CQC Trade Association meeting Notes for NCF members 17 November 2021
Operational Update — VCOD & Duty of Candour — Alison Murray

Vaccination as a Condition of Deployment now live; from a CQC perspective bit early to comment.
Had lots of queries from inspectors & providers. Confusion created by the proposed amendment to
the draft regulations for widening VCOD. Once the new draft regulations are made, in care homes it
will be possible to deploy new starters who are 3 week post first jab — providers do not have to wait
until the worker has had the second jab, although of course they do need to have the second jab 10
weeks after the first one. This does NOT apply now; it only applies once the regulations are on the
statute book. The regulations are expected in early Jan. The full regulations go live 12 weeks after
the regulations are made, likely to be April

Note: Widening scope of VCOD excludes Shared Lives.

Q? about a nuanced approach by CQC? A: The law says staff must be double vaccinated so if not fully
vaccinated, the care home will be in breach. The CQC has two potential lines of proportionality;
firstly, if the second jab date is within a couple of weeks of the inspection, the CQC may be able to
keep the inspection open for that couple of weeks & get the position updated prior to draft report.
This would only be an option if there are no other issues in the service and would only be possible
for a couple of weeks. Secondly, if the date of the second jab is further off, then the care home will
be in breach of the regulation but enforcement action will be proportionate in action the CQC takes.
The CQC has set up an internal panel to consider enforcement action for any proposed breaches of
this regulation, Reg 12.3, to consider the response taken

NCF Q? re approach of systems — we are seeing a number of examples of trusts & GPs being helpful
& saying their staff are registered — honest! A: That is not sufficient & the care home will still have to
see proof. The Hospital inspectorate are taking a clear role in addressing issues such as this.

NCF Q? re the widening of VCOD — very confusing announcement and not helpful; regulations &
code of practice don’t line up A: yes, this is potentially very confusing. The CQC is pushing for
guidance to clarify

Q7 re funeral directors — don’t seem to be aware of VCOD. A: the CQC has raised with DHSC

Inspection data summary

. CareQualit
Operational Update ch:mil;asigg

* Inspections 1/4/2021 — 10/11/2021

* Infection Prevention and Control (IPC) & Designated Settings-
92

* Outbreak- 14

+ Risk - 3000

» Supported Living Services IPC-26

Total - 3132

5

Recent relaunch of How to Get the Best out of Inspection document with inspectors.



It was mentioned in the CQC bulletin on 28 October — see here:
https://content.govdelivery.com/accounts/UKCQC/bulletins/2f90c23

Action for NCF members: please see here for this guide:
https://www.cqc.org.uk/sites/default/files/20200708 how to get the most out of inspection.pd
f

Duty of Candour: Lots of question about nosocomial infection, especially where people have caught
COVID in hospital.

This slide below sets it out very clearly. The CQC want open honest transparent conversations BUT
wanted to remind us that the duty applies across all sectors & service types. There are some specific
duties within the overall Duty — they are asking us to refresh ourselves about the actions we should
take.

CareQualit
Duty of Candour Q Commission

* The Duty of Candour is fundamentally about being open and transparent and
apologising for what happened, it is not about placing blame on care providers
* Duty of Candour and being open and transparent applies in the case of nosocomial
COVID-19 infection in all sectors and service types
« However, we don’t want this to cause unnecessary worry and concern among
providers
* With that in mind, we are:
» Regularly reminding all providers of their responsibilities under the Duty of
Candour - reiterating that it not about blame or admission of fault
» Repeating messaging we have shared throughout the pandemic about the
importance of having open and honest conversations with family members
» Ensuring inspectors are informed so they can have supportive conversations
with individual providers as necessary

Discharge issues — discussion

DHSC are reviewing designated settings guidance. There are a wide range of issues contributing to
problems enabling discharge. VCOD is one very significant problem in terms of getting practical
things done in care homes - a great example is getting new carpets, cannot get them replaced and
cannot get double vaccinated fitters. Workforce pressures remain very serious & are limiting
capacity for helping with new requests for care.

NCF raised the issue of risk sharing when systems are blocked. There is huge pressure on care homes
to accept a higher level of risk — how can the CQC support providers here?

Visiting — JCHR has another session on visiting & CQC are responding to this & to a direct letter from
Harriet Harmon MP. They will publish their reply.

Urgent & Emergency Care Review — Philippa Stiles

Seeing big ambulance handover delays & huge concerns for the winter. They are co-ordinating
activity in CQC in looking at areas where pressures are building


https://content.govdelivery.com/accounts/UKCQC/bulletins/2f90c23
https://www.cqc.org.uk/sites/default/files/20200708_how_to_get_the_most_out_of_inspection.pdf
https://www.cqc.org.uk/sites/default/files/20200708_how_to_get_the_most_out_of_inspection.pdf

. CareQualit:
Aim Q Commissiod

Our aim is to support improvement in patient experience
and the quality of care received when accessing services
and pathways across urgent and emergency care.

To achieve this, we will coordinate our activity where
appropriate to positively influence the system wide
response to the challenges across urgent and emergency
care pathways and drive system wide accountability.

Why now? Q&

We have heard from all parts of urgent and emergency care pathways; from patients, clinical
leads, executives and other stakeholders that unprecedented demand across urgent and
emergency care is putting patients at risk of avoidable harm.

Stakeholders acknowledge that regulation of, and engagement with, services across a system
is needed to drive shared accountability and to drive system wide improvement which has not
been fully demonstrated by regulating services in isolation.

Urgent and emergency care impacts on all services, from GPs and urgent treatment centres
through to community and social care providers, we need to ensure urgent and emergency care
is everyone’s business. We continue to see the current challenges on urgent and emergency
care impacting on patient safety, we must respond to these concerns by working across
systems and pathways.

The CQC knows they need shared accountability & risk across the whole system - looking in isolation
at separate parts of it is not delivering a good experience for people.

CareQualit;
How? Q&

We will regulate services across the urgent and emergency care pathway by:

* Responding to existing concerns and risk in urgent and emergency care
services whilst testing a coordinated, multidisciplinary approach across
systems, where appropriate, to fully understand the challenges which may
result in poor patient experience

* Keeping patients at the centre of our approach and understanding their
experience of urgent and emergency care regardless of the point of access

¢ Using data and intelligence to focus our activity and remain proportionate in
our approach

* Engaging with system partners and providing feedback to drive improvement

The CQC are looking at people’s experience regardless of the point of access; they are aiming to
drive improvement & feedback live as they do the work. Got a cross-CQC team to help — planning to
look at 15 systems this winter

Use the user voice — see Patient First



What this means for you Qe

CQC will continue to regulate Providers by inspecting locations or core services. We will
continue to use existing legislation and methodologies this winter and will maintain a risk
based approach to inspection activity. We will use focused methodologies where appropriate
to ensure we are proportionate and continue to use monitoring activity to understand
services. Where our approach supports ratings a service, we will do this is our usual way

CQC will test a coordinated approach to inspecting services across urgent and emergency
care pathways this winter, so we may inspect several different Providers, locations or core
services within a system to understand the patient experience in a place at that time.

CQC will continue to feedback to Providers; in addition, we will feedback our findings to
system leaders. We will publish inspection reports in the same way, these reports will include
a summary of findings across the system.

Our Head of Urgent and Emergency care will lead this programme of work, collaborating with
sector leads, national clinical advisors, local teams and a range of stakeholders.

CareQuality
Commission

Our programme of coordinated activity will run from November 2021 to April
2022.

Our programme is estimated to use this approach in approximately 15
systems nationwide.

We will use our independent voice to publish any key findings from our
programme of activity.

We will feedback to system leaders and external stakeholders to influence
future ways of working as we firmly believe organisations need to work
differently to improve patient experience across urgent and emergency care.

Note: We can suggest systems for them to look at.

It is an opportunity for providers to share their experience of the whole system — will be asking
some key questions to understand the impact of E & Urgent Care — it is a two-way conversation. A
roundtable discussion across the system.

Q?: providers are asking staff to take on more than first aid with the ambulance delays. There are
lots of concerns that providers do not do any further harm while waiting for the paramedics — eg
don’t move them or give them food or drink — but applying this advice during a 20 hour wait is not
right. The 999 operators protocol needs updating to reflect that waits for ambulances are enormous
— the example given was the risk of catastrophic skin damage in residential care but if care workers
address this, then potentially it could be classed as enhanced first aid & therefore classed as
treatment.

Trdae Assoc feedback: there are lots of issue with inappropriate discharge — this includes lack of
information from discharge teams or them even deliberately hiding information. There has been a
rise in safeguarding referrals as providers are increasingly raising these alerts re hospital discharge.
Given all the chaos going on & a fundamental difference in approaches from NHS vs social care, is
the CQC handling the same issues in a proportionate & consistent way across social care & the NHS/
health system? CQC: They are trying to — their job is to ensure compliance with the regulations.
They sometimes need to find a provider in breach but the action can be proportionate & the issue
may be beyond the control of the registered person.



Tensions are emerging as the ICS work is progressing; other areas may be more mature &
collaborative.

LA Assurance - Ronald Morton & April Cole

An update on this work; the focus has been on the key topics in the assurance work — got 11 key
topics so far, from the Care Act. They are now creating the high level package of how these 11 work
against the 5 key quality statements & also what evidence is already available to support/ consider?
Things like JSNA? Market position statements? ASCOF? Outcomes?

Slide 14: Thisis very much a work in progress — may merge some eg market shaping &
commissioning? Done a one pager on each of these — can share for comment.

LAA Base scope - What we will assess? Qgg;sg;;:'fgg

* Eleven topics to consider in LA assessments:

¢ Market Shaping * Promoting individual wellbeing
¢ Safeguarding * Integration

* Unpaid carers * Assessment

*  Workforce * Partnership working

* Prevention * Information and Advice

¢ Commissioning/Meeting people’s needs

Slide 15: Productive discussion with the DHSC; not yet settled but hoping by end of the year, will
have an aligned position . Ratings: not clear yet if will get a duty to rate; CQC preference is a single
rating at LA level. Will try to score across the whole assessment.

LAA Scope that needs to be agreed with DHS( QCareOuality

Commission

* Discussions continue with DHSC on scope, this isn’t a settled policy position, though we are
moving closer to agreement/consensus

* CQC’s view is that Part 1 of the Care Act 2014 would be reasonable and proportionate, to assess
Local Authority duties using the themes from the first slide. Burden to be minimised.

Rating — Unclear if DHSC will give us a duty to rate. If they do, ET have signalled a preference for a single
rating at LA level. We will seek to align with the provider model in terms of scoring so will explore scoring
evidence categories and quality statements to provide greater granularity and support benchmarking and
targeted improvement activity.

Frequency — we will review required evidence and indicators no more than annually. If we have sufficient
evidence, we will make an assessment. Our assessment and score will be shared with the LA to enable
them to provide additional evidence. After assessment, we will finalise scores and publish our report.




General view: welcome this approach

Next steps Qo

Now — December 2021 Jan 2022 — March 2022 April 2022 — March 2023 From April 2023

Building digital

Gy Gl Sl Delivery: commence

Developing our approach: co-
baselining

production and engagement

capabilities (incl.
recruitment and
training)

Ongoing engagement with DHSC and other partners

Continuing to develop data and evidence sources

Roll out of inspection using digital tech - April Cole

The plan is that the tool will be rolled out next week for homecare & ECH services. Pretty similar to
the current approach & the evidence request should remain proportionate

Any rating can be included & ratings can change. Information document for review — what will
happen, what is different — feedback if time

The CQC decision to run a digital inspection is final although the inspection will consider if
appropriate or not — can revert at any point to a standard one if need be.



