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Summary

In summer 2011 the Care Quality Commission ran a consultation on its proposals to establish an award scheme for recognising excellence in adult social care. Responses showed that the concept of a scheme to recognise provision that goes beyond the essential standards is widely welcomed.  However, a significant number did not feel that the proposed voluntary excellence award was the right scheme.  The proposed guiding principles and definition of excellence were generally supported by respondents, but many felt that the proposed scheme was itself at fault. 

There were a number of significant concerns and questions raised in terms of the underlying model for the award. These were as follows:
· The cost to providers may discourage applications for the award, particularly  disadvantaging smaller providers

· How will consistency of assessments made by multiple third party awarding bodies be ensured?

· A voluntary scheme may inhibit consumer choice, as not all providers will have applied for the award therefore making it harder for consumers to compare them

· A scheme that recognises gradations between essential and excellent may better support decision-making by consumers, and motivate more providers to improve
· It may be challenging to implement the scheme within the proposed timeline, in terms of completing a) the development of the assessment criteria and processes and b) the appointment and preparation of assessor bodies to undertake assessments.  

In response to the questions on the guiding principles for the award (questions 1 and 2), the principles were generally supported, but there were concerns around how they will work in practice. The key issues were: 

· Smaller providers may be disadvantaged by costs (principle d, ‘fair to all providers’)

· If providers do not apply because of cost then this would affect the usefulness of the scheme to commissioners and individuals (principle b, ‘useful to those making choices’)

· How consistency would be ensured across multiple assessor bodies (principle f, ‘robust and consistently applied’).   

In response to questions on the SCIE definition of excellence (questions 3-6), there was general agreement with the definition and that it is achievable for providers of all sizes. However, there was some concern that the distinction between essential standards and excellence definition was not sufficient. There was strong support for a more graded system, rather than only two levels. In relation to domiciliary care, respondents thought that the definition would need to allow for the constraints placed on providers by commissioning practices, in terms of the limited time that staff can spend with service users. In relation to other services (relating to mental health, drugs and alcohol, learning disabilities and older people), the key issues were the importance of person-centred care, and issues around evidence collection and balancing choice for the service user with safeguarding and risk management. 

In response to questions on the assessment process (questions 7-9), the idea of a pre-assessment service was broadly supported, but with concerns about the cost of this to providers. Similarly in relation to the proposed two-year limit on the award, there were some concerns related to the cost of re-assessment. There was strong support for the removal or suspension of the award in cases of non-compliance, although there was concern about how this would work in practice. 
1. Introduction

Background to the consultation

In May 2011, the Care Quality Commission commenced a public consultation on its plans to launch a new excellence award scheme for adult social care services in April 2012. 

CQC worked with the Social Care Institute for Excellence (SCIE) and other sector representatives, including people who use services, on developing new ways of providing information on the quality of services. This work looked at how to recognise excellence in adult social care now that the quality (or ‘star’) rating system is no longer used. 

One of the first steps in this process was for SCIE to develop a definition of excellence. The consultation sought feedback to help refine the definition of excellence, and to help shape the design of the new awards.

During the consultation, views were sought on:

· CQC’s proposed principles for the new excellence award 

· The definition of excellence developed by SCIE 

· Key aspects of the assessment process. 
The consultation process

The consultation ran from 9 May to 1 August 2011. It invited the views of people who use adult social care services, their carers and families, providers and commissioners of care, and anyone else with an interest in the sector. 

Respondents could submit a response using an online form on the CQC website, or by emailing or posting a response to CQC. 

CQC also held events to consult with stakeholders. Ten ‘Speak Out’ discussion events took place around the country in June 2011, with discussion focused on the easy read version of the consultation. Attendees included groups such as travellers, older people and ethnic minority groups. Two larger-scale stakeholder events attended by providers, commissioners, Local Involvement Networks (LINks) representatives and people who use services also took place, in Manchester and London. 

Responses received

In total, 477 responses were received and analysed (including 12 event reports). The largest group of respondents was providers (68%). This was followed by service users and members of the public (9%), local authorities or local authority staff (6%), organisations representing providers or professionals (5%) and organisations representing service users (5%). Other types of respondents made up 7% of the total.
About this report

Who has produced this report?

The Office for Public Management (OPM) was commissioned by CQC to analyse and produce this report on all of the responses to the consultation, including reports from the events. OPM is an independent, not-for-profit research organisation, working with public and voluntary sector organisations who deliver public services. 

How to read this report

As well as responding to the consultation questions, many respondents raised issues relating to the underlying model for the scheme, including its voluntary nature, associated charge to providers and delivery through licensed organisations. These are presented in section 2. 

The report then presents the responses to the three main areas of the consultation: the proposed principles for the award; the definition of excellence; and key aspects of the assessment process. These are presented in sections 3-5. 

Generally the issues that arose in relation to each question, or in relation to the underlying model for the scheme, are presented in order of how frequently they were mentioned by respondents. 

Where responses did not clearly indicate which question their comments related to, these were allocated to the most appropriate question by the OPM team reading the responses. Similarly, where comments were made in relation to a particular question, but in fact were pertinent to a different question, these comments were allocated and considered in relation to the most appropriate question. A method note outlining the analysis process can be found in appendix 2.

A profile of respondents can be found in appendix 1, showing numbers of respondents by role or organisation type (e.g. provider, service user, local authority), numbers of responses received via the different response channels, and numbers of ‘campaign’ responses received, which duplicate the text submitted by a particular organisation. 

2. Underlying issues

The online consultation form contained fields for answering each of the 9 consultation questions. But responses by email, hard copy or through stakeholder events were not restricted to 9 answer fields; they allowed ‘free text’ comments, so respondents had more freedom to raise issues outside the remit of the questions. The split between online form and free text responses is about one-third to two-thirds. There were a number of issues outside of the questions that arose frequently in free text responses, and were mentioned in some online form responses too. These issues relate to the award scheme’s costs, voluntary nature, delivery through licensed third party organisations, timeline for implementation and recommendations for the scheme to recognise degrees of quality. 

The issues are summarised here; some of them recur in relation to a specific consultation question or questions later in this report.
Cost of award to providers

Over half of respondents made comments relating to the costs of the award to providers, with providers and their representative organisations addressing this point most frequently.

· There was substantial opposition to the idea of charging providers to apply for the award, because:

· Assessment of quality is still widely seen as part of CQC’s remit, and not something for which providers should have to pay an additional charge (a point made by over a third of providers)

· Providers are currently operating in a constrained economic environment

For example:

	It is disappointing that providers will have to pay a fee in addition to their annual regulatory fee, to have their service assessed as excellent, particularly as the previous scheme under CSCI [Commission for Social Care Inspection] included awarding a quality rating in the overall fee paid to them as the regulator. We have also seen an increase in the fees we pay to CQC but a reduction in the regulatory activity provided for that fee. […] At a time when providers are faced with significant financial pressures this is an additional burden. (Organisation representing service users)


· The impacts of charging may be as follows:

· Costs may discourage applications for the award, which would reduce the scheme’s usefulness in enabling consumers to choose between providers (a fifth of user representative organisations made this point). This point also arose in relation to question 1b, on the proposed design principle of usefulness to those making decisions

· Costs may disadvantage smaller providers disproportionately. This point also arose in relation to question 1d, on the proposed design principle of fairness to all providers

· Additional costs to providers would have an impact on their resources and this could affect their ability to deliver a quality service; this was a concern raised by providers. A further concern about costs to providers, which was raised particularly by user representative organisations, was that these costs may be passed on to service users resulting in an increase in fees.

· Respondents (including over a third of providers) requested clarity on the exact level of the ‘reasonable and proportionate’ charges proposed, and what would be included within the charge.

Use of third party assessor bodies

Over half of respondents commented on the proposed delivery of the award scheme by licensed third party organisations, including almost three quarters of providers. It was widely felt that CQC should continue to assess quality as part of its own remit, rather than outsource this function, and more detail about the rationale for the change was requested. Key questions and concerns were:

· How consistency across assessments made by multiple awarding bodies can be ensured. Consumers need to be able to easily and reliably compare assessments. This point also arose in relation to question 1f, on the proposed design principle about robust and consistent application of the award

· How and whether CQC will be responsible for performance monitoring, regulation and audit of the third party bodies; and where accountability for the scheme lies (with the bodies themselves, CQC or the United Kingdom Accreditation Service (UKAS))

· Concerns about assessors having the appropriate skills and competencies to make fair and accurate assessments, particularly for specialist services. The following quote highlights this point:

It would be critical that such organisations should have the right skill mix to be able to assess to a set of excellence standards, and this will have to be a combination of social care and health based standards. They would also have to be competent and knowledgeable about the essential standards and be able to identify potential risk. (Local authority)
Voluntary nature of the scheme

About a third of respondents commented on the voluntary nature of the scheme, including two thirds of organisations representing providers, a third of user representatives and a third of local authorities.

· The key issue was linked to the costs of the scheme to providers, because cost may prevent or discourage them from participating in the scheme. About a fifth of providers said that the cost may discourage them from taking part

· Because some providers may choose not to apply for the award, consumers will not know whether or not their services are ‘excellent’, and therefore will not be able to make informed choices between providers who have and those who have not applied for the award. This point also arose in relation to question 1b, on the proposed design principle of usefulness to those making decisions

· There was some feeling that the scheme will not be genuinely ‘voluntary’, as providers may feel that they must apply or be disadvantaged in the market. This was a concern for user representative organisations in particular, with a fifth expressing it.

The following comment illustrates the key issues in relation to the scheme’s voluntary nature:

	Whilst we do believe that the majority of providers will feel that they will have to apply for this award, there will be some providers who for personal or financial reasons will decide not to apply. This will not mean that they are not running an excellent service; in fact they could be but will not have this publicly recognised. In these circumstances it will be extremely difficult for the public to understand the quality of their service, even with clear signposting on CQC’s website, with the potential of a real detrimental impact on their business. (Provider of domiciliary care)


Recognising degrees of quality 

About a third of responses expressed a preference for a scheme that recognises gradations in between essential and excellent, as was the case under the previous quality or ‘star’ rating system. Providers and their representative organisations were particularly in favour of a rating system, with around a third of each of these groups expressing this preference, compared to fewer than one in ten user representative organisations and local authorities. 

A system which recognises variance between providers, to a greater degree than the two levels of essential or excellent, was preferred for the following reasons:

· Supports decision-making by consumers (mentioned by a quarter of providers and their representative organisations)

· Those making choices between providers want to know about the range and variation of provision available in their area, including that which falls between the two ‘extremes’ of essential and excellent

· Motivates providers to improve

· Because it allows providers to work to improve their service in gradual, graded steps, rather than facing what may be a considerable leap from essential to excellent, a ratings system is more likely to motivate improvement (again, this point was made chiefly by providers and trade representative organisations).

It was suggested that a ‘working towards excellence’ category could be useful, to indicate an improving service.

Other reasons given for the preference for CQC’s previous quality rating system were those discussed elsewhere in this report: the same assessment applied to all providers, ensuring consistency (as opposed to the proposed variety of schemes run by different third party organisations); and it was applied to all providers and therefore enabled comparison between them (as opposed to the proposed voluntary scheme in which some providers may not apply for the excellence award). For example:

The star rating system included all care services, and so gave clarity to potential residents and their families and the ability to choose the best service for them, as well as the incentive for care providers to improve quality. A voluntary scheme would not be comprehensive and would lose all these benefits. (Provider)

Proposed timeline for implementation of the award scheme

About a sixth of respondents raised concerns about the proposed timeline, including around a third of providers and organisations representing providers. These concerns were as follows:
· The proposed launch date of the scheme, April 2012, may be unrealistic in terms of appointing and preparing third party organisations to undertake assessments

· The appointment of third party assessor bodies taking place concurrently to the consultation process means that these organisations do not have a clear set of criteria against which they will be assessing

· There is a lack of up-to-date information for consumers in the interim between the end of the previous quality rating system and the proposed implementation of the new scheme in April 2012. This period will be extended further by the amount of time that assessor bodies will need from April onwards in order to complete assessments and make awards to all providers who wish to participate in the scheme. 

It was suggested by some respondents that piloting and evaluation of the scheme would enable the definition of excellence to be developed into an assessment framework for use by assessor bodies, as explained by this respondent:

	The proposals give licensed assessment bodies substantial responsibility not just for assessing providers but for consulting on and developing the assessment processes for the social care sector they will operate in. Getting these assessment bodies, with their assessment processes, up and running by the proposed launch date for the scheme of April 2012 is a challenging proposition. We think there would be merit in piloting the scheme to ensure that the definition of excellence can be turned into an assessment framework for the various social care sectors, and that licensed assessment bodies can implement the framework in a consistent way. (Regulatory body)


3. Principles for the new excellence award

	Summary

Outcomes should be identified by and for service users, as well as for families, carers and providers. Similarly, evidence collected by assessors should come from service users and others; however there was concern about how assessors would obtain such information. The award was not considered to be useful for decision-making as the voluntary nature and cost result in less comparison for service users, if providers choose not to participate in the award, or cannot afford to be assessed. 

Charging for the award limits the fairness of the scheme, particularly for smaller or less affluent providers, especially given the current financial burden that providers face. The voluntary nature of the award may reduce support from the sector. There were suggestions that there is no support from the sector for the award as the scheme will add to the administrative and financial burden of providers.

Different assessment bodies, approaches and charges make for an inconsistent scheme. There was concern about what CQC’s role would be in monitoring and controlling the stability of the different assessors. 

Clarification is required around the meaning of ‘compliant with essential standards’, with mch support for a ratings system to be (re)introduced to account for different levels of compliance and excellence.

Suggestions for other principles include the right to appeal; accessibility of assessment findings; transparency of assessment processes; and affordability of the scheme for providers.


Question 1 
Do you agree with our proposed design principles that say our excellence scheme should be:

a) Focused on outcomes for people who use services?

b) Useful to people making choices and commissioning decisions?

c) Based on evidence from people who use services?

d) Fair for all regulated adult social care providers? 

e) Supported by the sector and aligned with other improvement drivers?

f) Robust and consistently applied?

g) Stable?

h) Linked to compliance?
Question 1 was answered by two hundred and sixty respondents. The majority expressed their general agreement with the proposed design principles, highlighting a number of caveats. These were:

· The proposed award scheme is itself at fault, not the proposed design principles  

· The principles are acceptable but the list is incomplete

· The principles are not defined precisely enough, leaving them too open to interpretation

· The principles set an unrealistically high standard for providers

· There is not enough focus on varying the standards for different types of services

· The principles are acceptable but are already enforced by the essential standards. 

A typical example of support for the proposed principles, with caveats, is the following:

It is difficult to disagree with the sentiments expressed in Question 1, but I have a great deal of concern over the way in which the attributes of Excellence which are listed in Question 1 are to be determined. I do not believe that the remainder of the questions adequately detail how those attributes will be agreed and evidenced. (Care home)
a) Focused on outcomes for users

Two hundred and fifty eight respondents gave their views. Of these, the vast majority agreed that the award should focus on outcomes for users. For example:  

It is essential that assessing excellence of care services is focused on experiences and outcomes for service users and their families rather than just the process of delivering care and support services. (Regulatory partner)

Every service user who answered this question agreed with the principle; three quarters of local authorities were in favour, and half of providers.
Key points raised:

· Service users should be able to identify their priority outcomes to providers

· Possible outcomes will differ for each service user and outcomes for some users will necessarily be limited:

We believe that outcomes will differ for each individual, that they will be dependent on effective communication with an individual and will ‘look different’ according to where that person resides. (Provider of multiple services)
· Providers should achieve good outcomes consistently in order to be rated as excellent

· The award should also focus on outcomes for other parties, such as users’ families and carers; and the provider itself for example, incentives to improve or better staff relationships as a result of the award

· Factors hidden to users (such as treatment of staff) are important outcomes

· Commissioners as well as providers would need to have a focus on outcomes for this to be an achievable design principle.  

Key factors for the few respondents who disagreed with the focus on outcomes for users:

· The award should instead focus on the processes that lead to outcomes for users

· It would be too difficult to separate a provider’s influence on an outcome from the influence of other factors.

b) Useful to people making choices and commissioning decisions

Two hundred and forty eight respondents made comments about this principle. About four fifths agreed that the award should be useful to people making choices and commissioning decisions. Three quarters of service users and local authorities expressed agreement with this principle, as did over a third of providers.  

However, a quarter of respondents felt that the proposed award, as it stands, would not be useful for decision-making. Factors they mentioned were:

· The voluntary nature of the scheme would reduce people’s ability to compare providers, because not all providers would apply for the award:

The system will be confusing for the public. As the proposed scheme would be voluntary it will not provide the public with a true picture of quality in the care sector. Under the former Quality (star) rating scheme all providers/services were assessed. (Care home)
· The fact that providers will have to pay for the voluntary award would particularly disadvantage less affluent providers, who may not be able to apply for it and therefore demonstrate the quality of their service 

· The involvement of third party assessors would reduce the comparability of providers holding an award, because their awards may be different

· The lack of gradations within the award would make it less useful to decision-makers

Respondents stated that they would make choices based on the award system, some stating they would travel further afield to a particular service if it had a higher level of award. Respondents stated the award system would give them more informed choices. (User representative organisation)

· Detailed information should be easily accessible to the public in order for the award to be of use in decision-making, for example which particular aspects of a service were rated excellent

· A small number of respondents pointed out that commissioners and members of the public would find different information useful when making decisions.  
About one in ten respondents answering this question disagreed that usefulness in decision-making should be a principle for the award. Most were opposed to the award scheme as it stands. Factors mentioned by those who were against this principle include:

· Consumers would not find an excellence award useful and would use other measures of quality in preference to it

· It is not CQC’s role to aid consumer decision-making, but to ensure compliance.

c) Based on evidence from users

Two hundred and forty four respondents answered this question. Over three quarters agreed that the excellence scheme should be based on evidence from users. Split by type of respondent, one third of providers were in agreement, along with about half of organisations representing providers, while nearly all service users agreed.

The caveats to respondents’ agreement include:

· Evidence from other sources would be equally as important and must be used in addition to user evidence  

· There is need for some degree of caution over the reliability of such evidence:

It must be recognised that the views of users and their families do not always reliably reflect the quality of care. (Care home)

· Particular attention should be given to how assessors gain the views of service users, especially where users’ capacity to communicate is limited or where users are unwilling to give negative feedback. Consistency of feedback was seen as important but hard to achieve

· The cost of collecting evidence directly from users may be an issue

· There is a risk of adding to the burden already on providers and users to give evidence.  One illustration of this is as follows:

The regulator and other organisations such as LINk already queue up at the door of service users to seek opinions on the services being delivered and the outcomes they experience. (Organisation representing providers)
Again, most of the small number of respondents who disagreed with this principle were opposed to the fundamental design of the award scheme itself.  

· The most common factor cited was that evidence from users can be partial and misleading.

d) Fair for all providers

Two hundred and twenty three respondents commented on fairness. Over three quarters agreed that the award should be fair for all providers. This included a third of providers, which may seem a low proportion; however it appears that in responding to this question many providers felt that the scheme would not be fair, as opposed to should be, as stated by this principle.  

· The biggest concern (raised by just under a third of respondents to this question) was that charging for the excellence scheme would affect its fairness; in particular it would be unfair for smaller or less affluent providers:

Whilst sound in theory, fairness for all providers is questionable due to factors such as economies of scale. The financial cost of the award might be considered too high for some smaller providers, placing them at a disadvantage... there may be a risk of creating a two tier system, unless there is a real commitment to developing affordable Excellence Award Schemes for the smaller provider. (Local authority)
· Many respondents also pointed out that it would be unfair to impose an additional financial burden on providers at a time when they are facing external funding shortfalls

· The award may not be fair between providers of different types of service. There was particular concern that domiciliary care providers would be at a disadvantage because of time constraints that commissioners impose on domiciliary care services

· Providers’ rights to uphold their reputation and financial stability could be threatened by negative assessments or by a fall in demand for their service if they did not apply for the award

· Some respondents felt that the fact that the award would be voluntary made it unfair because it would not provide a level playing field on which to compare all care providers against each other  

· The potential for inconsistencies between the assessments made by different third party assessors was also cited as a reason the scheme may not be fair.

All of those respondents who disagreed were of the view that the excellence scheme would not be fair for all providers in its current form. They did not express views as to whether the scheme ought to be fair.

e) Supported by the sector and aligned with other improvement drivers

Two hundred and sixty eight respondents answered this question. Over three quarters agreed with one or both aspects of the question; including a third of providers, over two thirds of local authorities and the vast majority of service users. Each aspect is presented separately.
Supported by the sector

Three quarters of respondents answering this question agreed that the award should be supported by the sector. The issues raised were:
· Sector support would be vital to ensure participation in the scheme:

…without [service providers’] participation, a voluntary, fee-charging scheme will be a white elephant. (Care home)
· The voluntary nature of the scheme may reduce sector support

Some respondents questioned the meaning of “supported by the sector”. Their queries were:

· How will “support” be determined? 

· Financial support, by providers purchasing the award?

· Intellectual backing, for the soundness of the proposal?

· How is “sector” defined – does it include both commissioners and providers?

Twenty nine respondents pointed out that the scheme is not supported by the sector, for the following reasons:

· It would add to the administrative and financial burden on providers, especially if it is conducted separately from other quality inspections

· A rating system with more quality gradations would be preferred, and would be especially useful to commissioners, who may not necessarily be looking to purchase the highest quality services available 

· The additional cost of the scheme would affect sector support for it, especially as a quality rating had previously been available from CQC at no extra charge

· There are concerns over the ability of third party organisations to assess quality effectively. 
Aligned with other improvement drivers
About a quarter of respondents answering this question addressed this aspect of the principle. Most of these suggested other improvement drivers that would be appropriate.

· External drivers
· NICE guidelines 

· ISO9001, Investors in People and/or Gold Standards

· Local authority schemes

· Government legislation and drives towards personalisation and choice

· Internal monitoring systems
· Customer surveys and feedback

· Complaints handling procedures.
Some general concerns were also raised:

· Not all other improvement drivers would be relevant to all service providers 

· The principle of alignment could threaten the stability of the award, as other improvement drivers can easily change. 

f) Robust and consistently applied

Two hundred and fifty nine respondents addressed this point. Just under three quarters agreed that the scheme should be robust and consistently applied. Over a third of providers agreed with this principle. About three quarters of service users and two thirds of local authorities also agreed.  

· The overwhelming issue, raised by four fifths of the respondents to this question (including two thirds of providers), was concern over the proposal to use third party assessors. For example, one respondent said:

	We are extremely concerned about the excellence award being delivered by multiple licensed assessment bodies and the impact this may have on consistency. This concern is enhanced by the proposal to allow those bodies to ‘develop their own assessment approach’ […] We believe that multiple licensed assessment bodies, responsible for developing their own approach to assessment, can only increase the risk of inconsistent assessments and judgements. (User representative organisation)


· Respondents (including two thirds of providers and half of organisations representing providers) felt that consistency would be compromised by the use of different assessment bodies; assessment approaches; and charges for assessments
· About one in four respondents to this question (including a third of providers) stated that CQC should not outsource the monitoring of quality because they consider it is part of CQC’s remit as the regulator to undertake this
· There were concerns that the amount and reliability of information made publicly available by third party organisations may be variable, making the award less valuable for people who want to compare providers and make an informed choice   

· Competition for the “market” in excellence awards would reduce its fairness:

· providers would “cherry pick” those assessors who were most likely to give them an award 

· assessors would have a financial incentive to be seen to be lenient and to register providers as soon as possible in order to raise their own profile

· There could be a conflict of interest in an assessor’s potential dual role in the pre-assessment and the assessment itself

· Care homes queried how licensed bodies will be able to divide the market between them without breaching competition law
· Respondents also requested clarity over CQC’s role
· Would CQC take the excellence assessments into account in their compliance assessments (for example, inspecting “excellent” organisations less thoroughly)?

· Would compliance assessments be a completely separate exercise and therefore place a dual burden on providers?

· UKAS monitoring alone may not be sufficient to ensure consistency – CQC should undertake some overarching monitoring too

A few respondents disagreed that the scheme should be robust and consistent:

· The majority of these made the point that the proposal to use third party assessors would mean that the scheme would not be consistent.  

g) Stable

Two hundred and fifty four respondents answered this question, with a large majority agreeing that the award ought to be stable, for the following reasons:

· There would be a heavy administrative burden for CQC and third party organisations in defining changes to the excellence scheme

· There would be problems communicating any changes to the award to the public and other decision-makers.

Just under half of providers agreed that the award should be stable, the highest proportion for a design principle amongst providers.

However, there were some concerns amongst those who agreed with the stability principle:

· How could CQC control the stability of third party organisations?

	We would welcome clarification on how CQC intends to ensure stability of assessor provision is maintained. How will it respond, for example, if the desired “range” of licensed bodies does not materialise; or if, in time, the original range is subject to consolidation; or if one or more, perhaps all, of the bodies withdraws from the market – or fails? (Organisation representing providers)


· Legislative and other wider social changes would inevitably affect stability 

· there should be room for some flexibility to allow for this; but if so, it would not be easy or practical to produce a stable definition of “excellence”

· Stability should not come at the expense of the need to pilot or refine the award scheme and to learn lessons as it is put into practice.

A small number of respondents disagreed that the scheme should be stable, identifying that:

· It should reflect change in the sector

· Providers’ standards should be constantly or regularly assessed.

h) Linked to compliance

Two hundred and twenty one respondents addressed this issue. The large majority agreed that the scheme ought to be linked to compliance. Of providers again about a third agreed; as did two thirds of local authorities.

While there was general agreement that compliance with the essential standards should be an essential pre-requisite for obtaining the award, there were also several issues for further clarification, as follows:

· Clarification of what “a strong record of compliance” would comprise

· Clarification of “essential standards” and how CQC’s role in assessing them would fit in with the excellence assessments:

For the avoidance of doubt, will “all” in this context embrace all 28 standards, and not just the 16 “core” standards that are assessed during planned reviews? Should it be the former, we would welcome confirmation on how, and with what frequency, the Commission proposes to review standards 3, 15, 18, 19, 20 and 22-28. (Care home)

· One representative body for users stated that it will be very difficult for the public to understand how the excellence elements build on the essential standards. It suggests that CQC’s website should map out where and how they overlap or differ 

· Clarification of the exact meaning of “compliant”; specifically whether it equates to “good” or merely “acceptable”  

· Many of these respondents were in favour of having graded ratings covering “compliant”, “good” and “excellent” services.

The two main concerns for respondents who disagreed that the scheme should be linked to compliance were:

· The scheme is automatically separate from compliance because it is voluntary and assessed by third party organisations

· Minor non-compliance should not rule out an organisation being rated as excellent.

Question 2
Are there other principles that we should consider?
One hundred and seventy seven respondents expressed their views on suggestions for other principles.  

· A fifth of these said that the proposed principles were complete as they are, with some respondents emphasising that the list of principles should be reviewed and possibly added to some time after the scheme is implemented.
· A quarter said that the principles were incomplete. The group of respondents most likely to suggest other principles were user representative organisations and users themselves.

Suggestions for other principles

· Right to appeal (suggested by a fifth of organisations representing providers)

· Providers should not be penalised whilst an appeal was still outstanding

· Assessors should give an opportunity for providers to feed back if they are refused the award, and there should be mechanisms for reassessing any areas of concern

· Assessment findings easily accessible to the sector and public

· It would be important for public information to be consistent

· It should be mandatory for a home to prominently display its award

· CQC’s website should be a unified source of provider information and ratings:

	…we would encourage the Commission to ensure that its website acts as a one-stop shop for all information on regulated services, including appropriate detail about how the various aspects of services qualified for the excellence award. Prospective service users and their families should be provided with relevant in-depth evidence of quality above essential standards, and they should be encouraged to draw on it in making their choice of service provider. (Organisation representing providers)


· Transparency

· Particular emphasis was placed on the importance of the methods of assessment being made transparent to care providers

· Many respondents also wanted information on third party assessors and their assessment schemes to be centrally collated and publicly available

· Post-assessment feedback was requested

· Personal data of users would need to be protected during this process

· Affordable and good value for providers (suggested by one in ten local authorities)

· Information on proposed charges will aid providers’ decision-making

· Providers’ current economic situation should be taken into account

· Good value could also mean a small administrative burden on providers

· Linked to other assessments and ratings

· Previous star rating and essential standards assessments by CQC

· Awards from external improvement drivers

· Commissioners’ views

· Assessment process should be consistent with human rights principles.

4. Defining what excellence looks like

	Summary 

The SCIE definition of what excellence should look like was considered to be accurate but lacking in precision and detail of examples of indicators. Suggested additions to the definition of excellence relate to types of care, staff capabilities, environmental and organisational factors. The SCIE definition was considered not to be adequate in distinguishing excellence from essential. 

To ensure the definition meets the needs of domiciliary care providers, the limits placed on providers of domiciliary care by commissioning practices need to be taken into account. 

Particular issues in relation to other types of services that should be taken into account when defining what excellence looks like include constraints on staff and on outcomes when caring for service users with mental health problems, learning disabilities, dementia or who misuse drugs or alcohol. Also, difficulties that assessors’ may face in collecting information from the aforementioned service users.

There were many suggestions of evidence of everyday care and interactions that can be used to demonstrate excellence in the areas of choice and control, good relationships, time spent purposefully and enjoyably and service and organisational factors.


Question 3
Do you agree that SCIE’s definition is an accurate description of what excellence looks like in adult social care?

a) Do we need to add anything?

b) Do we need to make any changes to distinguish excellence from the essential standards?

c) Is the definition achievable for providers of all sizes?

Accuracy of SCIE definition

Four hundred and thirty one respondents expressed their views in relation to the SCIE definition of excellence. Of these, about two thirds agreed that the definition is an accurate description of what excellence looks like. Just under two thirds of providers and local authorities, and three quarters of service users, agreed.
For those who did not agree, a key reason was a perceived lack of precision and detail in the definition, which made it difficult to envisage being translated into practice, in a consistent way. Comments and suggestions included:

· Language such as ‘should’ and ‘may’ offers services and assessors too much discretion in their interpretation of the definition

· Some aspects of the definition are subjective, such as ‘good relationships’. Precision will be needed in the guidelines and standards against which assessors make these judgements, in order to avoid wide variations due to subjectivity

· More case examples and specific indicators would help to describe what excellence looks like in practice.

For example, this respondent highlighted some of the language used in the definition which it identifies as unhelpful:

We regret the way the definition of excellence has been decorated with imprecise, subjective immeasurables like: “whole-hearted”, “totally”, “passionate”, “utmost”, “truly”, “fully”, “fullest”, “genuine”, “heartfelt” – even “near-total” – as well as “warmth”, “empathy”, “kindness”. (Organisation representing providers)

Suggested additions to the definition

Over a third of respondents suggested additional aspects of excellence that the definition could include. There was some overlap between responses to this question and to question 6, which asked what kind of evidence or information could be looked at to demonstrate excellence. 

Less than a third of providers suggested additions, which was a smaller proportion than most other groups of respondents.

Some aspects of excellence that respondents thought could be added, or emphasised more strongly, were:

· Quality of care, where dignified, regular and freely available care is supported by individual attention and setting personal goals and boundaries:

	A home is as strong as its weakest link therefore an excellence award should include all the additional range of services and systems that underpin the delivery of ‘quality’ care outcomes…[including] pre-admission and admission procedures, care planning, risk assessments, holistic assessments, care plans, daily care and living needs, medication, infection control, abuse, social programme, laundry, quality audits and liaising with families, GPs, the primary health care team and other professionals (Potential assessor)


· Person-centred care, including personal care plans; personal space; offer of special facilities or equipment; time given for staff to get to know each patient as a person

· Staff and management capabilities, including high quality of experience and qualifications; one-to-one support where needed; culturally diverse staff; good staff communication and leadership skills

· Quality of facilities and environment, such as accommodation and food; impact of environment on progress and wellbeing; consistent quality and problems with facilities fixed quickly.

Other aspects of excellence mentioned in relation to this question included:

· How users are involved in organisational decision making

· Process for managing complaints, highlighting empathy; quick resolution; learning from mistakes
· Joint working with other health and social care services, for example arrangements on discharge or on a change of a patient’s needs; inter-agency communication; focus on a user’s “whole journey”, extending to local authorities and hospitals
· Supporting users to maintain their independence and their links with the community, for instance encouraging individuals’ special interests; supporting communication with local social services and voluntary organisations
· Demonstrating innovation and creativity in care techniques
· Consideration of carers’ needs

· Treating users fairly and equally and respecting their faith and cultural needs

· Offering a service which represents value for money
· Ensuring providers’ financial viability, which will impact upon their ability to deliver quality care.

Distinguishing excellence from essential

Three hundred and thirteen respondents made comments about distinguishing excellence from the essential standards. Of these, about a third said that the definition does not sufficiently do so; that there was much overlap and that more work was needed to differentiate them. For example:

	People quite reasonably expect to be offered choice and control as part of their minimum expectations of any service. For example the essential standards already incorporate many of the examples of choice and control within the SCIE definition. (When to get up and go to bed, what to eat etc). The detailed assessment criteria that are yet to be developed will need to look at how to differentiate the degree of voice, choice and control provided by an excellent service from that expected of all providers in complying with the essential standards. (Local authority)


Suggestions around the distinction between excellence and essential

There was some support for the closer integration of excellence and essential standards:

· an excellent service would be one delivering the outcomes identified by the essential standards to an ‘excellent’ standard

· excellence should build on compliance, with the definition of excellence clearly linked to the outcome areas of the essential standards

· clear mapping of how excellence builds on the essential standards.

As stated earlier, there was a request for a more precise description and examples of the indicators which demonstrate excellence, to provide a clearer picture of what excellence ‘looks like’.

Work to refine the definition of excellence should not impact on the standard of provision required by the essential standards, however. Essential standards should not be in any way lowered in order to more clearly differentiate them from excellence.

Achievable for providers of all sizes

Two hundred and fourteen respondents answered this question. Of these, the majority (around three quarters) agreed that the definition is achievable for providers of all sizes. The group most strongly in agreement was service users (around three quarters agreed), while the least likely to agree were providers (just over a quarter agreed).

Of those who did not agree, the key reasons were as follows

· Smaller providers may be disadvantaged by having fewer resources available to deliver the standards of service required by excellence; collect the evidence required by the assessment; and apply for the award (administrative time and fee)

· Larger providers may be disadvantaged by being less able to provide a personalised service than smaller providers; and having more staff and service users which may increase the chances of a non-compliance occurring.

Question 4 
What changes are needed to make sure the definition works for domiciliary care services?

Two hundred and eighty three respondents commented on making the definition of excellence work for domiciliary care. About a fifth of these thought that no changes were needed; comprising around a quarter of service users and local authorities and fewer than one in ten service providers.

The largest group of comments (about a third of those responding to this question) related to the need to take into account the limits placed on providers of domiciliary care by commissioning practices. Providers are under pressure from commissioners in terms of how much time staff can spend with each user, therefore the time spent is necessarily task-focused, which limits the scope for providing an excellent service as set out in the SCIE definition. This limitation should be taken into account during assessments.
Other aspects of excellence that were identified as having particular importance in relation to domiciliary care were:
· There is continuity and reliability of staff, so that staff and users can get to know each other and build a relationship. Staff retention, training and supervision are key to this.  Local authorities responded in particularly high numbers, with one quarter identifying staffing as an issue

· Services are flexible and person-centred, and are focused on outcomes identified by and with users rather than being task-focused. Regularly updated needs assessments and care plans are key to this

· Users are supported to remain as independent as possible

· Providers communicate with users’ families and other agencies involved in their care

· Users are provided with information, advice and links to community support and services

· Strong safeguarding arrangements are in place.

There was a question as to how the use of personal assistants as providers of domiciliary care would or could be assessed under the proposed scheme.

There were some comments in relation to the methods of assessment for domiciliary care, principally highlighting that there may be challenges for assessors in undertaking observation in users’ own homes.

Question 5

Are there particular issues we need to be aware of in relation to other services, for example, for:

a) People with mental health problems?
b) People who misuse drugs or alcohol?

c) People with learning disabilities?

d) Older people, including people with dementia?

e) Any other service?
Issues relating to all of these other services

Three hundred and twenty one respondents answered this question. The vast majority thought that there are particular issues of which CQC should be aware.

The attitude of most respondents to this question is summed up as follows:

	The definition does not include any understanding of those service users that will often need to be prevented from making certain choices or exercising “unhealthy” control over their lives, e.g. preventing self-harm, substance abuse etc. The definition should include some reference to the responsibility of “caring staff” to disagree with service users about what they might need…Too much focus on service user rights/outcomes prevent there being an open dialogue about the role of the carer as someone who might “know best” in a given circumstance…The management of these issues is an enormous and not altogether risk-free task day to day and services that manage this tension well should be considered excellent. (Organisation representing providers) 


Users and local authorities were more likely than providers to agree that there were issues for other services to consider.

Some issues were raised that relate to all of these services.  Assessors should bear in mind:

· Potential difficulties for assessors in communicating with and collecting evidence from users

· Assessors should have appropriate qualifications in and experience of working with service users with the specific needs in question

· Constraints on outcomes and on staff

· Assessors should take into account the impact of staffing levels and limits on staff time in evaluating the quality of care given

· Assessors should recognise that for some groups, full ‘recovery’ is not an achievable goal, however good the care

Areas of particular importance to all providers of these specialist services were:

· Staff specialist skills, training and experience in the relevant practice area; including updates of appropriate training

· Personalised care, choice and development; balanced with the need for safety and risk management

· The provider makes an effort to get to know residents individually and offers them choices tailored to their personal needs and preferences 

· The provider balances this individualised care with its responsibility to ensure that all residents are safe and their human rights respected

· Supporting users to make informed decisions

· Explaining the impact of different options to users and making sure they understand

· Allowing service users to decide on their care plan where appropriate

· Making appropriate adjustments when consulting residents to get their opinions.

a) People with mental health problems

One hundred and twelve respondents answered this question – a third of those who addressed some aspect of question 5. Two thirds of service users thought there would be particular issues, compared to less than a fifth of providers.

When carrying out the excellence assessment, assessors should bear in mind:

· Potential difficulties in communicating with and collecting evidence from users

· Ensuring that service users understand questionnaires

· Considering their answers in the context of their mental health problem and of other evidence

· Constraints on outcomes and on staff

· Ensuring good quality care whilst taking into account that some freedoms may not be available to a service user who is not capable of taking some decisions or participating in some activities

· Recognising that a user may not agree with care staff that an outcome is “good”, if their freedoms are being curtailed in their best interests.

Areas of particular importance to providers of services for people with mental health problems were:

· Personalised care, considering individual conditions and needs, balanced with ensuring their safety

· Provider relationships with agencies and families, including the importance of communication with those with an insight into the individual’s needs and condition

· Staff specialist skills and training, ensuring they have mental health expertise and professional development training

· Safeguarding against staff taking advantage of vulnerable patients

· Supporting users to make informed decisions about their care, considering users’ capacity and use of advocates to help collect opinions and make informed decisions where necessary

· Promoting a recovery ethos

· Service flexibility, recognising that users’ needs may change very quickly and responding to this.

b) People who misuse drugs or alcohol

Ninety five respondents answered this question – just under a third of those who answered question 5. 

Half of service users considered that there would be other issues to bear in mind for people who misuse drugs or alcohol, compared to a quarter of organisations representing providers.

When carrying out the excellence assessment, assessors should bear in mind:

· Constraints on outcomes and on staff

· Recognising that some elements of choice and control may not be available, because users’ choices may not be in their best interests 

· However, looking to services to build service users’ confidence to start to make appropriate choices for themselves and gain greater independence
· Potential difficulties for assessors in communicating with and collecting evidence from users, where assessors should have understanding and experience of substance abuse treatment.

Areas of particular importance to providers of services for people who misuse drugs and alcohol were:

· Personalised care, considering individual conditions and needs, not treating all service users the same; and safeguarding users’ health and safety, taking their personal circumstances into account

· Staff specialist skills and training in addiction and experience of working with people who misuse drugs or alcohol

· Safeguarding against staff taking advantage of vulnerable patients

· Supporting users to make informed decisions about their care, considering users’ capacity to make decisions in their own interests; and use advocates to help communicate with users where necessary

· Promoting a recovery ethos, where the provider ethos has an impact on eventual outcomes for users

· Wide range of therapies provided to tackle addictions, including family and alternative therapy

· Service adaptability and flexibility, recognising that users’ needs may change quickly and responding to this

· Support and information for carers, building carers into providers’ recovery programme to ensure a consistent approach.

c) People with learning disabilities

One hundred and twenty one respondents answered this question – just over a third of those who answered question 5.

Just under two thirds of users considered that there would be other issues to bear in mind for people with learning disabilities. A third of local authorities and under a fifth of service providers also said this.

It was felt that, when carrying out assessments, assessors should bear in mind:

· Potential difficulties for assessors in communicating with and collecting evidence from users

· Assessors need expertise in communicating with people with learning difficulties

· Assessors should use imaginative techniques for gathering evidence of users’ opinions and progress

· Constraints on outcomes and on staff

· Providers must balance the need to attain individual outcomes and give personal choices with safeguarding vulnerable service users 

· Providers work with limited resources such as numbers of staff or time limits imposed by commissioners.
Areas of particular importance to providers of services for people with learning disabilities were:

· Personalised care, recognising that there is a wide spectrum of abilities and needs

· Service user involvement in decision-making, enabling users to make up their own minds, with appropriate support; and contribution of users and their advocates to their personal care plans

· Staff specialist skills and training, to understand individuals’ specific needs; and safeguard against staff taking advantage of vulnerable patients

· Promoting community inclusion, encouraging users to interact with, and feel part of, the local community

· Environment and facilities, particularly important for good care outcomes

· Good provider relationships with third party treatment organisations and families, such as ’joined-up’ care from different organisations; and good communication with families or carers.
d) Older people

One hundred and sixty six respondents answered this question – half of those who answered question 5. Respondents answered this question in higher numbers than they did the other areas in question 5.  

Two thirds of service users considered that there would be particular issues relating to care for older people, as did over a third of local authorities and a quarter of providers.

When making their assessment, assessors should bear in mind:

· Potential difficulties for assessors in communicating with and collecting evidence from users

· Assessors should have specialist knowledge of caring for and collecting the views of older people.

Areas of particular importance to providers of services for older people were:

· Personalised care, gaining an understanding of individuals’ personalities and preferences

· Staff specialist skills and training, including the need for up-to-date training and experience in caring for older people. A quarter of service users mentioned this particular issue

· Safeguarding against staff taking advantage of vulnerable patients

· Good relationships with third parties, such as other agencies involved in older people’s care; families and friends of older people
· Service user involvement in decision-making, taking into account individuals’ capacity to make decisions in their own best interest 

· Promoting community inclusion, improving older peoples’ confidence and wellbeing by giving them opportunities to interact with their local community

· Good nutrition, emphasising choice and variety as well as healthy and sustaining food

· Risk management, where providers must work to attain a good outcome for each service user; at the same time, balancing this with the need to safeguard vulnerable individuals, and using available resources

· Stability of services, providing co-ordinated, stable services, particularly for users who do not like change.

People with dementia

A third of respondents answering question 5d commented on issues specifically relevant to people with dementia.  

It was felt that in carrying out their assessments, assessors should bear in mind:

· Potential difficulties they might face in communicating with and collecting evidence from users

· Assessors should have specialist knowledge:

	There are questions of degree here, which will require evaluating organisations to have a specialist understanding of dementia and dementia care. They will also need specialist understanding of communications issues, and of the diversity of individuals’ experience of dementia. Communications aids like talking mats, objective research tools like DEMQOL, more subjective techniques like dementia mapping or QUIS and the involvement of relatives, friends and staff may be called for. (Care home)


· Constraints on outcomes and on staff

· Providers must balance the need to attain outcomes with their duty to safeguard vulnerable individuals, considering the Mental Capacity Act 

· Providers must also balance user needs with resources available to them.
Areas of particular importance to providers of services for people with dementia were:

· Use of dementia care mapping and provider commitment to national dementia strategies, for example the Dementia Declaration and “Think Local, Act Personal”

· Good environment and facilities, including use of colour, signage and circulating space, allowing free but safe movement; and environment being considered to have an big impact on users’ quality of life and physical wellbeing

· Choice and control, making an effort to ascertain users’ genuine wishes and preferences; and understanding that individuals’ choices can change

· Staff specialist skills and training, particularly important that staff have experience and training in dementia care

· Service providers run training for family members and carers, to help them understand dementia and how they can best support their relative who has dementia.

e) Other services

Ninety respondents answered this question, a third of whom said that there were no particular issues for any other service.

Fifty respondents gave suggestions of which other services may require specific consideration in terms of the SCIE definition; again, these included more users than providers. Suggestions were as follows:

· Services for people with specific physical and sensory impairments

· Each type of specialist service may require specific changes to the SCIE definition
· End of life care
· Evidence of users’ experiences of end of life care may need to be obtained from sources other than the users themselves

· Patient choice and involvement in plans for end of life care
· Respite services
· Consideration of the difficulty of how to capture comments from users on short-term stays
· Supported living services 
· Raises similar issues to domiciliary care services regarding the length of time staff can spend with service users and the tasks staff can carry out
· Children’s/young adults’ services
· Potential limits to individuals’ freedom to make choices and to have control over their own care, which are linked to providers’ statutory duty of care towards children and young people
· Carer agencies
· Ethnic minority services
· Additional consideration of minority needs regarding community inclusion
· HIV and AIDS services
· LGB and T services
· Inclusive services, with staff trained in equality and diversity issues and staff and facilities sensitive to the needs of LGBT people (for example, whether accommodation and bathroom facilities are separated by gender) 

· NHS services not otherwise covered.
Question 6 
What evidence or information could be used to demonstrate excellence in each of the four areas outlined by SCIE:

a) Choice and control?

b) Good relationships

c) Spending time purposefully and enjoyably?

d) Service and organisational factors?
a) Choice and control

One hundred and eighty six respondents answered this question, including a third of providers and over three quarters of service users. Key aspects of choice and control which they thought should be looked at in order to demonstrate excellence included:

· Meals 
· Choice of food: hot or cold, more than one option, dislikes taken into account

· Options for vegetarians and faith/cultural dietary requirements such as halal

· Choice around timing of meals, snacks and hot drinks

· Service users to have a say in menus offered

· Meals were highlighted especially by local authorities (a quarter)
· Personal care

· Choice of clothes, bedding and other personal items

· Choice of when to get up and go to bed, and when to shower or bathe

· Option to visit/be visited by hairdresser and choice of style

· Activities

· Choice of activities and whether to participate

· Freedom of worship

· Consultation with users on how they wish to spend time

· Healthcare

· Choice of key worker and option to change them

· Choice of other healthcare professionals such as GP and dentist


· Choice and control about medication and end of life care

· Choice before entering care setting

· Potential users should be able to visit homes before becoming residents:

An excellent service ensures people who use the service are able to visit the residential home before becoming residents. Having the opportunity to socialise with existing residents, engage with staff, experience a meal and stay for as much time as they require to feel confident in their choice. (Local authority)

· Potential users should receive information about a service before making a decision
· User capacity to have choice and control

· Some users may not wish, or be able, to make choices (for example, those with dementia or mental health problems)

· Users should be supported to make choices, if they wish to, and helped to articulate these (for example, offering menus with pictures to those who are not able to read) 

· Providers should not make assumptions about users’ capacity to make choices.
b) Good relationships

Two hundred and ten respondents answered this question, users answering it the most frequently. Key aspects of relationships which they thought should be looked at in order to demonstrate excellence included:
· With family and friends

· Ease of visiting (e.g. no restrictions on visiting hours)

· Communal or private space in which to receive visitors

· Privately-located telephone, adapted to all needs

· Access to email and Skype, and support to use these

· Support for users who do not have family or friends e.g. visits from befriending groups

· Staff encourage family and friends to visit, particularly where the user has dementia and relatives may be afraid or uncomfortable

· Where relationships need to be constrained (e.g. substance misuse), the reasons for this should be recorded.

· With staff

· Continuity of staff

Good relationships depend on continuity, focused and caring staff and service users, carers and staff working as a team- as partners in care. (Care home)
· Staff have time to spend with users, so that interaction is not purely task-based

· Staff demonstrate respect and empathy for users

· Good communication: staff listen and respond to users

· How staff and users are matched and how working relationships are reviewed

· Training for staff working with particular groups, such as dementia awareness training

· With the wider community

· Maintaining users’ existing contact with their community

· Supporting and encouraging users to engage with new community activities and networks

· Enabling the formation of relationships with the wider community that can be developed when a user leaves the service, demonstrated by surveys with former service users

· With other service users

· Service users are introduced to each other

· There are opportunities for service users to interact with each other

· Staff are aware of conflict between service users and seek to address it

· An open culture for raising and resolving any concerns between residents.

c) Spending time purposefully and enjoyably

One hundred and eighty respondents answered this question, again with users answering most frequently. Key aspects of how time is spent which they thought should be looked at in order to demonstrate excellence included:

· Focus on individual

· Users identify what is purposeful and enjoyable to them

· Previous interests, hobbies etc are taken into account

· Not a one-size-fits-all approach

· A quarter of users flagged a focus on the individual as a key method of demonstrating excellence

· Range of options available
· There is a wide range of ways for users to spend time, for example a programme that changes regularly and enables users to try new things

Spending time purposefully may in a practical sense often depends on the imagination and innovativeness of the service. Excellence should astound with the possibilities that are offered. (Care home)
· Encouraging independence

· Users are encouraged to perform everyday tasks, such as self-care and domestic tasks

· Maintains skills, routine and a sense of independence and value

· Staff encourage and motivate users

· Activities not only offered, but uptake supported

· Risk management

· Risk assessments in place and efforts to mitigate risk are made, in order to enable users to do the things they want to

An excellent service will enable people to continue participation in their hobby/interest, actively seeking alternatives to overcome risks to accommodate this. (Local authority)
· Resource implications

· Limits placed on providers by resource availability should be taken into consideration.

d) Service and organisational factors

One hundred and seventy three respondents answered this question, with users answering most frequently. Key factors to look for to demonstrate excellence included:

· Staff involvement, training and attitudes

· Staff involved in shaping working practices and enabled to contribute their ideas and views on the running of the service

Service and organisational factors depend hugely on the quality of the staff. Staff who are valued in terms of pay and training and whose opinions are valued and fed into the service will provide excellence. Staff need to be questioned as well as carers and service users about the quality of the service (Care home)
· Training and development opportunities offered and taken up

· Measure staff motivation and commitment 

· Around a fifth of local authorities and service users flagged staffing as a key factor

· Management and leadership

· Clear management structure and strong leadership

· Clear connection between overall business objectives and the day to day running and needs of service users

· Stable management

· Supportive management with an ‘open door’ policy

· Responsive to changes in users’ needs and goals

· User involvement and feedback processes

· Involvement of users and carers in organisational decision-making and development (e.g. in staff recruitment)

· Processes for gaining, responding to and acting on feedback from users and carers

· Encouragement to give feedback and support for those who do complain

· Audit and quality processes

· Evidence from internal/external quality assurance systems and accreditations

· Examples include Investors In People, GSH Quality Hallmark, ISO 9001, College Centre for Quality Improvement, Hospitality Assured

· Core values, culture and ethos

· Shared understanding of organisational values

· Culture of learning and reflective practice

· Flexible, creative and innovative working

· Financial management

· Financial viability of service

· Continued re-investment to drive improvement

· Partnership working

· Strong multi-agency working, bringing together external health and social care professionals around an individual user

· Facilities and environment

· Quality of facilities including building design, standard of repair and décor

· Risk management

· Appropriate risk management and monitoring arrangements in place

· Community links

· As mentioned above, maintaining links with the wider community was seen as important to relationships, activities and user outcomes.
Evidence and information for all four areas
Many of the suggestions about evidence or information that could be used to demonstrate excellence are common to all of the four areas in SCIE’s definition. The types of evidence that could be sought included the following. 

Interviews

· Talking to those involved with a service was seen as a key source of evidence. Assessors should talk to:

· service users, their families and advocates (mentioned by a quarter of users and members of the public)

· staff

· external healthcare professionals such as GPs and social workers

· Assessors should have the necessary skills to communicate with users, particularly those who have different communication needs, for example: 

	Meetings with individuals and groups of learners could be used to gather further views and information.  We would expect assessors to have high level skills in communicating in the variety of ways used by learners, for example using augmentative and assistive communication, signing etc. (Organisation representing providers)


Observation

· Visits to care settings were seen as a key method of gaining evidence:

	Moving beyond paperwork, which we think excellence must do, [choice and control] is a key area for long term observation in care environments seeing how staff interact with service users; how much effort they put into ascertaining and respecting the service user's wishes, even if they are confused.  As a former inspector I know that it is surprising how quickly you disappear from staff perception if you sit quietly in a corner & just observe. (Care home)


· Observation should include unannounced visits or ‘spot checks’

· Experts by experience should accompany assessors

· Assessors should have a good understanding of the service they are visiting.

Documentation

· Respondents thought assessors should minimise the burden on providers by looking at existing documentation to evidence the four areas of excellence. This might include:

· Individual care plans

· Complaints, compliments and incidents records, and evidence of how they have been responded to and acted on

· Policies and procedures

· In-house quality assurance records

· Accreditation to external quality assurance schemes

· Contract monitoring

· Provider Compliance Assessments

· Records of staff training, development and supervision

· Records of staff recruitment, retention and absence

· Ratio of staff to users

· Records of consultation with users (e.g. user forums)

· Customer satisfaction surveys

· Activity programmes and social calendars, and records of participation/attendance

· Diaries and photographs (with users’ consent)

· Some respondents highlighted potential problems with compiling documentation for the award assessment:

	Demonstration of excellence should not be reliant on the provider’s ability to compile and maintain further written information.  The burden of maintaining PCAs is already substantial for small and medium size providers. (Think tank)

…although on the face of it evidence would need to comprise records of what activities people actually undertook that in itself implies an unacceptable degree of bureaucratic intrusion into people's lives. (Member of the public)


Evidence co-ordination 
· Some respondents felt it would be important to triangulate all the evidence collected, in order to build up a fair overall picture. 

Piloting of assessment methods
· A small number of respondents suggested that the above methodologies ought to be tested and refined before a final decision is made on what evidence to use to demonstrate excellence.
5. The assessment process

	Summary

There were concerns about the supplementary cost that pre-assessment screening could entail for providers wishing to apply for the excellence award, as well as about conflict of interests that could occur where the same assessor body conducts the pre-assessment as well as the excellence award assessment. It is important that the process is not too complex, and it should be optional for providers. 

The proposed time limit for the award raised concerns about costly and onerous re-assessments. There were suggestions for providers to be reassessed on a yearly (to ensure any changes are taken into account) or three-yearly basis (to minimise costs for providers). Continuous monitoring and development, in the form of spot-checks or unannounced visits, was raised as an issue to be considered to eliminate any complacency on the part of providers. There were suggestions for re-assessments to be conducted after any changes in services and for changes in excellence awards to be published. 

Concerning the suspension or removal of an excellence award, questions were raised about CQC’s legal authority to remove an award. The need for clarity of suspension and removal processes was requested. 


Question 7

Pre-assessment screening 

a) Do you agree that services should be offered pre-assessment screening?

b) What criteria or information could be used as part of pre-assessment screening (in addition to evidence of compliance with essential standards)?

Pre-assessment screening

Three hundred and forty respondents answered this question, with about two thirds of these agreeing that services should be offered pre-assessment screening. Around half of providers agreed with pre-assessment screenings, and three quarters of service users were in favour. 

Respondents identified a number of factors that need to be taken into account when implementing pre-assessment screening, as follows:

Supplementary cost of pre-assessment

· Although most respondents were in favour of a pre-assessment screening process, they (particularly providers) were concerned about the financial burden that pre-assessment screening charges could pose for providers 

· Suggestions to reduce the financial burden on providers included: 

· Pre-assessment screening should be provided as a free service to providers 

· Any associated charges should be included in the fee for the full assessment for excellence, particularly if pre-assessment screening is to be mandatory:

We would expect the cost of the pre-assessment to be included within the fee for the full assessment of excellence (User-representative organisation)
· If a provider fails to achieve the excellence award following a successful pre-assessment screening, charges should be discounted by the third party assessor body.

Ensuring that the process is not too complex

· Respondents (including one fifth of providers) highlighted that the pre-assessment process should be clear and comprehensive, ensuring that preparatory activity is not too burdensome for providers applying for the excellence award, for example: 
If a provider is delivering an excellent service, the assessment process should be simple enough that they can demonstrate this easily (Care home)
Conflict of interest

· Some respondents were concerned by the fact that the same assessor body might conduct the pre-assessment and the excellence award assessment. Concerns included: 

· That this might detract from the scheme’s credibility 

· That third party assessor bodies might try to profit financially from both processes and overlook potential non-compliances, as illustrated by this response: 

In order for the scheme to have credibility and integrity we believe an accredited body should not also be a regulated provider and would be extremely concerned if this was deemed to be acceptable. (Care home)
No need for pre-assessment if provider is compliant

· A few respondents mentioned that the pre-assessment screening should not be necessary if providers are deemed to be compliant with the essential standards

· Compliance should be the first step to applying for the excellence award, rather than a pre-assessment screening process.

Pre-assessment screening should be optional

· A few respondents suggested that pre-assessment screening should be an optional service, not a mandatory process that all prospective applicants need to go through.
Pre-assessment screening criteria

One hundred and ninety four respondents answered this question, highlighting a number of criteria that should be used for pre-assessment screening, as follows:

· In preparation for the pre-assessment, providers should be supplied with the assessor’s questions and guidelines (a third of respondents to this question made this point)

· Routinely collected information should be used in pre-assessments. A fifth of respondents (including a quarter of service users) made this point, suggesting that this information may include: 

· Data from previous reports from independent inspection bodies and quality control agencies such as CQC, Ofsted, ISO

· Evidence from CQC Provider Compliance Assessments

· Membership to accredited quality networks

· Care planning and assessment records

· Minutes of review meetings

· Management reports

· Audits

· In order to collect direct information from people providing and using care services, pre-assessment data should be collected through:

· Site visits conducted by inspectors/assessors

· Questionnaires and interviews with providers, service users and their families.

Points raised by smaller numbers of respondents were:

· Pre-assessment should be linked to compliance with essential standards and the elements of the SCIE definition of excellence

· Providers could conduct a self-assessment as part of the pre-assessment, based on the essential and excellence standards, saving money for providers who would provide evidence of how they meet the standards.

Question 8

Do you agree that excellence awards should be limited to two years, after which a provider would need to apply to be reassessed?
Time limit to award

Three hundred and fifty four respondents answered this question. The balance of support for the two year time limit to the award was fairly even, with just under half of respondents being opposed and just over a third in favour of the proposed duration of the award’s validity. 

Three quarters of service users and two thirds of local authorities were in favour of a two year limit, compared to less than a fifth of service providers.  

Particular concerns that respondents raised about the time limit of excellence awards are as follows:

Concerns about cost of re-assessment

Concern about how costly and onerous the process of re-assessment for renewal of the award would be for providers; over a third of providers mentioned this. 

· In particular

· This would be exacerbated if they had to pay for several assessments before being accepted for the excellence award 

· Providers with multiple locations would be disadvantaged if they had to pay for re-assessments on a per location basis, rather than for the organisation as a whole 

· More detailed information about the charging structures was requested

· It was suggested that a successful re-assessment be free of charge for providers who are re-allocated the excellence award 

· There was also thought to be a risk that extra costs which providers incur may be passed on to service users. 

Annual assessment

About a fifth of service providers, service users and local authorities supported annual assessments, for the following reasons:

· more frequent assessments are a more effective way of reviewing providers, as unexpected changes affecting the quality of the service provided could occur at any time

· annual assessments are more appropriate to ensure that awards reflect providers’ current practice, which in turn means the public will have confidence in the quality of service knowing that it has been recently assessed.

Some respondents proposed that providers ‘should be reviewed after six months to ensure that they were still providing an excellent service to members of the public’ (Domiciliary care provider). 

Continuous monitoring and improvement

The importance of continuous monitoring and improvement was raised in answer to this question by about a tenth of respondents, with the following points arising:
· Two-yearly assessments may result in providers becoming complacent in the quality of care they provide, because they know they are not being monitored on a regular basis, as the following quote shows: 

There is additionally a risk that the single award of excellence will be seen as a ceiling – as the meaning of the word implies – and thus not encourage continuous improvement in services, as intended. (Organisation representing providers) 

· Continuous monitoring would ensure that as soon as a non-compliance occurs, the provider has its excellence award removed immediately 

· Regular spot-checks or unannounced inspections should be practised as a method of continuous monitoring as ‘it is so easy for standards to drop, especially if there is a high turnover of staff’ (user representative organisation) 
· The interval or process for re-assessment could be proportionate to the providers’ improvements since the last assessment (a full assessment may not be needed every time a provider wishes to renew their award).

Every three years

A limit of three years instead of two years was suggested a small number of respondents (fewer than one in ten). Those who favoured three years made the following points:
· Less frequent assessments would be less of a burden on providers (a quarter of organisations representing providers raised this) 

· Under the previous inspection scheme, providers were assessed every three years and therefore this should be sufficient, and the new excellence award should follow the same process

· A three year cycle would fit in with other awards schemes, which tend to run over a similar period:
The award should be given for 3 years. This would be similar to Investors in People and ISO awards (Care home)
Re-assessment after change in service

Some respondents, including a quarter of service users, suggested that providers should be re-assessed for the excellence award if there are any changes within the service, for example: 

· Changes in management

· Changes in ownership

· Changes in staff, where there is a high turnover of staff

· Increase in complaints, reports highlighting poor practice and safeguarding issues

· Changes to the physical environment of a care home

· Changes to activities offered to service users.

Publication of changes to providers’ award-holding status

A small number of respondents made comments about how providers would be required to publicise changes to their award-holding status, as follows:
· Apart from CQC publishing names of providers who obtain the excellence award, how else would lists of providers with excellence awards and compliance to essential standards be made available to service users? 

· Service providers which have the excellence award taken away need to be prevented from advertising that they are ‘excellent’ when they no longer have that status. 

Question 9

Should excellence awards be suspended or removed:

a) If we are taking enforcement or compliance action for non-compliance with essential standards?
b) For any other reason?

Suspension or removal of excellence awards

Three hundred and seventy five respondents answered this question. Two thirds agreed with the proposed suspension or removal of the excellence award following non-compliance issues. Respondents highlighted a range of different factors that could affect suspension or removal of excellence awards, as follows:

Legal authority of CQC to suspend or remove award

Just over a fifth of respondents (including a third of providers) had questions around who would be responsible for suspension or removal and in particular, as to CQC’s legal powers in relation to the award; as the following quotes demonstrate:  
If providers pay for an excellent award, an award that is delivered outside of CQC, how can CQC remove it if needs be? (Care home)

It is not clear how the ‘excellence’ award will be moderated, or the extent to which CQC will bear responsibility for legal challenges to and appeals against decisions about ‘excellence’, or poor performance records from particular assessing bodies. (Care home)

Need for clarity of suspension or removal processes

· Key questions for clarification on the suspension or removal process were as follows: 

· More precise details of the implementation and management of suspension and removal processes

· Whether suspensions or removals will be effective indefinitely or for a set period of time

· How a provider who has had the award suspended or removed can re-apply for the excellence award

· Other aspects on which respondents requested clarity included: 

· Distinction between suspension and removal and in what cases each process would be used

· Meaning of enforcement action for non-compliance issues

· Meaning of suggestions for improvement

· Meaning of non-statutory action

· Meaning of compliance action

· Need for a clear process, timeframe, right of appeal and right to rectify

· Continuous monitoring needed to ensure provider is once again compliant

· Ensure that CQC website is kept up to date with excellence awards

· Publication of whether the award was removed for non-compliance, whether it was never granted or whether the provider never applied

· Monitoring of assessor bodies by CQC to ensure they are doing a good job.

Suspension or removal should depend on the extent of non-compliance

A number of factors should taken into account in the decision to suspend or remove an award, for example:

· The nature and severity of the non-compliance; an isolated or ‘one-off’ error may not justify suspension or removal 
· The time it takes a provider to correct the non-compliance (if the non-compliance is corrected quickly, then the award should be reinstated)

· There should be clear and sound evidence proving a non-compliance or suggesting that the provider is not meeting outcomes.
Enforcement action should automatically lead to suspension or removal 

Points made in support of suspension or removal in the case of a non-compliance were as follows:  

· Failure to suspend or remove the award in these circumstance would affect the scheme’s credibility 

· Action is necessary in order to provide service users and families with the correct information about a particular service: 

If the excellence award is not suspended or removed then it is giving false information to would be service users - it would be dishonest not to suspend or remove the award. The award would become worthless. (Service user)
Other reasons for suspending or removing excellence award

A few respondents also noted other reasons for suspension or removal of excellence awards as follows:

· Change of ownership or management
Since the provision of services depends fundamentally on owners and managers, any award should be withdrawn where either of these changes. (Member of the public)
· Safeguarding issues

Excellence awards should be suspended / removed in cases of serious safeguarding breaches directly linked to the management of the service and the potential risks to service users. (User-representative organisation)
· Increase in number of complaints

· Commissioner concerns

The reasons should also include circumstances where the local authority deems it necessary to suspend admissions. (Local authority)

6. Appendices

Appendix 1. Respondent profile

	Total number of responses
	477


	Response format

	Email
	280

	Online form
	159

	Hard copy
	26

	Report from ‘Speak Out’ event
	10

	Report from CQC stakeholder event
	2


	Respondent type

	Provider
	322

	
	· Care home – type unknown
	208
	

	
	· Provider of multiple services
	39
	

	
	· Provider of care home without nursing services
	28
	

	
	· Provider of domiciliary care services
	22
	

	
	· Provider of care home with nursing services
	15
	

	
	· Health care provider
	5
	

	
	· Provider of supported living services
	2
	

	
	· Provider of extra care housing services
	1
	

	
	· Provider of shared lives services
	1
	

	
	· Provider of specialist college services 
	1
	

	Member of the public or service user
	42

	
	· Member of the public
	30
	

	
	· Service user
	12
	

	Organisation representing providers/professionals
	25

	
	· Care professional body
	2
	

	Organisation representing users
	24

	Local authority
	30

	Other
	34

	
	· Consultant or training provider
	12
	

	
	· Unknown
	7
	

	
	· CQC member of staff
	5
	

	
	· Think tank/academic
	4
	

	
	· Regulatory partner
	3
	

	
	· Assessor or potential assessor
	3
	


	Responses that are part of a co-ordinated campaign

	An unknown source: duplicate responses from providers of care homes
	75

	National Care Association
	42

	Registered Nursing Home Association
	38

	National Care Forum
	16

	English Community Care Association
	9


Appendix 2. Method note

The process for analysing responses was as follows:

· All responses to the consultation, including notes from consultation events, were collated, logged, and read in their entirety by the OPM analysis team. 

· Where responses did not clearly indicate which question their comments related to, these were allocated to the most appropriate question by the OPM team reading the responses. 

· Where comments were made in relation to a particular question, but in fact were pertinent to a different question, these comments were allocated and considered in relation to the most appropriate question.

· The themes arising in relation to each question were identified and the numbers of responses raising each theme were counted.

· Themes were reported in order of how many respondents raised them, with the most frequently occurring themes reported first.

· Themes which may relate to a specific question but which also raise a broader underlying issue are presented separately (see section 2 of the report)

· Responses which indicated their agreement with the response of another organisation or duplicated the text of that organisation’s response, usually as part of a campaign coordinated by that organisation, are read and allocated to the relevant questions or themes, in the same way as any other response. Numbers of responses relating to particular campaigns are shown in appendix 1.
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