatch and other potential changes to CQC'’s role and remit.

2.3 The draft strategy was discussed at the Leadership Group event on 3 November, and
responses and suggestions from the managers present are being analysed with a view to
reflecting these in the refined draft strategy, alongside the Board's comments.

2.4 Itis proposed that the document be published at the same time as the final version of the
judgement framework and enforcement policy. It is proposed that it should not be the subject
of a formal 12 week consultation, but that a plan be developed for stakeholder engagement
before and after its publication, focussed on CQC's role and what that means for its work
going forward.

3. Conclusion

3.1 Refreshing the strategy will enhance CQC’s ability to manage significant risks, including
major reputational ones, going forward.

4. Next Steps

4.1 Next steps will be for further refinement of the document following feedback from the Board;
input form the Leadership Group; and the development of a plan for stakeholder
engagement.

Name: Philip King

Title:  Director of Regulatory Development
Date: 21 October 2011

ANNEXES: Annex A — Refresh of Strategy 2012-2015
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Annex A

RESTRICTED - DRAFT

REFRESH OF STRATEGY 2012 - 2015
CQC’s role

Under the Health and Social Care Act 2008, and the Mental Health Act, providers are responsible
for meeting essential standards of safety and quality and ensuring care is centred on people's
needs and protects their rights.

CQC's role is to hold providers to account for meeting these standards. We focus on care that
doesn't meet standards and act swiftly to tackle poor standards and thereby drive improvement.

Every part of the system — from providers, to commissioners, to professional regulators — has a
duty to make sure that poor care is identified and addressed. All of those involved in providing
care — senior management, boards of governors, medical professionals and frontline staff — have a
part to play in stopping or reporting poor care whenever they see it. If poor care is happening,
someone somewhere knows about it and should act.

Updating our strategy

This updated strategic plan which covers the period 2012-15 replaces the five year plan published
in spring 2010. It reflects the work CQC has done in recent months to simplify and strengthen its
regulatory approach in order to reflect changes to its remit, operational practice and resources. In
line with similar organisations, CQC has been evolving since its establishment, working through the
design, build and testing of its approach to regulation, implementing and reviewing processes such
as registration

CQC'’s lifecycle — a five year programme

CSA until Sept 2010}

From' April 2009

We have listened to what providers and the public have told us about some of the challenges of
our current regulatory model. In addition, as part of the process of reforming the NHS, the
government has sought to strengthen our role to ensure that we focus on our core business: to
monitor and inspect providers to make sure that the essential standards are being met and to take
swift action where they are not.

We have recently concluded our consultation on simplifying and strengthening our regulatory
model and will be introducing some key changes to the way we do our work.

Page 1cf6
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Firstly, we will inspect most services more often. We intend to inspect most social cars services,
independent healthcare sarvices, NHS acule hospitals and NHS ambulance trusts af least once a
yaar. in all other NHS trusts, we plan to inspect at lzast one type of service sach year. We intend
o inspect dentad services al least oncs every two years.

Secondly, our inspections will be miore largeled. Thay will 1ake account of the nature of the care
previded, the level of information we currently have about #t and the risks to people. This means
we will nai necessarily inspect all 16 key essential standards each year, but will usually foous our
inspections on a smaller number of standards.

We are not changing our focus on outcomes for people and the sxperignces of care they receive —
thase are at the heart of what we do. We will continue o regulate on the basis of risk. And we will
continug to carry out scheduled, responsive and themed inspections of services, and thay will
continute 1o be unannounced (unless there is & very good reason to let the service know we as
coMming).

The three essantial components of our work will be inspsction, analysis and voice

How CQO doss its work

We monitor information to identify risks of poor care. The information we monitor comes fram our
inspections, from third partiss nationally and lecally and from the public, local groups, carers and
care staff, including whistlsblowsrs, When we receive information which indicates that poor care
may be happening, we act swiftly to carry ouf an inspection if we judge that it is necessary.
Whilst CQC has a clear duly o protect the public, it is not CQC's role to act as an improvement
agency in the sectors it regulates. Other bodies are better placsed to perform this funclion. CQL
promotes improvemant by requiring providers to meet essential standards of quality and safety.
Four key functions

CQC's work is deliverad through four key funclions, -

2 Registration {OVVY

* Menitoring and checking compliance with essanlial standards

® Enforeement

o Publication

The key features of these functions are described below,
Pags 2 of &

WS0000078611



CP VERSION

Agenda Item: 10
Ref: CM/07/11/08(P)

Registration

CQC has a statutory duty to publish a register of providers
Registration with CQC gives health and social care providers a licence to operate and sets
out in a certificate form, a statement of activities which a provider is licensed to undertake,
and the locations where services are delivered

) Registration provides an initial assessment of a providers ‘itness’ to deliver care to the
required standards, on the basis of evidence available at the time

o It means that the provider has a legal duty to comply with specific primary and secondary
legislation and CQC's essential standards

) CQC'’s approach to processing registrations is risk based and may differ between sectors
In some cases CQC seeks to eliminate risks to those using as service at the point of
registration, in others, a decision is taken to manage risk as part of the compliance process

Monitoring and checking Compliance

o CQC monitors and checks compliance with the essential standards through inspection and
assessing information from a range of sources

) Inspection is required in order to make a judgement about non-compliance
CQC uses scheduled, themed and responsive inspections (mostly unannounced)

o Our inspections focus primarily on outcomes for people who use services rather than
primarily on systems and processes

o CQC gathers information (locally & centrally) from multiple sources and evaluates it to inform
regulatory action

o CQC prioritises according to risk and has the flexibility to check the most appropriate
essential standards (1 — 16)

o Its regulatory judgements are supported by appropriate specialist expertise where necessary
and experts by experience
CQC particularly values user voice and information from care staff and whistleblowers
CQC judges whether providers are compliant, or non-compliant, with essential standards

) If services don't meet essential standards, requlatory action is taken. This includes the use of
our enforcement powers

Enforcement

e  There is a published scale of regulatory action, including the use of our civil and criminal
enforcement powers

¢ These are used proportionately on the basis of impact (and immediacy) on quality and safety
and impact on those currently using the service
Regulatory action is always swift and is taken urgently when necessary
CQC follows up on whether non-compliance has been addressed
CQC has clear systems in place for sharing -information with commissioners and other parts
of the system

) CQC's judgements about regulatory action against individual providers are not influenced by
local context (such as the availability of alternative care provision)

Publication and communication

o CQC publishes information on its website about its regulatory judgements, the evidence that
supports them, and the regulatory action it has taken

) Whenever CQC inspects, we publish a report as quickly as possible - the greatest risk is time
elapsed between CQC knowing about poor care and telling the public

o Reports say what the inspector saw and heard when they visited , including what users said
about the service '

Page 3 of 6
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The website is updated after each judgement

- To ir]fonn the public about the quality and safety of local services to assist their choice of
service

- To hold providers to account
CQC's inspectors take responsibility for the public record (of their portfolio)

We will work in partnership with other regulators and commissioners to share information and to
tackle poor quality care where this is identified.

CQC’s priorities for delivery

]’he effective delivery of these four core functions will require a robust infrastructure to be
in place. CQCs Delivery Priorities as set out in its Business Plan for 2012-15 are at annex A.

Within in this, key objectives for delivery will be as follows;

a workforce of xx-x/frontline inspectors, each with a portfolio of 30-40 providers. WL)

effectiv ms for drawing on external expertise and specialist advice to support the
inspection process.

improved access to experts by experience

a model for carrying out CQC's responsibilities under the Mental Health Act which maintains f?
a strong focus on the rights of detained patients.

enhancements to the National Customer Service Centre to ensure that it works effectively to
support frontline teams.

Roll-out of on-line services to deliver streamlined interactions with providers

clear and well-understood systems for transferring information from the NCSC to the frontiine
workforce which assist them in maintaining up to date provider accounts and prioritising risk.

Improvements to CQC's website to ensure that it is recognised as an accurate and up to date
source of information about whether providers are meeting essential standards of care and
which the public are using to help them make choices about care

a robust system of quality assurance which functions effectively as an integral part of CQC's
regulatory processes and ensures that high quality reports are published.

A sustained national and regional public awareness campaign to encourage feedback on the
quality and safety of care from members of the public.

Processes for evaluating our effectiveness and impact and for reviewing and continuously
improving our approach.

Robust management information which is is up date and used to track progress and drive
improvement.

Page 40of 6
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CQC wili be monitoring and reporting on the following success measures to track its progress

against delivering on its priorities
P mpat”

Success Measure )
CQC is tackling poor standards o The numbers of providers meeting essential standards of quality
and safety

o The numbers of providers found to be non-compliant on
inspection, and for whom compliance or enforcement action is
being taken

o The time it takes providers to return to compliance

o Number of providers de-registered

o The percentage of our inspections that are unannounced

CQC is acting swiftly ‘ o NCSC call handling measures — safeguarding/ whistle blowing
o Number of responsive inspections
o Website is up to date

CQC is acting on information it o NCSC call handling measures — safeguarding/ whistle blowing
receives from the public and from o Number of responsive inspections
whistleblowers

CQC is acting in partnership and o Evaluation of how well CQC is perceived to do this
sharing information with other o The future of care programme is on track
regulators and commissioners o Our joint inspection programme is on track

Provider profiles are up to dateand o Website is up to date (specifically provider profiles regularly

CQC's website is a valued source updated)
of information o Numbers of people visiting the website
CQC’s activities are driving o The numbers of providers meeting essential standards of quality
improvement (by reducing levels of and safety
non-compliance) o Compliance inspection programme on track
o All providers have received inspections within a year/ two years
as appropriate

o Number of providers and people using services who feel
regulation has a positive impact

Reports are produced and o Reporis written within target times
published promptly and to high :
standards

There is good customer service for o Registration applications processed within 8 weeks
providers o Shared services validation/ rejections
o Complaints and their outcome

The majority of transactions are o Tracking of online services project through programme monitoring
on-line and Directorate performance reporting
CQC'’s staff are engaged and o Staff survey results report increased engagement and positive

positive about CQC as an employer feedback

CQcC listens to the voices of people o The % of our inspections where we talked to people about their

using services experience of care

Our Mental Health Functions are o Plan of visits to wards that detain patients completed
delivered in a way that safeguards o % of detained patients that we talk to about their experience of
peoples’ rights care when detained.

o Number of providers identified as not following MHA or Code of
Practice escalated for compliance action
o SOADs review a treatment plan within target time

Page5of 6
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Subject: Organisational strategy

From: Kay Sheldon (lgay_sheldonq

To: jo.williamsd—Martin.Marsh allq—'ia.kelly@{:john.harwoo
. @‘—‘

olu

Date: Tuesday, 11 October 2011, 19:10

Dear Jo, all

I am extremely concerned that we appear not to have a current organisati nal strategy. It is difficult to see
how we can possibly function effectively without this. We also need this when we respond to the Health
Select Committee, the NAO and for the Performance and Capability Review. The 5 year strategy for 2010 -
2015 is still on the website (just checked again!) and there is 10 audit trail that supports that any TEVieW Of
changes to the strategy have taken place. We cannot possibly fulfill our finctions without an agreed and
coherent strategy. Indeed we are remiss in our responsibilities if we do not have this. If one does exist and
had somehow passed me by I would very much appreciate a copy SO that I'm 'on message' inmy dealmgs
with stakeholders and staff. 1 know a chair who msists that board members and exec team always have the
strategy in front of them at board meetings to ensure focus and shared understanding. Maybe we could do

this?
Best wishes

Kay
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.ubject:” Re: Stakeholder strategy
From: Kay Sheldon (kay_sheldon@®

To: JiII.Finne
Ce: Jo.WiIIiamthilip.king@C

Date: Tuesday, 25 October 2011, 11:51

Dear Jill, all

Thank you, this is what I was looking for. I am living our value of "being accountable' through seeking
assurance and holding to account...

Froma governance/strategic perspective it is quite difficult to see how our current approaches fit with our
stakeholder and involvement strategies. I thought the meeting with MH stakeholders was quite telling in that
we ended up back tracking on what was said in the paper around the reform of the various advisory groups.
I'm not saying this is a bad thing - on the contrary I think it is a very mmch a good thing as you might imagine -
but it does raise questions in my mind as to whether we have this right. Or rather it confirms the questions that
were in my mind.

The reform of the advisory groups etc has had the effect of stripping out a lot of input from people who use
services, carers and others who are particularly interested in ‘user’ issues. This, plus our only partial
implementation of Voices into Action (this is not a criticism - just a statement of fact), means that large
mmnbers of people are feeling disregarded and devalued. I have sympathy - and indeed empathy - for

this. We have gone hell-for-leather for quick impact through targeting stakeholders who we think are
influential (and this may be valid) but at the expense of people who matter. Anyone involved in health and
social care will know this is risky territory - especially beyond the short term - and it is contrary to many
heatth and social care values - 'nothing about us, without us', for example. Indeed it is contrary to our own
"mclusive’ value,

Whilst Health Watch is on the horizon, it will not fit the bill as far as CQC Involvement is concerned, although
there is clearly some sorting out to do here. At present it is impossible for me to speak to service users and
service user groups as I have nothing to say: I camnot describe our position with clarity or confidence, and s0
it is difficult to "be proud'. Similarly the sudden deviations from strategy - and the consequences of this - make
it impossible to hold people to account or indeed assume accountability (this is of course part of a wider
issue).

It is unfortunate that we have lost momentum and goodwill, not least because it could have been avoided - on
a personal level it is disappointing that the issues I raised before and at the board meeting where we discussed
the stakeholder strategy were not heard.

I hope we can get to a better position.

[You will understand that I have to raise these issues in this way as part of my general and specific
responsibilities as a board member. IfI don't do this I am not 'acting with integrity'].

stblank
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(ind regards
ay

*rom: "Finney, Jill” <Jill.Finney
lo: Kay Sheldon <kay_sheldon
Sc: “Thompson, Nigel” <Nigel.Thompson2@ *Tralner, Matthew" <Matthew.Tralner@

Williams, Jo* <JoWiliams@ |
Sent: Monday, 24 October 2011, 15:25
Subject: FW: Stakeholder strategy

Dear Kay

{attach a copy of our |atest stakeholder strategy which | hope is what you are looking for . I think this should be
read in the context of our local engagementlinvol\ement strategy and our National inwlvement strategy. These
j}: 3 connected but distinctive pieces of work.Nigel Thompson is responsible for the other 2 pieces .

i

Jill Finney

Director of Strategic Marketing & Communications
Care Quality Commission

Finsbury Tower

103-105 Bunhill Row

London, EC1Y 8TG

Tel:

Mobile:

Emalil: jil e

“Statutory requests for information made under access to information legislation, such as the Data
Protection Act 1998 and the Freedom of Information Act 2000, should be sent to:

information.access@cqc.org.uk"

Frone Trainer, Matthew

Sent: 24 October 2011 14:38

To: Finney, Jil

Subject: RE: Stakeholder strategy

Jim,

The strategy came first (October 2010 Board) and included these paragraphs to try to make clear that this is
about public affairs, not involvement. More detailed proposals on structure came up in May this year.

From the strategy (my emphasis):

1.1 This stakeholder strategy for the period October 2010 to Aptil 2012 aims to set out how CQC will engage with
Kkey stakeholders to achiewve its objectives during this period of significant change in health and care senices. The
stakeholders given priority in this strategy are those who can have the greatest impact on our

reputation — not on delivery of our regulatory functions. It is linked to the media, user and provider

communications strategies which are also the respansibility of Strategic Marketing and Communications

s of awareness and engagement vary

4.4 CQC has a broad and complex range of stakeholders. Their level
em. For this paper, we have

enormously, as do the types of organisation they are and our relevance to th

about:tlank 2/4
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concentrzted on stakeholders who engage with us in the public affairs sphere and who can have an
influence on our reputation. We have not included those whose primary relationship with CQC is
delivering regulatory objectives, but who do not have a bearing on our [national] reputation.

Matthew.

Matthew Trainer
Head of public affairs
Care Quality Commission

Intemal:
m inel

Statutory requests for information made under access to information legisiation, such as the Data Protection Act
1998 and the Freedom of Information Act 2000, should be sent to ation,acc cqe.ord.u

From: Finney, Jill

Sent: 24 October 2011 14:23

To: Trainer, Matthew

Subject: FW: Stakeholder strategy

pis send me latest version
thanks

Jill Finney

Director of Strategic Marketing & Communications
Care Quality Commission

Finsbury Tower

103-105 Bunhill Row

London, EC1Y 8TG

Tel:l

Mobite: |

Email: ji

“Statutory requests for information made under access to information legisiation, such as the Data
Protection Act 1998 and the Freedom of Information Act 2000, should be sent to:

information.access@cqc.org.uk”

Fronx Kay Sheldon [mailm:ley_sheldon

Sent; 24 October 2011 11:53
To: Finney, Jill
Subject: Stakeholder strategy

HiJill

I'm currently getting together a governance resource. I would be grateful if you could forward me our current
stakeholder strategy. I have one but I'm not sure it is up-to-date.

Many thanks
Kay

k173
out:blank
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Subject: Re: DANI ete. any implications beyond reputation?

From: ) Kay Sheldon (kay_sheldonq:
Jo.Williams@ Martin.Marshallphn.harwoo dakelly@
To: Cynthia.Bowe Amanda.Sherlock@ Philip.Kin, ji::.el-!:nne

Louise.Gusohn.Lappinichard.Hamblin lison.Beal
Date: Wednesday, 26 October 2011, 12:38

Hiall

I just heard Andrew Lansley on the radio again and this time he used the term ‘asked’ CQC! He made the
point that these were extra inspections to which the interviewer queried why they should be necessary
especially as the issues were well known. There was a query around the effectiveness of the 'inspectorate’
(mostly in the context of resources). Lansley then went on to say he would expect the issues to be picked up
and dealt with at an eartier stage which kind of worried me in the context of the proposed changes to our
regulatory model...

We really do need to ensure we have a robust strategic context....
Kind regards

Kay

From: "Williams, Jo" <Jo.Willlams

To: Martin Marshall <Martin.Marsh§@}l Kay Sheldon' <kay_sheldon@ ~ |"Williams, Jo"

<JoWillams@ __ _ |; john harwood <john.harwood@_ | Deidre Kelly bham
<dakelly@  |"Bower, Cynthia® <Cynthia.BowerE *Sherlock, Amanda®

<Amanda.Sheock@ __ "King, Philip" <Philip.King ; “Finney, Jill*
<Jill.Finney *Guss, Louise” <Louise.Guss@ ., _ "Lappin, John"
<John.Lappin : "Hamblin, Richard® <Richard.Hambling@ ~ ["Beal, Allison"
<Allison.Beal

Sent: Wednesday, 26 October 2011, 11:58
Subject: RE: DAN! etc. any implications beyond reputation?

Dear Colleagues

These are very good questions but lets be absolutely clear, the Secretary of State has not
ordered anything, we have initiated this and it's under our control.

Regards

Jo

Angela Manroy sent on behalf of Dame Jo Williams
Chair

Care Quality Commission

Finsbury Tower
103-105 Bunhill Row

wtblank
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London EC1Y 8TG
Telephone: |
Intemal Extension:|

E-mail: angela.manrov@

Statutory requests for information made under access to information legislati
\ gislation such as the
Data Pngtectlon Act 1998 and the Freedom of Information Act 2000 should be sent to:

information.access@cqc.org.uk.

Front Martin Marshall [mailto:Martin.Marshalle. |

Sent: 26 October 2011 10:47

To: 'Kay Sheldon'; Williams, Jo; john harwood; Deldre Keliy bham; Bower, Cynthla; Sherlock, Amanda; Kin ‘
Philip; Finney, Jill; Guss, Louise; Lappin, John; Hamblin, Richard; Beal, Allison P
Subject: RE: DANI efc. any implications beyond reputation?

Kay
mly thanks, | agree with your analysis and it would be good to discuss further.
Martin

Martin Marshall

Clinical Director and Director of Research & Dovelopment
Tha Health Foundation

80 Long Acre, London WC2E SRA

e I R
BlackBerry: Facs

in.marshall

www.heatth.org.uk

wWwW.tw com n

From: Kay Sheldon [mailto: kay_sheldon

Sent: 26 October 2011 10:23

To:jowiiams@ lichn harwood; Martin Marshall; Deidre Kelly bham; Bower Cynthia; Sherock
Amanda; philip.king@ jin.ﬁnneyulse.guss@:}-appin John; Hamblin Richard;
Amanda: pn ]

Subject: DANI etc. any implications beyond reputation?

Dear all

As you know we have completed the first DANI, we are undertaking DANT 2 and a review of LD services.
These have been ordered by the Secretary of State as a result of media and public pressure. CQC completed
the first DANI creditably and there was widespread agreement that exposure of the issues was both needed
and overdue. As we know, there is a Jong history in heatth and social care of having high profile reports that
raise the issues ﬁ)tawhﬂebmdmend'sappearilnothebackgromdunﬁlthenenscandal(aslrecallthiswas

one of the main reasons for changing our approach to reviews and studies).

There have been occasional references to the fact that we could use the DANI model in our day-to-day
inspections. We received an evalization of DANI but this was around operational issues, and not strategic
ones. I raise this for a mmber of reasons:

wtblenk 2%
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;. ;V.e would k::;l;ve undertaken the reviews had we not been ordered to by the SoS
Jdtisnotc t we learned as the regulator from the study beyond the operational i k
wilia g acab sty y beyo p 1ssues associated
3. Many of the issues would not have been picked up - and certainly not to such an extent

- thro
current BAU regulatory activities. o
4. It is not clear if this would change, for the better or worse, with the proposed changes to our regulatory
model
5. We do not have a cost-benefit analysis of DANI and/or the ways of working used in DANI
6. The study could be seen as at odds with our agreed approach to reviews and studies

I know we are using these large national studies as a way of enhancing our reputation. It is good that the first
round of DANI generated confidence in us as an organisation. However we should also look at issues
objectively and dispassionately. I think we need to consider what they mean for us strategically, as the health
and social care regulator, and in the context of our legal and organisational duties. It seems to me that we
either view the studies as one-off pieces of work or they inform how we move forward. As I understand it,
our new strategy will appear in the not too distant fitture and maybe some or all of the above have been
considered in this context. Ifnot, maybe we should?

Kind regards

Kay

The information in this e-mali is confidential and the contents may not be disclosed or used by anyone other than the addressse. Accessto
this emali by anyone else is unauthorised, If you are not the addressae, any disclosure, copying, disiribution or any action taken or omitted
to ba taken in reliance on it, is prohibited and may be unlawfu. if you are not the intended recipient, please notify the sander immediately
and destroy all copies of this e-mail. The Heaith Foundation cannot accept any responsibility for the accuracy or compieteness of this
message, asit hasbeen transmitted over the pubiic network Any viewsor opinions prasented ere solely those of the sander and do not
necassarily represent those of the Health Foundation untess otherwise specifically stated. You aro advisad to camy out your own virus check
before opening any attachment, aswe cannot accept fiabliity for any damage sustained ase result of any software viruses or use of thise-
maii and its attachments. The Heaith Foundation may monitor email traffic data and also the content of emali for the pumposes of sacurity.

The Health Foundation

Registered Company Number: 1714937 England
Regigtered office: 80 Long Acre, London., WC2E SRA
Registerod Charity Number. 286967

R

The contents of this email and any attachments are confidential
to the intended recipient. They may not be disclosed to or used
by or copied in any way by anyone other than the intended
recipient. If this email is received in error, please notify us
immediately by clicking “"Reply" and delete the email. Please note
that neither the Care Quality Commission nor the sender

accepts any responsibility for viruses and it is your
responsibility to scan or otherwise check this email and any

attachments.

Any views expressed in this message are those of the individual
sender, except where the sender specifically states them to be

outblank 314
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Subject: Email correspondence — a necessity

From: Kay Sheldon (kay_sheldon
To: dakellyd | .Jo.\mmamsartin.Marshan@:iohn.hamodq

Date: Friday, 28 October 2011, 10:09

Hilo, all

I wanted to pick up on the email issue. I appreciate that it is not ideal to raise significant strategic and
governance issues by email However, the usual mechanisms are not working effectively and so, in order to
discharge my duties as a board member, I have to do this through other means. Doing nothing is not an option
- in fact I would go as far as to say this would be remiss, not least in the context of holding a public
appointment. I appreciate others may have different views but I have individual responsibilities as well as
collective ones.

Sometimes it seems that issues I raise are interpreted simply in an operational context. This is not the case - if
I pick up on issues, these are always in a strategic or governance context. A recurrent theme is that many
operational-type issues cannot be related back to a clear strategic context or seem at odds with what has
been agreed. This is not to say we shouldn't be responsive, or even pragmatic, but if this becomes a matter of
course, something is wrong and it is a high risk approach in the longer term.

I have been though all our board papers over the last two years. It is clear we do not have a clear strategic
context or direction. Our risk management arrangements and performance framework are still not robust
enough. I have raised these issues many times. AllI can do is continue to raise them and, in the meantime,
discharge my duties in a way that I see as appropriate and fit.

I hope that the DH review will provide a catalyst for a different approach. In the meantime I have to
discharge my responsibilities to the best of my abilities in the context available to me. My desire is for us to be

a high fimctioning board that supports a well-run organisation. It is within our gift to achieve this.

Very best wishes

Kay

From: Deirdre Kelly <d.a.kelly ) '
To: "Williams, Jo™ <Jo.Williams :'Kay Sheldon' <kay_sheldon@ ~ [Martin Marshall

<Martin.Marshall John harweod' <john.han~ood@_ﬂ_F@J‘"Boiwer.Cynt.hla‘“ _
<Cynthia.B - “Sheriock, Amanda®™ <Amanda.Sheroc! *King, Philip™

<Phi|ip.King “Finney, Jili" <Jil.Finney@ = ['Guss, Louise™

witblank 115
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Subject: Re: DH Capability Review : 09:11:2011
From: Kay Sheldon (kay_sheldon
i Jo Williams hn.harwood@ La. Iyq:PEIRD 3
To  feilamed ——omharicodd ekl reeuvy |
Cc: Cynthia.Bower%

Date: Thursday, 3 November 2011, 18:22

Dear Jo

Simply looking back through board papers provides clear evidence that the board has not set the strategic
direction: there have not been appropriate opportunities to discuss and review our strategic context and
approach. If anything the last board development session provided more evidence that we have not been able
to discharge these core governance fimctions.

The ‘refresh’ of our strategy is quite telling in that i is not a strategy: it is a shortened version of our business
phan. It would be great if we could have a proper strategic discussion from which the business plan etc flows
rather than - as is currently the case - the other way around...

Kind regards

Kay

From: “Williams, Jo" Qo.WilIiams@ﬁl
To: Kay Sheldon <kay_sheldon@ "Williams, Jo* <Jo.Wiliams@ Jjohn harwood

<john.harwood@ Deirdre Kelly <d.a.kelly@ Kelly Deirdre (RQ3) BCH
<DEIRDRE.KELI Martin Marshall <Martin.Marshau@

Cc: "Bower, Cynthia" <Cynthia.Bowerg:
Sent: Thursday, 3 November 2011, 9:
Subject: RE: DH Capabllity Review : 09:11:2011

Dear Kay

| am sorry that the strategy document did not go yesterday, it should be with you this moming.
This document is a summary about deliberations at our strategy day.

The short time scales given for the capability review have meant that our usual time table is out
of step. What | mean by this is that the sign off of the strategy refresh is scheduled for our
November Board meeting and ordinarily you will receive those papers next week.

| am sorry but | don't understand what you mean when you say that the Board does not set the
strategic direction, this is entirely at odds with my view and central to our discussion with

the Executive, specifically at our last meeting we looked at our decision making and determined
that the strategic making and decision rest with the Board.

sut:blank 14
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Best wishes

Jo

énhg?la Marroy sent on behalf of Dame Jo Williams
ir

Care Quality Commission

Finsbury Tower

103-105 Bunhill Row

London EEJXBIG—‘

Telepho

intemal Extension: |

E-mail: angela.manroy@

Statutory requests for information made under access to information legislation such as the
Data Protection Act 1998 and the Freedom of Information Act 2000 should be sent to:
information.access@cqc.org.uk.

Front Kay Sheldon [mailto:kay_sheldon@
Sent: 03 November 2011 08:05
To: Willlams, Jo; john harwood; Deirdre Kelly; Kelly Deirdre (RQ3) BCH; Martin Marshall

Cc: Bower, Cynthia; Durham, Paul
Subject: Re: DH Capability Review : 09:11:2011

Dear Jo

Thanks for this. [ wondered when we will be told what is on our new strategy that is in the process of being
signed off? It really would be helpful to have some idea of this as you will appreciate it is quite difficult to

fimction effectively as a board member without this. I accept that it has been decided that the board will not
set the strategic direction but it is rather embarrassing having to say that I don't know so much of the time...

Kind regards

Kay

From: "Williams, Jo" <Jo.Williams

To: john harwood mm.mm@m Kelly <d.a.keliyE Kelly Deirdre (RQ3) BCH
<DEIRDRE.KELLY@ |Martin Marshall <Martin.Marshall@ Kay Sheldon
<kay_sheldon

Cc: *Bower, Cynthla™ < aBowerd | "Durham, Paul® <Pau|.Dumam@1:
Sent: Wednesday, 2 November 2011, 17:06

Subject: DH Capability Review : 09:11:2011

Dear Colleagues
As you are aware we are due to meet with the DH Capability Review Team on Thursday, 10th

October. On the Sth November we have our session with the Executive to go through the self-

2/4
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assessment process. |enclose a first stab put together by Cynthia and her team.

The final document which will integrate our appraisal and comments with those of the Executive
will only be available to the DH Team at the very last minute.

This is not ideal but I believe it is vital that we have a document with which we are all reasonably
content.

The attached documents will I know stimulate thought and help us to work through the issues on
Wednesday aftemoon.

Paul Durham has written some bullet points below explaining how the Executive tackled the task
and how this will be repeated when Commissioners and Executives get together on the 9th.

« the background to the DH review is contained in the paper attached. Points to note
include that CQC is the first of all the Arms Length Bodies that will be reviewed as part of
this programme but that the timescales set for the review of CQC are very tight. We
assume that the timing is driven by the need for DH witnesses to have material for their
appearance before the Public Accounts Committee on 12th December for the hearing
about CQC.

« the attached CQC Executive Team's draft preliminary assessment was constructed from
a two hour interactive session with the Executive Team. We plan to hold a similar session
with the Board to consider the same review questions on Wednesday 9th November
between 4 and 6pm. We plan to write a report to summarise the conclusions of the
Board's discussion in the sessions. At this diagnostic stage some of the front sections on
action plans do not have to be completed, but will be completed later in the review
process after interactions with the DH Panel. This session should serve as
useful preparation for the DH Panel Meetings on the following two days.

« interms of the Boards involvement in the DH Panel interviews on 10th and 11th
November, the current plans of the DH review team (which CQC are helping to shape) are
a DH Panel to Board meeting on Thursday 10 November 9.30am to 11.30am.

« After the DH Panel interviews there will be an opportunity at the Board meeting on 16th
November to consider any joint self assessment paper that CQC wants to provide to DH
to enable them to have some interim findings available for the end of November, a target

which is included in their project plan.

Hook forward to seeing you next week.

Best wishes.

Jo

Angela Manroy sent on behalf of Dame Jo Williams
Chair

Care Quality Commission
Finsbury Tower

103-105 Bunhill Row
London EC1Y8TG
Telephone:

Intemal Extension:

E-mail: angela.manroy

Statutory requests for information made under access to information legislation such as the
Data Protection Act 1998 and the Freedom of Information Act 2000 should be sent to:

information.access@cqc.org.uk.

The contents of this email and any attachments are confidential
to the intended recipient. They may not be disclosed to or used

wtblank ¥4
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Kind regards

Kay

From: *Willams, Jo" <JoWilisms@ |

Tosjohn harwood <johmharwoodd__ohn Harwood <jpanwood.oc® |
-kay_sheldon@  ksysheidon@ | DelrdoKelly <dokelly@ |
Kelly Deirdro (RQ3) BCH <DERDREKELLYE[  Matin Marshatl
<MartinMarshall @ ]

Ce: *Bower, Cynthia® <CynthiaBower@  [Flnney, SI° <filFinneyd |
*Guss, Louise” <touse.Guss@  |“King, Philip" <Philip.King! *Hambiin,
Richerd” <Richard,Hambiin@  Leppin, John" <John.Lappin "Shertock,
Amanda® <Amanda.Shedock@  |"Beal, Allison® <Alllson.Baal *Cannon,
Alastair” <Alastalr.Cannon@ |

Sont Tuesday, B November 2011, 16:02

Subjoct: Board Strategy

Dear Colleagues

Just a short note to acknowledge Kay's e-mail and to note that we will be meeting
tomomow aftemoon when we will cover strategy as well as the other items that will
be raised by the DH review team.

The "Strategy refresh 2012-15" document is in fact a summary of our discussions at
our strategy events on 25th September and 12th October. Ourtask at our Board
meeting next week will be to determine Ifitis an accurate record of our
deliberations and to express our views and revise If necessary. The rewrite of the
Strategy will need to take place in the New Year when we have the benefit of

the NAO report, the PAC report and the report from the DH Capabifity Review.

Bestwishes

Jo

Anggla Manwoy sent on behalf of Dame Jo Willlams
g;:rcugllty Commissicn

———————
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Witness Name: Kay Sheldon
Statement No: First

Exhibits: KS1 — KS21

Dated:

THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC INQUIRY

Exhibit KS21 [ ] to the Witness Statement of
Kay Sheldon
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