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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.nationalvoices.org.uk%2Fpublication%2Fexperience-of-follow-up-care-post-hospital-discharge%2F&data=05%7C02%7CCharlie.Fisher%40cqc.org.uk%7Cd157a6d81a6142467d7f08de04ddade0%7Ca55dcab8ce6645eaab3f65bc2b07b5d3%7C1%7C0%7C638953547323314865%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SFMmMsJz5v2tAWCVr3Ds8iCQ3WTlRGB4%2FNpM%2B5fS52c%3D&reserved=0




https://www.cqc.org.uk/publications/surveys/urgent-emergency-care-survey
https://www.cqc.org.uk/publications/surveys/urgent-emergency-care-survey
https://digital.nhs.uk/data-and-information/publications/statistical/compendium-emergency-readmissions/current/emergency-readmissions-to-hospital-within-30-days-of-discharge


https://digital.nhs.uk/data-and-information/publications/statistical/compendium-emergency-readmissions/current
https://digital.nhs.uk/data-and-information/publications/statistical/compendium-emergency-readmissions/current
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
https://www.cqc.org.uk/publications/major-report/state-care/2023-2024


https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/waiting-times-non-urgent-treatment#:~:text=on%20the%20numbers.-,Meeting%20the%20referral%2Dto%2Dtreatment%20(RTT)%20standard,to%206.3%20million%20unique%20patients.
https://www.nuffieldtrust.org.uk/resource/treatment-waiting-times
https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey
https://www.cqc.org.uk/publications/major-report/state-care/2023-2024
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
https://www.gov.uk/government/news/pm-sets-out-plan-to-end-waiting-list-backlogs-through-millions-more-appointments
https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey


https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/wlmds/
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/wlmds/
https://www.rcpch.ac.uk/news-events/news/childrens-organisations-call-greater-ambition-governments-plans-reduce-waiting




https://www.england.nhs.uk/cancer/faster-diagnosis/


https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/monthly-data-and-summaries/2024-25-monthly-cancer-waiting-times-statistics/
https://www.cancerresearchuk.org/about-cancer/spot-cancer-early/why-is-early-diagnosis-important#:~:text=Spotting%20cancer%20at%20an%20early,to%20diagnose%20and%20treat%20cancer.
https://www.england.nhs.uk/cancer/strategy/
https://digital.nhs.uk/data-and-information/publications/statistical/cancer-registration-statistics/england-2022
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Some people have told us how long waits for diagnostic tests means 
that their chances of making a recovery have been badly affected. In a 
few cases, people tell of missed signs and wrong diagnoses leading to 
delayed or missing care. When people do receive care, some find that 
their care is not joined up between different parts of the system, leading 
to miscommunication, confusion, missed treatments, and ultimately 
poorer outcomes for people with cancer and their loved ones.

Quality of care for people in hospital
Patients consistently tell us that their experience with staff is key to 
their experience of healthcare. Most respondents to our 2024 Adult 
inpatient survey had a positive experience in their interactions with 
doctors and nurses, such as being treated with respect, dignity, 
kindness, and compassion. However, overall, the survey shows that 
people’s experiences of care have become less positive since 2020.

This is supported by analysis of our Give feedback on care submissions, 
which highlights concerns around the quality of the care people 
received and the attitude and behaviour of staff. 

In some cases, people were worried that staff were not meeting 
people’s basic care needs:

“My concerns are that my Mum is not proactively getting her basic 
care needs met so that she is deteriorating to an extremely poor 
state. She is cold and dehydrated and the ward staff are not doing 
anything about it.” 

“I am worried that my family member is not getting the care they need.  
If the ward carries on the way it is, a patient could be seriously 
injured or worse. A fatality may happen. This needs to be 
addressed immediately.”

There were also concerns that the lack of adequate monitoring of 
patients, particularly older and frail people, compromised their safety. 
For example, we heard of people being left in wet and/or soiled clothing 
for extended periods. Not only does this increase the risk of infection, 
but it also has a negative impact on the dignity of the person concerned, 
as the following experience shows. 

https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey
https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey
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“Laying in own urine and faeces. Family called at 07.52am and found 
patient still laying in his own urine and excrement at 11.30am upon 
visiting. When family have been present to alert staff to his double 
incontinence the call bell goes unanswered; daughter timed 15 and 22 
minute delay and the latter was answered by a [healthcare assistant] 
who was very rude towards patient unaware family on FaceTime call 
to him. Patient called as he was in significant pain writhing on bed. 
Distressing to see by family.” 

People also described being concerned about the knowledge and 
competency of some of the medical staff who were taking care of them, 
which they felt could be detrimental to patient safety:

“I also got the impression staff have limited knowledge on physical 
health of the mother, they had knowledge of foetuses and babies but 
when I raised concerns about my own physical health I was dismissed 
as if it was nothing, without even so much as my observations 
being checked.” 

As we have reported previously, a lack of support for staff can affect 
their wellbeing and have a direct effect on the quality of care being 
delivered. Examples include making errors with medicines, not 
respecting people’s choices, and people receiving poorer quality care 
or less care than they need. 

The 2024 NHS staff survey found that: 

	� less than half (47%) of staff say they are able to meet all the 
conflicting demands on their time at work

	� only 34% said there are enough staff at their organisation for them 
to do their job properly

	� 30% of NHS staff feel burnt out.

While all these measures have improved in the last 2 years, they show 
staff are still under significant strain.

In our review of the urgent and emergency care pathway, we interviewed 
both patients and staff to understand their experiences. Staff told 
us about the ongoing strain they feel. They said that persistent 
understaffing, poor skills mix, and pressure to admit patients despite a 
lack of capacity and ward beds was having an impact on their wellbeing. 
Some staff described how support from leaders and colleagues made 
it easier to manage pressure. However, others commented that they felt 
there was a lack of support from managers and senior leaders. 

https://www.nhsstaffsurveys.com/results/
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Feedback received through Give feedback on care submissions 
similarly shows ongoing concerns around workplace cultures. This 
includes staff reporting incidents of bullying and intimidation from both 
managers and colleagues, as these experiences show: 

“Witnessed the [intensive care unit] matron being bullied by her 
manager and others ganging up on her. She seems to have a lot going 
on and no one supporting her.” 

“There is a culture of bullying and gossiping amongst senior nursing staff 
specifically on the main surgical ward. They engage in professional 
character assassination and intimidation of junior nursing staff. Also, 
senior nursing staff frequently verbally discredit past nursing staff 
to current junior nurses – engaging in ugly gossip and unfounded 
professional character assassination.” 

Strong workplace and patient safety cultures in healthcare are key to 
both improving safety and eliminating harm for staff and patients.58  
A good safety culture is one in which staff feel valued, well-supported, 
respected, and psychologically safe (where staff feel that they will 
be treated fairly and compassionately if they speak up).59, 60 We 
will continue to look at the culture of organisations under the well-
led key question. 

The importance of good communication
Open and collaborative communication is at the heart of patient-
centred care, and NHS organisations, including commissioners and 
trusts, have legal duties to provide accessible and inclusive health 
communications for patients and the public.61 

NHS England advises that communications should give clear, easy to 
understand steps for the patient’s care, and ensure that patients fully 
understand their diagnosis. This will help reduce anxiety and enable the 
patient to have an informed discussion about their treatment.62 

To support them to do this, NHS England introduced the Improvement 
framework: community language translation and interpreting services. 
This framework is designed to support the NHS to provide consistent, 
high-quality community language translation and interpreting services 
to people with limited proficiency in English.

In addition, in February 2025, CQC introduced a new self-assessment 
and improvement framework to support integrated care systems 
(ICSs) to address health inequalities by improving their engagement 
with people and communities. This framework supports a whole-
system approach to embedding meaningful engagement and reducing 
health inequalities. 

https://www.england.nhs.uk/long-read/good-communication-with-patients-waiting-for-care/#:~:text=Your%20communications%20should%20give%20clear,translation%20–%20both%20written%20and%20spoken
https://www.england.nhs.uk/long-read/improvement-framework-community-language-translation-and-interpreting-services/
https://www.england.nhs.uk/long-read/improvement-framework-community-language-translation-and-interpreting-services/
https://www.cqc.org.uk/local-systems/integrated-care-systems/framework-engaging-people-and-communities/health-inequalities-engagement-framework/introduction
https://www.cqc.org.uk/local-systems/integrated-care-systems/framework-engaging-people-and-communities/health-inequalities-engagement-framework/introduction
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Findings from our 2024 Urgent and emergency care survey show that 
while many patients have a good experience of communicating with 
staff, this is not the case for everyone. In particular, the survey shows 
that in type 1 emergency care services, frail patients had worse than 
average experiences for most communication-related questions. 
This included not having enough time to discuss their condition and 
treatment with a doctor or nurse, not feeling listened to, and not 
receiving explanations about their condition, treatment, or test results 
in a way they could understand. They were also less likely to feel 
involved in decisions about their care and treatment, and to feel treated 
with respect and dignity. 

Furthermore, the survey also shows that older and frail respondents 
often linked issues with communication with negative staff attitude and 
rushed interactions. Poor communication with family members and 
lack of co-ordination between services were frequently reported. 

Poor communication was a theme emerging from our analysis of Give 
feedback on care submissions. Many people described feeling like they 
were not listened to, that their concerns were dismissed, or they were 
given conflicting information. Relatives also described difficulties in 
getting information about the treatment of loved ones and many also 
felt that their concerns were ignored and often dismissed:

“…the patient care I have received has been less than exemplary, 
especially at a time where pregnancy care is under so much scrutiny. 
The poor communication and listening skills and overall incompetence 
has been appalling.”

“No transparency over who is making the decisions, no ability to 
escalate concerns to the people making the decisions as we aren’t told 
who they are. No communication about decision.”

“Relative complained of pain during Christmas. Our family reported 
this to nurses alongside sickness. Concerns ignored and a doctor 
didn’t examine this issue until over 10 days later. They have had a 
stroke this week. The hospital did not bother to inform [next of kin] 
he had a stroke.”

Poor communication was a particular issue for people being discharged 
from hospital. Results of the 2024 Adult inpatient survey show that 
fewer respondents felt involved in decisions about their discharge 
from hospital, with less than half feeling they were given enough notice 
before being discharged. Nearly half (46%) of respondents felt certain 
about what would happen with their care after leaving hospital.

https://www.cqc.org.uk/publications/surveys/urgent-emergency-care-survey
https://www.cqc.org.uk/publications/surveys/adult-inpatient-survey
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This is supported by evidence from Give feedback on care, with people 
telling us that discharge planning for them or for family members 
was poorly organised, chaotic, and sometimes dangerous. They 
also described issues such as conflicting advice about how their 
ongoing care would be managed, or being discharged without the 
correct medication. 

“This lack of communication and organisation within your department 
has contributed to a distressing level of uncertainty and lack of trust in 
the care provided.” 

Our research with National voices similarly found that people’s 
experience could have been improved by better discharge planning 
and communication.

Communication with children and young people
Through our 2024 Children and young people’s survey, we found that 
people were generally positive about communication, particularly 
about how children and their parents and carers were involved in 
decisions about care and treatment:

	� 8 in 10 (79%) children aged 8 to 11 were involved in decisions about 
their care and treatment

	� nearly 9 in 10 (87%) young people aged 12 to 15 were involved 
in decisions about their care and treatment as much as 
they wanted to be

	� more than 9 in 10 (92%) parents and carers of children aged 0 to 15 
said they were involved as much as they wanted to be

	� 92% of parents and carers said staff agreed a care plan with them.

However, we did see room for improvement when parents and carers 
were raising concerns. Nearly 6 in 10 (59%) parents and carers had 
raised a concern about their child’s care or treatment, but only 62% 
of them said their concerns were ‘definitely’ taken seriously (28% said 
their concerns were taken seriously ‘to some extent’ and 10% said their 
concerns were ‘not taken seriously at all’).

Linked to this, nearly 3 in 10 (28%) children and young people aged 8 
to 15 said staff did not ‘always’ listen to what they had to say (23% said 
‘sometimes’ and 5% said ‘not at all’).

This was supported by findings from our 2024 Urgent and emergency 
care survey, with respondents raising similar concerns about feeling 
listened to. Younger people (aged 16 to 35) were less likely to say they 
were treated with respect and dignity, and had poorer experiences 
in relation to waiting, explanations about their treatment, and 
feeling listened to. 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.nationalvoices.org.uk%2Fpublication%2Fexperience-of-follow-up-care-post-hospital-discharge%2F&data=05%7C02%7CCharlie.Fisher%40cqc.org.uk%7Cd157a6d81a6142467d7f08de04ddade0%7Ca55dcab8ce6645eaab3f65bc2b07b5d3%7C1%7C0%7C638953547323314865%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SFMmMsJz5v2tAWCVr3Ds8iCQ3WTlRGB4%2FNpM%2B5fS52c%3D&reserved=0
https://www.cqc.org.uk/publications/surveys/cyp
https://www.cqc.org.uk/publications/surveys/urgent-emergency-care-survey
https://www.cqc.org.uk/publications/surveys/urgent-emergency-care-survey
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“The nurse gave me incorrect information about the amount of time I 
needed to wear my boot (for an ankle fracture) and the amount of time 
I needed to not do PE. When the fracture clinic rang my mum they gave 
different information. The nurse did not take my injury seriously…” 

Actively involving parents in decisions around their child’s care and 
quickly responding to their concerns is critical to safety. In 2023, the 
Parliamentary and Health Service Ombudsman published the report 
Broken trust: making patient safety more than just a promise. This 
identified a small number of cases among recent investigations of 
complaints where there were clinical consequences because concerns 
from patients and families were not being listened to. 

To ensure that people receive person-centred and responsive care, in 
April 2024 NHS England introduced a pilot of ‘Martha’s Rule’ in 143 
hospitals across England. This reinforces the fundamental principles of 
listening to people who use health and care services and their families 

– and acting on what they say. It aims to give patients and their families 
a way to seek an urgent review if their or their loved one’s condition 
deteriorates and they are concerned this is not being responded to. We 
will begin to assess the implementation of Martha’s Rule as part of our 
assessments over the second half of 2026. 

Martha’s Rule and the introduction of the national paediatric early 
warning system (PEWS) in November 2023 are related to a broader new 
approach to situations where a patient’s condition gets rapidly worse. 
The prevention, identification, escalation and response (PIER) approach 
aims to prevent people’s conditions becoming increasingly worse, save 
lives and reduce pressure on hospitals.

Medicines safety 
Medicines-related incidents account for around 10% of incidents 
reported in the NHS, and are one of the most commonly reported types 
of patient safety incident. Last year, we reported that incidents involving 
insulin were one of the most commonly reported incidents in trusts. 
This continued to be the case in 2024/25. 

This year, we also heard about problems related to the use of 
anticoagulation medicines (medicines used for blood thinning). Key 
issues included doses being missed, poor communication of doses and 
people not being assessed for the risk of venous thromboembolism on 
admission to hospital. 

We heard how some trusts were carrying out thematic reviews to 
address these problems, while in other areas concerns had been 
escalated to the integrated care system (ICS) to enable a system-wide 
approach to be developed. 

https://www.ombudsman.org.uk/publications/broken-trust-making-patient-safety-more-just-promise-0
https://www.england.nhs.uk/patient-safety/marthas-rule/
https://www.england.nhs.uk/get-involved/cyp/pews/
https://www.england.nhs.uk/get-involved/cyp/pews/
https://www.england.nhs.uk/patient-safety/managing-acute-physical-deterioration-through-the-prevention-identification-escalation-response-pier-approach/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/patient-safety-alerts/enduring-standards/standards-that-remain-valid/medication-safety/
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System-wide challenges 
This year, pharmacy leads have described shared care protocols as one 
of the biggest areas of risk for people using services. 

Shared care protocols enable the transfer of prescribing responsibility 
from a specialist to a GP when a patient’s condition is stable and both 
the GP and specialist agree to the arrangement. The patient’s GP agrees 
to take responsibility for monitoring and prescribing for their long-term 
condition, with pathways developed to ensure patients can be referred 
to their specialist if needed. Shared care protocols are often used in 
mental health care, and we look more closely at the challenges around 
these arrangements in our section on Communication, collaboration 
and system working.

Other system-wide challenges reported to us included: 

	� trusts being unable to prescribe medicines for supply from patients’ 
local community pharmacies

	� problems with the supply of medicines – pharmacists described 
how early communication between trusts and suppliers, as well as 
procurement teams and prescribers, was crucial to prevent critical 
supply issues occurring.   

Workforce challenges
NHS staff turnover and sickness absence
As at March 2025, there were 1,378,000 full-time equivalents in NHS 
hospital and community services, an increase of 2.5% from March 
2024. The largest growth in recent years was for staff in ambulance 
trusts, where staffing rose 12% between September 2022 and 
September 2024, and by a further 2% to 55,756 by March 2025. 

Acute hospital trusts also saw consistent growth. There were 10% 
more full-time staff in September 2024 than in September 2022, 
and a further 1% by March 2025. The largest increase was for the 
number of professionally qualified clinical staff in acute trusts, which 
had increased by 11% in the period between September 2022 and 
September 2024, and by an additional 2% to 575,000 by March 2025. 

In 2024/25, NHS staff turnover improved slightly, with the annual 
leavers rate falling to 9.9%, down from 10.2% in 2023/24 and 
11.8% in 2022/23. 

In March 2025, the overall sickness absence rate for England was at 
4.9%, slightly higher than in March 2024 at 4.7%. Anxiety, stress, and 
depression accounted for 27.5% of absences (up from 27.2% in 2024 
and 24.2% in 2023), while colds, coughs, and flu were the second most 
common cause at 10.3%, down from 10.8% in 2024 and 11.2% in 2023.

https://www.england.nhs.uk/medicines-2/regional-medicines-optimisation-committees-advice/shared-care-protocols/
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Workforce race equality
In 2014, Roger Kline published his report The Snowy White Peaks, which 
clearly outlined the impact of racism and lack of diversity in leadership 
on the ability of the NHS to deliver safe care.63 His 2024 report, Too Hot 
To Handle: An Investigation Into Racism In The NHS, found that 10 years 
on, the NHS is still not addressing racism effectively.64 

These findings are supplemented by a 2024 report from the NHS Race 
and Health Observatory (NHS RHO), Cost of racism: How ethnic health 
inequalities are standing in the way of growth. As well as setting out 
the current picture of institutional discrimination and racial health 
inequities across the NHS in England, the NHS RHO report shone a 
light on the emotional and economic impact of racial discrimination 
on both patients and staff. It described how negligence claims, 
internal grievances, independent investigations, and higher rates of 
staff sickness and absence all have a negative impact on workforce 
retention and recruitment.65

Having an ethnically diverse workforce that reflects the population 
it serves helps to raise awareness of the reality of racism and 
discrimination. This also supports staff to:

	� feel equal and represented 
	� have role models and advocates for progression 
	� feel able to speak up and raise concerns.

The NHS Workforce Race Equality Standard (WRES), introduced in 
2015, is designed to help NHS organisations identify improvements 
to manage and monitor inequalities through 9 workforce indicators.66 
We look at WRES data as part of our assessment of workforce equality, 
diversity and inclusion, under the well-led key question.

Results from the 2024 NHS WRES report show that representation of 
people from ethnic minority groups in the NHS workforce has again 
increased over the last year. In March 2024, people from ethnic minority 
groups made up 28.6% of the workforce (434,077 people) across NHS 
trusts – this is 53,969 (14%) more people than in 2023. 

While representation of people from ethnic minority groups in senior 
leadership roles and boards has also increased, it still remains 
low. In 2018, 6.9% of very senior managers were from an ethnic 
minority background, this had risen to 12.7% in 2024. While this 
is an improvement, it is still lower than the average for the overall 
workforce at 28.6%.

However, despite the increase in the workforce representation, the 
findings from the 2024 NHS WRES report suggest that less than a half 
(48.8%) of staff from ethnic minority groups felt that their trust provided 
equal opportunities for career progression or promotion. This was lower 
than the results for staff in white ethnic groups, where 59.4% felt that 
their trust provided equal career opportunities. In addition, in 2024, 
80% of NHS trusts reported that applicants from people in white groups 

https://www.mdx.ac.uk/news/2024/2/nhs-racism-report-roger-kline/
https://www.mdx.ac.uk/news/2024/2/nhs-racism-report-roger-kline/
https://nhsrho.org/news/independent-review-explores-the-cost-of-racism-to-the-nhs/
https://nhsrho.org/news/independent-review-explores-the-cost-of-racism-to-the-nhs/
https://www.england.nhs.uk/about/equality/equality-hub/workforce-equality-data-standards/equality-standard/
https://www.cqc.org.uk/guidance-regulation/providers/assessment/single-assessment-framework/well-led/workforce-equality-diversity-inclusion
https://www.cqc.org.uk/guidance-regulation/providers/assessment/single-assessment-framework/well-led/workforce-equality-diversity-inclusion
https://www.england.nhs.uk/publication/nhs-workforce-race-equality-standard-2024-data-analysis-report-for-nhs-trusts/
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were significantly more likely than applicants from ethnic minority 
groups to be appointed from shortlisting. 

Staff from ethnic minority groups were also more likely to report 
experiencing harassment, bullying or abuse from other staff, with White 
Gypsy or Irish Traveller women and men experiencing the highest levels 
for the second year in a row (42.6% of men and 34.1% of women). 

As part of efforts to tackle discrimination, the NHS published its 
equality, diversity, and inclusion improvement plan in June 2023. 
This sets out actions to address direct and indirect prejudice and 
discrimination that exists through behaviour, policies, practices 
and cultures against certain groups and individuals across the NHS 
workforce. This plan is currently being reviewed to ensure it aligns to 
the ambitions of the NHS 10 Year Health Plan, which includes new staff 
standards that have been developed in collaboration with the Social 
Partnership Forum.

Workforce disability equality
As stated in our Guidance for NHS trusts and foundation trusts: 
assessing the well-led key question, there is strong evidence to suggest 
that providing equitable working conditions has a direct impact on 
the quality of care for patients. Analysis of the NHS workforce shows 
that inequalities experienced by some staff groups have become an 
entrenched part of their working experience. Further inequalities can 
happen as a result of having more than one equality characteristic, 
resulting in some individuals experiencing multiple forms of 
discrimination or workforce inequality. 

Introduced in 2019, the Workforce Disability Equality Standard (WDES) 
is a set of 10 specific measures for NHS organisations to compare 
the workplace and career experiences of disabled and non-disabled 
staff. WDES data enables NHS organisations to better understand the 
experiences of their disabled staff. It supports positive change for all 
staff by creating a more inclusive environment for disabled people who 
currently work or would like to work in the NHS. 

We look at WDES data as part of our assessment of workforce equality, 
diversity and inclusion, under the well-led key question.

The 2024 data analysis report for NHS trusts shows that since the 
previous year, there has been an increase in the number of NHS staff 
who declare that they have a disability. As at March 2024, 5.7% of the 
NHS workforce (86,312 members of staff) had declared a disability 
through the Electronic Staff Record (ESR), representing an increase of 
15,446 people from 2023. 

The recruitment process showed little bias between disabled and 
non-disabled candidates (19.5% of non-disabled candidates were 
appointed from shortlisting, compared with 19.8% of disabled 
candidates). Disabled representation among board members and 
executive board members has also increased. However, disabled staff 

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future/fit-for-the-future-10-year-health-plan-for-england-executive-summary#an-nhs-workforce-fit-for-the-future
https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future/fit-for-the-future-10-year-health-plan-for-england-executive-summary#an-nhs-workforce-fit-for-the-future
https://www.cqc.org.uk/guidance-regulation-nhs-key-question-well-led-equality
https://www.cqc.org.uk/guidance-regulation-nhs-key-question-well-led-equality
https://www.england.nhs.uk/about/equality/equality-hub/workforce-equality-data-standards/wdes/
https://www.cqc.org.uk/guidance-regulation/providers/assessment/single-assessment-framework/well-led/workforce-equality-diversity-inclusion
https://www.cqc.org.uk/guidance-regulation/providers/assessment/single-assessment-framework/well-led/workforce-equality-diversity-inclusion
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were reported as being twice as likely to enter the formal capability 
process for performance reasons than their non-disabled colleagues. 

Overall, levels of bullying and harassment reported by disabled staff 
through the NHS staff survey is at its lowest since the implementation 
of WDES. However, this varied among the professions. In common with 
the experiences of disabled staff more widely, within the operational 
ambulance staff workforce, disabled men tend to report a higher degree 
of abuse by patients and other colleagues, unequal opportunities for 
career progression, and higher pressure to come to work despite not 
feeling well enough to perform their duties. 

Disabled ambulance staff also reported much lower levels of 
satisfaction with the extent to which their organisations value their 
work, lower levels of reasonable adjustments made by their employer 
to carry out their work, and the lowest staff engagement score.







https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.nationalvoices.org.uk%2Fpublication%2Fexperience-of-follow-up-care-post-hospital-discharge%2F&data=05%7C02%7CCharlie.Fisher%40cqc.org.uk%7Cd157a6d81a6142467d7f08de04ddade0%7Ca55dcab8ce6645eaab3f65bc2b07b5d3%7C1%7C0%7C638953547323314865%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SFMmMsJz5v2tAWCVr3Ds8iCQ3WTlRGB4%2FNpM%2B5fS52c%3D&reserved=0
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While feedback on follow-up care tended to be positive, some negative 
aspects were highlighted through people’s responses to the survey. This 
included that care didn’t always meet people’s emotional needs and 
that staff didn’t take the time to discuss people’s medical and non-
medical needs. Respondents also said that they didn’t receive care 
from the same members of staff throughout their recovery. 

“They don’t see the human being, they only see the problem/ailment to 
be fixed. I may be old but I have lived a life. Never once did anyone ask 
me what I thought, what I felt, how I could be helped. I was a problem 
to address and not a person in my own right.” 
(Survey respondent)

“I was back into full caring mode for [husband] but I was [recovering] 
from a double bypass and aortic valve replacement. I didn’t have the 
physical or mental strength to cook, clean, wash, shop for us both […]. 
Very depressed but no one I was able to talk to.” 
(Survey respondent)

The failure to take a holistic approach to delivering care had a negative 
impact on the emotional wellbeing of some research participants.

Of the 64 respondents to the questionnaire who did not receive 
follow-up care after being discharged from hospital, more than half 
felt that they did need follow-up care at the time. Not receiving follow-
up care despite needing it led to wide ranging negative outcomes. 
These included the need to go back into hospital, friends and family 
taking on unpaid caring responsibilities and a deterioration in their 
emotional wellbeing. 

“I felt very vulnerable both physically and mentally. I had to rely on 
friends to do a lot as I don’t have family nearby. I was unable to have a 
shower easily and found it difficult to climb stairs. I ended up seeing a 
psychologist due to PTSD post surgery.” 
(Survey respondent)
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A personal story of a poor experience of care after 
hospital discharge
Having been admitted to hospital after a fall, Dan found the discharge 
process itself to be problematic, as he experienced delays and a lack 
of communication and co-ordination with his family, “I was waiting for 
4 hours before I got discharged and even when they discharged me into 
my home, they left me on my own, which I wasn’t happy about. Both my 
partner and my son were both work[ing] the whole day. I was left for… 
maybe 3 hours to manage on my own. I had no aid, no nothing.” 

The subsequent lack of follow-up care had an impact on Dan’s family 
dynamics, “For about 3 or 4 weeks I wasn’t able to do too much... [my 
wife] ended up doing a lot more.” 

(Interview participant)

 
Access to GP services
We are concerned that challenges in getting access to GP services 
can have a different impact on the experiences and outcomes of older 
or frail people.

Findings from the 2025 GP Patient Survey showed that the likelihood of 
people not doing anything when unable to contact their GP practice, or 
not knowing what the next step would be, was highest for people aged 
85 and over (23%) and lowest for those aged 35 to 44 (15%). 

This is particularly concerning as older adults – especially those living 
with frailty – are at greater risk of poor outcomes, such as falls or 
emergency hospital admission because of deterioration from relatively 
minor ailments.

We also hear feedback from older people and their loved ones about 
how this can affect their health, wellbeing and trust in services.

“My father called the GP surgery every morning at 8am but was 
consistently met with an engaged line. The surgery was only accepting 
emergency cases, and no home visits were available. My father is 
elderly and frail, and should have been given priority for a consultation 
due to his age and health concerns. He was suffering from a persistent 
chest problem and pain in his hip and leg. Due to the lack of care and 
inability to secure an appointment, his health deteriorated.” 
(Give feedback on care)

If people do not have family or loved ones to advocate on their behalf, 
this may increase the risk of them falling through the gaps. It is 
important that local systems have effective processes to ensure that 
vulnerable people without advocates – whether formal or informal – are 
not at a disadvantage when navigating the health and care system, and 
receive the support they need.

https://gp-patient.co.uk/latest-survey/results
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Hospice services for adults
Since introducing our assessment framework in 2024, we have 
assessed 25 hospice services for adults. Of these, over a third (9 
services) have been rated as outstanding, three-fifths (15 services) 
have been rated as good, and only one service is rated as requires 
improvement. No services have been rated as inadequate.

While hospices provide support for people of all ages who need 
palliative care or are reaching the end of their lives, they can also 
provide a range of interventions to support older adults experiencing 
advanced frailty. They can help people to live well until the end of 
their lives, reducing the need for them to be admitted to hospital and 
supporting them to achieve their preferred place of death. They can 
also support an earlier discharge from hospital for frail patients.67

Across the 21 inspection reports published in 2024/25, it is evident 
that the people receiving care from hospices are at the centre of how 
these services are delivered and run. Reports described services and 
staff that take time to understand a person’s physical, emotional, 
psychological, and spiritual needs, and who try their best to ensure they 
meet these needs, resulting in positive experiences and outcomes.

We saw that some hospice providers were taking steps to widen their 
provision for people living with frailty and other life-limiting conditions 
that often overlap, such as dementia, as these groups have repeatedly 
been shown to be under-served by palliative and end of life care 
services.68 Changes in care for these people included improving the 
physical environment and setting up support groups for people with 
dementia, run by specialist staff such as link nurses or a community 
dementia nurse. We also saw specialist support groups and outpatient 
provision for people with Parkinson’s or motor neurone disease, and for 
autistic people and people with a learning disability. 

Example of outstanding advance care planning
In May 2024, we rated a North East Essex Hospice service as 
outstanding. The hospice’s internal dashboard showed up the 
inequality of access to advance care planning for people with 
conditions other than cancer. As a result, the service launched a 
collaborative quality improvement project with the local hospital frailty 
team, which included a palliative clinical nurse specialist. This resulted 
in a positive impact on the number of referrals to the hospice for 
people with frailty. 

(Taken from CQC inspection report)
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As well as adaptations for people already using a service, we have seen 
evidence of considerable community outreach to ensure that services 
were proactively targeting people who reflect the demographics of the 
local community. This included:

	� outreach to minority ethnic communities
	� links with local faith leaders to tailor provision to people of 

different religions
	� highlighting and attempting to reduce socioeconomic inequalities 

in access to hospice services
	� building relationships with local LGBTQ+ organisations to improve 

access and quality of care for people in these groups.

Through our inspections, we also saw evidence of providers proactively 
reaching out to different inclusion health groups in their community, 
including local homeless populations. One service worked with prisons 
to ensure people could also access end of life care. Another hospice 
service rated as outstanding had worked with external organisations to 
reach out to different communities to raise awareness of their service. 
For example, the service held events, as part of ongoing community 
engagement, to encourage people in ethnic minority communities to 
access services. The service had also reached out to local groups, 
including women’s groups, refugees’ groups, homeless charities 
and stakeholders.

Most hospices that we inspected in 2024/25 were providing good or 
outstanding care – despite pressures in the system. But staff shortages 
and their impact on safe staffing levels was a recurring theme. Although 
services had identified risks in this area and mitigated them effectively, 
there was evidence of negative impacts on enabling people to access 
care, including long waiting lists for some services. 

In most cases it was clear that providers were striving for a 24-hour,  
7 days a week service. This included through both in-person 
assessment and care or advice and support lines as well as inpatient 
care for those who needed it. Some providers were able to achieve this, 
either by themselves or in collaboration with others. 

However, other providers had to reduce their provision due to 
staffing constraints. They did this either by reducing inpatient bed 
capacity to maintain safe staffing ratios, or by reducing the hours of 
community provision. 

For example, a hospice service that we rated as outstanding used 
a safe staffing tool which took into account staff numbers, skill mix 
and patient acuity. If the tool flagged ‘red’, the inpatient leadership 
team would escalate to the Clinical Director who could decide to 
close the service to admissions. This helped the service ensure and 
monitor clinical safety and effective patient care. Senior management 
met regularly to ensure they had clear oversight of performance and 
risks, and the service was working in partnership with other local 
organisations to ensure the sustainability of their workforce planning. 
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In some cases, providers had been able to work with local community 
and district nursing teams to maintain overnight cover. 

Despite these challenges, there is evidence that most of the hospice 
providers we inspected were committed to working collaboratively and 
in partnership with other services involved in people’s care. We saw 
evidence of hospices maintaining regular communication with acute 
hospitals, GPs and community health services to promote continuity of 
care for people and to ensure their needs and preferences were known 
and respected by all services involved in their care. We also saw how 
some providers gave training to other services, such as paramedics 
and care homes, to support provision of good end of life care, reduce 
A&E attendances and emergency admissions, and to enable people to 
remain at home if preferred.

People with dementia
As more people are being diagnosed with dementia it is more likely 
than not that we will either experience living with dementia ourselves 
or provide care for a loved one with dementia in our lifetime. The 
economic impact of dementia is forecast to rise from £42 billion to £90 
billion in the next 15 years. 

In May 2025, we published a report on health and social care support 
for people with dementia. This looked at what people were telling us, 
through surveys and feedback, about their experiences of living with 
dementia when using health and adult social care services, including 
the experiences of families and carers.

Our report set out the main themes that influence whether a person’s 
experience is good or poor, and what health and care services are doing 
to improve these experiences:

	� Access to health and care support: People told us they were 
having to wait too long for a diagnosis, and about a lack of ongoing 
care and support for dementia in the community. However, people 
who had good support from their primary care services during 
their dementia journey described the positive effect this had on 
their wellbeing.

	� Person-centred care is important: But staff in NHS acute 
hospitals do not always understand the specific care needs of 
people with dementia. Also, often adult social care staff were not 
adequately attending to people’s day-to-day care needs, including 
support with nutrition and hydration.

	� Staffing and training: Providers have recognised that staff need 
to improve their knowledge of effective dementia care. Key 
stakeholders say there is a need for a clear baseline understanding 
of dementia for everyone who works in health and social 
care, at all levels.

https://www.cqc.org.uk/publications/health-and-social-care-support-dementia/summary
https://www.cqc.org.uk/publications/health-and-social-care-support-dementia/summary
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	� Family and unpaid carers: Despite their important role, family 
and carers told us that communication with staff and management 
could be poor, and there was an over-reliance on them for 
intervention and advocacy when their loved ones were using health 
and care services.

	� Inequalities: Key stakeholders told us that inequality was a 
root cause of the challenges facing people living with dementia. 
Persistent misunderstandings and stigma associated with 
dementia can also lead to inequalities in how care is delivered 
and commissioned. We also saw limited consideration for the 
combined impact of dementia and other protected characteristics 
when carrying out the analysis for our report.

Recent inspections
Findings of poor quality care
Many of the findings in our report on care for people with dementia 
are also reflected in recent inspections. Inspectors told us in focus 
groups that they are finding staff have a poor understanding of the 
specific needs of people with dementia, and that providers and staff 
do not always have the knowledge of person-centred approaches and 
dementia-friendly environments, which could affect people’s safety.

For example, in a 2025 inspection of a care home that cares for people 
with dementia (which we rated as inadequate), we found that the 
service’s leaders were failing to manage risks to people’s health and 
safety. Incident reports showed that three-quarters of falls happened 
during the night shift, but staffing levels hadn’t been reviewed. Also, 
some staff didn’t understand their role in safeguarding people and 
protecting them from the risk of abuse. 

In a previous inspection of this service, we found that people were at 
risk of sexualised behaviour from other residents and this was still the 
case. Safeguarding concerns hadn’t always been referred to external 
agencies for investigation, and one member of staff thought it was their 
manager’s responsibility to report concerns. We found 5 breaches of 
legal regulations relating to safe care and treatment, safeguarding, 
staffing, recruitment, and how the service was managed, and we 
imposed urgent conditions on the home to restrict accepting any new 
residents without prior agreement from CQC.

At another care home, which we placed in special measures, our 
inspectors saw exposed nails in walls and an exposed electrical wire in 
a light directly above a person’s bed, as well as trip hazards elsewhere. 
This is particularly dangerous as the service was caring for people with 
dementia, who may be less able to recognise risks to their own safety. 

Findings of good quality care 
By contrast, at a care home that we rated as outstanding, leaders 
continually assessed people’s changing support needs. For example, 
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a person with dementia was becoming increasingly anxious, therefore 
with their and their family’s full consent, the provider trialled a series of 
tailored adjustments to the person’s environment, particularly during 
mealtimes, to foster a sense of comfort and security, and to reduce 
their anxiety. As a result, there was a significant improvement in the 
person’s overall wellbeing, including more restful sleep, which has 
been recognised as an essential factor in positive health outcomes for 
people living with dementia.

At a different care home, which we inspected in 2025 and rated as 
outstanding, the provider had recently opened a ‘wellbeing suite’, with 
a working kitchen, dishwasher, oven, sink, and washing machine so 
people with dementia could take part in day-to-day activities that they 
might miss from their lives before moving to the home. 

This addition was driven by significant evidence that, for people living 
with dementia, engaging in familiar daily activities can enhance their 
quality of life, cognitive function, and emotional wellbeing. One person 
with dementia often became distressed in the afternoon. She had a 
long history of baking with her family, which was a source of comfort 
and routine. Staff recognised this and integrated it into her care plan. 
Whenever she became distressed, staff engaged her in baking simple 
recipes, which was a calming intervention that fostered positive 
engagement with staff and other people, and improved her overall 
mood. Feedback from family members confirmed that the person was 
happier and more settled.

Another care home, which we rated as outstanding following an 
inspection at the end of 2024, had employed a dementia specialist 
consultant who worked extensively with people and their families to 
maximise their understanding of people’s needs and preferences. 
They ensured that everyone’s voices were heard, and that they were 
supported to overcome potential barriers to living a fulfilling life. For 
example, the provider told us that after members of the public had 
raised concerns about noise from the home, they had invited local 
residents to look around the home to meet people. This gave people the 
opportunity to increase their understanding of how a care home worked 
and what it was like to live with dementia.

Maternity care
Every pregnant woman wants a positive birth experience – and every 
member of staff working in a maternity service wants to provide safe, 
high-quality care. In most situations that’s what happens, but sadly it’s 
not always the case.69 

Too many women are still not receiving the high-quality maternity care 
they deserve, with almost half (47%) of services reviewed through our 
National review of maternity services in England 2022 to 2024 rated 
as either requires improvement (36%) or inadequate (12%). Under 
our assessment framework introduced in 2024, we have published 

https://www.cqc.org.uk/publications/maternity-services-2022-2024
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the findings of inspections for 15 maternity services. Of these, two-
thirds of services (66.7%) have been rated as inadequate or requires 
improvement, with a third (33.3%) rated as good. No services have been 
rated as outstanding.

Since 2015 there has been a national ambition to halve the rates 
of stillbirths to 2.6 per 1,000 births by 2030.70 While some progress 
has been made towards this goal, in 2023 the stillbirth rate was 3.9 
per 1,000 births. 

When things go wrong, the consequences for mothers, babies, their 
families – and staff – can be devastating. To support services to provide 
bereaved parents with answers, ensure learning from incidents and 
prevent future deaths, the national Perinatal Mortality Review Tool 
(PMRT) was launched in 2018. As stated in the Sixth annual report of 
the national Perinatal Mortality Review Tool, “The review of care when a 
baby has died is part of routine maternity and neonatal care and is not 
an optional extra.”71

The sixth annual report, which was based on 4,311 reviews completed 
from January to December 2023, found that 95% of reviews identified 
areas for improvement in care, and 30% of reviews identified at 
least one issue with care that may have made a difference to the 
outcome for the baby.

Concerns around the quality of care in maternity services are 
longstanding. Over the last 10 years there have been a number of high-
profile investigations into the quality of care at individual maternity 
services, including Dr Bill Kirkup’s reviews at Morecambe Bay and East 
Kent, and Donna Ockenden’s investigations at Shrewsbury and Telford, 
and Nottingham.

In May 2024, the final report of All Parliamentary Party Group (APPG) 
on Birth Trauma suggested these may not be isolated cases, with the 
investigation finding a pattern of poor maternity care across the country. 
Similarly, our National review of maternity services in England 2022 
to 2024, published in September 2024, found that issues identified 
through the Kirkup and Ockenden reviews are not confined to a few 
hospitals, but are widespread across the country. 

Across all these reports, the same themes have been 
emerging, including:

	� workforce challenges
	� lack of leadership and oversight
	� poor working cultures and siloed working
	� poor risk assessment
	� lack of communication
	� failures to investigate and learn when things go wrong.

To keep people safe and ensure they receive consistently safe, good 
quality care, we expect services to make sure there are appropriate 
staffing levels and skill mix. However, our national maternity inspection 

https://www.npeu.ox.ac.uk/pmrt/reports
https://www.npeu.ox.ac.uk/pmrt/reports
https://www.theo-clarke.org.uk/birth-trauma-report
https://www.theo-clarke.org.uk/birth-trauma-report
https://www.cqc.org.uk/publications/maternity-services-2022-2024
https://www.cqc.org.uk/publications/maternity-services-2022-2024


131The state of health care and adult social care in England 2024/25

programme found that chronic issues around recruitment and retention 
were a key barrier to high-quality care. 

This was supported by the findings of the APPG on Birth Trauma. 
Evidence provided to the APPG revealed endemic issues with under-
staffing, a poor physical environment and a harmful working culture. 
It also suggested that midwives in particular experience high levels of 
stress and burnout.72 

This was supported by the findings from NHS England’s Maternity and 
neonatal infrastructure review. Published in September 2025, the review 
found a clear link between the condition of service infrastructure, the 
experience of people who use services and staff, and safety. 

Latest figures from the 2024 NHS Staff Survey continue to suggest that 
midwives are experiencing challenges related to work-life balance and 
wellbeing. The results show that, compared with all staff groups: 

	� 50% said they cannot meet conflicting demands at 
work (27% overall)

	� 45% reported achieving a good balance (57% overall)
	� 57% reported finding their work emotionally 

exhausting (34% overall) 
	� 65% said they felt worn out at the end of the shift (42% overall).

Despite the challenges, 68% of midwives reported feeling 
enthusiastic about their job, which also reflects the trend across all 
staff groups (68%).

In 2024, the Royal College of Midwives (RCM) estimated that there was 
a national shortfall of around 2,500 midwives.73 RCM’s data published 
in June 2025 shows that as at March 2025 the number of midwives on 
the register had increased by 5.6% from March 2024.74 However, results 
from RCM’s survey published in the same month show that funding 
cuts and recruitment freezes mean that midwifery managers are still 
struggling to hire any, or as many, midwives as they need. 

Analysis of maternity inspection reports published between January 
2024 and June 2025 also shows ongoing concerns with staffing. Issues 
included a lack of staff and in some cases a lack of suitably qualified or 
senior staff, leading at times to an inadequate mix of skills on wards. 

The impact of staffing shortages on midwives was reflected in the 
findings in the NHS Staff Survey, which showed that only 16% of 
midwives felt there were enough staff at their organisation for them to 
do their job properly (compared with 34% overall).

Recent inspection reports continue to show challenges with risk 
assessments. Not all services are able to properly assess and manage 
risks. Some do not always complete proper risk assessments, or do 
not properly record these in a way that makes for safe care across the 
maternity pathway. Where risks are identified, they are not always acted 
on promptly and effectively.

https://www.theo-clarke.org.uk/birth-trauma-report
https://www.england.nhs.uk/long-read/maternity-and-neonatal-infrastructure-review-findings/
https://www.england.nhs.uk/long-read/maternity-and-neonatal-infrastructure-review-findings/
https://www.nhsstaffsurveys.com/results/national-results/
https://rcm.org.uk/wp-content/uploads/2024/06/rcm_-how-to-fix-guide_-28-feb-2024.pdf
https://www.nhsstaffsurveys.com/results/national-results/
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Ongoing concerns about the learning culture was another theme 
emerging from our analysis of recent inspection reports. Some staff 
told us that they were not always encouraged to report incidents, 
or that services did not always systematically embed learning from 
incidents. While the NHS staff survey suggests a high proportion of 
midwives feel their organisation encourages them to report errors, near 
misses or incidents (91% compared with 83% overall), only 55% are 
confident their organisation would address their concern (compared 
with 57% overall).

It is shocking that despite the same issues being repeatedly reported 
over the last 10 years, efforts to address the underlying causes of poor 
maternity care have continued to fall short. To address this, in its final 
report the APPG on Birth Trauma called in the government to introduce 
a National Maternity Improvement Strategy, led by a new Maternity 
Commissioner who will report to the Prime Minister. 

Maternity care in England is at a significant point of transition. In 
September 2025, the government announced the terms of reference for 
the National maternity and neonatal investigation. As well as helping 
bereaved and harmed families to receive justice and accountability 
in the future, the investigation aims to conduct and publish 14 local 
investigations of maternity and neonatal services in NHS trusts. The 
national investigation not only gives renewed focus on longstanding 
issues, but presents a real opportunity for change. 

Inequalities in maternity care
As highlighted in our report National review of maternity services in 
England, 2022 to 2024, and our 2023/24 State of Care report, some 
women with protected characteristics under the Equality Act 2010 
are at greater risk of harm. Latest data from MBRRACE-UK shows 
that, compared with women from white ethnic groups, Black women 
were more than twice as likely to die during or up to 6 weeks after 
pregnancy, and Asian women were 1.3 times more likely to die during 
the same period.75

This is supported by the findings of the Black Maternal Experiences 
Survey by FiveXMore. Published in July 2025, the survey gathered the 
experiences of Black and Black mixed-heritage women across the UK 
who had been pregnant between July 2021 and March 2025. Of the 845 
responses analysed, the survey found:

	� 60% of Black women rated their antenatal care as good or high quality
	� 54% experienced challenges with healthcare professionals
	� 28% of Black women reported discrimination and, of these, 25% 

said that this was due to issues around race
	� 45% raised concerns during labour or birth; of these, 49% felt their 

concerns were not properly addressed
	� 23% of Black women did not receive the pain relief they requested, 

and 40% of these women were given no explanation

https://www.theo-clarke.org.uk/birth-trauma-report
https://www.gov.uk/government/publications/independent-maternity-and-neonatal-investigation-terms-of-reference/national-maternity-and-neonatal-investigation-terms-of-reference
https://www.cqc.org.uk/publications/maternity-services-2022-2024/inequalities
https://www.cqc.org.uk/publications/maternity-services-2022-2024/inequalities
https://www.cqc.org.uk/publications/major-report/state-care/2023-2024/areas-of-concern/maternity
https://www.npeu.ox.ac.uk/mbrrace-uk/data-brief/maternal-mortality-2021-2023
https://fivexmore.org/black-maternity-experiences-report-2025
https://fivexmore.org/black-maternity-experiences-report-2025
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	� Only 39% received advice on nutrition, and just 27% were spoken to 
about exercise at their booking appointment

	� Just 1 in 5 women (20%) had been informed on how to make a 
complaint, and only 8% pursued a formal process.

The report describes how more Black women are better informed 
and ready to advocate for themselves when entering maternity care, 
but that this is more often because they feel they must fight to be 
heard. It highlights that racism, both structural and interpersonal, 
continues to shape Black women’s maternity experiences, with poor 
communication, lack of empathy and unequal power dynamics leaving 
them feeling unsupported and unsafe.

Our national maternity inspection programme found huge differences 
in the way NHS trusts collect and use demographic data, particularly 
ethnicity data, to address health inequalities in their local populations. 
We also found that communication with women and their families is 
not always good enough, particularly for women whose first language 
is not English. This affects their ability to consent to treatment and can 
perpetuate levels of fear and anxiety.

 

Birth and beyond maternity portal
Around 10 years ago, the maternity team at Royal Surrey NHS 
Foundation Trust recognised that the antenatal education they provided 
was not meeting women’s needs. To address this, the team started 
holding classes that provided evidence-based guidance from staff. 

When the COVID-19 pandemic arrived, they were forced to innovate 
and find other ways to deliver this education. Initially the team used 
Facebook as it was free and easy to access, but later developed this 
into the ‘Birth and beyond portal’, which provides: 

•	videos and written information based on clinical evidence 

•	toolkits that explain complex areas (such as induction of labour and 
caesarean sections)

•	access to clinical guidelines

•	a booking portal to attend online or in-person antenatal classes. 

The maternity service actively engages with its population through 
social media and works closely with the local Maternity and Neonatal 
Voices Partnership to contact harder-to-reach communities. The portal 
is also translated into more than 200 languages. 

By using polls and questions like “what have you googled lately” they 
can stay on top of topics that birthing people want access to and 
provide access to NHS approved and evidence-based information. 

Feedback on the portal has been positive, with people who use the 
service saying it made them feel better informed and prepared.

https://www.cqc.org.uk/publications/maternity-services-2022-2024
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Health and care for autistic 
people and people with a learning 
disability 

Barriers and inequalities when accessing and 
using GP services
In last year’s State of Care report, following compelling feedback from 
our expert advisory group, we introduced our priority area of exploring 
the challenges and barriers that autistic people and people with a 
learning disability experience when accessing their GP practice. 

The following is a summary of our findings from this project, which 
informs our work to tackle inequalities in health – a key factor in 
helping to reduce early mortality for autistic people and people with a 
learning disability.

Accessing GP services
Our analysis found evidence that autistic people and people with a 
learning disability can find it challenging when trying to access an 
appointment with their GP. Sometimes they face difficulties with using 
the technology to book appointments, such as eConsult or the NHS App. 

In our focus groups, our Experts by Experience who have lived 
experience of a learning disability or autism told us that they would like 
their GP practices to offer more choice and flexibility when booking 
an appointment. These difficulties in accessing primary care services 
are not merely inconvenient but can serve as a significant barrier to 
receiving care.

One person who has a learning disability and is also autistic expressed 
difficulties using the booking app:

“The NHS app is very confusing. My mum has to help me with that. 
In my opinion it’s very hard, it’s very fiddly. I don’t think it’s made 
adjustments for people who are autistic, dyslexic, have dyscalculia or 
people who are blind.”

https://www.cqc.org.uk/publications/major-report/state-care/2023-2024
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Difficulties accessing GP services can have a detrimental effect on 
people. One autistic person reported that a GP practice failed to explain 
the process for ordering repeat prescriptions, which meant they ran 
out of the medicines they were taking for their mental health needs. 
They described how they had to reach a crisis point in order to get the 
primary care that they needed:

“I’ve usually found that by the time I get got to the point where I’m 
crying on the phone, they’ll actually help. I did get [the medicines] in 
time, but it usually does end up getting to the point where I have to have 
quite a big reaction for them to take me seriously.”

Information from adult social care providers submitted through the 
provider information return also shows the challenges they experience 
when working with primary care services. Although unprompted, 
providers told us about difficulties when supporting autistic people and 
people with a learning disability to book a GP appointment. 

However, some comments described primary care providers as being 
more flexible around appointments, including making home visits:

“Adaptations are incorporated into the appointments for individuals 
who prefer morning or afternoon visits or a quieter timeframe.”

“The GP, dentist, ophthalmologists and podiatrist will visit the service 
rather than have the supported people having to wait for long periods in 
waiting rooms, which they would not tolerate.”

Using GP services
Poor communication from providers can be detrimental to people’s 
experiences of primary care and may leave them confused or uncertain 
about the next steps in their care. 

Autistic people and people with a learning disability used our focus 
groups to express a wish for their needs to be taken seriously. 
Participants also shared examples of good communication from their 
GP practice and the positive difference this makes to their experience 
of care. For example, people praised staff who were reassuring and who 
took the time to acknowledge their needs, such as explaining things in a 
different way to make sure it was understood.

Comments from adult social care providers in their information return 
often described how good communication and information from GP 
practices helped them to offer appropriate care and support to people, 
and therefore improve their experiences.
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For example, some said they had regular, scheduled meetings with 
their local GP practice to discuss the people who use their services. 
Others emphasised the importance of having a sense of familiarity 
between GPs and the people who use services, as it enables continuity 
of care and understanding of the needs of autistic people and people 
with a learning disability. One care home said it had worked with its 
GP practice for “a very long time and those we support are familiar 
with their long-standing Drs and staff members, including the learning 
disability nurse”. Another service said:

“The GP, many surgery staff and the learning disability nurse are known 
to the people we support enabling continuity of care and understanding 
of their complex needs.”

During focus group sessions, our Experts by Experience also mentioned 
the importance of having a named GP. Some participants described 
feeling distressed when their routine was disrupted or when having to 
deal with change, for example, seeing a different GP. One person spoke 
positively about their GP, including how the care they received was 
strengthened by the GP’s consistency: 

“I love going to the GP because I get the same routine. If there’s 
change, it can really upset me. I like consistency. And some people 
don’t get that.”

Despite the benefits of having the same GP, the 2025 GP Patient Survey 
found that only 40% of people with a learning disability and 42% of 
autistic people who have a preferred healthcare professional said they 
were able to see or speak to them when they asked to ‘always or almost 
always/a lot of the time’.

We welcome the Code of Practice on statutory learning disability and 
autism training, which aims to ensure that staff have the right skills to 
provide care, and to boost their understanding of people’s needs.76 The 
Code will further support us to inspect health and social care providers 
and assess whether they are training their staff to support autistic 
people and people with a learning disability appropriately. It will also 
support us to hold them to account to ensure that they are delivering 
good, informed, and safe care.

Annual health checks
GPs maintain a register to identify people aged 14 and over with a 
learning disability who need additional support. Being on this register 
enables patients to receive reasonable adjustments, in addition to an 
annual health check. 

https://questions-statements.parliament.uk/written-statements/detail/2025-06-19/hcws715
https://questions-statements.parliament.uk/written-statements/detail/2025-06-19/hcws715
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As at March 2024, there were around 1.3 million people with a learning 
disability in England, yet only 347,840 (about 25%) were recorded on 
their GP’s learning disability register.77 This low registration rate means 
that many people with a learning disability are unable to access an 
annual health check and receive the reasonable adjustments they are 
entitled to. Additionally, about 12% of eligible people with a learning 
disability are registered with GP practices that do not provide annual 
health checks.78

A few adult social care providers noted in their information returns that 
even if people were listed on the register, staff shortages at GP services 
meant that people did not receive their annual health checks:

“The people we support have not received their annual health review in 
the past 12 months as the GP has no resources to complete them.”

More positively, other providers talked about the importance of effective 
joint working with GP services who deliver annual health checks as 
part of their support plan. For example, one service described their 
work with the local GP service to facilitate an “Annual GP health check 
with 6-monthly review of their medication [as part of] a collaborative 
approach to meeting the needs of the people using [their] service, 
which starts with their person-centred support plan.”

Reasonable adjustments
Through our focus groups, autistic people and people with a learning 
disability told us that they are not consistently offered reasonable 
adjustments as their needs were not recorded in their records. 
This put the onus on them to ask for reasonable adjustments or to 
arrange adjustments for themselves, and they sometimes lacked the 
confidence to do that:

“With reasonable adjustments, I can’t go up to them and ask, I’m 
just not confident enough. So if they’ve got on my notes that I’m 
autistic, it would help if they actually ask what would help, rather than 
expecting me to say.”

People in our focus groups described how they found waiting for 
appointments difficult or anxiety-inducing, or that the noises and lights 
in waiting areas were distressing: 

“Waiting in the waiting room just doesn’t work at all for me.” 

https://publications.parliament.uk/pa/cm5804/cmselect/cmwomeq/134/report.html
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“We shouldn’t have to wait that long, because we all get anxiety when 
we have to wait a long time.”

People also spoke about the importance of having clear and accessible 
information. One person mentioned that, even though their practice 
had easy-read versions of leaflets, they were not on display and 
patients had to ask for them at reception. They said: 

“If you want something in easy-read, they’ve got to actually find it. 
Why can’t they have a leaflet there like all the other leaflets? Why is 
it hidden away?”

Our analysis of comments in adult social care provider information 
returns also found that the right reasonable adjustments were not 
always in place to make primary care a positive experience:

“There is lack of understanding of the need for reasonable adjustments 
for people with learning disabilities and autism among most healthcare 
professionals, and that often leads to delayed treatment. Health 
inequalities still exist.”

However, comments also described GP services that made reasonable 
adjustments in accordance with people’s individual preferences 
when running annual health checks – this indicated a person-centred 
approach to the provision of care:

“The GP’s learning disability nurse will visit the service for any 
medication reviews or health reviews and vaccinations. They will visit 
our care home so the experience for the residents is more person-
centred. This will also ease their anxieties.” 

“Essential visits, such as learning disability annual reviews, are 
maintained in the GP practice or at the service due to people’s 
preferences and requirements.”
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Independent Care (Education) and 
Treatment Reviews
In 2019, we published our interim report ahead of our Out of sight 
report, which focused on restraint, prolonged seclusion, and 
segregation for autistic people and people with a learning disability.  
In response, in November 2019, the then Secretary of State announced 
that all autistic people and people with a learning disability in long-term 
segregation would have their care independently reviewed, which led 
to the introduction of Independent Care (Education) and Treatment 
Reviews (IC(E)TRs). 

IC(E)TRs are in-depth reviews of a person’s care and treatment. They 
investigate whether:

	� the person’s rights are being upheld
	� the Mental Health Act Code of Practice is being followed
	� restrictions are being kept to a minimum. 

They also aim to move people out of long-term segregation, as autistic 
people and people with a learning disability should not have to endure 
prolonged segregation.

In November 2023, the final report by Baroness Hollins recommended 
that the Department of Health and Social Care, NHS England and CQC 
should commit to funding and delivering interventions to reduce the 
use of solitary confinement and move people to the least restrictive 
setting and out of hospital as soon as possible.79 The previous 
government asked us to take the lead on IC(E)TRs for 2 years, with 
reviews starting in May 2024. The following section describes our early 
findings of ongoing work and analysis based on 16 early IC(E)TR reports 
and a focus group with IC(E)TR panel chairs. In this analysis, we found 
that many reports noted changes which had not happened for people, 
often where recommendations from previous reviews had not been 
completed. However, we are already seeing the impact of our IC(E)TR 
programme to support people to leave long-term segregation.

Our analysis focuses on how people are supported to leave long-term 
segregation while highlighting factors that prevent this from happening 
soon enough. We also analyse the care and support people receive 
while in long-term segregation. The scope of IC(E)TRs means we cannot 
give a detailed understanding of preventing long-term segregation. To 
help address this, we are working with our external oversight panel 
to identify practices that help to prevent long-term segregation. We 
expect providers to have a culture that respects the rights of autistic 
people and people with a learning disability, provides skilled, trauma-
informed therapy, follows the principle of least restriction, and 
promotes recovery.

https://www.cqc.org.uk/sites/default/files/20191118_rssinterimreport_full.pdf
https://www.cqc.org.uk/publications/themed-work/rssreview
https://www.cqc.org.uk/publications/themed-work/rssreview
https://www.gov.uk/government/publications/independent-care-education-and-treatment-reviews
https://www.gov.uk/government/publications/independent-care-education-and-treatment-reviews-final-report-2023/baroness-hollins-final-report-my-heart-breaks-solitary-confinement-in-hospital-has-no-therapeutic-benefit-for-people-with-a-learning-disability-an
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Discharge planning
Discharge planning was viewed as an important aspect of supporting 
people to leave long-term segregation. Some review reports noted that 
there was no discharge plan in place and recommended that providers 
start to create a pathway for people to leave long-term segregation 
by working with other stakeholders, such as commissioners and 
local authorities. Reviews often recommended that these plans were 
developed in collaboration with the person and those who represent 
their best interests.

We also found that providers had not held discussions about discharge 
or leaving long-term segregation with some people:

“In half of the places that I’ve been recently, they weren’t really having 
those discharge conversations. In two cases they were having lots of 
really positive conversations. They were recording what the person’s 
views were, what they wanted when they moved out, what sort of 
place they wanted to live, where they wanted to live. They were in 
regular communication with that person’s family.”  
(IC(E)TR Panel Chair)

IC(E)TR panel chairs told us about instances where providers did not have 
discharge plans for people, citing the 2 main contributing factors as:

	� a lack of knowledge
	� a lack of leadership and drive. 

For example, some clinical teams lacked the knowledge and the 
expertise to work with autistic people and people with a learning 
disability, which could be a barrier to people moving out of long-
term segregation. This included knowing how to support people’s 
communication requirements and supporting them in ways that 
reduced anxiety around change.

A lack of leadership and drive could lead to a culture of ‘stuckness’ 
where, although staff might want to support someone to leave, a team 
might become collectively uncertain about how to do this.

By contrast, panel chairs said they had seen some effective 
interventions when stakeholders from external initiatives came into 
services to work with people and staff to reduce people’s time in 
long-term segregation. These independent stakeholders provided the 
leadership and direction that was sometimes lacking internally. They 
often implemented a human rights-based approach and focused on 
staff building a good relationship with people in long-term segregation 
to better understand their wants and needs.
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Providing joined-up care from services 
and professionals 
Enabling people to leave long-term segregation cannot happen through 
the inpatient team alone. It requires joined-up care delivered between 
services and professionals, including:

	� active involvement from the most appropriate specialist community 
teams in supporting a person’s transition

	� active involvement from the relevant integrated care boards and 
local authority

	� commissioners working to remove barriers
	� sharing skills and knowledge to support the person during the 

transition to life outside of long-term segregation.

Panel chairs told us about the key role of commissioners in 
progressing people out of long-term segregation, with some having 
seen “commissioners who are passionate about getting the person 
out”. Where this was working well, commissioners knew the person, 
they were in contact with their family or supporters, and attended 
meetings. One example was of a commissioner who was quite firm 
and challenging with the provider, and really clear about what they 
wanted from the provider and the direction of travel. This showed 
that leadership from outside of the clinical team facilitated people’s 
progression out of long-term segregation.

Another potential barrier noted to leaving long-term segregation was 
the complicated commissioning landscape. If someone’s inpatient 
care is funded by the integrated care board, the commissioner is 
responsible for both the inpatient and community care along with the 
local authority. However, if the person is in secure care or mental health 
services for children and young people, then the provider collaborative 
is responsible for commissioning the inpatient stay. 

The provider collaborative is not responsible for community provision, 
but needs to work closely with the integrated care board and local 
authority to effect discharge. This means that there are often difficulties 
in understanding who is best placed to discuss discharge planning with 
the person. This is because the professional who has the relationship 
with them often does not have enough information to discuss 
what is possible. This includes understanding the person’s wishes 
for their future.

We were told that this difficulty in understanding was further hindered 
by an inability or failure of some commissioners to actively engage 
with other stakeholders in people’s discharge planning while they 
were an inpatient. A chair told us this was sometimes made apparent 
during IC(E)TRs by a lack of engagement from integrated care board 
commissioners in the review process: “the integrated care board just 
refused to come to the IC(E)TR” citing reasons such as “we haven’t got 
enough time to come to the IC(E)TR” or saying they “don’t come to IC(E)
TR on a matter of policy because the provider collaborative is involved”. 



142The state of health care and adult social care in England 2024/25

The chair argued that this “is about the integrated care boards who are 
responsible for the discharge planning, being at the table”, which in 
their experience appeared to vary from review to review.

The level of involvement from community teams varied in preparing 
people to leave long-term segregation. One chair said they had not seen 
any occasions where the team in the community were already in place, 
and another noted times when there were challenges involving the 
social care team. They believed a lack of connection between services 
caused by moving people ‘out of area’ was a potential barrier here. 

On the other hand, panel chairs also spoke about community 
teams going into hospitals to build up the knowledge, skills, and 
relationships to work with a person as part of their transition out of 
long-term segregation, which was thought to contribute to a more 
successful discharge.

Arrangements for future accommodation
Panel chairs said there were 2 main routes out of long-term segregation:

	� reducing restrictions so the person is no longer being segregated 
from the rest of the ward 

	� enabling the person to live in the community outside of a 
hospital setting.

People in services that are unable to provide a suitable environment 
for step-down support could face longer periods in segregation. One 
review report noted:

“The person would need gradual stepping down of the restrictions.  
We were very concerned that there was no ward into which the person 
could be re-integrated.”

Ongoing searches for appropriate accommodation were noted in 
several reports, with one saying a person was ready for discharge but 
that no suitable housing had been identified.

Positively, some reports also described adaptations to people’s next 
accommodation. In one instance, various stakeholders, including those 
responsible for funding, had come together to arrange a person’s future 
home, ensuring they identified a property close to the person’s family 
and had arranged the required adjustments and adaptations. 

Are people’s rights and requirements supported?
People in long-term segregation required providers to implement 
personalised adjustments to help them transition out of segregation as 
soon as possible.

Adjustments included specialist equipment to meet sensory 
requirements, such as resources to help a person to sleep, which an 
occupational therapist at a service had implemented.
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However, the IC(E)TR reports and panel chairs highlighted how some 
environments might contribute to the restriction of some human rights 
– including environments with limited privacy and access to appropriate 
outside spaces. The reviews also highlighted instances where people 
did not have access to equipment or environments that sufficiently met 
their requirements. For example, one review report highlighted that a 
person’s specialised sensory equipment was lost for months, but no 
further action was taken to replace it.

In IC(E)TR reports, we found evidence that some people were not 
receiving assessments, and some people’s assessments were being 
carried out in a way that did not properly identify their requirements. 
These issues meant that adjustments were not always made to enable 
them to progress out of long-term segregation. For example, one review 
report notes that “It had been long identified that the person needs a 
speech and language therapist assessment. However, the provider was 
not able to provide this due to funding”. 

IC(E)TR reports highlighted the value of staff who are able to adapt, 
which is needed to support people’s changing needs (for example, 
sensory requirements and preferences, and mealtime preferences). 

This demonstrates the importance of a personalised approach – rather 
than a standardised or prescriptive approach – to supporting people 
in long-term segregation. One panel chair underscored the need for 
people to be “supported by staff every day whom they know, who are 
passionate about getting them out and getting them to live their best life 
and reducing restrictions.”

The IC(E)TR reports also included examples where staff made 
personalised adjustments for people after completing training on the 
best way to do so.

By contrast, the reviews showed that where staff had adopted a 
more inflexible approach, people did not receive person-centred 
support. This sometimes stemmed from avoiding positive risks that 
could improve people’s experience. In one example, staff intended 
to move someone from their placement in long-term segregation to 
3 different hospital-based settings in quick succession. The IC(E)TR 
report highlighted the “extremely detrimental” impact that this could 
have on the person and suggested that one move into more permanent 
accommodation would deliver an approach that centred more on the 
person’s experience than on organisational process and protocol.

Focus groups also highlighted that, when providers were not aware 
of the circumstances in which a person was admitted into long-term 
segregation or about their lives outside it, it is difficult to have a holistic 
understanding of the cause of any trauma they may be experiencing. 
This means there is a risk of people being treated in an unhelpfully 
standardised way rather than being given effective person-centred 
care. Trauma within long-term segregation was also noted in Baroness 
Hollins’ report where it was said that “Traumatised people are further 
traumatised by inappropriate hospital environments which do not make 

https://www.gov.uk/government/publications/independent-care-education-and-treatment-reviews-final-report-2023/baroness-hollins-final-report-my-heart-breaks-solitary-confinement-in-hospital-has-no-therapeutic-benefit-for-people-with-a-learning-disability-an
https://www.gov.uk/government/publications/independent-care-education-and-treatment-reviews-final-report-2023/baroness-hollins-final-report-my-heart-breaks-solitary-confinement-in-hospital-has-no-therapeutic-benefit-for-people-with-a-learning-disability-an
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provision for their sensory and communication needs” and that some 
people were “further traumatised by the social and sensory deprivation 
they experience during lengthy periods of enforced isolation, as well as 
by the hospital routine and environment”.

We will continue to analyse themes from our IC(E)TR reviews, including 
feedback from people and loved ones participating in the reviews as the 
programme continues.

Medicines support for autistic people and 
people with a learning disability in hospital
In 2024, our Medicines Optimisation team asked hospital pharmacy 
teams how they were supporting autistic people and people with a 
learning disability to access medicines while in their care. This was 
part of our annual engagement calls with chief pharmacists at 192 
NHS trusts, including acute, mental health, ambulance and specialist 
tertiary centres. 

Health and care passports for autistic people and people with a 
learning disability provide healthcare staff, including pharmacy staff, 
with the right information to help them give the right care and treatment. 

We found that knowledge of these tools varied, with pharmacy 
staff from mental health trusts being more familiar with them than 
acute trusts. Passports that were kept updated were seen as a good 
opportunity to support conversations about each person’s needs, 
especially before they are discharged. 

The Reasonable Adjustment Flag is a national record that shows a 
person’s needs and may include details about reasonable adjustments. 
NHS services need to be fully compliant in using it by 31 December 
2025. Many trusts told us they did not use their pharmacy IT systems to 
identify autistic people and people with a learning disability, although 
a few described the advantages they had seen since using the flag. For 
example, in one trust, the flag alerted the appropriate staff when people 
are admitted so they could implement reviews and support at the right 
time. This made a positive difference for people.

Chief pharmacists were able to tell us about various ways they were 
helping staff to develop their knowledge and skills to support autistic 
people and people with a learning disability, for example:

	� using bespoke training on learning disabilities 
	� developing a pharmacy learning disabilities champion role 
	� running a learning disabilities educational week. 

We asked trusts if they had any examples of good practice in how 
their pharmacy teams had helped people during their admissions to 
hospital. Overall, where NHS organisations understood the people they 
cared for and worked collaboratively within the local system, access 
to medicines tended to be more seamless. However, good practice 
was not universal, and further work is needed to ensure that autistic 
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people and people with a learning disability have a better experience 
with medicines while in hospital, and when their care is transferred to 
another service.

Black men’s mental health
In last year’s report, we shone a spotlight on the longstanding health 
inequalities that Black or Black British people face, and our specific 
concerns around Black men’s mental health. 

To develop our understanding of how Black men experience mental 
health care, we commissioned Queen Mary University (QMU) and 
University College London (UCL) to carry out a rapid review of what 
‘good’ looks like in relation to access, experience and outcomes for 
Black men. As part of the review, the team carried out a literature 
review, which showed that Black people (that is, people of Black 
Caribbean and Black African heritage) continue to face stark and 
persistent inequalities in mental health care. 

The literature review found that not only are Black people 3 to 5 times 
more likely to be diagnosed and admitted to hospital with schizophrenia 
compared with all other ethnic groups, they are also less likely to access 
care early. Inequalities affect Black people along the entire care pathway 
from access to diagnosis, assessment, treatment and recovery. 

Members of the review team spoke with 23 people, including those with 
lived experience, family, carers, charities and advocacy groups, and 
providers of services to hear their experiences.

People described stigma as one of the main barriers to accessing 
mental health services – both in terms of the way communities often 
viewed mental illness as a sign of weakness or shame, and past 
experiences that have led to distrust in services. This was also reflected 
in the findings of the Ipsos survey, where professionals reported 
that cultural stigma can lead to a reluctance to seek help, disclose 
symptoms and engage with medicine. Differing cultural beliefs and 
practices related to mental health and wellbeing can also lead to 
misunderstandings and misdiagnoses. 

Other key barriers identified by the QMU and UCL research included the 
availability of services and the lack of culturally appropriate models. 
Culturally appropriate care is sensitive to people’s cultural identity or 
heritage. It means being alert and responsive to beliefs or conventions 
that might be determined by cultural heritage. 

Tackling Inequalities in Health and Care was the theme for our 
engagement event with representatives from NHS trusts, community 
organisations, carers, and people who use services. Here, we heard 
that when people use services, they should feel culturally safe and 
connected to their identity, including having access to prayer spaces, 
cultural practices, and community. In addition, we heard that staff 
should demonstrate understanding of racial trauma and its impact on 

https://www.cqc.org.uk/publications/major-report/state-care/2023-2024
https://www.cqc.org.uk/guidance-providers/adult-social-care/culturally-appropriate-care
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people who use services. Participants in the research by QMU and UCL 
felt that more work was needed to make people aware of the services 
available, reduce stigma regarding mental health problems and create 
a model centred on prevention, rather than treatment. One participant 
mentioned the use of satellite clinics embedded in the community and 
accessible to patients: 

“Satellite clinics that support the surgery in the villages once a week... 
If you can’t get to the surgery or you just need some advice, or you just 
want someone to talk to, or you know you’re worried about something, 
‘just come and talk to us.” 
(Family member/carer)

People who use services and their families who participated in the 
research described ‘good’ care as care that was open and inclusive. 
They described the importance of involving Black men in both decisions 
about their care, as well as the design of services.

All interviewees agreed that care should be holistic and address 
all aspects, including mental, physical and emotional care. They 
described the importance of culturally appropriate care that is tailored 
to individual people’s needs. One person who uses services explained 
how this affected them: 

“Being aware, me feeling confident in the knowledge that the therapist 
I’m speaking to has been through cultural awareness training. Has good 
experiences of working with, you know, ethnic minority or marginalised 
clients. And you know, I think of all the things, I think it for me, it comes 
back to this one issue which is around feeling that these folks are 
culturally competent.”  
(Person who uses services)

The research participants described how care that was not holistic and 
was focused on medication could mean that the causes of the patient’s 
mental health condition were not addressed and would probably 
continue to be there after the treatment ended. As one provider reflected: 

“If I come to you asking for help and I’m saying I’m struggling with low 
mood, don’t assume what could help. It might not be medication, it 
could be [help with] housing. I’m not saying ‘give me a job’ because I 
might be struggling with employment. However, it’s not the medication 
[that would help]. It could be [referring me to] someone who can help 
me to get a job.”  
(Provider)
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People felt that the ability of services to deliver holistic care was also 
affected by the current fragmentation of the healthcare system, where 
there were notable gaps in the communication between providers. One 
of the family members described the impact of this: 

“You may see a nurse, an [occupational therapist], a psychiatrist, 
a psychologist... the multidisciplinary team sometimes is more 
challenging in the way that they communicate to each other. It 
shouldn’t be our responsibility to take bits and pieces [of information] 
and make sure these are communicated.”  
(Family member/carer) 

People also described the need for additional funding to deliver high-
quality services, address gaps in staffing and scale-up initiatives that 
were having a local impact. There would also need to be additional 
investment to train more Black therapists to deliver care and integrate 
cultural competency training in practice: 

“Funding is a key issue. The reason why more models are not being 
introduced is because the funding isn’t there to sustain it, so things 
may happen at pilot level, but they’re never scaled up and embedded 
permanently, so there’s loads of [small scale] activity that happens 
and it’s brilliant and then it’s done [and] the funding’s finished.” 
(Advocacy group)

Findings from the literature review show that staff must be properly 
trained to fight racism and support Black men with respect and 
understanding, and that services need to be held accountable when 
they fail to do the right thing.

In October 2023, NHS England launched the Patient and Carer Race 
Equality Framework (PCREF). This is the first anti-racism framework 
for mental health trusts and mental health service providers, which 
sets out to improve access, experience and outcomes for people from 
ethnic minority groups. 

We support PCREF as a practical tool to tackle racism and 
dehumanisation. We continue to encourage services to embed the 
approach through our regulatory and monitoring activity, and will be 
checking how services use the framework as evidence to inform our 
assessments. This includes how mental health services embed equity 
into their shared vision and ensure equity in experience and outcomes 
for people from ethnic minority groups. In our MHA monitoring visits 
we have found poor awareness of and lack of training about PCREF in 
mental health inpatient settings. We will discuss these findings in our 
upcoming Monitoring the MHA report.

https://www.england.nhs.uk/mental-health/advancing-mental-health-equalities/pcref/
https://www.england.nhs.uk/mental-health/advancing-mental-health-equalities/pcref/


148The state of health care and adult social care in England 2024/25

As a regulator and monitoring body, it is important that we do not hold 
others to account for actions we are not taking ourselves. We stand 
against racism, violence, aggression and abuse in all forms. We are 
currently adopting the principles for an anti-racist organisation set 
out by the NHS Race and Health Observatory. Our approach will 
focus on how we address the effects of structural, institutional, and 
interpersonal racism. This includes addressing racism in our external 
regulatory work for people using services and providers, as well as 
internally for our colleagues in CQC.

Health and care services for 
children and young people
Community health services for children and 
young people
In last year’s State of Care report, we highlighted the sustained decline 
in the number of qualified health visitors who provide support and 
advice for families with children up to 5 years of age.

This year, we turn our spotlight more widely on community health 
services for children and young people, which, as well as health 
visiting, deliver school nursing, speech and language therapy, and 
community paediatric services. The latter services provide care for 
children who need diagnostic assessments and initial support for 
complex and ongoing physical and mental health issues, including 
neurodivergent conditions, such as attention deficit hyperactivity 
disorder (ADHD) and autism.

According to NHS England data, between January 2023 and December 
2024, the number of children and young people waiting to access 
community health services increased by 26%. This is higher than the 
19% reported for adult services.

But the most glaring difference lies in the number of people waiting 
over a year for community health treatment. From January 2023 to 
December 2024, waiting lists for adults have reduced by 13%. By 
contrast, the number of children and young people on these waiting 
lists increased almost threefold (by 291%), from 12,156 to 47,494 over 
the same period (figure 20).

https://nhsrho.org/resources/seven-anti-racism-principles/
https://www.england.nhs.uk/statistics/statistical-work-areas/community-health-services-waiting-lists/#:~:text=Number%20waiting%202%2D4%20weeks,weeks%20(127%2D364%20days)
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Figure 20: Number of people waiting over a year for 
community health service treatment in England – 
children and adults, January 2023 to December 2024
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Source – CHS Sit Reps. Definitions of service types included in the reporting changed 
in February 2024, and February to April represent statistical outliers compared 
with the preceding monthly pattern. The higher levels reported from this point have 
nevertheless persisted above the expected range through to December 2024.

As at December 2024, the majority of people waiting over a year 
for community health treatment are those waiting for community 
paediatric services. They make up 85% of the community healthcare 
waiting list, compared with the next most-awaited service – speech and 
language therapy – which accounts for 10%. 

A personal story – waiting for an ADHD diagnosis
Charlotte and her husband first started to notice a decline in their 
daughter Izzie’s mental health when she was 14 years old. Once 
she had turned 16, these signs became more apparent, and Izzie’s 
boyfriend suggested that she might have ADHD. 

Izzie’s GP asked her to complete an online test, which showed that she 
was extremely likely to have ADHD. Her GP therefore added her to a 
waiting list for a formal assessment. 

While waiting, Izzie’s mental health rapidly worsened. She started to 
hurt herself and retreated into her own bubble. She stopped going out. 
She even had to quit education. 
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At 17, Izzie finally received a formal diagnosis of ADHD. On receiving 
it, she burst out crying because she finally felt seen. She felt validated. 
She was offered medication, which has helped her to manage the 
impact of ADHD on her day-to-day life.

Izzie now plans to focus on navigating life with ADHD, while her parents 
help her to get the help that she needs. 

(Interview with a member of the public)

The backlog of children and young people waiting for community 
paediatric services varies by region. As at December 2024, nearly half 
(45%) of children and young people in the South West of England were 
waiting over a year for treatment from community paediatric services, 
compared with 14% in the South East. To put these figures into context, 
the National Institute for Health and Care Excellence states that people 
with possible autism should have their diagnostic assessment initiated 
within 3 months of their referral.80

Protecting children from serious youth violence 
The report on our joint targeted area inspections discussed how some 
groups of children are particularly vulnerable to being affected by 
serious youth violence, including children with special educational 
needs or disabilities – especially those with neurodivergent conditions, 
such as those mentioned above.81

Joint targeted area inspections are carried out by CQC, Ofsted, His 
Majesty’s Inspectorate of Constabulary, Fire and Rescue Services, and 
His Majesty’s Inspectorate of Probation (HMI Probation). They look at 
how local partnerships and services, including health services, respond 
to children and their families when children are affected by serious 
youth violence.

The report says how children with special educational needs or 
disabilities are having to wait too long for their needs to be assessed, 
and how there are delays in children being able to access services, 
as reflected above. This is making some children more vulnerable to 
serious youth violence, as needs can increase while they wait for an 
assessment or support. Waiting times are especially long for children 
who need a neurodevelopmental assessment, including for ADHD and 
autism. Out of the 6 areas we visited, 3 areas had waits of at least 2 
years for a neurodevelopmental assessment. In one area, children then 
had to wait a shocking 10 years to access support following a diagnosis, 
by which time some of them would be adults.

https://www.nice.org.uk/guidance/qs51/chapter/quality-statement-1-diagnostic-assessment-by-an-autism-team
https://www.gov.uk/government/publications/multi-agency-responses-to-serious-youth-violence-working-together-to-support-and-protect-children/multi-agency-responses-to-serious-youth-violence-working-together-to-support-and-protect-children#part-2-what-do-our-findings-mean-for-multi-agency-work-and-frontline-practice-with-children
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Deprivation of Liberty Safeguards 
The Deprivation of Liberty Safeguards (DoLS) form an important part 
of the Mental Capacity Act 2005. DoLS can be applied in care homes 
and hospitals where a person aged 18 or over does not have the 
mental capacity to consent to the arrangements made for their care or 
treatment, and they need to be deprived of their liberty. The safeguards 
are designed to protect people’s human rights, aiming to make sure that 
any restrictions are necessary to prevent harm, are proportionate and in 
the person’s best interests. 

If a person is deprived of their liberty, they are not free to leave the 
premises on a permanent basis, for example to live where and with 
whom they choose to, and they are subject to continuous supervision 
and control. This means they are monitored or supervised for significant 
periods of the day, and they are not allowed to make important 
decisions about their own life. 

We have raised serious concerns about the safeguards and the need for 
system-wide reform for a number of years. Applications to authorise the 
deprivation of a person’s liberty have continued to increase significantly 
over the last decade – far beyond the levels expected when the 
safeguards were designed. This puts pressure on local authorities, who 
are responsible for authorising standard DoLS applications, and often 
results in lengthy delays in processing applications. In turn, it affects 
health and care staff, who need to balance keeping people safe with 
protecting their rights while waiting for an application to be granted. 

People in need of a DoLS authorisation are often among those least 
likely to have their voices heard. In a system struggling to cope, many 
people subject to DoLS authorisations are not having their rights upheld 
in the way that the system intended. In our last State of Care report, 
we called for urgent action to ensure that the system does not fail 
people in the future. We remain concerned that the current system is 
not effectively protecting the rights of many people who use health and 
social care services. Added to this, the level of understanding among 
staff of how and when to apply the safeguards, and the need to review 
restrictions regularly to ensure they remain relevant, continues to vary 
across both adult social care and hospital settings.

People at the heart of the system
Longstanding issues with the DoLS system can significantly affect 
people who are assessed as needing to be deprived of their liberty, 
their family, friends and carers. While DoLS aim to offer important 
safeguards, many of the issues we raise risk infringing people’s rights 
or even contributing to abuses of individuals’ rights. For example, this 
includes people being deprived of their liberty without legal protection 
while waiting for an authorisation. To better understand the experiences 
of staff using DoLS in hospitals, this year we surveyed Mental Capacity 



152The state of health care and adult social care in England 2024/25

Act leads for hospitals and heard from staff at over 40 NHS trusts. One 
hospital provider told us: 

“DoLS is resource/admin heavy and as a result, we have created a 
system that rather than protecting people’s human rights, leaves them 
vulnerable to unlawful deprivations and no recourse to public funds to 
challenge. Those that work within the world of DoLS are demoralised 
working in a broken system that no-one has the appetite to fix.”

It can be particularly challenging for families and carers in situations 
where people may feel distressed and do not understand the 
restrictions placed on them. We heard some positive examples from 
hospital providers, where working closely and maintaining good 
communication with family members enabled staff to respect people’s 
choices while keeping them physically safe. Another provider noted 
how positive engagement with a family helped to minimise risk for a 
patient who was found to lack capacity to consent to being admitted. 

However, a small number of providers commented on families’ lack of 
understanding of the DoLS process, which can result in stress, a lack 
of trust in the clinical team and complaints. The Mental Capacity Act 
Code of Practice is clear that for standard DoLS applications, staff 
at hospitals and care homes should tell the relevant person’s family, 
friends, carers and advocates about applying for an authorisation, 
unless there are valid reasons for not doing so. Anyone engaged 
in caring for the person or interested in their welfare should have 
opportunities to input their views.

Jane’s experience highlights the need for good 
communication about DoLS.

A personal story: The need for good communication
Jane’s husband, Andrew, experienced memory problems for around 3 
years but initially did not want to see a doctor. When Jane convinced 
him to see the GP, he was referred for an urgent MRI scan. The following 
week, Andrew woke up early with no idea where he was, searching 
for the couple’s children, who were all in the house. Jane took him to 
A&E immediately.

At the hospital, Andrew’s state of confusion continued. A CT scan 
revealed he had a cyst on his brain, but Jane and Andrew were then left 
waiting in A&E for a further 11 hours. Jane described the constant battle 
to keep Andrew in A&E as he did not know where he was and wanted to 
return home. By the early hours of the following morning, Jane spoke to 
staff, and Andrew was admitted to an observation area.

At this point, DoLS was mentioned for the first time as Andrew was 
found not to have the mental capacity to consent to being in hospital. 
Staff did not explain the process to Jane or outline what it meant for 
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her husband’s rights. Although the observation area was behind closed 
doors, Jane received a call early the next morning to say her husband 
had gone missing. Jane felt that the urgent DoLS authorisation did 
nothing to safeguard him. 

While the hospital security team watched CCTV footage to try to track 
Andrew’s movements, it was Jane who eventually located him using the 
‘find my phone’ app. Jane described a dangerous situation where he 
crossed a dual carriageway opposite the hospital, thinking he was on 
his way to work. She insisted someone from the hospital should meet 
him to ensure he returned to hospital safely. During his hospital stay, 
Andrew would try to leave the hospital with Jane every time she went 
home, and she received distressed phone calls from him every night. 

Doctors at the hospital carried out a general cognitive assessment, 
asking Andrew questions about his name, the date and the people 
around him. Jane recalled a doctor making a blanket statement about 
her husband no longer having capacity, who added that they were 
“taking that away from him”. 

[It is important to clarify that, legally, there is no such thing as ‘taking 
away’ a person’s capacity. The starting point must always be to support 
individuals to make their own decisions. If they are still unable to make 
a decision even after all practicable steps have been taken, then the 
Mental Capacity Act is there to ensure that any decisions are made in 
the person’s best interests. This potential miscommunication may have 
added to Jane’s confusion about the process.]

Andrew was then moved between numerous wards over the following 
5 days. Jane felt she needed to talk to staff on each ward about 
her husband’s mental capacity, as it was not always mentioned in 
handovers and she worried for his safety if staff were not aware. He 
was moved to a high dependency ward for people with dementia, with 
specialist staff who were better equipped to meet his needs. Jane felt 
this ward was safer as he was unable to leave. 

Andrew was waiting for a bed to become available at a different 
hospital, and Jane mentioned being told by staff that they were 
“babysitting” him and there was no further treatment they could 
offer. It was only when Andrew was discharged that Jane found more 
information about DoLS in discharge notes. During his time in hospital, 
she had not seen any paperwork such as a formal urgent authorisation, 
and there was no explanation about the legal framework to keep him 
safe, nor any communication about her husband’s wishes or feelings.

Jane said an occupational therapist put together a helpful pack with 
some information about care at home and phone numbers to call for 
support, but the overall lack of information about DoLS meant she was 
unsure if the authorisation remained in place at home. She told us that 
the experience could have been significantly improved for both her and 
her husband if staff had explained their choices and rights. Ultimately, 
she does not feel the DoLS authorisation kept her husband safe.

(Interview with member of the public)
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We expect providers to deliver person-centred, rights-respecting 
care. All providers have a duty to ensure that they provide care and 
treatment with the consent of the relevant person, and when a person 
lacks mental capacity to make an informed decision or give consent, 
staff should act in line with the requirements of the Mental Capacity 
Act 2005. Providers also have a duty to ensure people are not deprived 
of their liberty for the purpose of receiving care and treatment without 
lawful authority. We are also clear that care that does not respect and 
promote human rights is neither safe nor high-quality.

We were encouraged to hear examples of services supporting people 
to take part in decisions about their daily routines and care plans from 
some hospital providers. A number of NHS trust staff who responded 
to our survey also acknowledged that a DoLS authorisation does not 
remove a person’s right to have a voice or to object. While there was 
recognition of the need to document and respect such objections, a 
few staff expressed mixed feelings when these objections conflicted 
with what was deemed to be in the individual’s best interests. In some 
cases, this led to a sense of tension or conflict as staff navigated the 
fine balance between respecting individual autonomy and ensuring 
safety and appropriate care.

We continue to hear how issues with the DoLS system may 
disproportionately affect certain groups of people. Last year, we heard 
from a local authority national DoLS lead that while some people with 
a learning disability or living with dementia meet the requirements for a 
DoLS authorisation, the use of screening tools means their applications 
often do not meet the prioritisation criteria. 

This year, several respondents in our survey specifically mentioned 
older people, including those with dementia. One respondent noted 
that because of the nature of their care needs, certain groups of people 
such as older people and people with dementia are more likely to 
require a DoLS authorisation. As a result, they may be disproportionally 
affected by the current DoLS processing times and the delays to the 
implementation of the LPS. Another suggested that local authorities do 
not always regard older people as a priority if they have complex care 
needs, including a dual diagnosis. We also heard from a respondent in 
a different trust that ‘most patients’ are never assessed by their local 
authority partners, and that patients either regain their capacity, are 
discharged or die before they are assessed.￼

Sarah’s story demonstrates how, when implemented correctly, a DoLS 
authorisation can benefit people with dementia and their families.

A personal story: DoLS as a safeguard during 
transitions
Sarah’s father, Michael, had been living with dementia for around 5 
years when she started to see a noticeable deterioration in his health. 
Michael was usually well dressed when leaving the house and people 
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may not recognise that he has dementia, but he would go for walks 
and not remember where he was going. On one occasion, Sarah had to 
share a post on Facebook asking friends to look out for her father. 

A few weeks later, in the early hours of the morning, Sarah received a 
call from a paramedic to say Michael had been found in a large park 
on the other side of town, confused about where he was. Along with 
dementia, Michael also has some physical health conditions. He was 
taken to hospital and given a full assessment. 

Michael was assigned a social worker, and after a mental capacity 
assessment they concluded that he lacked capacity to make decisions 
about where he lived and that it was not in his best interests to 
continue living independently. He had to wait in hospital for a suitable 
care home placement. During this time, his dementia became worse 
and the hospital staff told Sarah they were going to apply for DoLS 
authorisation to keep him in hospital. Sarah said the hospital and local 
authority worked effectively together and kept her well-informed. They 
explained what it meant to have a DoLS authorisation, how they came 
to the decision to apply and the process for an authorisation. Sarah 
became her father’s representative, which enabled her to represent his 
wishes. She explained that although the situation was “daunting and 
upsetting”, the family felt relieved that the DoLS was in place to keep 
her father safe. 

Eventually, the social worker informed the family that an appropriate 
care home had been found. Sarah was able to talk to staff at the home 
about what they could offer Michael and ask questions. The family 
agreed that the home would be suitable and Michael moved in. Having 
support from the hospital and the care home meant the move went very 
smoothly. The home worked with the local authority to put a new DoLS 
authorisation in place. The assessments took place promptly and as 
her father’s representative, Sarah was involved in this process and was 
also given information in writing. The authorisation is reviewed regularly, 
with Sarah and her sister invited to attend meetings and provide input. 

Reflecting on her experience of the DoLS process, Sarah said, “I have 
zero complaints about how the DoLS was put in place. They’ve given 
him his dignity, looked at his preferences. They have put his best 
interests first and made sure he’s safe.”

(Interview with member of the public)

 
Processing DoLS applications
Applications to deprive a person of their liberty must be authorised 
by a ‘supervisory body’. In England, the role of a supervisory body is 
undertaken by local authorities, who are responsible for arranging 
assessments to make sure that a deprivation of liberty is only 
authorised if certain requirements are met. Standard authorisations 
can last for up to a year. Where a care home or hospital has made a 
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request for a standard authorisation (or is required to make a request 
to the supervisory body for a standard authorisation), but believes that 
the need for a person to be deprived of their liberty has now become 
so urgent that a DoLS authorisation needs to begin before the request 
is dealt with by the supervisory body, they may grant an urgent DoLS 
authorisation. These can last up to 7 days and can be extended for a 
further 7 days if necessary, but not beyond this.

Providers are required to formally notify CQC when they know the 
outcome of an application for a deprivation of liberty, including 
withdrawn applications. This must be done without delay for 
applications made to both the Court of Protection and under DoLS. 
It includes when an authorisation has not been granted, or the 
application has been withdrawn. Since April 2020, we have seen year-
on-year increases in the number of notifications we receive. 

In 2024/25, we received over 185,000 notifications, a 15% increase on 
the previous year. 

Last year, we reported on the wide variation in how local authorities 
were managing DoLS applications. In 2024/25, our assessments of 
local authorities show a similar picture. While some local authorities 
reported not having any DoLS backlogs, others were struggling to meet 
demand and a few hospital providers told us that local authorities were 
not completing timely assessments or providing adequate feedback on 
the application process. According to the Association of Directors of 
Adult Social Services (ADASS) Spring Survey, directors have the least 
confidence that their adult social care budgets will be sufficient to 
meet their legal duties in relation to DoLS in 2025/26, compared with 
other legal duties.82 Local authorities with no waiting lists for DoLS 
applications or renewals told us about investing resources to cover 
the increase in applications in recent years and ensure levels of Best 
Interest Assessors were sufficient. 

In our last report, we also highlighted that many local authorities 
cited the ADASS screening tool as a way of helping to prioritise DoLS 
applications. This year, we continued to see local authorities adopting 
risk-based approaches to triage and prioritise applications, and some 
local authorities had processes in place to regularly review their 
waiting lists. 

While tools can help to identify applications that need urgent attention, 
local authorities have a statutory 21-day timeframe to process all 
standard applications. Unfortunately, many people face significant 
waits for DoLS authorisations, far beyond the statutory timeframe. 
For example, staff at one local authority outlined that lower risk 
assessments could take 2 to 3 years to complete. This poses a 
significant risk of people being unlawfully deprived of their liberty while 
they wait years for an authorisation. It may also increase inequalities 
for people who are more likely to be deemed lower risk, such as people 
with a learning disability or those living with dementia, as we highlighted 
in our 2023/24 report.

https://www.adass.org.uk/documents/adass-spring-survey-2025/
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Several hospital providers cited this issue when responding to our 
survey. One described the “anxiety” felt by clinical staff when patients 
do not have a standard DoLS authorisation in place and an urgent 
authorisation lapses, meaning people are kept in hospital in their 
best interests without a legal framework in place. A different provider 
said their “biggest concern” is “patients being unlawfully deprived 
of their liberty because [local authorities] are unable to meet their 
legal obligations.” 

We also heard how a lack of consistency in how local authorities 
process DoLS applications can be difficult for providers to navigate. 
In our survey, one hospital provider expressed frustration about the 
different formats and platforms that local authorities use, while another 
described the challenge of having to use 11 different local authority 
portals, which are all different. This can cause uncertainty about the 
correct procedure, resulting in staff being less confident in making 
applications and following up on them. However, some providers 
reported productive working relationships with local authorities, 
explaining how regular contact enabled them to check the status of 
referrals and highlight more urgent cases.

Staff understanding and application of DoLS
Another issue we have raised consistently in many State of Care reports 
is the variation in the way staff understand and apply the safeguards. 
This year, we continued to find examples of staff not properly 
understanding when DoLS is needed or failing to recognise and review 
restrictions appropriately. 

Many respondents to our survey of Mental Capacity Act Leads raised 
the need for improved training to enhance understanding of the Mental 
Capacity Act, and therefore protect people’s rights. One noted the 
“poor application of knowledge to practice” even when this training 
forms part of the provider’s mandate for all staff. Examples like this one 
show that training alone is not enough, and it is important that staff can 
demonstrate that they understand what the requirements of the Mental 
Capacity Act and DoLS mean for the people they are caring for and 
are confident in applying this learning in their role. We have also found 
evidence of these challenges in our inspection activity. 

These issues manifest in a variety of ways, and we continue to 
see examples in our inspection activity of providers not reviewing 
restrictions regularly to check if these remain proportionate. This 
could mean that people receive overly restrictive care or may remain 
deprived of their liberty for longer than they need to. Reviews could also 
show that a person needs enhanced safeguards. Not only does this 
represent a missed opportunity to improve care, but it also contradicts 
the principles of the Mental Capacity Act and means people’s human 
rights may be affected. However, when we analysed a small sample 
of our DoLS notifications from providers, many mentioned the need 
to regularly review the care arrangements to ensure they remain 
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responsive to people’s changing needs and emphasised the need to 
inform the local authority if there is a change in circumstances that 
could require a review of the DoLS authorisation. 

A standard authorisation can last for a maximum of 12 months. When 
providers review people’s care arrangements, they may find that a DoLS 
authorisation is still needed. To ensure that people are not restricted 
without the required safeguards in place, we expect providers to apply 
for renewals in a timely way using the correct process, but we continue 
to find examples in our inspection activity of this not happening. On the 
other hand, when responding to our Mental Capacity Act Leads survey, 
some hospital providers expressed frustration about the time it takes 
for their local authority to process renewals. Again, this risks people 
being deprived of their liberty without the appropriate legal framework 
in place while waiting for a renewal authorisation. 

We have also seen cases where staff did not always recognise 
restrictions, such as locked bedroom doors or people not being able to 
leave where they live without support from staff. When services stop 
recognising restrictions there is a risk that they become part of the 
culture. At one adult social care service, we observed staff applying 
restrictions on multiple residents without lawful justification: 

“One person was walking with purpose and appeared content when 
they were repeatedly physically redirected to sit in a chair. There were 
no supporting assessments, consent forms, or best interest decisions 
in their care records to justify this practice. Multiple people were 
routinely kept in bed throughout the day and night with no recorded 
rationale or any indication this was people’s own choice. Two members 
of staff and multiple relatives told us they had raised these concerns 
with the registered manager, but no action was taken.”

At the service, while some members of staff demonstrated a sound 
understanding of DoLS, others were unable to explain what this 
means for people in their service. One member of staff simply said “I 
don’t know” when asked about DoLS. In this assessment, inspectors 
identified multiple areas of concern and issued 6 Warning Notices for 
improvements to be made in areas including the need for consent. 

At another service, inspectors found that staff and the manager lacked 
adequate knowledge of the Mental Capacity Act and DoLS. We were 
concerned that some people were subject to control or restraint that 
may not have been proportionate to the risk of harm. For example, one 
resident’s clothes were locked in a cupboard outside of their bedroom, 
with no evidence that this decision had been consented to or made in 
their best interest following a mental capacity assessment.
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The wider policy landscape 
The wider policy landscape in health and social care is changing, and this 
could have implications for the DoLS system. The Mental Health Bill is 
currently progressing through parliament and will bring about important 
safeguards for people who are detained under the Mental Health Act 
(MHA). This could have a knock-on effect on the DoLS system. 

In our recent Monitoring the Mental Health Act report, we raised 
concerns about autistic people and people with a learning disability 
staying in hospital for prolonged periods when this does not meet their 
needs. We welcome the ambition to change this situation, which is 
reflected in the proposals of the Bill to exclude being autistic or having a 
learning disability from the scope of civil detention under the MHA. This 
means that being autistic or having a learning disability alone cannot be 
a reason to detain a person for longer than 28 days. 

However, without suitable community-based alternatives, there is still a 
risk that people may be detained under other legal frameworks, such as 
DoLS, placing additional pressure on an already struggling system that 
is not always effectively protecting people’s rights. 

Another pending area for change is the move from DoLS to Liberty 
Protection Safeguards (LPS). Introduced through the Mental Capacity 
(Amendment) Act 2019, LPS were intended to replace DoLS. They 
were designed to be more streamlined than DoLS, operating alongside 
care planning. It was intended to ensure that people could access key 
legal protections more quickly. It also extended to 16 and 17-year-olds 
and those deprived of their liberty in settings other than care homes 
and hospitals. 

The implementation of LPS has been postponed multiple times: first 
in 2020 because of the COVID-19 pandemic, and again in 2023 it was 
paused without giving a reason. In successive State of Care reports, we 
have expressed concerns about implementation delays and uncertainty 
around the future of the LPS.

Chronic, longstanding issues with the current DoLS system mean many 
people are still not getting the important safeguards they need, and 
many of the issues we raise in this report are not new. We welcome 
the government’s recent announcement that it intends to take forward 
the consultation on LPS. We recognise that the sector will need time, 
resources and support to prepare for the introduction of the new 
system, and we will work with key stakeholders as part of this process. 
We look forward to the publication of an updated Code of Practice, as 
clear guidance will help health and social care staff with the practical 
application of the MCA and is essential to support the implementation 
of the reforms. During this process, it will be vital that the human rights 
of people affected by the current DoLS system remain a focus.

https://www.cqc.org.uk/publications/monitoring-mental-health-act/2023-2024


Chapter 3 
Local systems



https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future/fit-for-the-future-10-year-health-plan-for-england-executive-summary
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Integrated care systems 
Introduction
For over 10 years, we have reported on the challenges for services in 
providing equality of access, experience and outcomes for people who 
need care. We know that better care and better outcomes are possible 
when services work together in local systems – and we have reported 
on people’s experiences when they have good care that is joined up 
across a local area.

In 2025, for the second year running, we have worked with the Nuffield 
Trust to find out more about the way local health and care systems 
are trying to help people who need care. The aim of integrated care 
systems (ICSs) throughout England is to improve health and care 
services – with a focus on prevention, better outcomes and reducing 
health inequalities.

In 2024, our findings on health inequalities showed that integrated 
care boards (ICBs) were struggling on finance, planning and workforce 
matters. They told us they were focused on tackling health and care 
inequalities, but they did not always understand their populations 
sufficiently – and there were competing priorities. Responsibility for 
tackling health inequalities is not the sole responsibility of ICBs – local 
government also has a role to play, so our local authority assessments 
help us to gain an understanding of this.

CQC has a duty to assess ICSs under s.48B of the Health and 
Social Care Act 2008. Although this work is currently paused, we 
acknowledge that these systems are pivotal in health services that 
people use. As such, we have sought systems’ own views of their 
own progress across 3 priority areas identified as critical to system 
transformation in 2024/25:

	� reducing health inequalities
	� shifting services into the community
	� supporting older and frail populations. 

For health inequalities specifically, the focus is on their progress in 
what is known as the Core20PLUS5, a national NHS England approach 
to inform action to reduce healthcare inequalities at both national 
and system level.

The findings are based on an independent survey conducted by the 
Nuffield Trust of 49 respondents from 30 ICS areas (representing 71% 
of all ICSs) and 8 interviews with senior leaders who have strategic 
responsibilities from 6 NHS regions. The research examines progress, 
barriers and the future outlook among ICSs. We also wanted to 
collect and highlight examples of activities and good practice from 
across different systems, as well as understand the barriers they 
encountered in 2024/25.

https://www.nuffieldtrust.org.uk/
https://www.nuffieldtrust.org.uk/
http://england.nhs.uk/integratedcare/what-is-integrated-care/
http://england.nhs.uk/integratedcare/what-is-integrated-care/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
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Some things are working well. Across the 3 priority areas we asked 
about, systems reported similarities in what is going well and the 
factors that are supporting this progress:

	� We heard about successes in data-driven, place-based 
understanding of local populations and their needs, strong 
relationships with voluntary, community, faith and social enterprise 
(VCFSE) organisations, and bringing proactive multidisciplinary 
teams focused on prevention to the communities who 
could benefit most.

	� Systems told us about innovations in service delivery using one 
or more of these aspects, which resulted in progress across the 
3 priorities we asked about. For example, bringing together both 
medical and non-medical services at a community hub, making 
healthcare more accessible to the local population by providing 
it nearer to home, at the same time as tackling health inequalities 
through addressing wider determinants of health.

Shifting care into the community
Most progress in shifting care into the community is described as 
moving hospital-based expertise, diagnostics and screening into 
community settings. But there are reported barriers to moving care 
closer to home, with insufficient funding being the most frequently 
cited issue. There were also significant disagreements within systems 
about how to shift resources to prioritise community services.

Moving care out of hospitals and into communities is one of the 3 main 
shifts proposed in the government’s 10 Year Health Plan for England, 
bringing care closer to the people who need it through ‘neighbourhood 
health services’ that bring teams together around shared needs rather 
than specialisms. We heard that systems are already strategically 
prioritising care provided in local communities and piloting innovative 
solutions within constrained resources.

Of the options provided in the survey (figure 21), systems reported most 
progress in making hospital-based expertise available in the community 
(3% significant progress and 66% moderate progress) and in expanding 
diagnostic and screening services in the community (11% significant 
progress and 54% moderate progress). 

Reported progress was most varied regarding investment in new or 
expanded capacity in the community.

Examples of progress included hospital-based expertise in community 
and primary care settings, such as diagnostic and screening services, 
with GPs taking on some dermatology and gynaecology services. 
We also heard examples of innovation in strengthening proactive, 
preventative and urgent community services.

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future


164The state of health care and adult social care in England 2024/25

Figure 21: Perceived progress in strengthening 
community services in the last 12 months

Power BI Desktop

Made hospital-based expertise available in the community (e.g., virtual wards, emergency response teams, Advice and Guidance)

Provided more diagnostic testing and screening in local communities (e.g., phlebotomy, ambulatory blood pressure monitoring)

Invested in prevention to maintain independence or wellbeing (e.g., talking therapies, social prescribing)

Shifted care responsibilities to primary and community providers (e.g., outpatient follow-ups with GPs, pharmacy first)

Invested in new or expanded capacity in the community (e.g., social care services, intermediate care beds)

3% 66% 29% 3%

11% 54% 31% 3%

9% 50% 29% 12%

3% 54% 31% 11%

9% 44% 29% 18%

Significant progress Moderate progress Very little progress No progress

Note: Questions about moving care closer to home were answered by 38 out of 49 
survey respondents (78%). The denominator for each sub-question varied here, as 
some respondents (between 3 and 4) selected ‘not applicable/unsure’ and these 
responses were excluded.

Example of a multi-agency care and co-ordination 
team (MACCT)
Aim: To identify adults living with frailty or a complex long-term health 
condition who would benefit from proactive care support to stay well, 
work towards their goals and reduce avoidable hospital attendances 
or crises. For example, people at risk of falls, people with dementia, 
people affected by polypharmacy issues, and unpaid carers. 

Input: A multi-disciplinary team includes social workers, mental 
health workers, occupational therapists, physiotherapists, community 
matrons and a GP. In addition, team members are drawn from: 
Haringey Council (adult social care); North London NHS Trust, and 
voluntary sector agencies, to create a wider multi-agency, multi-
professional team.

Activities: The team works with local GP practices to identify patients 
who would benefit from the service – and works with patients to set 
goals and create personalised care and crisis plans.

Outcomes: MACCT works with over 2,700 people a year, of whom 95% 
are aged 50 and over, and 60% living with moderate or severe frailty. In 
subsequent evaluation, 94% of patients reported that the service was 
‘very good’ or ‘good’ and 70% reported that they had met or progressed 
towards their agreed health goals. Two-thirds reported that the service 

https://www.rpharms.com/recognition/setting-professional-standards/polypharmacy-getting-our-medicines-right
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had reduced their fear of falling. An analysis of secondary care activity 
for the 12 months before and after the start of the MACCT service 
showed a 30% reduction in emergency department attendances and 
non-elective admissions for its patients.

Haringey MACCT

Example of an acute response team service
Aim: To provide holistic care support to frail patients in their homes 
and in care homes, enabling hospital avoidance and community-based 
interventions through collaborative multidisciplinary working. 

Input: Team of GPs, nurses, paramedics, allied health professionals, 
and geriatricians operating from 8am to 8pm (extended from 8am to 
5:30pm during COVID-19). Serves 61 care homes with around 1,500 
residents in Thanet district. 

Activities: Daily monitoring of frail patients, responding to ambulance 
calls, remote hospital ward rounds, A&E assessments, face-to-face 
assessments, medication management, end-of-life care support, and 
fortnightly multidisciplinary knowledge-sharing webinars. 

Outcomes: Around 1,000 professionals engaged across Kent and 
Medway and issues resolved within days that were previously 
unsolvable for year, enhanced collaboration between services, and 
demonstrable significant qualitative and quantitative impact, leading to 
consideration for ‘business as usual’ implementation. 

East Kent: Sharing knowledge for a different mindset in health and social care

We also heard feedback about actions that strengthened community-
based infrastructure:

“We have been able to use small amounts of capital funding to turn 
administrative space into clinical rooms, use those clinical rooms for 
additional primary [and] community care services. In towns where 
there aren’t acute hospitals, people have been able to get treatment 
and screening, and things that they don’t need to go to hospital for, 
provided in their health centres closer to home.”

https://www.haringeygpfederation.co.uk/multi-agency-care-and-coordination-team
https://www.england.nhs.uk/our-nhs-people/people-stories/east-kent-sharing-knowledge-for-a-different-mindset-in-health-and-social-care/
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Supporting older or frail populations 
When asked about efforts to support older and frail people, systems 
reported having made most progress in:

	� prevention and early intervention (12% significant progress and 61% 
moderate progress)

	� assessment and care planning (9% significant progress and 61% 
moderate progress)

	� multi-disciplinary care pathways (15% significant progress and 50% 
moderate progress)

	� rapid reactive care, for e.g. rapid response services (27% significant 
progress and 36% moderate progress)(figure 22).

Relative to reported barriers in reducing health inequalities and shifting 
care into the community, workforce challenges were more frequently 
listed as a barrier (41% compared with 21-32% in other areas), though 
this research did not ascertain the drivers of those workforce barriers.

The areas of focus about supporting older and frail people were 
reflected strongly in interviews as people frequently cited work that 
identified and addressed the risk factors of ill-health among older 
and frail people. 

Figure 22: Perceived progress in supporting older and/
or frail people in the last 12 months 

Prevention and early intervention (e.g., falls prevention, frailty identification)

Assessment and care planning (e.g., comprehensive geriatric assessment, enhanced discharge planning for older/frail people)

Multi-disciplinary care pathways (e.g., teamwork across different professional specialties to support older and/or frail people)

Rapid reactive care (e.g., acute prevention services like same day care/rapid response)

Community support (e.g., enhanced care home partnerships, investment in home care services, targeted community services for physical and me…

Measures to improve access (e.g., digital inclusion initiatives, signposting)

12% 61% 18% 9%

9% 61% 18% 12%

15% 50% 18% 18%

27% 36% 24% 12%

15% 44% 24% 18%

3% 47% 34% 16%

Significant progress Moderate progress Very little progress No progress

Note: Questions about actions to support older and/or frail people were answered by 
34 out of 49 survey respondents (69%). The denominator for each sub-question varied 
here, as some respondents (between 1 and 2) selected ‘not applicable/unsure’ and 
these responses were excluded.
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From the interviews, we heard about several key approaches for 
supporting older and/or frail people, focusing on preventative, joined-up 
and place-based approaches.

Systems are increasingly using data and information systems to 
proactively identify people at risk of ill health and injury. For example, 
they are using single care records to predict people’s risk of falling, and 
monitoring respiratory rates for early intervention in care homes that 
have nursing. We also heard about community-based multidisciplinary 
teams that provide proactive outreach to address these risk factors and 
prevent unnecessary admissions to hospital.

 

Example: eFalls pilot programme in Wigan 
Aim: Help GPs to identify older adults who are at moderate risk of 
falling in the future, so they can receive early support to prevent injuries 
and maintain independence. 

Input: NHS Greater Manchester data team uses the eFalls tool to 
search GP systems, using indicators such as frailty scores, falls history, 
medicines, and long-term conditions, and classifies patients into 
risk categories. 

Activities: Patients identified are invited for a health check and offered 
a place on a Falls Management Exercise programme, to help improve 
strength, balance and confidence. Patients can be referred for onward 
services, such as eyesight checks. 

Outcomes: The team is monitoring outcomes to assess the 
programme’s impact.

Greater Manchester Integrated Care Partnership

This proactive approach extended to expanding access to early 
diagnosis and preventative care through initiatives like advanced care 
planning in end-of-life care, as well as technology-enabled care to 
support people to stay connected, monitor falls, and reduce social 
isolation and loneliness.

To deliver these services effectively, we heard how some places have 
sought to break down traditional silos, through joint commissioning 
arrangements with GP practices and local authorities, establishing 
multi-disciplinary teams that take holistic approaches to care, 
and extending clinical expertise into community settings through 
innovations such as geriatrician hotlines and frailty fellows 
supporting care homes.

Interviewees described the development of integrated neighbourhood 
models as central to delivering more proactive care and support in the 
community for older and frail people.

https://gmintegratedcare.org.uk/health-news/world-first-efalls-tech/
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Reducing health inequalities
Systems described being in a strong position to use evidence to identify 
population groups and clinical areas affected by health inequalities. 
Clinical areas included specifics such as maternity, severe mental 
illness, early cancer diagnosis and more. Often, they were able to 
identify effective interventions to address these issues, although data-
sharing remains difficult. However, they reported not having sufficient 
financial or human resources to make effective change, and they 
described persistent difficulties in efforts to re-allocate resources from 
hospital services to address longer-term goals.

Although we heard that systems are committed to addressing health 
inequalities, with the same strong leadership and shared vision 
seen in the previous 2 priority areas, the picture of progress is more 
complex and variable. This was attributed in part to the variety of health 
inequalities in need of remedy, their entrenched nature requiring long-
term solutions, and the importance of non-health system drivers such 
as housing and employment. 

This variability can be seen in differences in how respondents to the 
survey viewed progress by population and health condition. Around 
three-quarters of respondents perceived that progress had been 
‘significant or moderate’ in addressing Core20PLUS5 health inequalities 
among populations in deprived neighbourhoods (78%) and socially 
excluded or health inclusion groups (74%).

By contrast, two-thirds of respondents reported making ‘little or no 
progress’ in reducing health inequalities for groups with other protected 
characteristics (63%) and around 2 in 5 respondents reported making 
‘little or no progress’ for ethnic minority communities (42%). There are 
mixed views on progress in addressing health inequalities in people 
with a learning disability or autism with 72% reporting ‘significant or 
moderate’ progress but 8% reporting no progress – the highest across 
the 5 groups (figure 23).

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/inclusion-health-groups/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/inclusion-health-groups/
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Figure 23: Perceived progress in addressing 
inequalities in CORE20PLUS 5 population groups in 
the last 12 months

Power BI Desktop

Populations in deprived neighbourhoods or communities (e.g., based on index of multiple deprivation (IMD))

Other socially excluded or inclusion groups

People with a learning disability and autistic people

Ethnic minority communities

Other groups that share protected characteristics defined by the Equality Act 2010, for example sexual orientation, gender reassignment

23% 55% 20% 3%

11% 63% 23% 3%

19% 53% 19% 8%

8% 50% 39% 3%

6% 31% 56% 6%

Significant progress Moderate progress Very little progress No progress

Note: Questions about addressing inequalities in Core20PLUS5 population groups 
were answered by 38 out of 49 survey respondents (78%). The denominator for each 
sub-question varied here, as some respondents (between 2 and 10) selected ‘not 
applicable/unsure’ and these responses were excluded

We heard how specific groups were prioritised through better use 
of population health data and local intelligence (35 respondents, 
83%), and the importance of partnerships with VCFSE organisations 
(36 respondents, 86%) and local authorities in understanding 
health inequalities in local areas and designing interventions that 
meet people’s needs. Just over half of respondents (55%) reported 
undertaking action to address the wider determinants of health that 
contribute to inequalities, such as deprivation, housing, or fuel poverty. 
This was further reflected by interviewees: 

“Local authorities [are helping to] provide us with really good cutting-
edge data analytics so we can [best] target our interventions. They 
have helped us to target specific households in [the area] that are 
more likely to be at risk of fuel poverty, more likely to have people 
who are unable to heat their homes, and therefore more likely during 
winter to find themselves in A&E. And we’ve been able to do some very 
targeted intervention including with the support of [the energy sector] 
to improve insulation in those homes to keep people well at home and 
out of hospital.”



170The state of health care and adult social care in England 2024/25

“We have a fantastic VCSE sector… what I feel we’ve really [reflected 
on] is how much VCSEs put into our local communities and the level 
of knowledge and experience they have. What we have put a lot of 
effort into is trying to understand the full breadth of VCSEs out there… 
There’s some really small VCSEs that are [representative of particular 
populations], but don’t have the infrastructure in place to be able to 
demonstrate the impact they’re making. One of the things we’ve tried 
to do is really tap into that resource, and take time to understand who 
is out there, what populations they’re representing, and to put time into 
listening to them in a way that doesn’t always fit neatly into a template.”

Co-production, co-design, and engagement with people who use 
services and local communities was also reported as a key strategy to 
address health inequalities (34 respondents, 81%).

Other systems focused on specific clinical conditions where 
inequalities were most pronounced (such as hypertension and diabetes 
among certain ethnic groups), as described by interviewees:

“One of the areas that we use the health inequalities funding for was 
around hypertension, so how you identify and then manage the target 
around hypertension. We use the funding to design a local incentive 
scheme, really targeting specific areas, specific practices, and how 
they were identifying patients.”

ICSs were asked about the government’s Core20PLUS5 priority 
areas, which are 5 key health conditions where there are recognised 
inequalities. Heart disease and stroke prevention saw the strongest 
progress in terms of significant advancement, with 20% of respondents 
reporting significant progress in this clinical area. While severe mental 
illness had a slightly higher overall positive response rate (73% reporting 
moderate or significant progress), only 3% reported significant progress 

– the lowest rate across all 5 areas, with most progress described as 
moderate (70%).

Overall, more ICSs reported making progress than not across all 
5 health conditions. However, the perception of progress varied 
significantly between different population groups and health areas, 
with some seeing more progress in the last 12 months than others.

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/evidence-for-the-five-clinical-priorities/#:~:text=developing%20the%20condition.-,Cancer,from%20lung%20cancer%20are%20high.
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/evidence-for-the-five-clinical-priorities/#:~:text=developing%20the%20condition.-,Cancer,from%20lung%20cancer%20are%20high.
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Vulnerable mothers
Example of services that aimed to reduce health inequalities. 

Aim: Provide better support for vulnerable mothers who are more likely 
to experience poor maternal outcomes and access to care, including 
refugees and new arrivals, and women who are isolated with no support. 

Input: Local volunteers are trained to become community doulas. 

Activities: The community doulas provide practical and emotional 
support for women 6 weeks before birth, during labour, and 6 weeks 
after birth. Support can be delivered within the home, community or at 
a mutually agreed location. 

Outcomes: In the final quarter of 2022/23, 26% of the women 
supported were of Black ethnicities, 48% South Asian and 12% Arab; a 
third were asylum seekers. Women living in temporary accommodation 
identified barriers to positive breastfeeding outcomes, which led to 
work to improve communication from health visitors.

Furthermore, 64% of the trained volunteers said they had gained 
transferrable skills and 29% said that volunteering had informed their 
choices for onward study or employment.

Bradford District and Craven ICS

 

Enablers and barriers
There are different perceptions among ICSs about the presence of 
enablers and supportive factors, or barriers in the systems to progress 
on the 3 priorities (addressing health inequalities, shifting care closer to 
home, and supporting vulnerable populations).

For enabling factors, respondents were most likely to agree that, across 
the 3 priority areas:

	� leaders have a shared understanding of priorities (54-62% of 
respondents agree or strongly agree)

	� there is clear accountability for a given area (51-67% of respondents 
agree or strongly agree).

Across all 3 priorities, respondents were least likely to say they agreed 
with the statement “Leaders agree on how to shift resources to 
prioritise this work” (17-23% agree or strongly agree).

Respondents also reported similar barriers across the 3 priority areas, 
and were most likely to select:

	� insufficient funding for relevant initiatives (selected by 56-71% 
of respondents) 

	� conflicting and/or competing national priorities (selected by 32-
52% of respondents) 

	� limited capacity to operate beyond core service delivery (selected 
by 42-52% of respondents).

https://www.westyorkshire.icb.nhs.uk/places/bradford-district-and-craven
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Respondents more frequently reported workforce challenges, for 
example recruitment and retention, as a barrier to supporting older and 
frail people (selected by 41% of respondents), when compared with the 
other 2 priority areas.

Systems consistently reported a struggle to balance national priorities 
with local transformation efforts across all areas. The focus on acute 
sector metrics, such as A&E waiting times and elective recovery, 
creates perverse incentives that work against community-focused, 
preventative approaches. Some systems reported a tension between 
national pressure for rapid results and the need for a long-term 
approach in addressing health inequalities:

“Some of the national policy frameworks don’t really help, if I’m honest. 
When we have the annual planning round with NHS England, 90% of 
that is focused on the hospital sector. That’s where the attention of 
the system gets pulled. […] There’s very little on community-based 
neighbourhood work in primary care. Inevitably, people’s attention gets 
drawn to the hospital bit of the system.”

“These are the kind of things that we need to plan over the next 5 to 10 
years for them to actually show some tangible benefit. But you don’t 
get funding year after year, and every year you have to fight to keep that 
funding going. That is really quite disheartening for people.” 

These issues are exacerbated by additional systemic barriers, including 
the concentration of funding within acute trusts and difficulty in shifting 
resources to community services and difficulties in demonstrating 
impact with the same level of confidence as acute sector interventions. 

“… I still see health inequalities discussed separately to saving the NHS 
or looking at how we reduce acute costs, and it should be described as 
health inequalities because that’s what it is. Culturally, we need to see 
it more as how do we get best use out of this resource? Sometimes 
people understand that more if you talk about it in the language of 
emergency admissions and the differences you see there.” 
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Looking forward
ICSs have offered some perspectives on future activity and their 
confidence in delivering against the government’s 3 ambitions for 
the health sector.

Confidence levels on the ‘3 shifts’
More than half of survey respondents expressed being moderately, 
very, or extremely confident in their system’s ability to deliver the 
government’s 3 strategic shifts: 

	� moving care from hospitals to communities (57%)
	� making better use of technology (59%)
	� focusing on prevention. (51%)

Just over a quarter of respondents (27%) expressed no confidence at all 
in delivering community care and prevention shifts.

Confidence was highest for making better use of technology, with 84% 
of respondents reporting at least slight confidence, compared with 73% 
for prevention and community care (figure 24).

Interview participants identified several areas where national support 
could help progress. They emphasised the need for clearer guidance on 
implementation and success metrics, as well as financial mechanisms 
to support resource re-allocation. Additionally, they called for support 
in capacity building during transformation periods and recognition of 
the long-term nature of the required changes.

Figure 24: Confidence in ability to deliver the 3 shifts

Making better use of technology

Moving care from hospitals to communities

Focussing on preventing sickness, not just treating it

6% 51% 24% 16%

4% 10% 43% 16% 27%

4% 12% 35% 22% 27%

Extremely
confident

Very
confident

Slightly
confident

Not at all
confident

Moderately
confident

2%

Note: Questions about confidence in their systems’ ability to deliver each of the 3 
shifts were answered by 49 out of 49 survey respondents. No respondents selected 

‘not applicable/unsure’ and therefore no responses were excluded.

https://www.gov.uk/government/publications/road-to-recovery-the-governments-2025-mandate-to-nhs-england/road-to-recovery-the-governments-2025-mandate-to-nhs-england
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Local authority assessments
Introduction  
In 2022, CQC was given new responsibilities to assess how local 
authorities meet their duties under the Care Act (2014). In December 
2023, we started an assessment programme for all 153 local authorities 
in England with adult social care responsibilities, to be assessed within 
a 2-year period.

This year, we have analysed a sample of 27 published local authority 
assessment reports to explore how local authorities are ensuring good 
quality care and support for older people, especially those who may be 
frail. Of our assessments:

	� 1 was rated as outstanding
	� 15 were rated as good
	� 11 were rated as requires improvement. 

Our analysis also included reports for 5 pilot assessments, 4 of which 
have an indicative rating of good and 1 had an indicative rating of 
requires improvement.

We sought to understand the role of a local authority in prevention and 
early intervention, and how they work to support hospital discharge and 
enable people to recover and live independently in the community. The 
importance of effective system working was evident.

The 2025 Spring Survey from the Association of Directors of Adult Social 
Services highlighted that many local authorities had reviewed their data 
and revised their systems, partly in anticipation of CQC assessment, 
helping to improve how they manage waiting lists. It is encouraging to 
see that anticipation of our regulatory activity is driving change. 

Summary findings
Prevention
	� Local authorities are working closely with public health to provide 

targeted interventions, to prevent future care needs and avoid 
hospital admissions. 

	� Assistive technology and digital solutions, occupational therapy, 
and support to carers are used to support older people’s 
independence and prevent the need to use services. Digital 
examples include the use of falls sensors, tracking and monitoring 
technology, and telecare. 

	� Reablement was used proactively by some local authorities to 
support admission avoidance strategies and prevention work. 
Where it was applied most effectively, local authorities had been 
successful in reducing or almost eliminating their waiting lists for a 
Care Act assessment. 

https://www.legislation.gov.uk/ukpga/2014/23/contents
https://www.adass.org.uk/documents/adass-spring-survey-2025/
https://www.gov.uk/guidance/find-a-telecare-provider
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Discharge from hospital
	� Hospital discharge focused on a discharge to assess and ‘home 

first’ approach. This ensures that people who are medically 
ready to leave hospital are discharged promptly – to their own 
residence where possible – with assessment for long-term care fully 
completed following a short period of recovery.

	� Partnership working across integrated teams and including 
voluntary partners was key to aiding smooth and timely discharge. 
However, waiting lists and a lack of capacity in homecare 
caused delays. To address this, some local authorities provided 
bridging services. 

	� People with more complex needs requiring specialist care, for 
example people with dementia, were harder to place, more likely to 
experience delays or be placed out of their local area so they could 
get the care they needed. 

Reablement
	� Reablement was a key strand of hospital discharge pathways. Local 

authorities worked in integrated teams with health to provide free 
reablement support for usually 6 to 8 weeks. Care models varied 

– they were led by occupational therapists, in-house authority 
provision or private homecare providers – and this was usually 
supported by the Better Care Fund.

	� Successful reablement supports people to return to their own 
homes – and effective partnership working between hospital staff 
and local authority social work teams is essential to achieving good 
reablement outcomes.

	� Barriers to effective reablement included reablement capacity in 
some authorities, a lack of skill and capacity in private homecare 
services, delays and workforce shortages in occupational therapy, 
and the impact of Care Act assessment waiting times. 

Homecare
	� Local authorities had worked to increase and improve 

their homecare capacity with reviews and new approaches 
to commissioning.

	� Homecare capacity and capability remains an issue. Shortages 
of skilled staff coupled with a lack of homecare service providers 
in some areas meant they struggled to address long delays and 
waiting lists, which affects people’s health and wellbeing. This was 
especially the case in rural areas.

	� Good homecare commissioning needs to take population diversity 
and intersectionality of needs into consideration. 

https://bartshealth-nhs.libguides.com/c.php?g=693304&p=5259257
https://bartshealth-nhs.libguides.com/c.php?g=693304&p=5259257
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Prevention  
The government’s 10-Year Health Plan for England outlines 3 shifts to 
make the NHS fit for the future, one of which is a focus on prevention. 
How local authorities prevent, reduce and delay the need for care is an 
element of our local authority assurance assessments.  

Many local authorities that we assessed recognised the importance 
of prevention and maintaining a healthy population, with prevention 
a major theme in their strategies. Some took a preventive approach 
to addressing health concerns that commonly affect older people, for 
example by focusing on falls prevention and blood pressure monitoring. 

We also saw a proactive approach to prevention by working closely 
with public health bodies and using public health data to provide 
targeted interventions, which can prevent future need and avoid 
hospital admissions.

For example, one local authority used data from a joint strategic 
needs assessment (JSNA) to understand local need and inform 
commissioning priorities. The JSNA had identified an ageing population 
with a likelihood of people living longer and developing more complex 
needs or frailty. Staff told us about initiatives around falls prevention 
that were aligned to priorities in the JSNA. 

Early intervention to avoid hospital admission – as well as to prevent, 
reduce and delay the need for care – is a fundamental element of local 
authority duties. Partnership working is important in this context. We 
saw examples of information sharing and ‘no wrong door’ approaches 
to support and identify those most at risk of being admitted to hospital. 
Several local authorities had care projects that delivered these levels of 
support, and particularly for older people.

The most common prevention approaches included reablement services, 
voluntary services, assisted technology, occupational therapy and home 
improvements and support to unpaid carers – all intervention options 
that could support people in their own homes. These often used a multi-
agency approach, with health and social care staff working together.

Partnership working with community and voluntary organisations is 
an important strand of prevention work, particularly for those with 
non-eligible care needs (needs that do not meet the criteria to receive 
care and support following a Care Act assessment). Some local 
authorities commissioned a variety of community and voluntary sector 
organisations to support this work.  

Signposting to third-sector organisations is one way in which local 
authorities can support people with non-eligible care needs and 
there were some good examples of this, where funding was rooted 
in the identified need for the area. However, we also saw evidence of 
voluntary partners struggling with funding, leading to gaps in provision.  

Additionally, some local authorities use reablement to support 
admission avoidance strategies and prevention work. We saw that 
where it was applied most effectively, local authorities had been 

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future
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successful in reducing or almost eliminating their waiting lists for a 
Care Act assessment. 

One authority had a well-established therapy-led reablement service 
that was meeting the needs of the local community. This community 
approach avoided people unnecessarily being admitted into care 
homes or hospitals. 

Another local authority gave an example where a person was 
referred from their GP following a serious injury and was put on 
the reablement pathway to reduce the risk of a hospital admission. 
Structures were in place to help prevent unnecessary admissions and 
promote independence.

However, this was mixed and in some assessments we found gaps 
in early prevention services for older people, and it was unclear what 
was being done to resolve these. Measuring impact and outcomes for 
people was a challenge for most local authorities when evaluating the 
effectiveness of their prevention approaches. 

Hospital discharge  
Our analysis showed that when a person needs to be admitted to 
hospital, local authorities work in partnership with the right teams to 
get them discharged back to their own homes or offer an appropriate 
alternative as quickly and safely as possible. 

They did this using either a ‘home first’ approach or a ‘discharge to 
assess’ approach.  Close collaboration between local authorities and 
hospital discharge teams was essential for this to be effective. 

In one example from an assessment, we saw that a fully integrated 
hospital discharge team started working together a year ago and is 
achieving positive outcomes for people being discharged from hospital. 
The team worked closely with the other services available for people 
who required varying levels of support when discharged from hospital. 
This varied from a voluntary service providing transport and shopping, 
to the reablement team providing longer-term support. 

The local authority’s data, as well as national data, showed that the 
support had enabled increased numbers of people to return home 
and remain at home rather than requiring longer-term support such as 
residential care. 

In another example, hospital discharge was led by the Homesafe 
social care teams based in each of the acute and community hospitals. 
The Homesafe team was made up of social workers and social work 
support assistants who worked closely with occupational therapists 
and discharge nurses, employed by the trust as part of a wider 
transfer of care hub.

From research we commissioned through National Voices we know that 
a ‘home first’ approach is preferred by people leaving hospital. The vast 
majority of older people responding to the survey told us they had been 
discharged home and that this was their preferred outcome. The main 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.nationalvoices.org.uk%2Fpublication%2Fexperience-of-follow-up-care-post-hospital-discharge%2F&data=05%7C02%7CCharlie.Fisher%40cqc.org.uk%7Cd157a6d81a6142467d7f08de04ddade0%7Ca55dcab8ce6645eaab3f65bc2b07b5d3%7C1%7C0%7C638953547323314865%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SFMmMsJz5v2tAWCVr3Ds8iCQ3WTlRGB4%2FNpM%2B5fS52c%3D&reserved=0
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things that could have improved their discharge experience were better 
planning and communication of those plans. 

In some local authority areas, hospital discharge teams were 
co-located – this helped with joined-up working and led to more 
effective communication.

We also found that partnership working across integrated teams – 
including voluntary partners – can aid smooth and timely discharge. 
The voluntary and community sector was an important partner for local 
authorities, especially for people with non-eligible care needs. Other 
important partners included physiotherapy and occupational therapy 
teams. We saw how they worked in a joined-up way to ensure that 
people were assessed and had the aids and adaptations they needed to 
return to their own homes.

However, there were also challenges with hospital discharge. Where our 
assessment reports highlighted issues, these related to:

	� communication and integrated ways of working
	� a disparity in assessed care needs
	� homecare capacity – especially for people with more 

complex needs. 

Our analysis showed that there are gaps in services for people with 
more complex care needs, which can lead to delays in access to care 
home beds and out-of-area placements.

In some areas virtual wards or reablement beds were used to meet 
more complex needs. One authority described adjusting its in-house 
residential services to provide long-term specialist dementia beds. 
Another authority showcased its use of contingency planning to support 
those most in need:

In this assessment, staff shared an example of contingency planning, 
where they worked with care home managers to assess people in 
hospital and develop rehabilitation, with the view that if risks became 
unmanageable after discharge home, they could move directly into 
the care home rather than return to the hospital. Throughout the home 
access visit, the rehabilitation bed remained open and available for 
the person to return to, if risks became too high to manage at home. 

(Assessment example)

Local authorities told us how a lack of capacity in homecare directly 
affected hospital discharges.

Some local authorities had developed a bridging service to decrease 
this pressure on homecare, and one local authority told us how it had 
worked closely with homecare providers to clarify expectation around 
response times and delivery, as well as offering support to overcome 
geographical and workforce challenges. This helped to improve 
capacity and flow within the system.
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Reablement  
Looking at local authority assessment reports, we found that reablement 
is an important element of hospital discharge pathways. Successful 
reablement services for people supports people to return to their own 
homes with a short-term care package in place, delaying or removing 
the need for permanent long-term care. Services aimed to be strengths-
based and person-centred. Local authorities worked in integrated teams 
to provide free reablement support, usually for 6 to 8 weeks.

A homecare reablement short-term service called Home First worked 
used ‘strength-based’ practice to promote people’s independence by 
focusing on their own qualities and resources. Senior staff told us 80% 
of people did not require ongoing care following this service. 

Reablement services work well when there are strong partnership 
working networks between hospital staff and local authority social 
work teams. For example, there is often a specific team within the local 
authority that supports this work, and they maintain effective links to 
occupational therapy teams and third-sector organisations.

These teams ensure that people have the aids, adaptions and 
community support to help them stay independent in the community 
for longer. We saw good examples of where this support had worked 
well for people, but in some areas there were long waiting lists 
for occupational therapy assessments and subsequent aids and 
adaptations. This can stall people’s recovery.

We also found that effective partnership working between hospital staff 
and local authority social work teams is essential to achieving good 
reablement outcomes.  

Local authorities made use of the Better Care Fund (BCF) for a variety 
of initiatives with a core purpose to reduce admissions to hospital, 
improve hospital discharge and provide more integrated services. 
Coupled with knowledge of hospital admission data, local authorities 
were able to use the BCF to adapt their reablement to meet their needs 
and areas of focus.

Some local authorities sought to build capacity and enhance their 
reablement services in partnership with private homecare providers. 
Sometimes, they met with capacity challenges in the private sector.

More generally, local authorities sought to work with reablement 
providers and the NHS through investing in training to upskill staff when 
caring and providing support for older people with complex needs. 
Upskilling staff helps the delivery of good quality care - and the greater 
understanding of specific needs can also help providers to reduce 
admissions to hospital and improve discharge from hospital.

We found that some local authorities face barriers to effective 
reablement. These include reablement capacity in some authorities, 
a lack of skill and capacity in private homecare services, delays and 
workforce shortages in occupational therapy and the impact of Care 
Act assessment waiting times.   

https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/better-care-fund/
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Despite examples of effective and efficient reablement services, some 
local authorities had challenges with these services, as they were not 
yielding the positive results expected in terms of hospital discharge 
and reducing and delaying care needs. Workforce issues, such as 
staff shortages and recruitment, were the most frequently highlighted 
challenge for reablement services.

Homecare  
We found that local authorities have worked to increase and 
improve their homecare capacity. Inspection reports noted how 
new approaches and reviews of homecare commissioning had led 
to improvements.

Examples included moves to a more neighbourhood or zone-based 
method of commissioning. This allowed for a more consistent staffing 
team, less travel time between calls and, for one authority, we heard 
this had meant they were able to increase pay for care staff.

Despite this work, homecare capacity remains an issue. Staff shortages, 
coupled with a lack of homecare agencies in some areas, means some 
local authorities struggle to address long homecare delays and waiting 
lists. This has an impact on people’s health and wellbeing.  

Staff skill levels in the homecare workforce also pose challenges to 
reablement and promoting people’s independence. This is particularly 
the case in rural areas. Focus groups we ran in April 2025 with experts 
by experience underlined this point where we heard about the impact 
that living in rural areas can have on people’s choice of homecare 
provider. One participant said:  

“If you were in a rural area and you’re lucky enough to have an agency 
who really is good then that’s great. But if you have an agency that is 
poor very often, there is no other care facility and therefore you either 
have poor care or no care.”

 Local authorities are creating strategies to tackle this problem. Some 
local authorities have embraced using assistive technology to delay the 
need for homecare and reduce demand on homecare workforces.

For example, one authority used assistive technology to reduce 
the reliance on formal care visits, with such technologies acting as 
a prompt and motivator to encourage independent living. Another 
authority introduced an electronic monitoring system, free of charge to 
all its homecare providers.

Other evidence of authorities improving the quality of care was 
seen in work to improve diversity in the care that was available. This 
included multiple language options or providing support in line with 
religious needs.

https://www.cqc.org.uk/about-us/jobs/experts-experience
https://www.cqc.org.uk/about-us/jobs/experts-experience
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In practice, readers and staff demonstrated they had considered the 
impact of how their plans and services would impact on people with 
different protected characteristics. Action had been taken in areas 
where inequalities had been identified. For example, a specific home 
care contract was in place with an organisation who delivered care to 
people in culturally diverse communities.

However, there was little outcome evidence for people included in 
the reports. And commissioning in some local authorities had not 
considered diversity, which can lead to inequity. 
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Appendix: CQC ratings charts 
The data in this section are from ratings published under CQC’s single 
assessment framework, as at 1 August 2025. We began implementing 
the single assessment framework in January 2024, so these ratings 
show our growing picture of the quality of care under this framework 
from that point in time. 

The rating charts in this appendix are not directly comparable with 
previous years because: 

	� Our assessment activity during this time has been based on risk to 
people using these services so they are unlikely to be representative 
of all services in a sector. This means that we have prioritised 
assessing services where our data indicated there may be greater 
risk to quality and safety for people. 

	� For some services, the numbers of assessments completed 
using the single assessment framework are still too low to be 
representative of all services in that sector.

	� Alongside the introduction of the single assessment framework, 
we also made changes to some aspects of our assessment 
methodology. One of these changes was differences in the levels at 
which we rate providers. You can read the full detail of the different 
levels of ratings on our website. We provide more detail on whether 
the level of assessment has changed for specific services or 
providers at the top of each section.

Our website provides data for all current ratings.

https://www.cqc.org.uk/guidance-regulation/providers/assessment/assessing-quality-and-performance/levels-ratings
http://www.cqc.org.uk 
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Adult social care

The charts in this section show the 3,062 ratings for adult social 
care services that we have published under the single assessment 
framework. There are 20,467 adult social care services with current 
ratings from our previous frameworks. 

As part of the changes introduced with the single assessment 
framework, individual adult social care services are now rated 
separately as individual services at a location. For example, where 
a care home and a homecare agency are provided from the same 
location, we will publish 2 ratings. Ratings under our previous 
frameworks were only published for the location. For this reason, 
adult social care ratings published from assessments under the single 
assessment framework should not be combined with or compared with 
those under previous frameworks.

Figure A1: Adult social care, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A2: Adult social care, key question ratings, 2025

Figure A3: Adult social care, overall ratings by 
assessment service group, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A4: GP services, overall ratings, 2025

Figure A5: GP services, key question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01%  
and 1% have been rounded up to 1%.

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01%  
and 1% have been rounded up to 1%.
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The charts in this section show the 488 ratings for GP services that we 
have published under the single assessment framework. There are 
5,638 GP services with current ratings from our previous frameworks.

As part of the changes introduced with the single assessment 
framework, specific primary medical care services are now rated 
separately as individual services at a location. For example, where 
a GP practice and an out-of-hours GP service are provided from the 
same location we will publish 2 ratings. Ratings under our previous 
frameworks were only published for the location. For this reason, GP 
ratings published from assessments under the single assessment 
framework should not be combined with or compared to those under 
previous frameworks.
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Figure A6: Other primary medical services, 
overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Other primary medical services

The charts in this section show the 36 ratings for other primary 
medical services that we have published under the single assessment 
framework. There are 1,054 other primary medical services with current 
ratings from our previous frameworks. 

As part of the changes introduced with the single assessment 
framework, specific primary medical services are now rated separately 
as individual services at a location. For example, where a GP practice 
and an out-of-hours GP service are provided from the same location we 
will publish 2 ratings. Ratings under our previous frameworks were only 
published for the location. For this reason, other ratings published from 
assessments under the single assessment framework should not be 
combined with or compared with those under previous frameworks.
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Figure A7: NHS and independent mental health 
services, overall ratings, 2025

Figure A8: NHS and independent mental health 
services, key question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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The charts in this section show the 138 ratings for mental health 
services that we have published under the single assessment 
framework. There are 916 mental health services with current ratings 
from our previous frameworks.
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Figure A9: NHS and independent mental health 
assessment service groups, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A10: NHS acute hospital services, 
overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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The charts in this section show the 86 ratings for NHS acute hospital 
services that we have published under the single assessment 
framework. There are 1,603 NHS acute hospital services with current 
ratings from our previous frameworks.
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Figure A11: NHS acute hospital services, key 
question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A12: NHS acute hospital assessment service 
groups, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Independent acute hospitals

The charts in this section show the 46 ratings for independent hospital 
acute services that we have published under the single assessment 
framework. There are 790 independent hospital acute services with 
current ratings from our previous frameworks.

Figure A13: Independent acute hospital services, 
overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A14: Independent acute hospital services, key 
question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.

Figure A15: Independent acute hospital assessment 
service groups, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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NHS ambulance trusts

There have been no published ratings for NHS ambulance trusts under 
the single assessment framework. There are current ratings for 10 NHS 
ambulance trusts under the previous framework as follows:

	� Good, 6 (60%)
	� Requires improvement, 3 (30%)
	� Inadequate, 1 (10%)
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Independent ambulance services

The charts in this section show the 24 ratings for independent 
ambulance services that we have published under the single 
assessment framework. There are 187 independent ambulance 
services with current ratings from our previous frameworks.

Figure A16: Independent ambulance services, 
overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A17: Independent ambulance services, key 
question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Hospice services

The charts in this section show the 31 ratings for hospice services that 
we have published under the single assessment framework. There are 
91 hospice services with current ratings from our previous frameworks.

Figure A18: Hospice services, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A19: Hospice services, key question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.

Figure A20: Hospice services, assessment service 
groups, overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Community health services

The charts in this section show the 6 ratings for community health 
services that we have published under the single assessment 
framework. There are 527 community health services with current 
ratings from our previous frameworks.

Figure A21: Community health services, 
overall ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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Figure A22: Community health services, key 
question ratings, 2025

Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.

Figure A23: Community health services, assessment 
service groups, overall ratings, 2025
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Source: CQC ratings data, 1 August 2025

Percentages may not add up to 100 due to rounding. Percentages between 0.01% and 
1% have been rounded up to 1%.
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