
 

January Review 2018 

Case Manager Values and Principles and Mission Statement 
 

CPIMS, established in 2003, provides services for people who have 
suffered  a  catastrophic  injury  and  we  specialise  in  neurological 
injuries  such  as  spinal  cord  and  brain  injuries  and  people  with 
complex care needs. Case managers act as co‐ordinators of care 
services;  advocates  for  individuals  and  family  members  of  the 
multidisciplinary team and significant others; managing finances; 
devising  care  plans;  promoting,  enabling  and  implementing 
rehabilitative processes to assist with vocational aspirations and a 
return to leisure and social and educational activities; monitoring 
of long term needs. We are registered with the CQC. Our services 
are mapped  against  the  ‘NSF  for  Long  Term Conditions’  quality 
requirements and Compassion in Care (DOH 2012). Delivering the 
vision will demand a capable and well‐trained workforce. We aim 
to have a point of contact evaluation at every  ‘point of contact’. 
We will  use  the  views  expressed  by  our  clients  to  improve  our 
services  and  maintain  a  reliable  trustworthy  and  competent 
workforce across all organisational systems. The CPIMS timesheet 
also  prompts  and  enables  the  practitioner  to  raise  potential 
safeguarding issues at every point of contact. 

 

Our Vision: ‘Individual Care for Individual People’ 

Person  Centred  Care  is  our  core  business.  Our  organisation 
embraces a culture of compassionate care underpinned by the 6Cs 
and Compassion in Practice to bring about system improvements. 
Compassion  in  Practice was  launched  in  December  2012  at  the 
Chief Nursing Officer’s Conference. The values and behaviours of 
Compassion  in  Practice  are  Care,  Compassion,  Competence, 
Communication, Courage and Commitment; the 6Cs. Our vision for 
the  future  is  reinforced  by  our  philosophy    ‘individual  care  for 
individual people’. Our vision  includes a commitment to develop 
and  improve  the  care  and  experience  of  our  clients.  The White 
Paper,  Equity  and  Excellence:  Liberating  the  NHS1  set  out  the 
Government’s vision of an NHS that puts patients and the public 
first,  where  “no  decision  about  me,  without  me”  is  the  norm. 
Personalisation facilitates individual choice and control over how 
individuals live their lives. Our vision is embedded in a culture of 
dignity,  empathy,  respect  and  compassion  with  clear  outcomes 
committed to maximising our Clients’ full capabilities and quality 
of life, empowering each individual to make choices, maintaining 
their  dignity  and  realising  their  full  potential.  Our  values  are 
defining  the way we  approach  care,  what  unites  us  as  a  caring 
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community and what our  client’s,  family members, and carers  can expect  from us. The government’s 
Vision  for Adult  Social  Care:  Capable  Communities  and Active  Citizens  (DOH 2010) emphasises  that 
delivering the vision will demand a capable and well‐trained workforce. Our workforce will embody our 
culture  of  competent,  compassionate  care.  A  shared  vision,  clear  direction  and  leadership  are  key  in 
securing  excellence  in  care  delivery.  Our  commitment  to  improve  our  services  has  initiated  the 
development and implementation of our ‘Point of Contact’ audit tool which we launched in 2016. We 
embrace the value of good communication, which  is central  to effective caring relationships. Working 
together effectively has been a central influencing factor in our commitment to improve communication 
and the sharing of information through a partnership approach.  A partnership approach will secure the 
best possibility of delivering improvements in outcomes, experience and efficient use of resources.   

 
Our Case Managers  aim at all times is to support people with disabilities in exploring and experiencing 
opportunities that lead towards personal development and life enrichment. We adhere to industry Codes, 
legislation and the law (CMSUK, BABICM) A Case Manager will recognise that the provision of physical 
care and support for people with disabilities is a fundamental human and civil right. We adhere to the B 
 
Principles 

 Safe and well‐led 

 Person‐centred 

 Responsive, efficient and effective. 

 Practical, positive and appropriate. 

 Strengths‐based, outcomes orientated. 

 Offer opportunity to be productive and to share gifts and talents with the community. 

 Utilise best practices and approaches. 
 

Case Management recognises the seven accomplishments of Social Role Valorisation as fundamental to 
the individual planning process (O’Brien & Tyne 1981). 

Presence in the Community 

A community presence is the experience of sharing the ordinary places, which make up community life. 
Without  focused  effort,  people  at  risk  of  devaluation  will  be  separated  from  every  day  settings  by 
segregated  facilities,  activities  and  schedules.  Valued  activities  increase  the  number  and  variety  of 
ordinary places which a person knows and can use. 
 
Relationships 

Each individual needs a range of relationships. 
Without  focused effort, people at  risk of devaluation will have unusually small  social networks whose 
membership  is  restricted  to  the  staff,  clients  of  the  services  they  use  and  perhaps  family members. 
Assistance should be provided in ways that support existing and growing relationships. 
Valued activities will provide active opportunities for a person to meet and develop a variety of different 
types of relationships. Support should be available from people to help them to develop the social skills 
necessary to develop valued relationships. 
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Protection of individual Rights and Promoting Choice 

Choice is defined as the experience of growing autonomy in both small and everyday matters (e.g. what 
to wear, what to eat) and large, life defining matters (who to live with, what sort of work to do). Personal 
choice defines and expresses individual identity.  
 
Capability and Competence 

Individuals will be given the experience of a growing ability to skilfully perform functional and meaningful 
activities. Valued activities will challenge limiting, negative stereotypes about a person and provide access 
to valued roles. 
 
Continuity 

Individuals should experience natural progress in their lives. Where a change occurs in one area of life 
care should be taken to minimise disruption to others. 
 
Individuality 
 
Individuals with learning disabilities should be treated as  individuals in their own right at all times and 
provided with opportunities to express their individuality and be presented with the right to make choices 
regardless of Capacity. Informed consent must be initiated before every interaction. Individuals have the 
right to make decisions about their own care even if those decisions are not a good decision. Individuals 
should be supported to make choices without being risk averse. It’s about a balanced approach 
 
Status & Respect 

Individuals with a learning disability should regard themselves, and be regarded by others, as a valued 

member of the community. They have the right to their own privacy, possessions, ownership and 

opinion. Without effort, people at risk of severe devaluation will be confined to a narrow range of 

stereotypes.  
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Care Act 2014


2014 CHAPTER 23


An Act to make provision to reform the law relating to care and support for
adults and the law relating to support for carers; to make provision about
safeguarding adults from abuse or neglect; to make provision about care
standards; to establish and make provision about Health Education England;
to establish and make provision about the Health Research Authority; to make
provision about integrating care and support with health services; and for
connected purposes. [14th May 2014]


E IT ENACTED by the Queen’s most Excellent Majesty, by and with the advice and
consent of the Lords Spiritual and Temporal, and Commons, in this present


Parliament assembled, and by the authority of the same, as follows:— 


PART 1


CARE AND SUPPORT


General responsibilities of local authorities


1 Promoting individual well-being


(1) The general duty of a local authority, in exercising a function under this Part in
the case of an individual, is to promote that individual’s well-being.


(2) “Well-being”, in relation to an individual, means that individual’s well-being
so far as relating to any of the following—


(a) personal dignity (including treatment of the individual with respect);
(b) physical and mental health and emotional well-being;
(c) protection from abuse and neglect;
(d) control by the individual over day-to-day life (including over care and


support, or support, provided to the individual and the way in which
it is provided);


B
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(e) participation in work, education, training or recreation;
(f) social and economic well-being;
(g) domestic, family and personal relationships;
(h) suitability of living accommodation;
(i) the individual’s contribution to society.


(3) In exercising a function under this Part in the case of an individual, a local
authority must have regard to the following matters in particular—


(a) the importance of beginning with the assumption that the individual is
best-placed to judge the individual’s well-being;


(b) the individual’s views, wishes, feelings and beliefs;
(c) the importance of preventing or delaying the development of needs for


care and support or needs for support and the importance of reducing
needs of either kind that already exist;


(d) the need to ensure that decisions about the individual are made having
regard to all the individual’s circumstances (and are not based only on
the individual’s age or appearance or any condition of the individual’s
or aspect of the individual’s behaviour which might lead others to
make unjustified assumptions about the individual’s well-being);


(e) the importance of the individual participating as fully as possible in
decisions relating to the exercise of the function concerned and being
provided with the information and support necessary to enable the
individual to participate;


(f) the importance of achieving a balance between the individual’s well-
being and that of any friends or relatives who are involved in caring for
the individual;


(g) the need to protect people from abuse and neglect;
(h) the need to ensure that any restriction on the individual’s rights or


freedom of action that is involved in the exercise of the function is kept
to the minimum necessary for achieving the purpose for which the
function is being exercised.


(4) “Local authority” means—
(a) a county council in England,
(b) a district council for an area in England for which there is no county


council,
(c) a London borough council, or
(d) the Common Council of the City of London.


2 Preventing needs for care and support


(1) A local authority must provide or arrange for the provision of services,
facilities or resources, or take other steps, which it considers will—


(a) contribute towards preventing or delaying the development by adults
in its area of needs for care and support;


(b) contribute towards preventing or delaying the development by carers
in its area of needs for support;


(c) reduce the needs for care and support of adults in its area;
(d) reduce the needs for support of carers in its area.


(2) In performing that duty, a local authority must have regard to—
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(a) the importance of identifying services, facilities and resources already
available in the authority’s area and the extent to which the authority
could involve or make use of them in performing that duty;


(b) the importance of identifying adults in the authority’s area with needs
for care and support which are not being met (by the authority or
otherwise);


(c) the importance of identifying carers in the authority’s area with needs
for support which are not being met (by the authority or otherwise).


(3) Regulations may—
(a) permit a local authority to make a charge for providing or arranging for


the provision of services, facilities or resources, or for taking other
steps, under this section;


(b) prohibit a local authority from making a charge it would otherwise be
permitted to make by virtue of paragraph (a).


(4) The regulations may in particular (in reliance on section 125(7)) make
provision by reference to services, facilities or resources which—


(a) are of a specified type;
(b) are provided in specified circumstances;
(c) are provided to an adult of a specified description;
(d) are provided for a specified period only.


(5) A charge under the regulations may cover only the cost that the local authority
incurs in providing or arranging for the provision of the service, facility or
resource or for taking the other step.


(6) In cases where a local authority performs the duty under subsection (1) jointly
with one or more other local authorities in relation to the authorities’ combined
area—


(a) references in this section to a local authority are to be read as references
to the authorities acting jointly, and


(b) references in this section to a local authority’s area are to be read as
references to the combined area.


(7) Sections 21 (exception for persons subject to immigration control), 22
(exception for provision of health services) and 23 (exception for provision of
housing etc.) apply in relation to the duty under subsection (1), but with the
modifications set out in those sections.


(8) “Adult” means a person aged 18 or over.


3 Promoting integration of care and support with health services etc.


(1) A local authority must exercise its functions under this Part with a view to
ensuring the integration of care and support provision with health provision
and health-related provision where it considers that this would—


(a) promote the well-being of adults in its area with needs for care and
support and the well-being of carers in its area,


(b) contribute to the prevention or delay of the development by adults in
its area of needs for care and support or the development by carers in
its area of needs for support, or


(c) improve the quality of care and support for adults, and of support for
carers, provided in its area (including the outcomes that are achieved
from such provision).
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(2) “Care and support provision” means—
(a) provision to meet adults’ needs for care and support,
(b) provision to meet carers’ needs for support, and
(c) provision of services, facilities or resources, or the taking of other steps,


under section 2.


(3) “Health provision” means provision of health services as part of the health
service.


(4) “Health-related provision” means provision of services which may have an
effect on the health of individuals but which are not—


(a) health services provided as part of the health service, or
(b) services provided in the exercise of social services functions (as defined


by section 1A of the Local Authority Social Services Act 1970).


(5) For the purposes of this section, the provision of housing is health-related
provision.


(6) In section 13N of the National Health Service Act 2006 (duty of NHS
Commissioning Board to promote integration), at the end insert—


“(5) For the purposes of this section, the provision of housing
accommodation is a health-related service.”


(7) In section 14Z1 of that Act (duty of clinical commissioning groups to promote
integration), at the end insert—


“(4) For the purposes of this section, the provision of housing
accommodation is a health-related service.”


4 Providing information and advice


(1) A local authority must establish and maintain a service for providing people in
its area with information and advice relating to care and support for adults and
support for carers.


(2) The service must provide information and advice on the following matters in
particular—


(a) the system provided for by this Part and how the system operates in the
authority’s area,


(b) the choice of types of care and support, and the choice of providers,
available to those who are in the authority’s area,


(c) how to access the care and support that is available, 
(d) how to access independent financial advice on matters relevant to the


meeting of needs for care and support, and
(e) how to raise concerns about the safety or well-being of an adult who


has needs for care and support.


(3) In providing information and advice under this section, a local authority must
in particular—


(a) have regard to the importance of identifying adults in the authority’s
area who would be likely to benefit from financial advice on matters
relevant to the meeting of needs for care and support, and


(b) seek to ensure that what it provides is sufficient to enable adults—
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(i) to identify matters that are or might be relevant to their personal
financial position that could be affected by the system provided
for by this Part,


(ii) to make plans for meeting needs for care and support that might
arise, and


(iii) to understand the different ways in which they may access
independent financial advice on matters relevant to the meeting
of needs for care and support.


(4) Information and advice provided under this section must be accessible to, and
proportionate to the needs of, those for whom it is being provided.


(5) “Independent financial advice” means financial advice provided by a person
who is independent of the local authority in question.


(6) In cases where a local authority performs the duty under subsection (1) jointly
with one or more other local authorities by establishing and maintaining a
service for their combined area—


(a) references in this section to a local authority are to be read as references
to the authorities acting jointly, and


(b) references in this section to a local authority’s area are to be read as
references to the combined area.


5 Promoting diversity and quality in provision of services


(1) A local authority must promote the efficient and effective operation of a market
in services for meeting care and support needs with a view to ensuring that any
person in its area wishing to access services in the market—


(a) has a variety of providers to choose from who (taken together) provide
a variety of services;


(b) has a variety of high quality services to choose from;
(c) has sufficient information to make an informed decision about how to


meet the needs in question.


(2) In performing that duty, a local authority must have regard to the following
matters in particular—


(a) the need to ensure that the authority has, and makes available,
information about the providers of services for meeting care and
support needs and the types of services they provide;


(b) the need to ensure that it is aware of current and likely future demand
for such services and to consider how providers might meet that
demand;


(c) the importance of enabling adults with needs for care and support, and
carers with needs for support, who wish to do so to participate in work,
education or training;


(d) the importance of ensuring the sustainability of the market (in
circumstances where it is operating effectively as well as in
circumstances where it is not);


(e) the importance of fostering continuous improvement in the quality of
such services and the efficiency and effectiveness with which such
services are provided and of encouraging innovation in their provision;


(f) the importance of fostering a workforce whose members are able to
ensure the delivery of high quality services (because, for example, they
have relevant skills and appropriate working conditions).
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(3) In having regard to the matters mentioned in subsection (2)(b), a local
authority must also have regard to the need to ensure that sufficient services
are available for meeting the needs for care and support of adults in its area and
the needs for support of carers in its area.


(4) In arranging for the provision by persons other than it of services for meeting
care and support needs, a local authority must have regard to the importance
of promoting the well-being of adults in its area with needs for care and
support and the well-being of carers in its area.


(5) In meeting an adult’s needs for care and support or a carer’s needs for support,
a local authority must have regard to its duty under subsection (1).


(6) In cases where a local authority performs the duty under subsection (1) jointly
with one or more other local authorities in relation to persons who are in the
authorities’ combined area—


(a) references in this section to a local authority are to be read as references
to the authorities acting jointly, and


(b) references in this section to a local authority’s area are to be read as
references to the combined area.


(7) “Services for meeting care and support needs” means—
(a) services for meeting adults’ needs for care and support, and
(b) services for meeting carers’ needs for support.


(8) The references in subsection (7) to services for meeting needs include a
reference to services, facilities or resources the purpose of which is to
contribute towards preventing or delaying the development of those needs.


6  Co-operating generally


(1) A local authority must co-operate with each of its relevant partners, and each
relevant partner must co-operate with the authority, in the exercise of—


(a) their respective functions relating to adults with needs for care and
support,


(b) their respective functions relating to carers, and
(c) functions of theirs the exercise of which is relevant to functions referred


to in paragraph (a) or (b).


(2) A local authority must co-operate, in the exercise of its functions under this
Part, with such other persons as it considers appropriate who exercise
functions, or are engaged in activities, in the authority’s area relating to adults
with needs for care and support or relating to carers.


(3) The following are examples of persons with whom a local authority may
consider it appropriate to co-operate for the purposes of subsection (2)—


(a) a person who provides services to meet adults’ needs for care and
support, services to meet carers’ needs for support or services, facilities
or resources of the kind referred to in section 2(1);


(b) a person who provides primary medical services, primary dental
services, primary ophthalmic services, pharmaceutical services or local
pharmaceutical services under the National Health Service Act 2006;


(c) a person in whom a hospital in England is vested which is not a health
service hospital as defined by that Act;


(d) a private registered provider of social housing.
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(4) A local authority must make arrangements for ensuring co-operation
between—


(a) the officers of the authority who exercise the authority’s functions
relating to adults with needs for care and support or its functions
relating to carers,


(b) the officers of the authority who exercise the authority’s functions
relating to housing (in so far as the exercise of those functions is
relevant to functions referred to in paragraph (a)),


(c) the Director of Children’s Services at the authority (in so far as the
exercise of functions by that officer is relevant to the functions referred
to in paragraph (a)), and


(d) the authority’s director of public health (see section 73A of the National
Health Service Act 2006).


(5) The references in subsections (1) and (4)(a) to a local authority’s functions
include a reference to the authority’s functions under sections 58 to 65
(transition for children with needs etc.).


(6) The duties under subsections (1) to (4) are to be performed for the following
purposes in particular—


(a) promoting the well-being of adults with needs for care and support and
of carers in the authority’s area,


(b) improving the quality of care and support for adults and support for
carers provided in the authority’s area (including the outcomes that are
achieved from such provision),


(c) smoothing the transition to the system provided for by this Part for
persons in relation to whom functions under sections 58 to 65 are
exercisable, 


(d) protecting adults with needs for care and support who are
experiencing, or are at risk of, abuse or neglect, and


(e) identifying lessons to be learned from cases where adults with needs
for care and support have experienced serious abuse or neglect and
applying those lessons to future cases.


(7) Each of the following is a relevant partner of a local authority—
(a) where the authority is a county council for an area for which there are


district councils, each district council;
(b) any local authority, or district council for an area in England for which


there is a county council, with which the authority agrees it would be
appropriate to co-operate under this section;


(c) each NHS body in the authority’s area;
(d) the Minister of the Crown exercising functions in relation to social


security, employment and training, so far as those functions are
exercisable in relation to England;


(e) the chief officer of police for a police area the whole or part of which is
in the authority’s area;


(f) the Minister of the Crown exercising functions in relation to prisons, so
far as those functions are exercisable in relation to England;


(g) a relevant provider of probation services in the authority’s area;
(h) such person, or a person of such description, as regulations may


specify.


(8) The reference to an NHS body in a local authority’s area is a reference to—
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(a) the National Health Service Commissioning Board, so far as its
functions are exercisable in relation to the authority’s area,


(b) a clinical commissioning group the whole or part of whose area is in the
authority’s area, or


(c) an NHS trust or NHS foundation trust which provides services in the
authority’s area.


(9) “Prison” has the same meaning as in the Prison Act 1952 (see section 53(1) of
that Act).


(10) “Relevant provider of probation services” has the meaning given by section 325
of the Criminal Justice Act 2003.


7 Co-operating in specific cases


(1) Where a local authority requests the co-operation of a relevant partner, or of a
local authority which is not one of its relevant partners, in the exercise of a
function under this Part in the case of an individual with needs for care and
support or in the case of a carer, a carer of a child or a young carer, the partner
or authority must comply with the request unless it considers that doing so—


(a) would be incompatible with its own duties, or
(b) would otherwise have an adverse effect on the exercise of its functions.


(2) Where a relevant partner of a local authority, or a local authority which is not
one of its relevant partners, requests the co-operation of the local authority in
its exercise of a function in the case of an individual with needs for care and
support or in the case of a carer, a carer of a child or a young carer, the local
authority must comply with the request unless it considers that doing so—


(a) would be incompatible with its own duties, or
(b) would otherwise have an adverse effect on the exercise of its functions.


(3) A person who decides not to comply with a request under subsection (1) or (2)
must give the person who made the request written reasons for the decision.


(4) “Relevant partner”, in relation to a local authority, has the same meaning as in
section 6.


(5) “Carer of a child” means a person who is a carer for the purposes of section 60.


Meeting needs for care etc.


8 How to meet needs


(1) The following are examples of what may be provided to meet needs under
sections 18 to 20—


(a) accommodation in a care home or in premises of some other type;
(b) care and support at home or in the community;
(c) counselling and other types of social work;
(d) goods and facilities;
(e) information, advice and advocacy.


(2) The following are examples of the ways in which a local authority may meet
needs under sections 18 to 20—


(a) by arranging for a person other than it to provide a service;
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(b) by itself providing a service;
(c) by making direct payments.


(3) “Care home” has the meaning given by section 3 of the Care Standards Act
2000.


Assessing needs


9 Assessment of an adult’s needs for care and support


(1) Where it appears to a local authority that an adult may have needs for care and
support, the authority must assess—


(a) whether the adult does have needs for care and support, and
(b) if the adult does, what those needs are.


(2) An assessment under subsection (1) is referred to in this Part as a “needs
assessment”.


(3) The duty to carry out a needs assessment applies regardless of the authority’s
view of—


(a) the level of the adult’s needs for care and support, or
(b) the level of the adult’s financial resources. 


(4) A needs assessment must include an assessment of—
(a) the impact of the adult’s needs for care and support on the matters


specified in section 1(2),
(b) the outcomes that the adult wishes to achieve in day-to-day life, and
(c) whether, and if so to what extent, the provision of care and support


could contribute to the achievement of those outcomes.


(5) A local authority, in carrying out a needs assessment, must involve—
(a) the adult,
(b) any carer that the adult has, and
(c) any person whom the adult asks the authority to involve or, where the


adult lacks capacity to ask the authority to do that, any person who
appears to the authority to be interested in the adult’s welfare.


(6) When carrying out a needs assessment, a local authority must also consider—
(a) whether, and if so to what extent, matters other than the provision of


care and support could contribute to the achievement of the outcomes
that the adult wishes to achieve in day-to-day life, and


(b) whether the adult would benefit from the provision of anything under
section 2 or 4 or of anything which might be available in the
community.


(7) This section is subject to section 11(1) to (4) (refusal by adult of assessment).


10 Assessment of a carer’s needs for support


(1) Where it appears to a local authority that a carer may have needs for support
(whether currently or in the future), the authority must assess—


(a) whether the carer does have needs for support (or is likely to do so in
the future), and


(b) if the carer does, what those needs are (or are likely to be in the future).
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(2) An assessment under subsection (1) is referred to in this Part as a “carer’s
assessment”.


(3) “Carer” means an adult who provides or intends to provide care for another
adult (an “adult needing care”); but see subsections (9) and (10).


(4) The duty to carry out a carer’s assessment applies regardless of the authority’s
view of—


(a) the level of the carer’s needs for support, or
(b) the level of the carer’s financial resources or of those of the adult


needing care.


(5) A carer’s assessment must include an assessment of—
(a) whether the carer is able, and is likely to continue to be able, to provide


care for the adult needing care,
(b) whether the carer is willing, and is likely to continue to be willing, to do


so,
(c) the impact of the carer’s needs for support on the matters specified in


section 1(2),
(d) the outcomes that the carer wishes to achieve in day-to-day life, and
(e) whether, and if so to what extent, the provision of support could


contribute to the achievement of those outcomes.


(6) A local authority, in carrying out a carer’s assessment, must have regard to—
(a) whether the carer works or wishes to do so, and
(b) whether the carer is participating in or wishes to participate in


education, training or recreation.


(7) A local authority, in carrying out a carer’s assessment, must involve—
(a) the carer, and
(b) any person whom the carer asks the authority to involve.


(8) When carrying out a carer’s assessment, a local authority must also consider—
(a) whether, and if so to what extent, matters other than the provision of


support could contribute to the achievement of the outcomes that the
carer wishes to achieve in day-to-day life, and


(b) whether the carer would benefit from the provision of anything under
section 2 or 4 or of anything which might be available in the
community.


(9) An adult is not to be regarded as a carer if the adult provides or intends to
provide care—


(a) under or by virtue of a contract, or
(b) as voluntary work.


(10) But in a case where the local authority considers that the relationship between
the adult needing care and the adult providing or intending to provide care is
such that it would be appropriate for the latter to be regarded as a carer, that
adult is to be regarded as such (and subsection (9) is therefore to be ignored in
that case).


(11) The references in this section to providing care include a reference to providing
practical or emotional support.


(12) This section is subject to section 11(5) to (7) (refusal by carer of assessment).
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11 Refusal of assessment


(1) Where an adult refuses a needs assessment, the local authority concerned is not
required to carry out the assessment (and section 9(1) does not apply in the
adult’s case).


(2) But the local authority may not rely on subsection (1) (and so must carry out a
needs assessment) if—


(a) the adult lacks capacity to refuse the assessment and the authority is
satisfied that carrying out the assessment would be in the adult’s best
interests, or


(b) the adult is experiencing, or is at risk of, abuse or neglect.


(3) Where, having refused a needs assessment, an adult requests the assessment,
section 9(1) applies in the adult’s case (and subsection (1) above does not).


(4) Where an adult has refused a needs assessment and the local authority
concerned thinks that the adult’s needs or circumstances have changed, section
9(1) applies in the adult’s case (but subject to further refusal as mentioned in
subsection (1) above).


(5) Where a carer refuses a carer’s assessment, the local authority concerned is not
required to carry out the assessment (and section 10(1) does not apply in the
carer’s case).


(6) Where, having refused a carer’s assessment, a carer requests the assessment,
section 10(1) applies in the carer’s case (and subsection (5) above does not).


(7) Where a carer has refused a carer’s assessment and the local authority
concerned thinks that the needs or circumstances of the carer or the adult
needing care have changed, section 10(1) applies in the carer’s case (but subject
to further refusal as mentioned in subsection (5) above).


12 Assessments under sections 9 and 10: further provision


(1) Regulations must make further provision about carrying out a needs or carer’s
assessment; the regulations may, in particular—


(a) require the local authority, in carrying out the assessment, to have
regard to the needs of the family of the adult to whom the assessment
relates;


(b) specify other matters to which the local authority must have regard in
carrying out the assessment (including, in particular, the matters to
which it must have regard in seeking to ensure that the assessment is
carried out in an appropriate and proportionate manner);


(c) specify steps that the local authority must take for the purpose of
ensuring that the assessment is carried out in an appropriate and
proportionate manner;


(d) specify circumstances in which the assessment may or must be carried
out by a person (whether or not an officer of the authority) who has
expertise in a specified matter or is of such other description as is
specified, jointly with or on behalf of the local authority;


(e) specify circumstances in which the adult to whom the assessment
relates may carry out the assessment jointly with the local authority;


(f) specify circumstances in which the local authority must, before
carrying out the assessment or when doing so, consult a person who
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has expertise in a specified matter or is of such other description as is
specified;


(g) specify circumstances in which the local authority must refer the adult
concerned for an assessment of eligibility for NHS continuing
healthcare.


(2) The regulations may include provision for facilitating the carrying out of a
needs or carer’s assessment in circumstances specified under subsection (1)(d)
or (e); they may, for example, give the local authority power to provide the
person carrying out the assessment—


(a) in the case of a needs assessment, with information about the adult to
whom the assessment relates;


(b) in the case of a carer’s assessment, with information about the carer to
whom the assessment relates and about the adult needing care;


(c) in either case, with whatever resources, or with access to whatever
facilities, the authority thinks will be required to carry out the
assessment.


(3) The local authority must give a written record of a needs assessment to—
(a) the adult to whom the assessment relates,
(b) any carer that the adult has, if the adult asks the authority to do so, and
(c) any other person to whom the adult asks the authority to give a copy.


(4) The local authority must give a written record of a carer’s assessment to—
(a) the carer to whom the assessment relates,
(b) the adult needing care, if the carer asks the authority to do so, and
(c) any other person to whom the carer asks the authority to give a copy.


(5) A local authority may combine a needs or carer’s assessment with an
assessment it is carrying out (whether or not under this Part) in relation to
another person only if the adult to whom the needs or carer’s assessment
relates agrees and—


(a) where the combination would include an assessment relating to
another adult, that other adult agrees;


(b) where the combination would include an assessment relating to a child
(including a young carer), the consent condition is met in relation to the
child.


(6) The consent condition is met in relation to a child if—
(a) the child has capacity or is competent to agree to the assessments being


combined and does so agree, or
(b) the child lacks capacity or is not competent so to agree but the local


authority is satisfied that combining the assessments would be in the
child’s best interests.


(7) Where a local authority is carrying out a needs or carer’s assessment, and there
is some other assessment being or about to be carried out in relation to the
adult to whom the assessment relates or in relation to a relevant person, the
local authority may carry out that other assessment—


(a) on behalf of or jointly with the body responsible for carrying it out, or
(b) if that body has arranged to carry out the other assessment jointly with


another person, jointly with that body and the other person.
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(8) A reference to a needs or carer’s assessment includes a reference to a needs or
carer’s assessment (as the case may be) which forms part of a combined
assessment under subsection (5).


(9) A reference to an assessment includes a reference to part of an assessment.


(10) “NHS continuing health care” is to be construed in accordance with standing
rules under section 6E of the National Health Service Act 2006.


(11) A person is a “relevant person”, in relation to a needs or carer’s assessment, if
it would be reasonable to combine an assessment relating to that person with
the needs or carer’s assessment (as mentioned in subsection (5)).


13 The eligibility criteria


(1) Where a local authority is satisfied on the basis of a needs or carer’s assessment
that an adult has needs for care and support or that a carer has needs for
support, it must determine whether any of the needs meet the eligibility
criteria (see subsection (7)).


(2) Having made a determination under subsection (1), the local authority must
give the adult concerned a written record of the determination and the reasons
for it.


(3) Where at least some of an adult’s needs for care and support meet the
eligibility criteria, the local authority must—


(a) consider what could be done to meet those needs that do,
(b) ascertain whether the adult wants to have those needs met by the local


authority in accordance with this Part, and
(c) establish whether the adult is ordinarily resident in the local authority’s


area.


(4) Where at least some of a carer’s needs for support meet the eligibility criteria,
the local authority must—


(a) consider what could be done to meet those needs that do, and
(b) establish whether the adult needing care is ordinarily resident in the


local authority’s area.


(5) Where none of the needs of the adult concerned meet the eligibility criteria, the
local authority must give him or her written advice and information about—


(a) what can be done to meet or reduce the needs;
(b) what can be done to prevent or delay the development of needs for care


and support, or the development of needs for support, in the future.


(6) Regulations may make provision about the making of the determination under
subsection (1).


(7) Needs meet the eligibility criteria if—
(a) they are of a description specified in regulations, or
(b) they form part of a combination of needs of a description so specified.


(8) The regulations may, in particular, describe needs by reference to—
(a) the effect that the needs have on the adult concerned;
(b) the adult’s circumstances.
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Charging and assessing financial resources


14 Power of local authority to charge


(1) A local authority—
(a) may make a charge for meeting needs under sections 18 to 20, and
(b) where it is meeting needs because Condition 2 in section 18 or


Condition 2 or 4 in section 20 is met, may make a charge (in addition to
the charge it makes under paragraph (a)) for putting in place the
arrangements for meeting those needs.


(2) The power to make a charge under subsection (1) for meeting needs under
section 18 is subject to section 15.


(3) The power to make a charge under subsection (1) for meeting a carer’s needs
for support under section 20 by providing care and support to the adult
needing care may not be exercised so as to charge the carer.


(4) A charge under subsection (1)(a) may cover only the cost that the local
authority incurs in meeting the needs to which the charge applies.


(5) Regulations may make provision about the exercise of the power to make a
charge under subsection (1).


(6) Regulations may prohibit a local authority from making a charge under
subsection (1); and the regulations may (in reliance on section 125(7)) prohibit
a local authority from doing so where, for example, the care and support or the
support—


(a) is of a specified type;
(b) is provided in specified circumstances;
(c) is provided to an adult of a specified description;
(d) is provided for a specified period only.


(7) A local authority may not make a charge under subsection (1) if the income of
the adult concerned would, after deduction of the amount of the charge, fall
below such amount as is specified in regulations; and the regulations may in
particular (in reliance on section 125(7)) specify—


(a) different amounts for different descriptions of care and support;
(b) different amounts for different descriptions of support.


(8) Regulations under subsection (7) may make provision as to cases or
circumstances in which an adult is to be treated as having income that would,
or as having income that would not, fall below the amount specified in the
regulations if a charge were to be made.


15 Cap on care costs


(1) A local authority may not make a charge under section 14 for meeting an
adult’s needs under section 18 if the total of the costs accrued in meeting the
adult’s eligible needs after the commencement of this section exceeds the cap
on care costs.


(2) The reference to costs accrued in meeting eligible needs is a reference—
(a) in so far as the local authority met those needs, to the cost to the local


authority of having done so (as reckoned from the costs specified in the
personal budget for meeting those needs (see section 26));
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(b) in so far as another local authority met the needs, to the cost to that
other local authority of having done so (as reckoned from the costs so
specified for meeting those needs);


(c) in so far as a person other than a local authority met the needs, to what
the cost of doing so would have been to the local authority which
would otherwise have done so (as reckoned from the costs specified in
the independent personal budget for meeting those needs (see section
28).


(3) An adult’s needs are “eligible needs” if, at the time they were met—
(a) they met the eligibility criteria,
(b) they were not being met by a carer, and
(c) the adult was ordinarily resident or present in the area of a local


authority.


(4) The “cap on care costs” is the amount specified as such in regulations; and the
regulations may in particular (in reliance on section 125(7))—


(a) specify different amounts for persons of different age groups;
(b) specify zero as the amount for persons of a specified description.


(5) The total of the costs accrued in meeting an adult’s eligible needs after the
commencement of this section (as referred to in subsection (1)) is referred to in
this Part as the adult’s “accrued costs”.


(6) Where the costs accrued include daily living costs, the amount attributable to
the daily living costs is to be disregarded in working out for the purposes of
subsection (1) the total of the costs accrued in meeting an adult’s eligible needs
after the commencement of this section.


(7) Where the cost to a local authority of meeting an adult’s needs under section
18 includes daily living costs, and the accrued costs exceed the cap on care costs
(with the result that subsection (1) applies), the local authority may nonetheless
make a charge to cover the amount attributable to those daily living costs.


(8) For the purposes of this Part, the amount attributable to an adult’s daily living
costs is the amount specified in, or determined in accordance with, regulations.


16 Cap on care costs: annual adjustment


(1) Where it appears to the Secretary of State that the level of average earnings in
England is different at the end of a review period from what it was at the
beginning of that period, the Secretary of State must make regulations under
section 15(4) to vary the cap on care costs by the percentage increase or
decrease by which that level has changed.


(2) If a variation is made under subsection (1), each adult’s accrued costs are to be
varied by the same percentage with effect from when the variation itself takes
effect (and local authorities must accordingly ensure that care accounts and
other records reflect the variation).


(3) The “level of average earnings in England” means the amount which
represents the average annual earnings in England estimated in such manner
as the Secretary of State thinks fit.


(4) “Review period” means—
(a) the period of 12 months beginning with the day on which section 15


comes into force, and







Care Act 2014 (c. 23)
Part 1 — Care and support


16


(b) each subsequent period of 12 months.


(5) The duty under subsection (1) does not restrict the exercise of the power to
make regulations under section 15(4).


17 Assessment of financial resources


(1) Where a local authority, having made a determination under section 13(1),
thinks that, if it were to meet an adult’s needs for care and support, it would
charge the adult under section 14(1) for meeting at least some of the needs, it
must assess—


(a) the level of the adult’s financial resources, and
(b) the amount (if any) which the adult would be likely to be able to pay


towards the cost of meeting the needs for care and support.


(2) Where a local authority thinks that, in meeting an adult’s needs for care and
support, it would make a charge under section 15(7), it must assess—


(a) the level of the adult’s financial resources, and
(b) the amount (if any) which the adult would be likely to be able to pay


towards the amount attributable to the adult’s daily living costs.


(3) Where a local authority, having made a determination under section 13(1),
thinks that, if it were to meet a carer’s needs for support, it would charge the
carer under section 14(1) for meeting at least some of the needs, it must
assess—


(a) the level of the carer’s financial resources, and
(b) the amount (if any) which the carer would be likely to be able to pay


towards the cost of meeting the needs for support.


(4) Where a local authority, having made a determination under section 13(1),
thinks that, if it were to meet a carer’s needs for support, it would charge the
adult needing care under section 14(1) for meeting at least some of the needs,
it must assess—


(a) the level of the financial resources of the adult needing care, and
(b) the amount (if any) which the adult needing care would be likely to be


able to pay towards the cost of meeting the carer’s needs for support. 


(5) An assessment under this section is referred to in this Part as a “financial
assessment”.


(6) A local authority, having carried out a financial assessment, must give a
written record of the assessment to the adult to whom it relates.


(7) Regulations must make provision about the carrying out of a financial
assessment.


(8) The regulations must make provision as to cases or circumstances in which, if
the financial resources of an adult who has needs for care and support
(whether in terms of income, capital or a combination of both) exceed a
specified level, a local authority is not permitted to, or may (but need not)—


(a) in a case where the adult’s accrued costs do not exceed the cap on care
costs, pay towards the cost of the provision of care and support for the
adult;


(b) in a case where the adult’s accrued costs exceed the cap on care costs,
pay towards the amount attributable to the adult’s daily living costs.
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(9) The regulations must make provision as to cases or circumstances in which, if
the financial resources of a carer who has needs for support or of the adult
needing care (whether in terms of income, capital or a combination of both)
exceed a specified level, a local authority is not permitted to, or may (but need
not), pay towards the cost of the provision of support for the carer.


(10) The level specified for the purposes of subsections (8) and (9) is referred to in
this Part as “the financial limit”; and the regulations may in particular (in
reliance on section 125(7)) specify—


(a) different levels for different descriptions of care and support;
(b) different levels for different descriptions of support.


(11) The regulations must make provision for—
(a) calculating income;
(b) calculating capital.


(12) The regulations may make provision—
(a) for treating, or not treating, amounts of a specified type as income or as


capital;
(b) as to cases or circumstances in which an adult is to be treated as having,


or as not having, financial resources above the financial limit.


(13) The regulations may make provision as to cases or circumstances in which a
local authority is to be treated as—


(a) having carried out a financial assessment in an adult’s case, and
(b) being satisfied on that basis that the adult’s financial resources exceed,


or that they do not exceed, the financial limit.


Duties and powers to meet needs


18 Duty to meet needs for care and support


(1) A local authority, having made a determination under section 13(1), must meet
the adult’s needs for care and support which meet the eligibility criteria if—


(a) the adult is ordinarily resident in the authority’s area or is present in its
area but of no settled residence,


(b) the adult’s accrued costs do not exceed the cap on care costs, and
(c) there is no charge under section 14 for meeting the needs or, in so far as


there is, condition 1, 2 or 3 is met.


(2) Condition 1 is met if the local authority is satisfied on the basis of the financial
assessment it carried out that the adult’s financial resources are at or below the
financial limit.


(3) Condition 2 is met if—
(a) the local authority is satisfied on the basis of the financial assessment it


carried out that the adult’s financial resources are above the financial
limit, but 


(b) the adult nonetheless asks the authority to meet the adult’s needs.


(4) Condition 3 is met if—
(a) the adult lacks capacity to arrange for the provision of care and


support, but
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(b) there is no person authorised to do so under the Mental Capacity Act
2005 or otherwise in a position to do so on the adult’s behalf.


(5) A local authority, having made a determination under section 13(1), must meet
the adult’s needs for care and support which meet the eligibility criteria if—


(a) the adult is ordinarily resident in the authority’s area or is present in its
area but of no settled residence, and


(b) the adult’s accrued costs exceed the cap on care costs.


(6) The reference in subsection (1) to there being no charge under section 14 for
meeting an adult’s needs for care and support is a reference to there being no
such charge because—


(a) the authority is prohibited by regulations under section 14 from
making such a charge, or


(b) the authority is entitled to make such a charge but decides not to do so.


(7) The duties under subsections (1) and (5) do not apply to such of the adult’s
needs as are being met by a carer.


19 Power to meet needs for care and support


(1) A local authority, having carried out a needs assessment and (if required to do
so) a financial assessment, may meet an adult’s needs for care and support if—


(a) the adult is ordinarily resident in the authority’s area or is present in its
area but of no settled residence, and


(b) the authority is satisfied that it is not required to meet the adult’s needs
under section 18.


(2) A local authority, having made a determination under section 13(1), may meet
an adult’s needs for care and support which meet the eligibility criteria if—


(a) the adult is ordinarily resident in the area of another local authority,
(b) there is no charge under section 14 for meeting the needs or, in so far as


there is such a charge, condition 1, 2 or 3 in section 18 is met, and
(c) the authority has notified the other local authority of its intention to


meet the needs.


(3) A local authority may meet an adult’s needs for care and support which appear
to it to be urgent (regardless of whether the adult is ordinarily resident in its
area) without having yet—


(a) carried out a needs assessment or a financial assessment, or 
(b) made a determination under section 13(1).


(4) A local authority may meet an adult’s needs under subsection (3) where, for
example, the adult is terminally ill (within the meaning given in section 82(4)
of the Welfare Reform Act 2012).


(5) The reference in subsection (2) to there being no charge under section 14 for
meeting an adult’s needs is to be construed in accordance with section 18(6).


20 Duty and power to meet a carer’s needs for support


(1) A local authority, having made a determination under section 13(1), must meet
a carer’s needs for support which meet the eligibility criteria if—


(a) the adult needing care is ordinarily resident in the local authority’s area
or is present in its area but of no settled residence,
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(b) in so far as meeting the carer’s needs involves the provision of support
to the carer, there is no charge under section 14 for meeting the needs
or, in so far as there is, condition 1 or 2 is met, and


(c) in so far as meeting the carer’s needs involves the provision of care and
support to the adult needing care—


(i) there is no charge under section 14 for meeting the needs and
the adult needing care agrees to the needs being met in that
way, or


(ii) in so far as there is such a charge, condition 3 or 4 is met.


(2) Condition 1 is met if the local authority is satisfied on the basis of the financial
assessment it carried out that the carer’s financial resources are at or below the
financial limit.


(3) Condition 2 is met if—
(a) the local authority is satisfied on the basis of the financial assessment it


carried out that the carer’s financial resources are above the financial
limit, but 


(b) the carer nonetheless asks the authority to meet the needs in question.


(4) Condition 3 is met if—
(a) the local authority is satisfied on the basis of the financial assessment it


carried out that the financial resources of the adult needing care are at
or below the financial limit, and


(b) the adult needing care agrees to the authority meeting the needs in
question by providing care and support to him or her.


(5) Condition 4 is met if—
(a) the local authority is satisfied on the basis of the financial assessment it


carried out that the financial resources of the adult needing care are
above the financial limit, but


(b) the adult needing care nonetheless asks the authority to meet the needs
in question by providing care and support to him or her.


(6) A local authority may meet a carer’s needs for support if it is satisfied that it is
not required to meet the carer’s needs under this section; but, in so far as
meeting the carer’s needs involves the provision of care and support to the
adult needing care, it may do so only if the adult needing care agrees to the
needs being met in that way.


(7) A local authority may meet some or all of a carer’s needs for support in a way
which involves the provision of care and support to the adult needing care,
even if the authority would not be required to meet the adult’s needs for care
and support under section 18.


(8) Where a local authority is required by this section to meet some or all of a
carer’s needs for support but it does not prove feasible for it to do so by
providing care and support to the adult needing care, it must, so far as it is
feasible to do so, identify some other way in which to do so.


(9) The reference in subsection (1)(b) to there being no charge under section 14 for
meeting a carer’s needs for support is a reference to there being no such charge
because—


(a) the authority is prohibited by regulations under section 14 from
making such a charge, or


(b) the authority is entitled to make such a charge but decides not to do so.
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(10) The reference in subsection (1)(c) to there being no charge under section 14 for
meeting an adult’s needs for care and support is to be construed in accordance
with section 18(6).


21 Exception for persons subject to immigration control


(1) A local authority may not meet the needs for care and support of an adult to
whom section 115 of the Immigration and Asylum Act 1999 (“the 1999 Act”)
(exclusion from benefits) applies and whose needs for care and support have
arisen solely—


(a) because the adult is destitute, or
(b) because of the physical effects, or anticipated physical effects, of being


destitute.


(2) For the purposes of subsection (1), section 95(2) to (7) of the 1999 Act applies
but with the references in section 95(4) and (5) to the Secretary of State being
read as references to the local authority in question.


(3) But, until the commencement of section 44(6) of the Nationality, Immigration
and Asylum Act 2002, subsection (2) is to have effect as if it read as follows—


“(2) For the purposes of subsection (1), section 95(3) and (5) to (8) of, and
paragraph 2 of Schedule 8 to, the 1999 Act apply but with references in
section 95(5) and (7) and that paragraph to the Secretary of State being
read as references to the local authority in question.”


(4) The reference in subsection (1) to meeting an adult’s needs for care and support
includes a reference to providing care and support to the adult in order to meet
a carer’s needs for support.


(5) For the purposes of its application in relation to the duty in section 2(1)
(preventing needs for care and support), this section is to be read as if—


(a) for subsection (1) there were substituted—


“(1) A local authority may not perform the duty under section 2(1)
in relation to an adult to whom section 115 of the Immigration
and Asylum Act 1999 (“the 1999 Act”) (exclusion from benefits)
applies and whose needs for care and support have arisen, or
for whom such needs may in the future arise, solely—


(a) because the adult is destitute, or
(b) because of the physical effects, or anticipated physical


effects, of being destitute.”, and
(b) subsection (4) were omitted.


22 Exception for provision of health services


(1) A local authority may not meet needs under sections 18 to 20 by providing or
arranging for the provision of a service or facility that is required to be
provided under the National Health Service Act 2006 unless—


(a) doing so would be merely incidental or ancillary to doing something
else to meet needs under those sections, and


(b) the service or facility in question would be of a nature that the local
authority could be expected to provide.


(2) Regulations may specify—
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(a) types of services or facilities which, despite subsection (1), may be
provided or the provision of which may be arranged by a local
authority, or circumstances in which such services or facilities may be
so provided or the provision of which may be so arranged;


(b) types of services or facilities which may not be provided or the
provision of which may not be arranged by a local authority, or
circumstances in which such services or facilities may not be so
provided or the provision of which may not be so arranged;


(c) services or facilities, or a method for determining services or facilities,
the provision of which is, or is not, to be treated as meeting the
conditions in subsection (1)(a) and (b).


(3) A local authority may not meet needs under sections 18 to 20 by providing or
arranging for the provision of nursing care by a registered nurse.


(4) But a local authority may, despite the prohibitions in subsections (1) and (3),
arrange for the provision of accommodation together with the provision of
nursing care by a registered nurse if—


(a) the authority has obtained consent for it to arrange for the provision of
the nursing care from whichever clinical commissioning group
regulations require, or


(b) the case is urgent and the arrangements for accommodation are only
temporary.


(5) In a case to which subsection (4)(b) applies, as soon as is feasible after the
temporary arrangements are made, the local authority must seek to obtain the
consent mentioned in subsection (4)(a).


(6) Regulations may require a local authority—
(a) to be involved in the specified manner in processes for assessing a


person’s needs for health care and for deciding how those needs should
be met;


(b) to make arrangements for determining disputes between the authority
and a clinical commissioning group or the National Health Service
Commissioning Board about whether or not a service or facility is
required to be provided under the National Health Service Act 2006.


(7) Nothing in this section affects what a local authority may do under the
National Health Service Act 2006, including entering into arrangements under
regulations under section 75 of that Act (arrangements with NHS bodies).


(8) A reference to the provision of nursing care by a registered nurse is a reference
to the provision by a registered nurse of a service involving—


(a) the provision of care, or
(b) the planning, supervision or delegation of the provision of care,


other than a service which, having regard to its nature and the circumstances
in which it is provided, does not need to be provided by a registered nurse.


(9) Where, in a case within subsection (4), the National Health Service
Commissioning Board has responsibility for arranging for the provision of the
nursing care, the reference in paragraph (a) of that subsection to a clinical
commissioning group is to be read as a reference to the Board.


(10) For the purposes of its application in relation to the duty in section 2(1)
(preventing needs for care and support), this section is to be read as if
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references to meeting needs under sections 18 to 20 were references to
performing the duty under section 2(1).


23 Exception for provision of housing etc.


(1) A local authority may not meet needs under sections 18 to 20 by doing
anything which it or another local authority is required to do under—


(a) the Housing Act 1996, or
(b) any other enactment specified in regulations.


(2) “Another local authority” includes a district council for an area in England for
which there is also a county council.


(3) For the purposes of its application in relation to the duty in section 2(1)
(preventing needs for care and support), this section is to be read as if, in
subsection (1), for “meet needs under sections 18 to 20” there were substituted
“perform the duty under section 2(1)”.


Next steps after assessments


24 The steps for the local authority to take


(1) Where a local authority is required to meet needs under section 18 or 20(1), or
decides to do so under section 19(1) or (2) or 20(6), it must—


(a) prepare a care and support plan or a support plan for the adult
concerned,


(b) tell the adult which (if any) of the needs that it is going to meet may be
met by direct payments, and


(c) help the adult with deciding how to have the needs met.


(2) Where a local authority has carried out a needs or carer’s assessment but is not
required to meet needs under section 18 or 20(1), and does not decide to do so
under section 19(1) or (2) or 20(6), it must give the adult concerned—


(a) its written reasons for not meeting the needs, and
(b) (unless it has already done so under section 13(5)) advice and


information about—
(i) what can be done to meet or reduce the needs;


(ii) what can be done to prevent or delay the development by the
adult concerned of needs for care and support or of needs for
support in the future.


(3) Where a local authority is not going to meet an adult’s needs for care and
support, it must nonetheless prepare an independent personal budget for the
adult (see section 28) if—


(a) the needs meet the eligibility criteria, 
(b) at least some of the needs are not being met by a carer, and
(c) the adult is ordinarily resident in the authority’s area or is present in its


area but of no settled residence.


25 Care and support plan, support plan


(1) A care and support plan or, in the case of a carer, a support plan is a document
prepared by a local authority which—
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(a) specifies the needs identified by the needs assessment or carer’s
assessment,


(b) specifies whether, and if so to what extent, the needs meet the eligibility
criteria,


(c) specifies the needs that the local authority is going to meet and how it
is going to meet them,


(d) specifies to which of the matters referred to in section 9(4) the provision
of care and support could be relevant or to which of the matters
referred to in section 10(5) and (6) the provision of support could be
relevant,


(e) includes the personal budget for the adult concerned (see section 26),
and


(f) includes advice and information about—
(i) what can be done to meet or reduce the needs in question;


(ii) what can be done to prevent or delay the development of needs
for care and support or of needs for support in the future.


(2) Where some or all of the needs are to be met by making direct payments, the
plan must also specify—


(a) the needs which are to be so met, and
(b) the amount and frequency of the direct payments.


(3) In preparing a care and support plan, the local authority must involve—
(a) the adult for whom it is being prepared,
(b) any carer that the adult has, and
(c) any person whom the adult asks the authority to involve or, where the


adult lacks capacity to ask the authority to do that, any person who
appears to the authority to be interested in the adult’s welfare.


(4) In preparing a support plan, the local authority must involve—
(a) the carer for whom it is being prepared,
(b) the adult needing care, if the carer asks the authority to do so, and
(c) any other person whom the carer asks the authority to involve.


(5) In performing the duty under subsection (3)(a) or (4)(a), the local authority
must take all reasonable steps to reach agreement with the adult or carer for
whom the plan is being prepared about how the authority should meet the
needs in question.


(6) In seeking to ensure that the plan is proportionate to the needs to be met, the
local authority must have regard in particular—


(a) in the case of a care and support plan, to the matters referred to in
section 9(4);


(b) in the case of a support plan, to the matters referred to in section 10(5)
and (6).


(7) The local authority may authorise a person (including the person for whom the
plan is to be prepared) to prepare the plan jointly with the authority.


(8) The local authority may do things to facilitate the preparation of the plan in a
case within subsection (7); it may, for example, provide a person authorised
under that subsection with—


(a) in the case of a care and support plan, information about the adult for
whom the plan is being prepared;
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(b) in the case of a support plan, information about the carer and the adult
needing care;


(c) in either case, whatever resources, or access to whatever facilities, the
authority thinks are required to prepare the plan.


(9) The local authority must give a copy of a care and support plan to—
(a) the adult for whom it has been prepared,
(b) any carer that the adult has, if the adult asks the authority to do so, and
(c) any other person to whom the adult asks the authority to give a copy.


(10) The local authority must give a copy of a support plan to—
(a) the carer for whom it has been prepared,
(b) the adult needing care, if the carer asks the authority to do so, and
(c) any other person to whom the carer asks the authority to give a copy.


(11) A local authority may combine a care and support plan or a support plan with
a plan (whether or not prepared by it and whether or not under this Part)
relating to another person only if the adult for whom the care and support plan
or the support plan is being prepared agrees and—


(a) where the combination would include a plan prepared for another
adult, that other adult agrees;


(b) where the combination would include a plan prepared for a child
(including a young carer), the consent condition is met in relation to the
child.


(12) The consent condition is met in relation to a child if—
(a) the child has capacity or is competent to agree to the plans being


combined and does so agree, or
(b) the child lacks capacity or is not competent so to agree but the local


authority is satisfied that the combining the plans would be in the
child’s best interests.


(13) Regulations may specify cases or circumstances in which such of paragraphs
(a) to (f) of subsection (1) and paragraphs (a) and (b) of subsection (2) as are
specified do not apply.


(14) The regulations may in particular specify that the paragraphs in question do
not apply as regards specified needs or matters.


26 Personal budget


(1) A personal budget for an adult is a statement which specifies—
(a) the cost to the local authority of meeting those of the adult’s needs


which it is required or decides to meet as mentioned in section 24(1),
(b) the amount which, on the basis of the financial assessment, the adult


must pay towards that cost, and
(c) if on that basis the local authority must itself pay towards that cost, the


amount which it must pay.


(2) In the case of an adult with needs for care and support which the local
authority is required to meet under section 18, the personal budget must also
specify—


(a) the cost to the local authority of meeting the adult’s needs under that
section, and


(b) where that cost includes daily living costs—
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(i) the amount attributable to those daily living costs, and
(ii) the balance of the cost referred to in paragraph (a).


(3) A personal budget for an adult may also specify other amounts of public
money that are available in the adult’s case including, for example, amounts
available for spending on matters relating to housing, health care or welfare.


(4) Regulations may make provision for excluding costs to a local authority from
a personal budget if the costs are incurred in meeting needs for which the
authority—


(a) does not make a charge, or
(b) is not permitted to make a charge.


27 Review of care and support plan or of support plan


(1) A local authority must—
(a) keep under review generally care and support plans, and support


plans, that it has prepared, and
(b) on a reasonable request by or on behalf of the adult to whom a care and


support plan relates or the carer to whom a support plan relates, review
the plan.


(2) A local authority may revise a care and support plan; and in deciding whether
or how to do so, it—


(a) must have regard in particular to the matters referred to in section 9(4)
(and specified in the plan under section 25(1)(d)), and


(b) must involve—
(i) the adult to whom the plan relates,


(ii) any carer that the adult has, and
(iii) any person whom the adult asks the authority to involve or,


where the adult lacks capacity to ask the authority to do that,
any person who appears to the authority to be interested in the
adult’s welfare.


(3) A local authority may revise a support plan; and in deciding whether or how
to do so, it—


(a) must have regard in particular to the matters referred to in section 10(5)
and (6) (and specified in the plan under section 25(1)(d)), and


(b) must involve—
(i) the carer to whom the plan relates,


(ii) the adult needing care, if the carer asks the authority to do so,
and


(iii) any other person whom the carer asks the authority to involve.


(4) Where a local authority is satisfied that circumstances have changed in a way
that affects a care and support plan or a support plan, the authority must—


(a) to the extent it thinks appropriate, carry out a needs or carer’s
assessment, carry out a financial assessment and make a determination
under section 13(1), and


(b) revise the care and support plan or support plan accordingly.


(5) Where, in a case within subsection (4), the local authority is proposing to
change how it meets the needs in question, it must, in performing the duty
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under subsection (2)(b)(i) or (3)(b)(i), take all reasonable steps to reach
agreement with the adult concerned about how it should meet those needs.


28 Independent personal budget


(1) An independent personal budget is a statement which specifies what the cost
would be to the local authority concerned (see section 24(3)) of meeting the
adult’s eligible needs for care and support.


(2) Where the amount referred to in subsection (1) includes daily living costs, the
independent personal budget for the adult must specify—


(a) the amount attributable to those daily living costs, and
(b) the balance of the amount referred to in subsection (1).


(3) An adult’s needs are “eligible needs” if, at the time they were met—
(a) they met the eligibility criteria,
(b) they were not being met by a carer, and
(c) the adult was ordinarily resident or present in the area of the local


authority.


(4) A local authority must—
(a) keep under review generally independent personal budgets that it has


prepared, and
(b) on a reasonable request by or on behalf of the adult to whom an


independent personal budget relates, review the independent personal
budget.


(5) A local authority may revise an independent personal budget; and in deciding
whether or how to do so, it must, in so far as it is feasible to do so, involve—


(a) the adult to whom the independent personal budget relates,
(b) any carer that the adult has, and
(c) any other person whom the adult asks the authority to involve or,


where the adult lacks capacity to ask the authority to do that, any
person who appears to the authority to be interested in the adult’s
welfare.


(6) Where a local authority is satisfied that the circumstances of the adult to whom
an independent personal budget applies have changed in a way that affects the
independent personal budget, the authority must—


(a) to the extent it thinks appropriate, carry out a needs assessment and
make a determination under section 13(1), and


(b) revise the independent personal budget accordingly.


(7) Where, in a case within subsection (6), an adult refuses a needs assessment and
the local authority thinks that the adult’s refusal is unreasonable, it need no
longer keep an up-to-date care account in the adult’s case.


(8) Having reviewed an independent personal budget, a local authority must—
(a) if it revises the independent personal budget, notify the adult to whom


the independent personal budget relates of the revisions and provide
an explanation of the effect of each revision, or


(b) if it does not revise the independent personal budget, notify the adult
accordingly.
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29 Care account


(1) Where an adult has needs for care and support which meet the eligibility
criteria, the local authority in whose area the adult is ordinarily resident or, if
the adult is of no settled residence, in whose area the adult is present—


(a) must keep an up-to-date record of the adult’s accrued costs (a “care
account”), and


(b) once those costs exceed the cap on care costs, must inform the adult.


(2) Where a local authority which has been keeping a care account is no longer
required to do so, it must nonetheless retain the account that it has kept so far
until—


(a) the end of the period of 99 years beginning with the day on which it last
updated the account, or


(b) where the adult dies, the local authority becomes aware of the death.


(3) A care account must specify such amount as is attributable to the adult’s daily
living costs.


(4) A local authority which is keeping a care account must, at such times as
regulations may specify, provide the adult concerned with a statement
which—


(a) sets out the adult’s accrued costs, and
(b) includes such other matters as regulations may specify.


(5) Regulations may specify circumstances in which the duty under subsection (4)
does not apply.


30 Cases where adult expresses preference for particular accommodation


(1) Regulations may provide that where—
(a) a local authority is going to meet needs under sections 18 to 20 by


providing or arranging for the provision of accommodation of a
specified type,


(b) the adult for whom the accommodation is going to be provided
expresses a preference for particular accommodation of that type, and


(c) specified conditions are met,
the local authority must provide or arrange for the provision of the preferred
accommodation.


(2) The regulations may provide for the adult or a person of a specified description
to pay for some or all of the additional cost in specified cases or circumstances.


(3) “Additional cost” means the cost of providing or arranging for the provision of
the preferred accommodation less that part of the amount specified in the
personal budget for the purposes of section 26(1)(a) that relates to the provision
of accommodation of that type.


Direct payments


31 Adults with capacity to request direct payments


(1) This section applies where—
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(a) a personal budget for an adult specifies an amount which the local
authority must pay towards the cost of meeting the needs to which the
personal budget relates, and


(b) the adult requests the local authority to meet some or all of those needs
by making payments to the adult or a person nominated by the adult.


(2) If conditions 1 to 4 are met, the local authority must, subject to regulations
under section 33, make the payments to which the request relates to the adult
or nominated person.


(3) A payment under this section is referred to in this Part as a “direct payment”.


(4) Condition 1 is that—
(a) the adult has capacity to make the request, and
(b) where there is a nominated person, that person agrees to receive the


payments.


(5) Condition 2 is that—
(a) the local authority is not prohibited by regulations under section 33


from meeting the adult’s needs by making direct payments to the adult
or nominated person, and


(b) if regulations under that section give the local authority discretion to
decide not to meet the adult’s needs by making direct payments to the
adult or nominated person, it does not exercise that discretion.


(6) Condition 3 is that the local authority is satisfied that the adult or nominated
person is capable of managing direct payments—


(a) by himself or herself, or
(b) with whatever help the authority thinks the adult or nominated person


will be able to access.


(7) Condition 4 is that the local authority is satisfied that making direct payments
to the adult or nominated person is an appropriate way to meet the needs in
question.


32 Adults without capacity to request direct payments


(1) This section applies where—
(a) a personal budget for an adult specifies an amount which the local


authority must pay towards the cost of meeting the needs to which the
personal budget relates, and


(b) the adult lacks capacity to request the local authority to meet any of
those needs by making payments to the adult, but


(c) an authorised person requests the local authority to meet some or all of
those needs by making payments to the authorised person.


(2) If conditions 1 to 5 are met, the local authority must, subject to regulations
under section 33, make the payments to which the request relates to the
authorised person.


(3) A payment under this section is referred to in this Part as a “direct payment”.


(4) A person is authorised for the purposes of this section if—
(a) the person is authorised under the Mental Capacity Act 2005 to make


decisions about the adult’s needs for care and support,
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(b) where the person is not authorised as mentioned in paragraph (a), a
person who is so authorised agrees with the local authority that the
person is a suitable person to whom to make direct payments, or


(c) where the person is not authorised as mentioned in paragraph (a) and
there is no person who is so authorised, the local authority considers
that the person is a suitable person to whom to make direct payments.


(5) Condition 1 is that, where the authorised person is not authorised as
mentioned in subsection (4)(a) but there is at least one person who is so
authorised, a person who is so authorised supports the authorised person’s
request.


(6) Condition 2 is that—
(a) the local authority is not prohibited by regulations under section 33


from meeting the adult’s needs by making direct payments to the
authorised person, and


(b) if regulations under that section give the local authority discretion to
decide not to meet the adult’s needs by making direct payments to the
authorised person, it does not exercise that discretion.


(7) Condition 3 is that the local authority is satisfied that the authorised person
will act in the adult’s best interests in arranging for the provision of the care
and support for which the direct payments under this section would be used.


(8) Condition 4 is that the local authority is satisfied that the authorised person is
capable of managing direct payments—


(a) by himself or herself, or
(b) with whatever help the authority thinks the authorised person will be


able to access.


(9) Condition 5 is that the local authority is satisfied that making direct payments
to the authorised person is an appropriate way to meet the needs in question.


33 Direct payments: further provision


(1) Regulations must make further provision about direct payments.


(2) The regulations may, in particular, specify—
(a) cases or circumstances in which a local authority must not, or cases or


circumstances in which it has the discretion to decide not to, meet needs
by making direct payments;


(b) conditions which a local authority may or must attach to the making of
direct payments;


(c) matters to which a local authority may or must have regard when
making a decision of a specified type in relation to direct payments;


(d) steps which a local authority may or must take before, or after, making
a decision of a specified type in relation to direct payments;


(e) cases or circumstances in which an adult who lacks capacity to request
the making of direct payments must or may nonetheless be regarded
for the purposes of this Part or the regulations as having capacity to do
so;


(f) cases or circumstances in which an adult who no longer lacks capacity
to make such a request must or may nonetheless be regarded for any of
those purposes as lacking capacity to do so;
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(g) cases or circumstances in which a local authority making direct
payments must review the making of those payments.


(3) A direct payment is made on condition that it be used only to pay for
arrangements under which the needs specified under section 25(2)(a) in the
care and support plan or (as the case may be) the support plan are met.


(4) In a case where one or more of conditions 1 to 4 in section 31 is no longer met
or one or more of conditions 1 to 5 in section 32 is no longer met, the local
authority must terminate the making of direct payments.


(5) In a case where a condition specified under subsection (2)(b) or the condition
mentioned in subsection (3) is breached, the local authority—


(a) may terminate the making of direct payments, and
(b) may require repayment of the whole or part of a direct payment (with


section 69 accordingly applying to sums which the local authority
requires to be repaid).


Deferred payment agreements, etc.


34 Deferred payment agreements and loans


(1) Regulations may, in such cases or circumstances and subject to such conditions
as may be specified, require or permit a local authority to enter into a deferred
payment agreement with an adult.


(2) A “deferred payment agreement” is an agreement under which a local
authority agrees not to require until the specified time either or both of the
following—


(a) the payment of the specified part of the amounts due from an adult to
the authority under such provision of this Part or of regulations under
this Part as is specified in regulations;


(b) the repayment of the specified part of a loan made under the agreement
by the authority to an adult for the purpose of assisting the adult to
obtain the provision of care and support for the adult.


(3) The care and support mentioned in subsection (2)(b) includes care and support
the provision of which— 


(a) the authority does not consider to be necessary to meet the adult’s
needs; 


(b) is in addition to care and support which is being provided, arranged
for, or paid for (in whole or in part) by the authority.


(4) Regulations under subsection (1) may, in particular, prohibit a local authority
from entering into, or permit it to refuse to enter into, a deferred payment
agreement unless it obtains adequate security for the payment of the adult’s
deferred amount.


(5) Regulations may specify what constitutes adequate security for the purposes
of subsection (4); they may, for example, specify—


(a) an obligation on the adult to give the authority a charge over the adult’s
legal or beneficial interest in the property which the adult occupies as
his or her only or main residence (or in a property which the adult used
to occupy as such) to secure payment of the adult’s deferred amount;


(b) a guarantee from another person to pay the adult’s deferred amount.
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(6) A reference in this section or section 35 to an adult’s deferred amount, in
relation to a deferred payment agreement, is a reference to the amount of
which the local authority agrees not to require payment or repayment until the
specified time.


(7) “Specified”, in relation to a time or a part of an amount or loan, means specified
in or determined in accordance with regulations; and the specified part of an
amount or loan may be 100%.


(8) This section applies in relation to an agreement under which a local authority
agrees to make a loan to an adult for the purpose of assisting the adult to obtain
the provision of care and support for the adult as it applies in relation to a
deferred payment agreement; and for that purpose—


(a) the reference in subsection (3) to subsection (2)(b) is to be read as a
reference to this subsection; and


(b) the references in subsections (4) and (5) to payment of the adult’s
deferred amount are to be read as references to repayment of the loan.


35 Deferred payment agreements and loans: further provision


(1) Regulations may require or permit a local authority to charge—
(a) interest on an adult’s deferred amount;
(b) such amount relating to the authority’s administrative costs as is


specified in or determined in accordance with the regulations; 
(c) interest on an amount charged under paragraph (b).


(2) The regulations may specify costs which are, or which are not, to be regarded
as administrative costs for the purposes of subsection (1)(b).


(3) The regulations may— 
(a) require or permit adequate security to be obtained for the payment of


any interest or other amount referred to in subsection (1);
(b) require or permit any such interest or other amount to be treated in the


same way as the adult’s deferred amount;
(c) specify what constitutes adequate security for the purposes of


paragraph (a).


(4) The authority may not charge interest under regulations made under
subsection (1) or under a deferred payment agreement at a rate that exceeds the
rate specified in or determined in accordance with the regulations; the
regulations may, for example, provide for a rate to be determined by reference
to a specified interest rate or other specified criterion.


(5) The regulations must enable the adult to terminate a deferred payment
agreement by—


(a) giving the authority notice, and
(b) paying the authority the full amount for which the adult is liable with


respect to the adult’s deferred amount and any interest or other amount
charged under regulations made under subsection (1) or under the
agreement.


(6) The regulations may make other provision about the duration of a deferred
payment agreement and for its termination by either party.


(7) The regulations may make provision as to the rights and obligations of the
authority and the adult where the adult disposes of any legal or beneficial
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interest in a property to which a deferred payment agreement relates and
acquires a legal or beneficial interest in another property (whether or not it is
in the area of that authority); they may, for example, make provision—


(a) for the authority not to require payment of the amounts referred to in
subsection (5)(b) until the time specified in or determined in accordance
with the regulations;


(b) for the adult to give the authority a charge over the adult’s legal or
beneficial interest in the other property.


(8) The regulations may— 
(a) require or permit terms or conditions of a specified description, or in a


specified form, to be included in a deferred payment agreement;
(b) permit such other terms or conditions as the authority considers


appropriate to be included in such an agreement;
(c) require statements or other information relating to specified matters, or


in a specified form, to be included in such an agreement.


(9) The regulations may make provision for the purpose of enabling local
authorities to protect (for example, by registration) or enforce security obtained
for the payment of the adult’s deferred amount or the payment of any interest
or other amount referred to in subsection (1); and, for that purpose, the
regulations may amend, repeal, or revoke an enactment, or provide for an
enactment to apply with specified modifications.


(10) This section applies in relation to an agreement of the kind mentioned in
section 34(8) as it applies in relation to a deferred payment agreement; and for
that purpose—


(a) the references in subsections (1), (3) and (5) to the adult’s deferred
amount are to be read as references to the loan; and


(b) the reference in subsection (9) to payment of the adult’s deferred
amount is to be read as a reference to repayment of the loan.


36 Alternative financial arrangements


(1) Regulations may, in such cases or circumstances and subject to such conditions
as may be specified, require or permit a local authority to enter into alternative
financial arrangements of a specified description with an adult.


(2) “Alternative financial arrangements” means arrangements which in the
Secretary of State’s opinion—


(a) equate in substance to a deferred payment agreement or an agreement
of the kind mentioned in section 34(8), but


(b) achieve a similar effect to an agreement of the kind in question without
including provision for the payment of interest.


(3) The regulations may make provision in connection with alternative financial
arrangements to which they apply, including, in particular, provision of the
kind that may (or must) be made in regulations under section 34 or 35 (apart
from provision for the payment of interest).
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Continuity of care and support when adult moves


37 Notification, assessment, etc.


(1) This section applies where—
(a) an adult’s needs for care and support are being met by a local authority


(“the first authority”) under section 18 or 19,
(b) the adult notifies another local authority (“the second authority”) (or


that authority is notified on the adult’s behalf) that the adult intends to
move to the area of the second authority, and


(c) the second authority is satisfied that the adult’s intention is genuine.


(2) This section also applies where—
(a) an adult is not having needs for care and support met under either of


those sections but a local authority (“the first authority”) is nonetheless
keeping a care account in the adult’s case,


(b) the adult notifies another local authority (“the second authority”) (or
that authority is notified on the adult’s behalf) that the adult intends to
move to the area of the second authority, and


(c) the second authority is satisfied that the adult’s intention is genuine.


(3) This section also applies where—
(a) an adult’s needs for care and support are being met by a local authority


(“the first authority”) under section 18 or 19 by the first authority
arranging for the provision of accommodation in the area of another
local authority (“the second authority”),


(b) the adult notifies the second authority (or that authority is notified on
the adult’s behalf) that the adult intends to move out of that
accommodation but to remain, and be provided with care and support
at home or in the community, in its area, and


(c) the second authority is satisfied that the adult’s intention is genuine.


(4) The second authority must—
(a) provide the adult and, if the adult has or is proposing to have a carer,


the carer with such information as it considers appropriate (in so far as
it would not do so under section 4), and


(b) notify the first authority that it is satisfied as mentioned in subsection
(1)(c), (2)(c) or (3)(c).


(5) The first authority, having received the notification under subsection (4)(b),
must provide the second authority with—


(a) a copy of any care and support plan prepared for the adult,
(b) a copy of any independent personal budget prepared for the adult,
(c) in a case within subsection (2), a copy of the most recent needs


assessment in the adult’s case,
(d) if the first authority has been keeping a care account in the adult’s case,


a copy of that account,
(e) if the adult has a carer and that carer is to continue as the adult’s carer


after the move, a copy of any support plan prepared for the carer, and
(f) such other information relating to the adult and, if the adult has a carer


(whether or not one with needs for support), such other information
relating to the carer as the second authority may request.


(6) The second authority must—
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(a) assess whether the adult has needs for care and support and, if the
adult does, what those needs are, and


(b) where the adult has or is proposing to have a carer and it is appropriate
to do so, assess whether the carer has or is likely to have needs for
support and, if the carer does or is likely to, what those needs are or are
likely to be.


(7) In carrying out an assessment under subsection (6)(a) or (b), the second
authority must have regard to the care and support plan provided under
subsection (5)(a) or (as the case may be) the support plan provided under
subsection (5)(e).


(8) This Part—
(a) applies to an assessment under subsection (6)(a) as it applies to a needs


assessment, and 
(b) applies to an assessment under subsection (6)(b) as it applies to a


carer’s assessment.


(9) Pending the adult’s move, the first authority must keep in contact with the
second authority in order to ascertain the progress that the second authority is
making in preparing to meet—


(a) any needs for care and support under section 18 or 19 in the adult’s
case, and


(b) where the adult is proposing to have a carer immediately after the
move, any needs for support under section 20 in the carer’s case.


(10) The first authority must keep the adult (and, where applicable, the carer)
informed about its contact under subsection (9) with the second authority and
must involve the adult (and, where applicable, the carer) in the contact.


(11) Where the needs identified by an assessment under subsection (6)(a) carried
out by the second authority are different from those specified in the care and
support plan provided under subsection (5)(a), the second authority must
provide a written explanation of the difference to—


(a) the adult, 
(b) any carer that the adult has, if the adult asks the authority to do so, and
(c) any other person to whom the adult asks the authority to provide the


explanation.


(12) Where the cost to the second authority of meeting the adult’s eligible needs is
different from the cost to the first authority of doing so, the second authority
must provide a written explanation of the difference to—


(a) the adult, 
(b) any carer that the adult has, if the adult asks the authority to do so, and
(c) any other person to whom the adult asks the authority to provide the


explanation.


(13) Where the needs identified by an assessment under subsection (6)(b) carried
out by the second authority are different from those in the support plan
provided under subsection (5)(e), the second authority must provide a written
explanation of the difference to—


(a) the carer,
(b) the adult needing care, if the carer asks the authority to do so, and
(c) any other person to whom the carer asks the authority to provide an


explanation.
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(14) Regulations may specify steps which a local authority must take for the
purpose of being satisfied as mentioned in subsection (1)(c), (2)(c) or (3)(c).


(15) In this section—
(a) an adult’s needs are “eligible needs” if they meet the eligibility criteria


and are not being met by a carer,
(b) a reference to moving to an area is a reference to moving to that area


with a view to becoming ordinarily resident there, and 
(c) a reference to remaining in an area is a reference to remaining


ordinarily resident there.


38 Case where assessments not complete on day of move


(1) If, on the day of the intended move as mentioned in section 37(1)(b), (2)(b) or
(3)(b), the second authority has yet to carry out the assessment or assessments
under section 37(6), or has done so but has yet to take the other steps required
under this Part in the adult’s case, it must—


(a) meet the adult’s needs for care and support, and the needs for support
of any carer who is continuing as the adult’s carer, which the first
authority has been meeting, and


(b) where the first authority has been keeping a care account in the adult’s
case, itself keep that account on the same basis as the first authority has
been keeping it.


(2) The second authority is subject to the duty under subsection (1) until it has—
(a) carried out the assessment or assessments under section 37(6), and
(b) taken the other steps required under this Part in the adult’s case.


(3) In deciding how to meet the adult’s needs for care and support under
subsection (1), the second authority must involve—


(a) the adult,
(b) any carer who is continuing as the adult’s carer, and
(c) any person whom the adult asks the authority to involve or, where the


adult lacks capacity to ask the authority to do that, any person who
appears to the authority to be interested in the adult’s welfare.


(4) In deciding how to meet the needs for support of any carer who is continuing
as the adult’s carer, the second authority must involve—


(a) the carer, 
(b) the adult needing care, if the carer asks the authority to do so, and
(c) any other person whom the carer asks the authority to involve.


(5) In performing the duty under subsection (3)(a) or (4)(a), the second authority
must take all reasonable steps to reach agreement with the adult or carer about
how it should meet the needs in question.


(6) The first authority is not required to meet the adult’s needs for care and
support or, if the adult has a carer, such needs for support as the carer has, for
so long as the second authority is subject to the duty under subsection (1).


(7) Where, having complied with the duty under subsection (1), the second
authority is not required to meet the adult’s needs for care and support under
section 18 because the adult is still ordinarily resident in the area of the first
authority, the second authority may recover from the first authority the costs it
incurs in complying with the duty under subsection (1).
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(8) Regulations may specify matters to which the second authority must have
regard in deciding how to perform the duty under subsection (1).


Establishing where a person lives, etc.


39 Where a person’s ordinary residence is


(1) Where an adult has needs for care and support which can be met only if the
adult is living in accommodation of a type specified in regulations, and the
adult is living in accommodation in England of a type so specified, the adult is
to be treated for the purposes of this Part as ordinarily resident—


(a) in the area in which the adult was ordinarily resident immediately
before the adult began to live in accommodation of a type specified in
the regulations, or


(b) if the adult was of no settled residence immediately before the adult
began to live in accommodation of a type so specified, in the area in
which the adult was present at that time.


(2) Where, before beginning to live in his or her current accommodation, the adult
was living in accommodation of a type so specified (whether or not of the same
type as the current accommodation), the reference in subsection (1)(a) to when
the adult began to live in accommodation of a type so specified is a reference
to the beginning of the period during which the adult has been living in
accommodation of one or more of the specified types for consecutive periods.


(3) The regulations may make provision for determining for the purposes of
subsection (1) whether an adult has needs for care and support which can be
met only if the adult is living in accommodation of a type specified in the
regulations.


(4) An adult who is being provided with accommodation under section 117 of the
Mental Health Act 1983 (after-care) is to be treated for the purposes of this Part
as ordinarily resident in the area of the local authority in England or the local
authority in Wales on which the duty to provide the adult with services under
that section is imposed; and for that purpose—


(a) “local authority in England” means a local authority for the purposes of
this Part, and


(b) “local authority in Wales” means a local authority for the purposes of
the Social Services and Well-being (Wales) Act 2014.


(5) An adult who is being provided with NHS accommodation is to be treated for
the purposes of this Part as ordinarily resident—


(a) in the area in which the adult was ordinarily resident immediately
before the accommodation was provided, or


(b) if the adult was of no settled residence immediately before the
accommodation was provided, in the area in which the adult was
present at that time.


(6) “NHS accommodation” means accommodation under—
(a) the National Health Service Act 2006,
(b) the National Health Service (Wales) Act 2006,
(c) the National Health Service (Scotland) Act 1978, or
(d) Article 5(1) of the Health and Personal Social Services (Northern


Ireland) Order 1972.
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(7) The reference in subsection (1) to this Part does not include a reference to
section 28 (independent personal budget).


(8) Schedule 1 (which makes provision about cross-border placements to and from
Wales, Scotland or Northern Ireland) has effect.


40 Disputes about ordinary residence or continuity of care


(1) Any dispute about where an adult is ordinarily resident for the purposes of this
Part, or any dispute between local authorities under section 37 about the
application of that section, is to be determined by—


(a) the Secretary of State, or
(b) where the Secretary of State appoints a person for that purpose (the


“appointed person”), that person.


(2) The Secretary of State or appointed person may review a determination under
subsection (1), provided that the review begins within 3 months of the date of
the determination.


(3) Having carried out a review under subsection (2), the Secretary of State or
appointed person must—


(a) confirm the original determination, or
(b) substitute a different determination.


(4) Regulations may make further provision about resolution of disputes of the
type mentioned in subsection (1); the regulations may, for example, include—


(a) provision for ensuring that care and support is provided to the adult
while the dispute is unresolved;


(b) provision requiring the local authorities in dispute to take specified
steps before referring the dispute to the Secretary of State or (as the case
may be) the appointed person;


(c) provision about the procedure for referring the dispute to the Secretary
of State or appointed person;


(d) where a review of a determination has been carried out under
subsection (2) and a different determination substituted, provision
requiring a local authority to take specified steps (including paying
specified amounts) in relation to the period before the determination
was substituted.


41 Financial adjustments between local authorities


(1) This section applies where—
(a) a local authority has been meeting an adult’s needs for care and


support, but 
(b) it transpires (whether following the determination of a dispute under


section 40 or otherwise) that the adult was, for some or all of the time
that the authority has been meeting the adult’s needs, ordinarily
resident in the area of another local authority.


(2) This section also applies where—
(a) a local authority has been meeting a carer’s needs for support, but
(b) it transpires (whether following the determination of a dispute under


section 40 or otherwise) that the adult needing care was, for some or all
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of the time that the authority has been meeting the carer’s needs,
ordinarily resident in the area of another local authority.


(3) The local authority concerned may recover from the other local authority the
amount of any payments it made towards meeting the needs in question at a
time when the other local authority was instead liable to meet them under
section 18 or 20(1) (as the case may be).


(4) Subsection (3) does not apply to payments which are the subject of a deferred
payment agreement entered into by the local authority in question, unless it
agrees with the other local authority to assign its rights and obligations under
the deferred payment agreement to that other authority.


(5) Any period during which a local authority was meeting the needs in question
under section 19 or 20(6) is to be disregarded for the purposes of this section.


Safeguarding adults at risk of abuse or neglect


42 Enquiry by local authority


(1) This section applies where a local authority has reasonable cause to suspect
that an adult in its area (whether or not ordinarily resident there)—


(a) has needs for care and support (whether or not the authority is meeting
any of those needs),


(b) is experiencing, or is at risk of, abuse or neglect, and
(c) as a result of those needs is unable to protect himself or herself against


the abuse or neglect or the risk of it.


(2) The local authority must make (or cause to be made) whatever enquiries it
thinks necessary to enable it to decide whether any action should be taken in
the adult’s case (whether under this Part or otherwise) and, if so, what and by
whom.


(3) “Abuse” includes financial abuse; and for that purpose “financial abuse”
includes—


(a) having money or other property stolen,
(b) being defrauded,
(c) being put under pressure in relation to money or other property, and
(d) having money or other property misused.


43 Safeguarding Adults Boards


(1) Each local authority must establish a Safeguarding Adults Board (an “SAB”)
for its area.


(2) The objective of an SAB is to help and protect adults in its area in cases of the
kind described in section 42(1).


(3) The way in which an SAB must seek to achieve its objective is by co-ordinating
and ensuring the effectiveness of what each of its members does.


(4) An SAB may do anything which appears to it to be necessary or desirable for
the purpose of achieving its objective.


(5) Schedule 2 (which includes provision about the membership, funding and
other resources, strategy and annual report of an SAB) has effect.
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(6) Where two or more local authorities exercise their respective duties under
subsection (1) by establishing an SAB for their combined area—


(a) a reference in this section, section 44 or Schedule 2 to the authority
establishing the SAB is to be read as a reference to the authorities
establishing it, and


(b) a reference in this section, that section or that Schedule to the SAB’s
area is to be read as a reference to the combined area.


44 Safeguarding adults reviews


(1) An SAB must arrange for there to be a review of a case involving an adult in its
area with needs for care and support (whether or not the local authority has
been meeting any of those needs) if—


(a) there is reasonable cause for concern about how the SAB, members of it
or other persons with relevant functions worked together to safeguard
the adult, and


(b) condition 1 or 2 is met.


(2) Condition 1 is met if—
(a) the adult has died, and
(b) the SAB knows or suspects that the death resulted from abuse or


neglect (whether or not it knew about or suspected the abuse or neglect
before the adult died).


(3) Condition 2 is met if—
(a) the adult is still alive, and
(b) the SAB knows or suspects that the adult has experienced serious abuse


or neglect.


(4) An SAB may arrange for there to be a review of any other case involving an
adult in its area with needs for care and support (whether or not the local
authority has been meeting any of those needs).


(5) Each member of the SAB must co-operate in and contribute to the carrying out
of a review under this section with a view to—


(a) identifying the lessons to be learnt from the adult’s case, and
(b) applying those lessons to future cases.


45 Supply of information


(1) If an SAB requests a person to supply information to it, or to some other person
specified in the request, the person to whom the request is made must comply
with the request if—


(a) conditions 1 and 2 are met, and
(b) condition 3 or 4 is met.


(2) Condition 1 is that the request is made for the purpose of enabling or assisting
the SAB to exercise its functions.


(3) Condition 2 is that the request is made to a person whose functions or activities
the SAB considers to be such that the person is likely to have information
relevant to the exercise of a function by the SAB.


(4) Condition 3 is that the information relates to—
(a) the person to whom the request is made,
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(b) a function or activity of that person, or
(c) a person in respect of whom that person exercises a function or engages


in an activity.


(5) Condition 4 is that the information—
(a) is information requested by the SAB from a person to whom


information was supplied in compliance with another request under
this section, and


(b) is the same as, or is derived from, information so supplied.


(6) Information may be used by the SAB, or other person to whom it is supplied
under subsection (1), only for the purpose of enabling or assisting the SAB to
exercise its functions.


46 Abolition of local authority’s power to remove persons in need of care


Section 47 of the National Assistance Act 1948 (which gives a local authority
power to remove a person in need of care from home) ceases to apply to
persons in England.


47 Protecting property of adults being cared for away from home


(1) This section applies where—
(a) an adult is having needs for care and support met under section 18 or


19 in a way that involves the provision of accommodation, or is
admitted to hospital (or both), and


(b) it appears to a local authority that there is a danger of loss or damage to
movable property of the adult’s in the authority’s area because—


(i) the adult is unable (whether permanently or temporarily) to
protect or deal with the property, and


(ii) no suitable arrangements have been or are being made.


(2) The local authority must take reasonable steps to prevent or mitigate the loss
or damage.


(3) For the purpose of performing that duty, the local authority—
(a) may at all reasonable times and on reasonable notice enter any


premises which the adult was living in immediately before being
provided with accommodation or admitted to hospital, and


(b) may deal with any of the adult’s movable property in any way which
is reasonably necessary for preventing or mitigating loss or damage.


(4) A local authority may not exercise the power under subsection (3)(a) unless—
(a) it has obtained the consent of the adult concerned or, where the adult


lacks capacity to give consent, the consent of a person authorised under
the Mental Capacity Act 2005 to give it on the adult’s behalf, or


(b) where the adult lacks capacity to give consent and there is no person so
authorised, the local authority is satisfied that exercising the power
would be in the adult’s best interests.


(5) Where a local authority is proposing to exercise the power under subsection
(3)(a), the officer it authorises to do so must, if required, produce valid
documentation setting out the authorisation to do so.
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(6) A person who, without reasonable excuse, obstructs the exercise of the power
under subsection (3)(a)— 


(a) commits an offence, and 
(b) is liable on summary conviction to a fine not exceeding level 4 on the


standard scale.


(7) A local authority may recover from an adult whatever reasonable expenses the
authority incurs under this section in the adult’s case.


Provider failure


48 Temporary duty on local authority


(1) This section applies where a person registered under Chapter 2 of Part 1 of the
Health and Social Care Act 2008 (a “registered care provider”) in respect of the
carrying on of a regulated activity (within the meaning of that Part) becomes
unable to carry on that activity because of business failure. 


(2) A local authority must for so long as it considers necessary (and in so far as it
is not already required to do so) meet those of an adult’s needs for care and
support and those of a carer’s needs for support which were, immediately
before the registered care provider became unable to carry on the regulated
activity, being met by the carrying on of that activity in the authority’s area by
the provider.


(3) A local authority is accordingly required to meet needs under subsection (2)
regardless of— 


(a) whether the relevant adult is ordinarily resident in its area;
(b) whether the authority has carried out a needs assessment, a carer’s


assessment or a financial assessment;
(c) whether any of the needs meet the eligibility criteria.


(4) Where a local authority is meeting needs under subsection (2), it is not required
to carry out a needs assessment, a carer’s assessment or a financial assessment
or to determine whether any of the needs meet the eligibility criteria.


(5) A local authority may make a charge for meeting needs under subsection (2)
(except in so far as doing so involves the provision of information or advice);
and a charge under this subsection may cover only the cost that the local
authority incurs in meeting the needs to which the charge applies.


(6) Subsection (5) does not apply if section 49 (cross-border cases) applies (see
subsection (3) of that section).


(7) If the relevant adult is not ordinarily resident in the area of the local authority
which is required to meet needs under subsection (2), that authority—


(a) must, in meeting needs under that subsection which were being met
under arrangements made by another local authority, co-operate with
that authority (in so far as it is not already required to do so by
section 6);


(b) must, in meeting needs under that subsection which were being met
under arrangements all or part of the cost of which was paid for by
another local authority by means of direct payments, co-operate with
that authority (in so far as it is not already required to do so by
section 6);
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(c) may recover from the other local authority mentioned in paragraph (a)
or (b) (as the case may be) the cost it incurs in meeting those of the
adult’s or carer’s needs referred to in the paragraph in question.


(8) Any dispute between local authorities about the application of this section is to
be determined under section 40 as if it were a dispute of the type mentioned in
subsection (1) of that section.


(9) “The relevant adult” means—
(a) in a case involving an adult’s needs for care and support, that adult;
(b) in a case involving a carer’s needs for support, the adult needing care.


49 Section 48: cross-border cases


(1) This section applies where, in a case within section 48, immediately before the
registered care provider became unable to carry on the regulated activity, some
or all of the adult’s needs for care and support or the carer’s needs for support
were being met by the carrying on of that activity by the provider under
arrangements made—


(a) by a local authority in Wales discharging its duty under section 35 or
40, or exercising its power under section 36 or 45, of the Social Services
and Well-being (Wales) Act 2014,


(b) by a local authority in Scotland discharging its duty under section 12 or
13A of the Social Work (Scotland) Act 1968 or section 25 of the Mental
Health (Care and Treatment) (Scotland) Act 2003, or


(c) by a Health and Social Care trust under Article 15 of the Health and
Personal Social Services (Northern Ireland) Order 1972 or section 2 of
the Carers and Direct Payments Act (Northern Ireland) 2002.


(2) This section also applies where, in a case within section 48—
(a) immediately before the registered care provider became unable to carry


on the regulated activity, some or all of the adult’s needs for care and
support or the carer’s needs for support were being met by the carrying
on of that activity by the provider, and


(b) all or part of the cost of the accommodation or other services provided
by the provider to meet those needs was paid for by means of direct
payments made—


(i) under section 50 or 52 of the Social Services and Well-being
(Wales) Act 2014,


(ii) as a result of a choice made by the adult pursuant to section 5 of
the Social Care (Self-directed Support) (Scotland) Act 2013, or


(iii) by virtue of section 8 of the Carers and Direct Payments Act
(Northern Ireland) 2002.


(3) The local authority which is required to meet needs under section 48(2)—
(a) must, in meeting needs under section 48(2) which were being met by


the authority which made the arrangements referred to in subsection
(1), co-operate with that authority;


(b) must, in meeting needs under section 48(2) which were being met by
the provision of accommodation or other services all or part of the cost
of which was paid for by an authority by means of direct payments as
referred to in subsection (2), co-operate with that authority;
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(c) may recover from the authority referred to in paragraph (a) or (b) (as
the case may be) the cost it incurs in meeting those of the adult’s or
carer’s needs referred to in the paragraph in question; 


(d) may recover from the adult or carer the cost it incurs in meeting those
of the adult’s or carer’s needs other than those referred to in paragraph
(a) or (b) (as the case may be).


(4) Any dispute between a local authority and a local authority in Wales, a local
authority in Scotland or a Health and Social Care trust about the application of
section 48 or of this section is to be resolved in accordance with paragraph 5 of
Schedule 1.


(5) “Local authority in Wales” and “local authority in Scotland” each have the
meaning given in paragraph 12 of Schedule 1.


(6) The references in paragraphs (a) and (b) of subsection (3) to an authority are
references to a local authority in Wales, a local authority in Scotland or a Health
and Social Care trust (as the case may be).


50 Temporary duty on local authority in Wales


(1) This section applies where a person registered under Part 2 of the Care
Standards Act 2000 in respect of an establishment or agency—


(a) becomes unable to carry on or manage the establishment or agency
because of business failure, and


(b) immediately before becoming unable to do so, was providing an adult
with accommodation or other services in Wales under arrangements
made—


(i) by a local authority meeting an adult’s needs for care and
support or a carer’s needs for support under this Part,


(ii) by a local authority in Scotland discharging its duty under
section 12 or 13A of the Social Work (Scotland) Act 1968 or
section 25 of the Mental Health (Care and Treatment) (Scotland)
Act 2003, or


(iii) by a Health and Social Care trust under Article 15 of the Health
and Personal Social Services (Northern Ireland) Order 1972 or
section 2 of the Carers and Direct Payments Act (Northern
Ireland) 2002.


(2) This section also applies where a person registered under Part 2 of the Care
Standards Act 2000 in respect of an establishment or agency—


(a) becomes unable to carry on or manage the establishment or agency
because of business failure, and


(b) immediately before becoming unable to do so, was providing an adult
with accommodation or other services in Wales all or part of the cost of
which was paid for by means of direct payments made— 


(i) under this Part of this Act,
(ii) as a result of a choice made by the adult pursuant to section 5 of


the Social Care (Self-directed Support) (Scotland) Act 2013, or
(iii) by virtue of section 8 of the Carers and Direct Payments Act


(Northern Ireland) 2002.


(3) The local authority in Wales in whose area the accommodation is situated or
the services were provided must for so long as it considers necessary meet
those of the adult’s needs for care and support or the carer’s needs for support
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which were being met by the registered person by the provision of the
accommodation or other services.


(4) A local authority in Wales which is required to meet needs under subsection
(3)—


(a) must, in meeting needs under that subsection which were being met by
the authority which made the arrangements referred to in subsection
(1)(b), co-operate with that authority;


(b) must, in meeting needs under subsection (3) which were being met by
the provision of accommodation or other services all or part of the cost
of which was paid for by an authority by means of direct payments as
referred to in subsection (2)(b), co-operate with that authority;


(c) may recover from the authority referred to in paragraph (a) or (b) (as
the case may be) the cost it incurs in meeting those of the adult’s or
carer’s needs referred to in the paragraph in question.


(5) Any dispute about the application of this section is to be resolved in accordance
with paragraph 5 of Schedule 1.


(6) “Local authority in Wales” and “local authority in Scotland” each have the
meaning given in paragraph 12 of Schedule 1.


(7) The references in paragraphs (a) and (b) of subsection (4) to an authority are
references to a local authority, a local authority in Scotland or a Health and
Social Care trust (as the case may be).


51 Temporary duty on Health and Social Care trust in Northern Ireland


(1) This section applies where a person registered under Part 3 of the Health and
Social Services (Quality, Improvement and Regulation) (Northern Ireland)
Order 2003 in respect of an establishment or agency—


(a) becomes unable to carry on or manage the establishment or agency
because of business failure, and


(b) immediately before becoming unable to do so, was providing an adult
with accommodation or other services in Northern Ireland under
arrangements made—


(i) by a local authority meeting an adult’s needs for care and
support or a carer’s needs for support under this Part,


(ii) by a local authority in Wales discharging its duty under section
35 or 40, or exercising its power under section 36 or 45, of the
Social Services and Well-being (Wales) Act 2014, or


(iii) by a local authority in Scotland discharging its duty under
section 12 or 13A of the Social Work (Scotland) Act 1968 or
section 25 of the Mental Health (Care and Treatment) (Scotland)
Act 2003.


(2) This section also applies where a person registered under Part 3 of the Health
and Personal Social Services (Quality, Improvement and Regulation)
(Northern Ireland) Order 2003 in respect of an establishment or agency—


(a) becomes unable to carry on or manage the establishment or agency
because of business failure, and


(b) immediately before becoming unable to do so, was providing an adult
with accommodation or other services in Northern Ireland, all or part
of the cost of which was paid for by means of direct payments made— 


(i) under this Part of this Act,
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(ii) under section 50 or 52 of the Social Services and Well-being
(Wales) Act 2014, or


(iii) as a result of a choice made by the adult pursuant to section 5 of
the Social Care (Self-directed Support) (Scotland) Act 2013.


(3) The Health and Social Care trust in whose area the accommodation is situated
or the services were provided must for so long as it considers necessary meet
those of the adult’s needs for care and support or the carer’s needs for support
which were being met by the registered person by the provision of the
accommodation or other services.


(4) A Health and Social Care trust which is required to meet needs under
subsection (3)—


(a) must, in meeting needs under that subsection which were being met by
the authority which made the arrangements referred to in subsection
(1)(b), co-operate with that authority;


(b) must, in meeting needs under subsection (3) which were being met by
the provision of accommodation or other services all or part of the cost
of which was paid for by an authority by means of direct payments as
referred to in subsection (2)(b), co-operate with that authority;


(c) may recover from the authority referred to in paragraph (a) or (b) (as
the case may be) the cost it incurs in meeting those of the adult’s or
carer’s needs referred to in the paragraph in question.


(5) Any dispute about the application of this section is to be resolved in accordance
with paragraph 5 of Schedule 1.


(6) “Local authority in Wales” and “local authority in Scotland” each have the
meaning given in paragraph 12 of Schedule 1.


(7) The references in paragraphs (a) and (b) of subsection (4) to an authority are
references to a local authority, a local authority in Wales or a local authority in
Scotland (as the case may be).


52 Sections 48 to 51: supplementary


(1) An authority becomes subject to the duty under section 48(2), 50(3) or 51(3) as
soon as it becomes aware of the business failure.


(2) Section 8 (how to meet needs) applies to meeting needs under section 48(2) as
it applies to meeting needs under section 18.


(3) Section 34 of the Social Services and Well-being (Wales) Act 2014 (how to meet
needs) applies to meeting needs under section 50(3) as it applies to meeting
needs under section 35 of that Act.


(4) In deciding how to meet an adult’s needs for care and support under section
48(2), 50(3) or 51(3), an authority must involve—


(a) the adult,
(b) any carer that the adult has, and
(c) any person whom the adult asks the authority to involve or, where the


adult lacks capacity to ask the authority to do that, any person who
appears to the authority to be interested in the adult’s welfare.


(5) In deciding how to meet a carer’s needs for support under section 48(2), 50(3)
or 51(3), an authority must involve—


(a) the carer, and
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(b) any person whom the carer asks the authority to involve.


(6) In carrying out the duty under subsection (4)(a) or (5)(a), an authority must
take all reasonable steps to reach agreement with the adult or carer about how
it should meet the needs in question.


(7) Sections 21 to 23 (exceptions to duty to meet needs) apply to meeting needs
under section 48(2) as they apply to meeting needs under section 18.


(8) Sections 46 to 49 of the Social Services and Well-being (Wales) Act 2014
(exceptions to, and restrictions on, duty to meet needs) apply to meeting needs
under section 50(3) as they apply to meeting needs under section 35 of that Act.


(9) Where an adult whose case comes within section 48 is being provided with
NHS continuing healthcare under arrangements made by a clinical
commissioning group no part of whose area is in the local authority’s area, the
group is to be treated as a relevant partner of the authority for the purposes of
sections 6 and 7.


(10) “NHS continuing healthcare” is to be construed in accordance with standing
rules under section 6E of the National Health Service Act 2006.


(11) Where a local authority considers it necessary to do so for the purpose of
carrying out its duty under section 48(2), it may request the registered care
provider, or such other person involved in the provider’s business as it
considers appropriate, to provide it with specified information.


(12) Regulations must make provision as to the interpretation for the purposes of
sections 48, 50 and 51 and this section of references to business failure or to
being unable to do something because of business failure; and the regulations
may, in particular, specify circumstances in which a person is to be treated as
unable to do something because of business failure.


(13) Pending the commencement of Part 4 of the Social Services and Well-being
(Wales) Act 2014—


(a) a reference in section 49 or 51 to making arrangements to meet needs
under section 35 or 36 of that Act is to be read as a reference to making
arrangements or providing services under—


(i) Part 3 of the National Assistance Act 1948,
(ii) section 45 of the Health Services and Public Health Act 1968,


(iii) section 117 of the Mental Health Act 1983, or
(iv) Schedule 15 to the National Health Service (Wales) Act 2006;


(b) a reference in section 49 or 51 to making arrangements to meet needs
under section 40 or 45 of that Act is to be read as a reference to
providing services as referred to in section 2 of the Carers and Disabled
Children Act 2000;


(c) a reference in section 49 or 51 to making direct payments under section
50 or 52 of that Act is to be read as a reference to making direct
payments by virtue of section 57 of the Health and Social Care Act 2001;


(d) subsection (8) is to be read as if there were substituted for it—


“(8) Sections 21(1A) and (8) and 29(6) of the National Assistance Act
1948 apply to meeting needs under section 50(3) as they apply
to the exercise of functions under sections 21 and 29 of that Act
by a local authority in Wales (within the meaning given in
paragraph 12 of Schedule 1).”
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(14) Pending the commencement of section 5 of the Social Care (Self-directed
Support) (Scotland) Act 2013—


(a) sections 49(2)(b)(ii) and 50(2)(b)(ii) are to be read as if there were
substituted for each of them—


“(ii) under section 12B of the Social Work (Scotland)
Act 1968,”, and


(b) section 51(2)(b)(iii) is to be read as if there were substituted for it—
“(iii) under section 12B of the Social Work (Scotland)


Act 1968.”.


Market oversight


53 Specifying criteria for application of market oversight regime


(1) Regulations must specify criteria for determining whether (subject to
regulations under subsection (4)) section 55 (financial sustainability
assessment) applies to a registered care provider who is registered in respect
of the carrying on of a regulated activity relating to the provision of social care
for adults.


(2) In specifying the criteria, the Secretary of State must have regard to the
following in particular—


(a) the amount of social care provided by a registered care provider,
(b) the geographical concentration of a registered care provider’s business, 
(c) the extent to which a registered care provider specialises in the


provision of particular types of care.


(3) The Secretary of State must—
(a) at such times as the Secretary of State considers appropriate, review the


criteria for the time being specified in the regulations, and
(b) publish information about how the matters mentioned in subsection


(2), and any other matters to which the Secretary of State has regard in
specifying the criteria, are to be measured.


(4) Regulations may provide that section 55 does not apply, or applies only to the
extent specified, to a specified registered care provider or to a registered care
provider of a specified description, regardless of whether that provider or a
provider of that description would satisfy the criteria.


(5) Regulations may provide that section 55 applies, or applies to the extent
specified, to a specified registered care provider or to a registered care provider
of a specified description, regardless of whether that provider or a provider of
that description would satisfy the criteria.


(6) The circumstances in which regulations may be made under subsection (4)
include those in which the Secretary of State is satisfied that certain registered
care providers are already subject to a regulatory regime comparable to that
provided for by sections 55 and 56; and regulations made in such
circumstances may, for example, make provision requiring specified persons
to co-operate or to share information of a specified description.


(7) “Social care” has the same meaning as in Part 1 of the Health and Social Care
Act 2008.
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54 Determining whether criteria apply to care provider


(1) The Care Quality Commission must determine, in the case of each registered
care provider, whether the provider satisfies one or more of the criteria
specified in regulations under section 53.


(2) If the Commission determines that the provider satisfies one or more of the
criteria, section 55 applies to that provider unless, or except in so far as,
regulations under section 53(4) provide that it does not apply.


(3) Where section 55 applies to a registered care provider (whether as a result of
subsection (2) or as a result of regulations under section 53(5)), the Commission
must inform the provider accordingly.


55 Assessment of financial sustainability of care provider


(1) Where this section applies to a registered care provider, the Care Quality
Commission must assess the financial sustainability of the provider’s business
of carrying on the regulated activity in respect of which it is registered.


(2) Where the Commission, in light of an assessment under subsection (1),
considers that there is a significant risk to the financial sustainability of the
provider’s business, it may—


(a) require the provider to develop a plan for how to mitigate or eliminate
the risk;


(b) arrange for, or require the provider to arrange for, a person with
appropriate professional expertise to carry out an independent review
of the business.


(3) Where the Commission imposes a requirement on a care provider under
subsection (2)(a), it may also require the provider—


(a) to co-operate with it in developing the plan, and
(b) to obtain its approval of the finalised plan.


(4) Where the Commission arranges for a review under subsection (2)(b), it may
recover from the provider such costs as the Commission incurs in connection
with the arrangements (other than its administrative costs in making the
arrangements).


(5) Regulations may make provision for enabling the Commission to obtain from
such persons as it considers appropriate information which the Commission
believes will assist it to assess the financial sustainability of a registered care
provider to which this section applies.


(6) Regulations may make provision about the making of the assessment required
by subsection (1).


(7) The Commission may consult such persons as it considers appropriate on the
method for assessing the financial sustainability of a registered care provider’s
business; and, having done so, it must publish guidance on the method it
expects to apply in making the assessment.


56 Informing local authorities where failure of care provider likely


(1) This section applies where the Care Quality Commission is satisfied that a
registered care provider to which section 55 applies is likely to become unable
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to carry on the regulated activity in respect of which it is registered because of
business failure as mentioned in section 48.


(2) The Commission must inform the local authorities which it thinks will be
required to carry out the duty under section 48(2) if the provider becomes
unable to carry on the regulated activity in question.


(3) Where the Commission considers it necessary to do so for the purpose of
assisting a local authority to carry out the duty under section 48(2), it may
request the provider, or such other person involved in the provider’s business
as the Commission considers appropriate, to provide it with specified
information.


(4) Where (as a result of subsection (3) or otherwise) the Commission has
information about the provider’s business that it considers may assist a local
authority in carrying out the duty under section 48(2), the Commission must
give the information to the local authority.


(5) Regulations may make provision as to the circumstances in which the
Commission is entitled to be satisfied for the purposes of subsection (1) that a
registered care provider is likely to become unable to carry on a regulated
activity.


(6) The Commission may consult such persons as it considers appropriate on the
methods to apply in assessing likelihood for the purposes of subsection (1);
and, having carried out that consultation, it must publish guidance on the
methods it expects to apply in making the assessment.


57 Sections 54 to 56: supplementary


(1) For the purposes of Part 1 of the Health and Social Care Act 2008, the duties
imposed on the Care Quality Commission under sections 54(1) and 55(1) are to
be treated as regulatory functions of the Commission.


(2) For the purposes of that Part of that Act, the doing by the Commission of
anything for the purpose of assisting a local authority to carry out the duty
under section 48(2) is to be treated as one of the Commission’s regulatory
functions.


(3) For the purposes of sections 17 and 18 of that Act (cancellation or suspension
of registration under Part 1 of that Act), a requirement imposed on a registered
care provider under or by virtue of any of sections 54 to 56 (or by virtue of
subsection (1) or (2)) is to be treated as a requirement imposed by or under
Chapter 6 of Part 1 of that Act.


(4) The Commission must, in exercising any of its functions under sections 54 to
56, have regard to the need to minimise the burdens it imposes on others.


Transition for children to adult care and support, etc.


58 Assessment of a child’s needs for care and support


(1) Where it appears to a local authority that a child is likely to have needs for care
and support after becoming 18, the authority must, if it is satisfied that it would
be of significant benefit to the child to do so and if the consent condition is met,
assess—
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(a) whether the child has needs for care and support and, if so, what those
needs are, and


(b) whether the child is likely to have needs for care and support after
becoming 18 and, if so, what those needs are likely to be.


(2) An assessment under subsection (1) is referred to in this Part as a “child’s needs
assessment”.


(3) The consent condition is met if—
(a) the child has capacity or is competent to consent to a child’s needs


assessment being carried out and the child does so consent, or
(b) the child lacks capacity or is not competent so to consent but the


authority is satisfied that carrying out a child’s needs assessment
would be in the child’s best interests.


(4) Where a child refuses a child’s needs assessment and the consent condition is
accordingly not met, the local authority must nonetheless carry out the
assessment if the child is experiencing, or is at risk of, abuse or neglect.


(5) Where a local authority, having received a request to carry out a child’s
assessment from the child concerned or a parent or carer of the child, decides
not to comply with the request, it must give the person who made the
request—


(a) written reasons for its decision, and
(b) information and advice about what can be done to prevent or delay the


development by the child of needs for care and support in the future.


(6) “Parent”, in relation to a child, includes—
(a) a parent of the child who does not have parental responsibility for the


child, and
(b) a person who is not a parent of the child but who has parental


responsibility for the child.


(7) “Carer”, in relation to a child, means a person, other than a parent, who is
providing care for the child, whether or not under or by virtue of a contract or
as voluntary work.


(8) The reference to providing care includes a reference to providing practical or
emotional support.


59 Child’s needs assessment: requirements etc.


(1) A child’s needs assessment must include an assessment of—
(a) the impact on the matters specified in section 1(2) of what the child’s


needs for care and support are likely to be after the child becomes 18,
(b) the outcomes that the child wishes to achieve in day-to-day life, and
(c) whether, and if so to what extent, the provision of care and support


could contribute to the achievement of those outcomes.


(2) A local authority, in carrying out a child’s needs assessment, must involve—
(a) the child,
(b) the child’s parents and any carer that the child has, and
(c) any person whom the child or a parent or carer of the child requests the


local authority to involve.
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(3) When carrying out a child’s needs assessment, a local authority must also
consider whether, and if so to what extent, matters other than the provision of
care and support could contribute to the achievement of the outcomes that the
child wishes to achieve in day-to-day life.


(4) Having carried out a child’s needs assessment, a local authority must give the
child—


(a) an indication as to whether any of the needs for care and support which
it thinks the child is likely to have after becoming 18 are likely to meet
the eligibility criteria (and, if so, which ones are likely to do so), and


(b) advice and information about—
(i) what can be done to meet or reduce the needs which it thinks


the child is likely to have after becoming 18;
(ii) what can be done to prevent or delay the development by the


child of needs for care and support in the future.


(5) But in a case where the child is not competent or lacks capacity to understand
the things which the local authority is required to give under subsection (4),
that subsection is to have effect as if for “must give the child” there were
substituted “must give the child’s parents”.


(6) Where a person to whom a child’s needs assessment relates becomes 18, the
local authority must decide whether to treat the assessment as a needs
assessment; and if the authority decides to do so, this Part applies to the child’s
needs assessment as if it were a needs assessment that had been carried out
after the person had become 18.


(7) In considering what to decide under subsection (6), a local authority must have
regard to—


(a) when the child’s needs assessment was carried out, and
(b) whether it appears to the authority that the circumstances of the person


to whom the child’s needs assessment relates have changed in a way
that might affect the assessment.


(8) “Carer” has the same meaning as in section 58.


60 Assessment of a child’s carer’s needs for support


(1) Where it appears to a local authority that a carer of a child is likely to have
needs for support after the child becomes 18, the authority must, if it is satisfied
that it would be of significant benefit to the carer to do so, assess—


(a) whether the carer has needs for support and, if so, what those needs
are, and


(b) whether the carer is likely to have needs for support after the child
becomes 18 and, if so, what those needs are likely to be.


(2) An assessment under subsection (1) is referred to in this Part as a “child’s
carer’s assessment”.


(3) Where a child’s carer refuses a child’s carer’s assessment, the local authority is
not required to carry out the assessment (and subsection (1) does not apply in
the carer’s case).


(4) Where, having refused a child’s carer’s assessment, a child’s carer requests the
assessment, subsection (1) applies in the carer’s case (and subsection (3) does
not).
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(5) Where a child’s carer has refused a child’s carer’s assessment and the local
authority concerned thinks that the carer’s needs or circumstances have
changed, subsection (1) applies in the carer’s case (but subject to further refusal
as mentioned in subsection (3)).


(6) Where a local authority, having received a request to carry out a child’s carer’s
assessment from the carer concerned, decides not to comply with the request,
it must give the carer—


(a) written reasons for its decision, and
(b) information and advice about what can be done to prevent or delay the


development by the carer of needs for support in the future.


(7) “Carer”, in relation to a child, means an adult (including one who is a parent of
the child) who provides or intends to provide care for the child (but see
subsection (8)).


(8) An adult is not a carer for the purposes of this section if the adult provides or
intends to provide care—


(a) under or by virtue of a contract, or
(b) as voluntary work.


(9) But in a case where the local authority considers that the relationship between
the child and the adult providing or intending to provide care is such that it
would be appropriate for the adult to be regarded as a carer, the adult is to be
regarded as such (and subsection (8) is therefore to be ignored in that case).


(10) The references to providing care include a reference to providing practical or
emotional support.


61 Child’s carer’s assessment: requirements etc.


(1) A child’s carer’s assessment must include an assessment of—
(a) whether the carer is able to provide care for the child and is likely to


continue to be able to do so after the child becomes 18,
(b) whether the carer is willing to do so and is likely to continue to be


willing to do so after the child becomes 18,
(c) the impact on the matters specified in section 1(2) of what the carer’s


needs for support are likely to be after the child becomes 18,
(d) the outcomes that the carer wishes to achieve in day-to-day life, and
(e) whether, and if so to what extent, the provision of support could


contribute to the achievement of those outcomes.


(2) A local authority, in carrying out a child’s carer’s assessment, must have
regard to—


(a) whether the carer works or wishes to do so, and
(b) whether the carer is participating in or wishes to participate in


education, training or recreation.


(3) A local authority, in carrying out a child’s carer’s assessment, must involve—
(a) the carer, and
(b) any person whom the carer asks the local authority to involve.


(4) When carrying out a child’s carer’s assessment, a local authority must also
consider whether, and if so to what extent, matters other than the provision of
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support could contribute to the achievement of the outcomes that the carer
wishes to achieve in day-to-day life.


(5) Having carried out a child’s carer’s assessment, a local authority must give the
carer—


(a) an indication as to whether any of the needs for support which it thinks
the carer is likely to have after the child becomes 18 are likely to meet
the eligibility criteria (and, if so, which ones are likely to do so), and


(b) advice and information about—
(i) what can be done to meet or reduce the needs which it thinks


the carer is likely to have after the child becomes 18;
(ii) what can be done to prevent or delay the development by the


carer of needs for support in the future.


(6) Where, in the case of a carer to whom a child’s carer’s assessment relates, the
child becomes 18, the local authority must decide whether to treat the
assessment as a carer’s assessment; and if the authority decides to do so, this
Part applies to the child’s carer’s assessment as if it were a carer’s assessment
that had been carried out after the child had become 18.


(7) In considering what to decide under subsection (6), a local authority must have
regard to—


(a) when the child’s carer’s assessment was carried out, and
(b) whether it appears to the authority that the circumstances of the carer


to whom the child’s carer’s assessment relates have changed in a way
that might affect the assessment.


(8) “Carer” has the same meaning as in section 60.


62 Power to meet child’s carer’s needs for support


(1) Where a local authority, having carried out a child’s carer’s assessment, is
satisfied that the carer has needs for support, it may meet such of those needs
as it considers appropriate.


(2) Regulations may make provision in connection with the exercise of the power
under subsection (1); the regulations may, in particular, provide for provisions
of this Part to apply with such modifications as may be specified.


(3) In deciding whether or how to exercise the power under subsection (1), a local
authority must have regard to any services being provided to the carer under
section 17 of the Children Act 1989. 


(4) “Carer” has the same meaning as in section 60.


63 Assessment of a young carer’s needs for support


(1) Where it appears to a local authority that a young carer is likely to have needs
for support after becoming 18, the authority must, if it is satisfied that it would
be of significant benefit to the young carer to do so and if the consent condition
is met, assess—


(a) whether the young carer has needs for support and, if so, what those
needs are, and


(b) whether the young carer is likely to have needs for support after
becoming 18 and, if so, what those needs are likely to be.
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(2) An assessment under subsection (1) is referred to in this Part as a “young
carer’s assessment”.


(3) The consent condition is met if—
(a) the young carer has capacity or is competent to consent to a young


carer’s assessment being carried out and the young carer does so
consent, or


(b) the young carer lacks capacity or is not competent so to consent but the
authority is satisfied that carrying out a young carer’s assessment
would be in the young carer’s best interests.


(4) Where a young carer refuses a young carer’s assessment and the consent
condition is accordingly not met, the local authority must nonetheless carry out
the assessment if the young carer is experiencing, or is at risk of, abuse or
neglect.


(5) Where a local authority, having received a request to carry out a young carer’s
assessment from the young carer concerned or a parent of the young carer,
decides not to comply with the request, it must give the person who made the
request—


(a) written reasons for its decision, and
(b) advice and information about what can be done to prevent or delay the


development by the young carer of needs for support in the future.


(6) “Young carer” means a person under 18 who provides or intends to provide
care for an adult (but see subsection (7)).


(7) A person is not a young carer for the purposes of this section if the person
provides or intends to provide care—


(a) under or by virtue of a contract, or
(b) as voluntary work.


(8) But in a case where the local authority considers that the relationship between
the adult and the person under 18 providing or intending to provide care is
such that it would be appropriate for the person under 18 to be regarded as a
young carer, that person is to be regarded as such (and subsection (7) is
therefore to be ignored in that case).


(9) The references to providing care include a reference to providing practical or
emotional support.


64 Young carer’s assessment: requirements etc.


(1) A young carer’s assessment must include an assessment of—
(a) whether the young carer is able to provide care for the person in


question and is likely to continue to be able to do so after becoming 18, 
(b) whether the young carer is willing to do so and is likely to continue to


be willing to do so after becoming 18, 
(c) the impact on the matters specified in section 1(2) of what the young


carer’s needs for support are likely to be after the young carer becomes
18,


(d) the outcomes that the young carer wishes to achieve in day-to-day life,
and


(e) whether, and if so to what extent, the provision of support could
contribute to the achievement of those outcomes.
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(2) A local authority, in carrying out a young carer’s assessment, must have regard
to—


(a) the extent to which the young carer works or wishes to work (or is
likely to wish to do so after becoming 18),


(b) the extent to which the young carer is participating in or wishes to
participate in education, training or recreation (or is likely to wish to do
so after becoming 18).


(3) A local authority, in carrying out a young carer’s assessment, must involve—
(a) the young carer,
(b) the young carer’s parents, and
(c) any person whom the young carer or a parent of the young carer


requests the authority to involve.


(4) When carrying out a young carer’s assessment, a local authority must also
consider whether, and if so to what extent, matters other than the provision of
support could contribute to the achievement of the outcomes that the young
carer wishes to achieve in day-to-day life.


(5) Having carried out a young carer’s assessment, a local authority must give the
young carer—


(a) an indication as to whether any of the needs for support which it thinks
the young carer is likely to have after becoming 18 are likely to meet the
eligibility criteria (and, if so, which ones are likely to do so), and


(b) advice and information about—
(i) what can be done to meet or reduce the needs for support which


it thinks the young carer is likely to have after becoming 18;
(ii) what can be done to prevent or delay the development by the


young carer of needs for support in the future.


(6) But in a case where the young carer is not competent or lacks capacity to
understand the things which the local authority is required to give under
subsection (5), that subsection is to have effect as if for “must give the young
carer” there were substituted “must give the young carer’s parents”.


(7) Where a person to whom a young carer’s assessment relates becomes 18, the
local authority must decide whether to treat the assessment as a carer’s
assessment; and if the authority decides to do so, this Part applies to the young
carer’s assessment as if it were a carer’s assessment that had been carried out
after the person had become 18.


(8) In considering what to decide under subsection (7), a local authority must have
regard to—


(a) when the young carer’s assessment was carried out, and
(b) whether it appears to the authority that the circumstances of the person


to whom the young carer’s assessment relates have changed in a way
that might affect the assessment.


65 Assessments under sections 58 to 64: further provision


(1) Regulations under section 12—
(a) may make such provision about carrying out a child’s needs


assessment as they may make about carrying out a needs assessment;
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(b) may make such provision about carrying out a child’s carer’s
assessment or a young carer’s assessment as they may make about
carrying out a carer’s assessment.


(2) A local authority may combine a child’s needs assessment or young carer’s
assessment with an assessment it is carrying out (whether or not under this
Part) in relation to another person only if the consent condition is met in
relation to the child to whom the child’s needs or young carer’s assessment
relates and—


(a) where the combination would include an assessment relating to
another child, the consent condition is met in relation to that other
child;


(b) where the combination would include an assessment relating to an
adult, the adult agrees.


(3) A local authority may combine a child’s carer’s assessment with an assessment
it is carrying out (whether or not under this Part) in relation to another person
only if the adult to whom the child’s carer’s assessment relates agrees and—


(a) where the combination would include an assessment relating to
another adult, that other adult agrees, and


(b) where the combination would include an assessment relating to a child,
the consent condition is met in relation to that child.


(4) The consent condition is met in relation to a child if—
(a) the child has capacity or is competent to agree to the assessments being


combined and does so agree, or
(b) the child lacks capacity or is not competent so to agree but the local


authority is satisfied that combining the assessments would be in the
child’s best interests.


(5) Where a local authority is carrying out a child’s needs assessment, a child’s
carer’s assessment or a young carer’s assessment, and there is some other
assessment being or about to be carried out in relation to the person to whom
the assessment relates or in relation to a relevant person, the local authority
may carry out that other assessment—


(a) on behalf of or jointly with the body responsible for carrying it out, or
(b) if that body has arranged to carry out the other assessment jointly with


another person, jointly with that body and the other person.


(6) A reference to an assessment includes a reference to part of an assessment.


(7) A person is a “relevant person”, in relation to a child’s needs, child’s carer’s or
young carer’s assessment, if it would be reasonable to combine an assessment
relating to that person with the child’s needs, child’s carer’s or young carer’s
assessment (as mentioned in subsections (2) and (3)).


66 Continuity of services under other legislation


(1) Before section 17A of the Children Act 1989 insert—


“17ZH Section 17 services: transition for children to adult care and support


(1) Subsections (2) to (4) apply where a local authority in England
providing services for a child in need in the exercise of functions
conferred by section 17—
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(a) are required by section 58(1) or 63(1) of the Care Act 2014 to
carry out a child’s needs assessment or young carer’s
assessment in relation to the child, or


(b) are required by section 60(1) of that Act to carry out a child’s
carer’s assessment in relation to a carer of the child.


(2) If the local authority carry out the assessment before the child reaches
the age of 18 and decide to treat it as a needs or carer’s assessment in
accordance with section 59(6), 61(6) or 64(7) of the Care Act 2014 (with
Part 1 of that Act applying to the assessment as a result), the authority
must continue to comply with section 17 after the child reaches the age
of 18 until they reach a conclusion in his case.


(3) If the local authority carry out the assessment before the child reaches
the age of 18 but decide not to treat it as a needs or carer’s assessment
in accordance with section 59(6), 61(6) or 64(7) of the Care Act 2014—


(a) they must carry out a needs or carer’s assessment (as the case
may be) after the child reaches the age of 18, and


(b) they must continue to comply with section 17 after he reaches
that age until they reach a conclusion in his case.


(4) If the local authority do not carry out the assessment before the child
reaches the age of 18, they must continue to comply with section 17
after he reaches that age until—


(a) they decide that the duty under section 9 or 10 of the Care Act
2014 (needs or carer’s assessment) does not apply, or


(b) having decided that the duty applies and having discharged it,
they reach a conclusion in his case.


(5) Subsection (6) applies where a local authority in England providing
services for a child in need in the exercise of functions conferred by
section 17—


(a) receive a request for a child’s needs assessment or young carer’s
assessment to be carried out in relation to the child or for a
child’s carer’s assessment to be carried out in relation to a carer
of the child, but


(b) have yet to be required by section 58(1), 60(1) or 63(1) of the
Care Act 2014 to carry out the assessment.


(6) If the local authority do not decide, before the child reaches the age of
18, whether or not to comply with the request, they must continue to
comply with section 17 after he reaches that age until—


(a) they decide that the duty under section 9 or 10 of the Care Act
2014 does not apply, or


(b) having decided that the duty applies and having discharged it,
they reach a conclusion in his case.


(7) A local authority reach a conclusion in a person’s case when—
(a) they conclude that he does not have needs for care and support


or for support (as the case may be), or
(b) having concluded that he has such needs and that they are


going to meet some or all of them, they begin to do so, or
(c) having concluded that he has such needs, they conclude that


they are not going to meet any of those needs (whether because
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those needs do not meet the eligibility criteria or for some other
reason).


(8) In this section, “child’s needs assessment”, “child’s carer’s assessment”,
“young carer’s assessment”, “needs assessment”, “carer’s assessment”
and “eligibility criteria” each have the same meaning as in Part 1 of the
Care Act 2014.


17ZI Section 17 services: provision after EHC plan no longer maintained


(1) This section applies where a local authority in England providing
services for a person in the exercise, by virtue of section 17ZG, of
functions conferred by section 17 are required to carry out a needs
assessment in that person’s case.


(2) If the EHC plan for the person ceases to be maintained before the local
authority reach a conclusion in the person’s case, they must continue to
comply with section 17 until they do reach a conclusion in his case.


(3) The references to the local authority reaching a conclusion in a person’s
case are to be read with section 17ZH(7).


(4) In this section, “needs assessment” has the same meaning as in Part 1 of
the Care Act 2014.”


(2) In section 17ZG of that Act (continued provision of services under section 17
where EHC plan maintained), in subsection (2), after “after the EHC plan has
ceased to be maintained” insert “, except in so far as the authority is required
to do so under section 17ZH or 17ZI”.


(3) After section 2 of the Chronically Sick and Disabled Persons Act 1970 insert—


“2A Welfare services: transition for children to adult care and support


(1) Subsections (2) to (4) apply where a local authority in England making
arrangements for a disabled child under section 2 are required by
section 58(1) of the Care Act 2014 to carry out a child’s needs
assessment in relation to the child.


(2) If the local authority carry out the assessment before the child reaches
the age of 18 and decide to treat it as a needs assessment in accordance
with section 59(6) of the Care Act 2014 (with Part 1 of that Act applying
to the assessment as a result), the authority must continue to comply
with section 2 after the child reaches the age of 18 until they reach a
conclusion in his case.


(3) If the local authority carry out the assessment before the child reaches
the age of 18 but decide not to treat it as a needs assessment in
accordance with section 59(6) of that Act—


(a) they must carry out a needs assessment after the child reaches
the age of 18, and


(b) they must continue to comply with section 2 after he reaches
that age until they reach a conclusion in his case.


(4) If the local authority do not carry out the assessment before the child
reaches the age of 18, they must continue to comply with section 2 after
he reaches that age until—


(a) they decide that the duty under section 9 of the Care Act 2014
(needs assessment) does not apply, or
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(b) having decided that the duty applies and having discharged it,
they reach a conclusion in his case.


(5) Subsection (6) applies where a local authority in England making
arrangements for a disabled child under section 2—


(a) receive a request for a child’s needs assessment to be carried out
in relation to the child, but


(b) have yet to be required by section 58(1) of the Care Act 2014 to
carry out the assessment.


(6) If the local authority do not decide, before the child reaches the age of
18, whether or not to comply with the request, they must continue to
comply with section 2 after he reaches that age until—


(a) they decide that the duty under section 9 of the Care Act 2014
does not apply, or


(b) having decided that the duty applies and having discharged it,
they reach a conclusion in his case.


(7) A local authority reach a conclusion in a person’s case when—
(a) they conclude that he does not have needs for care and support,
(b) having concluded that he has such needs and that they are


going to meet some or all of them, they begin to do so, or
(c) having concluded that he has such needs, they conclude that


they are not going to meet any of those needs (whether because
those needs do not meet the eligibility criteria or for some other
reason).


(8) In this section, “child’s needs assessment”, “needs assessment” and
“eligibility criteria” each have the same meaning as in Part 1 of the Care
Act 2014.”


Independent advocacy support


67 Involvement in assessments, plans etc.


(1) This section applies where a local authority is required by a relevant provision
to involve an individual in its exercise of a function.


(2) The authority must, if the condition in subsection (4) is met, arrange for a
person who is independent of the authority (an “independent advocate”) to be
available to represent and support the individual for the purpose of facilitating
the individual’s involvement; but see subsection (5).


(3) The relevant provisions are—
(a) section 9(5)(a) and (b) (carrying out needs assessment);
(b) section 10(7)(a) (carrying out carer’s assessment);
(c) section 25(3)(a) and (b) (preparing care and support plan);
(d) section 25(4)(a) and (b) (preparing support plan);
(e) section 27(2)(b)(i) and (ii) (revising care and support plan);
(f) section 27(3)(b)(i) and (ii) (revising support plan);
(g) section 59(2)(a) and (b) (carrying out child’s needs assessment);
(h) section 61(3)(a) (carrying out child’s carer’s assessment);
(i) section 64(3)(a) and (b) (carrying out young carer’s assessment).
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(4) The condition is that the local authority considers that, were an independent
advocate not to be available, the individual would experience substantial
difficulty in doing one or more of the following—


(a) understanding relevant information;
(b) retaining that information;
(c) using or weighing that information as part of the process of being


involved;
(d) communicating the individual’s views, wishes or feelings (whether by


talking, using sign language or any other means).


(5) The duty under subsection (2) does not apply if the local authority is satisfied
that there is a person—


(a) who would be an appropriate person to represent and support the
individual for the purpose of facilitating the individual’s involvement,
and


(b) who is not engaged in providing care or treatment for the individual in
a professional capacity or for remuneration.


(6) For the purposes of subsection (5), a person is not to be regarded as an
appropriate person unless—


(a) where the individual has capacity or is competent to consent to being
represented and supported by that person, the individual does so
consent, or


(b) where the individual lacks capacity or is not competent so to consent,
the local authority is satisfied that being represented and supported by
that person would be in the individual’s best interests.


(7) Regulations may make provision in connection with the making of
arrangements under subsection (2); the regulations may in particular—


(a) specify requirements that must be met for a person to be independent
for the purposes of subsection (2);


(b) specify matters to which a local authority must have regard in deciding
whether an individual would experience substantial difficulty of the
kind mentioned in subsection (4);


(c) specify circumstances in which the exception in subsection (5) does not
apply;


(d) make provision as to the manner in which independent advocates are
to perform their functions;


(e) specify circumstances in which, if an assessment under this Part is
combined with an assessment under this Part that relates to another
person, each person may or must be represented and supported by the
same independent advocate or by different independent advocates;


(f) provide that an independent advocate may, in such circumstances or
subject to such conditions as may be specified, examine and take copies
of relevant records relating to the individual.


(8) This section does not restrict the provision that may be made under any other
provision of this Act.


(9) “Relevant record” means—
(a) a health record (within the meaning given in section 68 of the Data


Protection Act 1998 (as read with section 69 of that Act)),
(b) a record of, or held by, a local authority and compiled in connection


with a function under this Part or a social services function (within the
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meaning given in section 1A of the Local Authority Social Services Act
1970),


(c) a record held by a person registered under Part 2 of the Care Standards
Act 2000 or Chapter 2 of Part 1 of the Health and Social Care Act 2008,
or


(d) a record of such other description as may be specified in the
regulations.


68 Safeguarding enquiries and reviews


(1) This section applies where there is to be—
(a) an enquiry under section 42(2),
(b) a review under section 44(1) of a case in which condition 2 in section


44(3) is met or a review under section 44(4).


(2) The relevant local authority must, if the condition in subsection (3) is met,
arrange for a person who is independent of the authority (an “independent
advocate”) to be available to represent and support the adult to whose case the
enquiry or review relates for the purpose of facilitating his or her involvement
in the enquiry or review; but see subsections (4) and (6).


(3) The condition is that the local authority considers that, were an independent
advocate not to be available, the individual would experience substantial
difficulty in doing one or more of the following—


(a) understanding relevant information;
(b) retaining that information;
(c) using or weighing that information as part of the process of being


involved;
(d) communicating the individual’s views, wishes or feelings (whether by


talking, using sign language or any other means).


(4) The duty under subsection (2) does not apply if the local authority is satisfied
that there is a person—


(a) who would be an appropriate person to represent and support the
adult for the purpose of facilitating the adult’s involvement, and


(b) who is not engaged in providing care or treatment for the adult in a
professional capacity or for remuneration.


(5) For the purposes of subsection (4), a person is not to be regarded as an
appropriate person unless—


(a) where the adult has capacity to consent to being represented and
supported by that person, the adult does so consent, or


(b) where the adult lacks capacity so to consent, the local authority is
satisfied that being represented and supported by that person would be
in the adult’s best interests.


(6) If the enquiry or review needs to begin as a matter of urgency, it may do so
even if the authority has not yet been able to comply with the duty under
subsection (2) (and the authority continues to be subject to the duty).


(7) “Relevant local authority” means—
(a) in a case within subsection (1)(a), the authority making the enquiry or


causing it to be made;
(b) in a case within subsection (1)(b), the authority which established the


SAB arranging the review.
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Enforcement of debts


69 Recovery of charges, interest etc.


(1) Any sum due to a local authority under this Part is recoverable by the authority
as a debt due to it.


(2) But subsection (1) does not apply in a case where a deferred payment
agreement could, in accordance with regulations under section 34(1), be
entered into, unless—


(a) the local authority has sought to enter into such an agreement with the
adult from whom the sum is due, and


(b) the adult has refused.


(3) A sum is recoverable under this section—
(a) in a case in which the sum becomes due to the local authority on or after


the commencement of this section, within six years of the date the sum
becomes due;


(b) in any other case, within three years of the date on which it becomes
due.


(4) Where a person misrepresents or fails to disclose (whether fraudulently or
otherwise) to a local authority any material fact in connection with the
provisions of this Part, the following sums are due to the authority from the
person—


(a) any expenditure incurred by the authority as a result of the
misrepresentation or failure, and


(b) any sum recoverable under this section which the authority has not
recovered as a result of the misrepresentation or failure.


(5) The costs incurred by a local authority in recovering or seeking to recover a
sum due to it under this Part are recoverable by the authority as a debt due to it.


(6) Regulations may—
(a) make provision for determining the date on which a sum becomes due


to a local authority for the purposes of this section;
(b) specify cases or circumstances in which a sum due to a local authority


under this Part is not recoverable by it under this section;
(c) specify cases or circumstances in which a local authority may charge


interest on a sum due to it under this Part;
(d) where interest is chargeable, provide that it—


(i) must be charged at a rate specified in or determined in
accordance with the regulations, or


(ii) may not be charged at a rate that exceeds the rate specified in or
determined in accordance with the regulations.


70 Transfer of assets to avoid charges


(1) This section applies in a case where an adult’s needs have been or are being
met by a local authority under sections 18 to 20 and where—


(a) the adult has transferred an asset to another person (a “transferee”),
(b) the transfer was undertaken with the intention of avoiding charges for


having the adult’s needs met, and
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(c) either the consideration for the transfer was less than the value of the
asset or there was no consideration for the transfer.


(2) The transferee is liable to pay to the local authority an amount equal to the
difference between—


(a) the amount the authority would have charged the adult were it not for
the transfer of the asset, and 


(b) the amount it did in fact charge the adult.


(3) But the transferee is not liable to pay to the authority an amount which exceeds
the benefit accruing to the transferee from the transfer.


(4) Where an asset has been transferred to more than one transferee, the liability
of each transferee is in proportion to the benefit accruing to that transferee from
the transfer.


(5) “Asset” means anything which may be taken into account for the purposes of
a financial assessment.


(6) The value of an asset (other than cash) is the amount which would have been
realised if it had been sold on the open market by a willing seller at the time of
the transfer, with a deduction for—


(a) the amount of any incumbrance on the asset, and
(b) a reasonable amount in respect of the expenses of the sale.


(7) Regulations may specify cases or circumstances in which liability under
subsection (2) does not arise.


Review of funding provisions


71 Five-yearly review by Secretary of State


(1) The Secretary of State must review—
(a) the level at which the cap on care costs is for the time being set under


regulations under section 15(4), 
(b) the level at which the amount attributable to an adult’s daily living


costs is for the time being set under regulations under section 15(8), and
(c) the level at which the financial limit is for the time being set under


regulations under section 17(8).


(2) In carrying out the review, the Secretary of State must have regard to—
(a) the financial burden on the state of each of those matters being at the


level in question,
(b) the financial burden on local authorities of each of those matters being


at the level in question,
(c) the financial burden on adults who have needs for care and support of


each of those matters being at the level in question,
(d) the length of time for which people can reasonably be expected to live


in good health,
(e) changes in the ways or circumstances in which adults’ needs for care


and support are being or are likely to be met,
(f) changes in the prevalence of conditions for which the provision of care


and support is or is likely to be required, and
(g) such other factors as the Secretary of State considers relevant.
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(3) The Secretary of State must prepare and publish a report on the outcome of the
review.


(4) The first report must be published before the end of the period of five years
beginning with the day on which section 15 comes into force.


(5) Each subsequent report must be published before the end of the period of five
years beginning with the day on which the previous report was published.


(6) The Secretary of State may arrange for some other person to carry out the
whole or part of a review under this section on the Secretary of State’s behalf.


(7) The Secretary of State must lay before Parliament a report prepared under this
section.


Appeals


72 Part 1 appeals


(1) Regulations may make provision for appeals against decisions taken by a local
authority in the exercise of functions under this Part in respect of an individual
(including decisions taken before the coming into force of the first regulations
made under this subsection).


(2) The regulations may in particular make provision about—
(a) who may (and may not) bring an appeal;
(b) grounds on which an appeal may be brought;
(c) pre-conditions for bringing an appeal;
(d) how an appeal is to be brought and dealt with (including time limits);
(e) who is to consider an appeal;
(f) matters to be taken into account (and disregarded) by the person or


body considering an appeal;
(g) powers of the person or body deciding an appeal;
(h) what action is to be taken by a local authority as a result of an appeal


decision;
(i) providing information about the right to bring an appeal, appeal


procedures and other sources of information and advice;
(j) representation and support for an individual bringing or otherwise


involved in an appeal;
(k) investigations into things done or not done by a person or body with


power to consider an appeal.


(3) Provision about pre-conditions for bringing an appeal may require specified
steps to have been taken before an appeal is brought.


(4) Provision about how an appeal is to be dealt with may include provision for—
(a) the appeal to be treated as, or as part of, an appeal brought or complaint


made under another procedure;
(b) the appeal to be considered with any such appeal or complaint.


(5) Provision about who is to consider an appeal may include provision—
(a) establishing, or requiring or permitting the establishment of, a panel or


other body to consider an appeal;
(b) requiring an appeal to be considered by, or by persons who include,


persons with a specified description of expertise or experience.
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(6) Provision about representation and support for an individual may include
provision applying any provision of or made under section 67, with or without
modifications.


(7) The regulations may make provision for— 
(a) an appeal brought or complaint made under another procedure to be


treated as, or as part of, an appeal brought under the regulations;
(b) an appeal brought or complaint made under another procedure to be


considered with an appeal brought under the regulations;
(c) matters raised in an appeal brought under the regulations to be taken


into account by the person or body considering an appeal brought or
complaint made under another procedure.


(8) The regulations may include provision conferring functions on a person or
body established by or under an Act (including an Act passed after the passing
of this Act); for that purpose, the regulations may amend, repeal, or revoke an
enactment, or provide for an enactment to apply with specified modifications.


(9) Regulations may make provision, in relation to a case where an appeal is
brought under regulations under subsection (1)—


(a) for any provision of this Part to apply, for a specified period, as if a
decision (“the interim decision”) differing from the decision appealed
against had been made;


(b) as to what the terms of the interim decision are, or as to how and by
whom they are to be determined;


(c) for financial adjustments to be made following a decision on the appeal.


(10) The period specified under subsection (9)(a) may not begin earlier than the
date on which the decision appealed against was made, or end later than the
date on which the decision on the appeal takes effect.


Miscellaneous


73 Human Rights Act 1998: provision of regulated care or support etc a public 
function


(1) This section applies where—
(a) in England, a registered care provider provides care and support to an


adult or support to a carer, in the course of providing—
(i) personal care in a place where the adult receiving the personal


care is living when the personal care is provided, or
(ii) residential accommodation together with nursing or personal


care;
(b) in Wales, a person registered under Part 2 of the Care Standards Act


2000 provides care and support to an adult, or support to a carer, in the
course of providing—


(i) personal care in a place where the adult receiving the personal
care is living when the personal care is provided, or


(ii) residential accommodation together with nursing or personal
care;


(c) in Scotland, a person provides advice, guidance or assistance to an
adult or support to a carer, in the course of providing a care service
which is registered under section 59 of the Public Services Reform
(Scotland) Act 2010 and which consists of the provision of—
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(i) personal care in a place where the adult receiving the personal
care is living when the personal care is provided, or


(ii) residential accommodation together with nursing or personal
care;


(d) in Northern Ireland, a person registered under Part 3 of the Health and
Personal Social Services (Quality, Improvement and Regulation)
(Northern Ireland) Order 2003 provides advice, guidance or assistance
to an adult or services to a carer, in the course of providing—


(i) personal care in a place where the adult receiving the personal
care is living when the personal care is provided, or


(ii) residential accommodation together with nursing or personal
care.


In this section “the care or support” means the care and support, support,
advice, guidance, assistance or services provided as mentioned above, and “the
provider” means the person who provides the care or support.


(2) The provider is to be taken for the purposes of section 6(3)(b) of the Human
Rights Act 1998 (acts of public authorities) to be exercising a function of a
public nature in providing the care or support, if the requirements of
subsection (3) are met.


(3) The requirements are that—
(a) the care or support is arranged by an authority listed in column 1 of the


Table below, or paid for (directly or indirectly, and in whole or in part)
by such an authority, and


(b) the authority arranges or pays for the care or support under a provision
listed in the corresponding entry in column 2 of the Table.


TABLE


Authority Provisions imposing duty or conferring power to 
meet needs


Local authority in
England


Sections 2, 18, 19, 20, 38 and 48 of this Act.


Local authority in
Wales


Part 4 and section 189 of the Social Services and
Well-being (Wales) Act 2014.


Section 50 of this Act.


Local authority in
Scotland


Sections 12, 13A, 13B and 14 of the Social Work
(Scotland) Act 1968.


Section 3 of the Social Care (Self-directed
Support) (Scotland) Act 2013.


Health and Social
Care trust


Article 15 of the Health and Personal Social
Services (Northern Ireland) Order 1972.


Section 51 of this Act.
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(4) In this section—
“local authority in England” means a local authority for the purposes of


this Part;
“local authority in Wales” means a local authority for the purposes of the


Social Services and Well-being (Wales) Act 2014;
“local authority in Scotland” means a council constituted under section 2


of the Local Government etc. (Scotland) Act 1994;
“nursing care”, for England, Wales and Northern Ireland, has the same


meaning as in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010, as amended from time to time;


“personal care”—
(a) for England, Wales and Northern Ireland, has the same


meaning as in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010, as amended from time to time;


(b) for Scotland, has the same meaning as in Part 5 of the Public
Services Reform (Scotland) Act 2010, as amended from time to
time.


74 Discharge of hospital patients with care and support needs


Schedule 3 (which includes provision about the discharge of hospital patients
with care and support needs) has effect.


75 After-care under the Mental Health Act 1983


(1) In section 117 of the Mental Health Act 1983 (after-care), in subsection (2), after
“to provide” insert “or arrange for the provision of”.


(2) In subsection (2D) of that section, for the words from “as if” to the end
substitute “as if the words “provide or” were omitted.”


(3) In subsection (3) of that section, after “means the local social services authority”
insert “—


(a) if, immediately before being detained, the person concerned
was ordinarily resident in England, for the area in England in
which he was ordinarily resident;


(b) if, immediately before being detained, the person concerned
was ordinarily resident in Wales, for the area in Wales in which
he was ordinarily resident; or


(c) in any other case”.


Authority (within
the meaning of
section 10 of the
Carers and Direct
Payments Act
(Northern Ireland)
2002)


Section 2 of the Carers and Direct Payments Act
(Northern Ireland) 2002.


Authority Provisions imposing duty or conferring power to 
meet needs
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(4) After that subsection insert—


“(4) Where there is a dispute about where a person was ordinarily resident
for the purposes of subsection (3) above—


(a) if the dispute is between local social services authorities in
England, section 40 of the Care Act 2014 applies to the dispute
as it applies to a dispute about where a person was ordinarily
resident for the purposes of Part 1 of that Act;


(b) if the dispute is between local social services authorities in
Wales, section 195 of the Social Services and Well-being (Wales)
Act 2014 applies to the dispute as it applies to a dispute about
where a person was ordinarily resident for the purposes of that
Act;


(c) if the dispute is between a local social services authority in
England and a local social services authority in Wales, it is to be
determined by the Secretary of State or the Welsh Ministers.


(5) The Secretary of State and the Welsh Ministers shall make and publish
arrangements for determining which of them is to determine a dispute
under subsection (4)(c); and the arrangements may, in particular,
provide for the dispute to be determined by whichever of them they
agree is to do so.”


(5) After subsection (5) insert—


“(6) In this section, “after-care services”, in relation to a person, means
services which have both of the following purposes—


(a) meeting a need arising from or related to the person’s mental
disorder; and


(b) reducing the risk of a deterioration of the person’s mental
condition (and, accordingly, reducing the risk of the person
requiring admission to a hospital again for treatment for mental
disorder).”


(6) After section 117 of that Act insert—


“117A After-care: preference for particular accommodation


(1) The Secretary of State may by regulations provide that where—
(a) the local social services authority under section 117 is, in


discharging its duty under subsection (2) of that section,
providing or arranging for the provision of accommodation for
the person concerned;


(b) the person concerned expresses a preference for particular
accommodation; and


(c) any prescribed conditions are met, 
the local social services authority must provide or arrange for the
provision of the person’s preferred accommodation.


(2) Regulations under this section may provide for the person concerned,
or a person of a prescribed description, to pay for some or all of the
additional cost in prescribed cases.


(3) In subsection (2), “additional cost” means the cost of providing or
arranging for the provision of the person’s preferred accommodation
less the amount that the local social services authority would expect to







Care Act 2014 (c. 23)
Part 1 — Care and support


69


be the usual cost of providing or arranging for the provision of
accommodation of that kind.


(4) The power to make regulations under this section—
(a) is exercisable only in relation to local social services authorities


in England;
(b) includes power to make different provision for different cases


or areas.”


(7) The ways in which a local authority may discharge its duty under section 117
of the Mental Health Act 1983 include by making direct payments; and for that
purpose Part 1 of Schedule 4 (which includes modifications of the provisions
of this Part relating to direct payments) has effect.


(8) In section 53 of the Social Services and Well-being (Wales) Act 2014 (direct
payments: further provision), at the end insert—


“(11) The ways in which a local authority may discharge its duty under
section 117 of the Mental Health Act 1983 include by making direct
payments; and for that purpose Schedule A1 (which includes
modifications of sections 50 and 51 and this section) has effect.”


(9) Before Schedule 1 to that Act insert the Schedule A1 contained in Part 2 of
Schedule 4 to this Act.


(10) In section 163 of that Act (ordinary residence), after subsection (4) insert—


“(4A) A person who is being provided with accommodation under section
117 of the Mental Health Act 1983 (after-care) is to be treated for the
purposes of this Act as ordinarily resident in the area of the local
authority, or the local authority in England, on which the duty to
provide that person with services under that section is imposed.”


(11) In consequence of subsections (7) to (9), in subsection (2C) of section 117 of the
Mental Health Act 1983—


(a) in paragraph (a), for “regulations under section 57 of the Health and
Social Care Act 2001 or” substitute “—


(i) sections 31 to 33 of the Care Act 2014 (as applied
by Schedule 4 to that Act),


(ii) sections 50, 51 and 53 of the Social Services and
Well-being (Wales) Act 2014 (as applied by
Schedule A1 to that Act), or


(iii) regulations under”,
(b) in paragraph (b), after “apart from” insert “those sections (as so


applied) or”.


(12) In the case of a person who, immediately before the commencement of
subsections (3) and (4), is being provided with after-care services under section
117 of the Mental Health Act 1983, the amendments made by those subsections
do not apply while those services are continuing to be provided to that person.


(13) In section 145 of the Mental Health Act 1983 (interpretation), for the definition
of “local social services authority” substitute—


““local social services authority” means—
(a) an authority in England which is a local authority for the


purposes of Part 1 of the Care Act 2014, or
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(b) an authority in Wales which is a local authority for the
purposes of the Social Services and Well-being (Wales)
Act 2014.”


76 Prisoners and persons in approved premises etc.


(1) In its application to an adult who is detained in prison, this Part has effect as if
references to being ordinarily resident in an area were references to being
detained in prison in that area.


(2) In its application to an adult who is residing in approved premises, this Part
has effect as if references to being ordinarily resident in an area were references
to being resident in approved premises in that area.


(3) In its application to an adult who is residing in any other premises because a
requirement to do so has been imposed on the adult as a condition of the grant
of bail in criminal proceedings, this Part has effect as if references to being
ordinarily resident in an area were references to being resident in premises in
that area for that reason.


(4) The power under section 30 (preference for particular accommodation) may
not be exercised in the case of an adult who is detained in prison or residing in
approved premises except for the purpose of making provision with respect to
accommodation for the adult—


(a) on his or her release from prison (including temporary release), or
(b) on ceasing to reside in approved premises.


(5) Sections 31 to 33 (direct payments) do not apply in the case of an adult who,
having been convicted of an offence, is— 


(a) detained in prison, or 
(b) residing in approved premises.


(6) Sections 37 and 38 (continuity of care), in their application to an adult who is
detained in prison or residing in approved premises, also apply where it is
decided that the adult is to be detained in prison, or is to reside in approved
premises, in the area of another local authority; and accordingly—


(a) references to the adult’s intention to move are to be read as references
to that decision, and


(b) references to carers are to be ignored.


(7) Sections 42 and 47 (safeguarding: enquiry by local authority and protection of
property) do not apply in the case of an adult who is—


(a) detained in prison, or
(b) residing in approved premises.


(8) An SAB’s objective under section 43(2) does not include helping and protecting
adults who are detained in prison or residing in approved premises; but an
SAB may nonetheless provide advice or assistance to any person for the
purpose of helping and protecting such adults in its area in cases of the kind
described in section 42(1) (adults with needs for care and support who are at
risk of abuse or neglect).


(9) Section 44 (safeguarding adults reviews) does not apply to any case involving
an adult in so far as the case relates to any period during which the adult was—


(a) detained in prison, or
(b) residing in approved premises.
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(10) Regulations under paragraph 1(1)(d) of Schedule 2 (membership of
Safeguarding Adults Boards) may not specify the governor, director or
controller of a prison or a prison officer or prisoner custody officer.


(11) “Prison” has the same meaning as in the Prison Act 1952 (see section 53(1) of
that Act); and—


(a) a reference to a prison includes a reference to a young offender
institution, secure training centre or secure children’s home,


(b) the reference in subsection (10) to the governor, director or controller of
a prison includes a reference to the governor, director or controller of a
young offender institution, to the governor, director or monitor of a
secure training centre and to the manager of a secure children’s home,
and


(c) the reference in that subsection to a prison officer or prisoner custody
officer includes a reference to a prison officer or prisoner custody
officer at a young offender institution, to an officer or custody officer at
a secure training centre and to a member of staff at a secure children’s
home.


(12) “Approved premises” has the meaning given in section 13 of the Offender
Management Act 2007.


(13) “Bail in criminal proceedings” has the meaning given in section 1 of the Bail Act
1976.


(14) For the purposes of this section—
(a) a person who is temporarily absent from prison is to be treated as


detained in prison for the period of absence;
(b) a person who is temporarily absent from approved premises is to be


treated as residing in approved premises for the period of absence;
(c) a person who is temporarily absent from other premises in which the


person is required to reside as a condition of the grant of bail in criminal
proceedings is to be treated as residing in the premises for the period of
absence.


77 Registers of sight-impaired adults, disabled adults, etc.


(1) A local authority must establish and maintain a register of sight-impaired and
severely sight-impaired adults who are ordinarily resident in its area.


(2) Regulations may specify descriptions of persons who are, or are not, to be
treated as being sight-impaired or severely sight-impaired for the purposes of
this section.


(3) A local authority may establish and maintain one or more registers of adults to
whom subsection (4) applies, and who are ordinarily resident in the local
authority’s area, for the purposes in particular of—


(a) planning the provision by the authority of services to meet needs for
care and support, and


(b) monitoring changes over time in the number of adults in the authority’s
area with needs for care and support and the types of needs they have.


(4) This subsection applies to an adult who—
(a) has a disability,
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(b) has a physical or mental impairment which is not a disability but which
gives rise, or which the authority considers may in the future give rise,
to needs for care and support, or


(c) comes within any other category of persons the authority considers
appropriate to include in a register of persons who have, or the
authority considers may in the future have, needs for care and support.


(5) “Disability” has the meaning given by section 6 of the Equality Act 2010.


78 Guidance, etc.


(1) A local authority must act under the general guidance of the Secretary of State
in the exercise of functions given to it by this Part or by regulations under this
Part.


(2) Before issuing any guidance for the purposes of subsection (1), the Secretary of
State must consult such persons as the Secretary of State considers appropriate.


(3) The Secretary of State must have regard to the general duty of local authorities
under section 1(1) (promotion of individual well-being)—


(a) in issuing guidance for the purposes of subsection (1);
(b) in making regulations under this Part.


79 Delegation of local authority functions


(1) A local authority may authorise a person to exercise on its behalf a function it
has under—


(a) this Part or regulations under this Part (but see subsection (2)), or
(b) section 117 of the Mental Health Act 1983 (after-care services).


(2) The references in subsection (1)(a) to this Part do not include a reference to—
(a) section 3 (promoting integration with health services etc.),
(b) sections 6 and 7 (co-operating),
(c) section 14 (charges),
(d) sections 42 to 47 (safeguarding adults at risk of abuse or neglect), or
(e) this section.


(3) An authorisation under this section may authorise an employee of the
authorised person to exercise the function to which the authorisation relates;
and for that purpose, where the authorised person is a body corporate,
“employee” includes a director or officer of the body.


(4) An authorisation under this section may authorise the exercise of the function
to which it relates—


(a) either wholly or to the extent specified in the authorisation;
(b) either generally or in cases, circumstances or areas so specified;
(c) either unconditionally or subject to conditions so specified.


(5) An authorisation under this section—
(a) is for the period specified in the authorisation;
(b) may be revoked by the local authority;
(c) does not prevent the local authority from exercising the function to


which the authorisation relates.
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(6) Anything done or omitted to be done by or in relation to a person authorised
under this section in, or in connection with, the exercise or purported exercise
of the function to which the authorisation relates is to be treated for all
purposes as done or omitted to be done by or in relation to the local authority.


(7) But subsection (6) does not apply—
(a) for the purposes of the terms of any contract between the authorised


person and the local authority which relate to the function, or
(b) for the purposes of any criminal proceedings brought in respect of


anything done or omitted to be done by the authorised person.


(8) Schedule 15 to the Deregulation and Contracting Out Act 1994 (which permits
disclosure of information between local authorities and contractors where that
is necessary for the exercise of the functions concerned, even if that would
otherwise be unlawful) applies to an authorisation under this section as it
applies to an authorisation by virtue of an order under section 70(2) of that Act.


(9) The Secretary of State may by order—
(a) amend subsection (2) so as to add to or remove from the list a provision


of this Part;
(b) amend subsection (1) so as to add to or remove from the list a provision


relating to care and support for adults or support for carers;
(c) impose conditions or other restrictions on the exercise of the power


under subsection (1), whether by amending this section or otherwise.


(10) The provision which may be made in an order under subsection (9) in reliance
on section 125(8) (supplementary etc. provision in orders under this Act)
includes, in particular, provision as to the rights and obligations of local
authorities and persons authorised under this section in light of the provision
made by the order.


(11) “Function” includes a power to do anything that is calculated to facilitate, or is
conducive or incidental to, the exercise of a function.


General


80 Part 1: interpretation


(1) For the purposes of this Part, an expression in the first column of the following
table is defined or otherwise explained by the provision of this Act specified in
the second column.


Expression Provision


Abuse Section 42(3)


Accrued costs Section 15(5)


Adult Section 2(8)


Adult needing care Section 10(3)


Authority under the Mental Capacity Act 2005 Subsection (3) below


Best interests Subsection (2) below
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(2) A reference in this Part to having or lacking capacity, or to a person’s best
interests, is to be interpreted in accordance with the Mental Capacity Act 2005.


(3) A reference in this Part to being authorised under the Mental Capacity Act 2005
is a reference to being authorised (whether in general or specific terms) as—


(a) a donee of a lasting power of attorney granted under that Act, or


Cap on care costs Section 15(4)


Capacity, having or lacking Subsection (2) below


Care and support plan Section 25


Care account Section 29


Carer (other than in sections 58 to 62) Section 10(3)


Carer’s assessment Sections 10(2) and 12(8) and (9)


Child’s carer’s assessment Section 60(2)


Child’s needs assessment Section 58(2)


Daily living costs, amount attributable to Section 15(8)


Deferred payment agreement Section 34


Direct payment Sections 31 and 32


Eligibility criteria Section 13


Financial assessment Section 17(5)


Financial limit Section 17(10)


Financial year Section 126


The health service Section 126


Independent personal budget Section 28


Local authority Section 1(4)


Needs assessment Sections 9(2) and 12(8) and (9)


Parent Section 58(6)


Personal budget Section 26


Registered care provider Section 48


Support plan Section 25


Well-being Section 1(2)


Young carer Section 63(6) 


Young carer’s assessment Section 63(2)


Expression Provision
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(b) a deputy appointed by the Court of Protection under section 16(2)(b) of
that Act.


PART 2


CARE STANDARDS


Quality of services


81 Duty of candour


In section 20 of the Health and Social Care Act 2008 (regulation of regulated
activities), after subsection (5) insert—


“(5A) Regulations under this section must make provision as to the provision
of information in a case where an incident of a specified description
affecting a person’s safety occurs in the course of the person being
provided with a service.”


82 Warning notice


(1) In section 29 of the Health and Social Care Act 2008 (warning notice), after
subsection (1) insert—


“(1A) But a warning notice under this section may not be given to an NHS
trust established under section 25 of the National Health Service Act
2006 or an NHS foundation trust.”


(2) In subsections (2) and (3)(a) of that section, after “warning notice” insert “under
this section”.


(3) After that section insert—


“29A Warning notice: quality of health care 


(1) If it appears to the Commission that the quality of health care provided
by an NHS trust established under section 25 of the National Health
Service Act 2006 or by an NHS foundation trust requires significant
improvement, the Commission may give the trust a warning notice.


(2) A warning notice under this section is a notice in writing—
(a) stating that the Commission has formed the view that the


quality of health care provided by the trust requires significant
improvement,


(b) specifying the health care concerned,
(c) giving the Commission’s reasons for its view, and
(d) requiring the trust to make a significant improvement to the


quality of the health care concerned within a specified time.


(3) Where a warning notice under this section imposes more than one
requirement under subsection (2)(d), it may specify different times for
different requirements.


(4) The Commission must—
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(a) where the notice specifies only one time under subsection
(2)(d), determine at the end of that time whether the
requirement has been complied with;


(b) where the notice specifies more than one time under subsection
(2)(d), determine at the end of the latest of those times, whether
the requirements have been complied with.


(5) Where, having carried out the duty under subsection (4), the
Commission is satisfied that a requirement to which the notice relates
has not been complied with, it—


(a) must decide what action to take in relation to the trust, and
(b) in so deciding in the case of an NHS foundation trust, must


consider in particular whether to require Monitor to make an
order under section 65D(2) of the National Health Service Act
2006 (appointment of trust special administrator).”


(4) In each of the following provisions of that Act, after “section 29” insert “or
29A”—


(a) section 32(1)(a) (decisions against which appeal may not be made to the
First-tier tribunal),


(b) section 39(2)(c) (bodies required to be given certain notices), and
(c) section 89(1)(e) and (2) (publication of information relating to


enforcement action).


(5) In section 88(1)(d) of that Act (guidance issued by the Commission about
enforcement action), for “section 29” substitute “sections 29 and 29A”.


83 Imposition of licence conditions on NHS foundation trusts


(1) Section 111 of the Health and Social Care Act 2012 (imposition by Monitor of
licence conditions on NHS foundation trusts during transitional period) is
amended as follows.


(2) After subsection (2) insert—


“(2A) Where a warning notice under section 29A of the Health and Social
Care Act 2008 is given to an NHS foundation trust, Monitor may
include in the trust’s licence such conditions as it considers appropriate
in connection with the matters to which the notice relates.” 


(3) In subsections (3) to (5) and (7) to (9), after “subsection (1)” in each place it
appears insert “or (2A)”.


84 Trust special administration: appointment of administrator


(1) In section 65D of the National Health Service Act 2006 (NHS foundation trusts:
appointment of trust special administrator), in subsection (1)—


(a) after “satisfied that” insert “—
(a) ”, and


(b) at the end insert “, or
(b) there is a serious failure by an NHS foundation trust to


provide services that are of sufficient quality to be
provided under this Act and it is appropriate to make an
order under subsection (2).”
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(2) After that subsection insert—


“(1A) This section also applies if the Care Quality Commission—
(a) is satisfied that there is a serious failure by an NHS foundation


trust to provide services that are of sufficient quality to be
provided under this Act and that it is appropriate to make an
order under subsection (2),


(b) informs the regulator that it is satisfied as mentioned in
paragraph (a) and gives the regulator its reasons for being so
satisfied, and


(c) requires the regulator to make an order under subsection (2).”


(3) In subsection (2) of that section, after “The regulator may” insert “or, where this
section applies as a result of subsection (1A), must”.


(4) After subsection (3) of that section insert—


“(3A) Before imposing a requirement as mentioned in subsection (1A)(c), the
Care Quality Commission must—


(a) consult the Secretary of State and the regulator, and
(b) having done that, consult—


(i) the trust, 
(ii) the Board, and 


(iii) any other person to which the trust provides services
under this Act and which the Commission considers it
appropriate to consult.”


(5) In subsection (4) of that section, after “making an order under this section”
insert “(except where it is required to do so as a result of subsection (1A))”.


(6) In section 65N of that Act (guidance for trust special administrators), after
subsection (3) insert—


“(3A) Before publishing guidance under this section, the Secretary of State
must consult the Care Quality Commission.”


(7) In subsection (4) of that section, for “the reference in subsection (1) to the
Secretary of State is to be read as a reference” substitute “the references in
subsections (1) and (3A) to the Secretary of State are to be read as references”.


(8) In paragraph 24 of Schedule 14 to the Health and Social Care Act 2012
(abolition of NHS trusts in England: consequential amendments to section 65N
of the National Health Service Act 2006), after sub-paragraph (2) insert—


 “(2A) In subsection (3A), for “the Secretary of State” substitute “the
regulator”.”


85 Trust special administration: objective, consultation and reports


(1) In section 65DA of the National Health Service Act 2006 (objective of trust
special administration), in subsection (1), after paragraph (a) (but before the
following “and”) insert—


“(aa) that the services whose continuous provision is secured as
mentioned in paragraph (a) are of sufficient safety and quality
to be provided under this Act,”.
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(2) After subsection (5) of that section insert—


“(5A) Before publishing guidance under subsection (4)(c), the regulator must
consult the Care Quality Commission.”


(3) In section 65F of that Act (administrator’s draft report), in subsection (2)—
(a) omit the “and” preceding paragraph (b), and
(b) after that paragraph insert “, and


(c) the Care Quality Commission.”


(4) In subsection (5) of that section, in paragraph (a), for “65DA” substitute
“65DA(1)(a)”.


(5) After that subsection insert—


“(5A) Nor, in the case of an NHS foundation trust, may the administrator
provide the draft report to the regulator under subsection (1) without
having obtained from the Care Quality Commission a statement that it
considers that the recommendation in the draft report would achieve
that part of the objective set out in section 65DA(1)(aa).”


(6) In subsection (6) of that section—
(a) after “Where the Board” insert “or the Care Quality Commission”,
(b) for “to that effect” substitute “to the effect mentioned in subsection (5)


or (5A)”, and
(c) after “, the Board” insert “or (as the case may be) the Commission”.


(7) In section 65G of that Act (consultation plan), in subsection (4), in paragraph
(a), for “65DA” substitute “65DA(1)(a)”.


(8) After that subsection insert—


“(4A) Nor may the administrator make a variation to the draft report
following the consultation period without having obtained from the
Care Quality Commission a statement that it considers that the
recommendation in the draft report as so varied would achieve that
part of the objective set out in section 65DA(1)(aa).”


(9) In subsection (5) of that section—
(a) after “Where the Board” insert “or the Care Quality Commission”,
(b) for “to that effect” substitute “to the effect mentioned in subsection (4)


or (4A)”, and
(c) after “, the Board” insert “or (as the case may be) the Commission”.


(10) In section 65H of that Act (consultation requirements)—
(a) in subsection (7), after paragraph (b) insert—


“(ba) the Care Quality Commission;”, and
(b) in subsection (9), after “subsection (7)(b),” insert “(ba),”.


(11) In section 65KB of that Act (Secretary of State’s response to regulator’s
decision), in subsection (1), after paragraph (c) insert—


“(ca) that the Care Quality Commission has discharged its functions
for the purposes of this Chapter,”.


(12) In subsection (2) of that section, in paragraph (b), after “the regulator” insert
“and the Care Quality Commission”.
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(13) In section 65KD of that Act (Secretary of State’s response to re-submitted final
report), in subsection (3), for “(8)” substitute “(8A)”.


(14) After subsection (8) of that section insert—


“(8A) If the notice states that the Care Quality Commission has failed to
discharge a function—


(a) the Care Quality Commission is to be treated for the purposes
of this Act as having failed to discharge the function, and


(b) the failure is to be treated for those purposes as significant (and
section 82 of the Health and Social Care Act 2008 applies
accordingly).”


(15) In paragraph 15(4) of Schedule 14 to the Health and Social Care Act 2012
(abolition of NHS trusts in England: consequential amendments to section 65F
of the National Health Service Act 2006)—


(a) in the new subsection (2A) to be inserted by paragraph 15(4), in
paragraph (a), for “65DA” substitute “65DA(1)(a)”,


(b) after that new subsection, insert—


“(2AA) Nor may the administrator provide the draft report to the
regulator under subsection (1) without having obtained from
the Care Quality Commission a statement that it considers that
the recommendation in the draft report would achieve that part
of the objective set out in section 65DA(1)(aa).”, and


(c) in the new subsection (2B) to be inserted by paragraph 15(4)—
(i) after “Where the Board” insert “or the Care Quality


Commission”,
(ii) for “to that effect” substitute “to the effect mentioned in


subsection (2A) or (2AA)”, and
(iii) after “, the Board” insert “or (as the case may be) the


Commission”.


Care Quality Commission


86 Restriction on applications for variation or removal of conditions


(1) Section 19 of the Health and Social Care Act 2008 (applications by registered
persons to the Care Quality Commission for variation or removal of
conditions, etc.) is amended as follows.


(2) In subsection (1), after “Except in case A or B” insert “and subject to subsections
(3A) to (3F)”.


(3) After subsection (3) insert—


“(3A) R may not apply under subsection (1)(a) for the variation of a condition
where either subsection (3B) or (3C) applies.


(3B) This subsection applies where—
(a) the Commission has given R notice under section 26(4)(c) of a


proposal to make that variation (or a variation which would
have substantially the same effect as that variation), and 


(b) the Commission has not decided not to take that step.


(3C) This subsection applies where—
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(a) the Commission has given R notice under section 28(3) of its
decision to make that variation (or a variation which would
have substantially the same effect as that variation), and


(b) either the time within which an appeal may be brought has not
expired or, if an appeal has been brought, it has not yet been
determined.


(3D) R may not apply under subsection (1)(a) for the removal of a condition
where either subsection (3E) or (3F) applies.


(3E) This subsection applies where—
(a) the Commission has given R notice under section 26(4)(c) of a


proposal to remove that condition, and
(b) the Commission has not decided not to take that step.


(3F) This subsection applies where—
(a) the Commission has given R notice under section 28(3) of its


decision to remove that condition, and
(b) either the time within which an appeal may be brought has not


expired or, if an appeal has been brought, it has not yet been
determined.”


(4) The amendments made by this section do not affect any application made
under section 19(1)(a) of the Health and Social Care Act 2008 before the day on
which those amendments come into force.


87 Rights of appeal


(1) In section 26 of the Health and Social Care Act 2008 (registration procedure:
notice of proposals), after subsection (4) insert—


“(4A) Where a proposal under subsection (4) names an individual and
specifies action that the Commission would require the registered
person to take in relation to that individual, the Commission must give
that individual notice in writing of the proposal.”


(2) In section 28 of that Act (notice of decisions), in subsection (6), for “subsection
(7)” substitute “subsections (7) to (9)”.


(3) In that section, after subsection (7) insert—


“(8) But in a case where notice of the proposal has been given to an
individual under section 26(4A) subsection (7) does not apply unless,
by the time the Commission receives the applicant’s notification, it has
received notification from the individual that he or she does not intend
to appeal.


(9) And if the Commission receives notification from the individual after it
receives the applicant’s notification and before the end of the period
mentioned in subsection (6)(a), the decision is to take effect when the
Commission receives the individual’s notification.”


88 Unitary board


(1) In paragraph 3 of Schedule 1 to the Health and Social Care Act 2008
(membership of the Care Quality Commission), in sub-paragraph (1)—


(a) after paragraph (a), omit “and”, and
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(b) at the end of paragraph (b) insert “,
(c) a chief executive appointed by the members


appointed under paragraphs (a) and (b), and
(d) other members appointed by the members appointed


under paragraphs (a) and (b).”


(2) After that sub-paragraph, insert—


 “(1A) The members appointed under sub-paragraph (1)(a) and (b)—
(a) are not employees of the Commission, and
(b) are referred to in this Schedule as the “non-executive


members”.


(1B) The members appointed under sub-paragraph (1)(c) and (d)—
(a) are employees of the Commission, and
(b) are referred to in this Schedule as the “executive members”.


(1C) The number of non-executive members must exceed the number of
executive members.”


(3) In sub-paragraph (2) of that paragraph— 
(a) for “sub-paragraph (1)”, substitute “sub-paragraph (1)(a) and (b)”, and
(b) for “the members”, substitute “the non-executive members”.


(4) In sub-paragraph (3) of that paragraph, for “any other member”, substitute
“any other non-executive member”.


(5) In sub-paragraph (4) of that paragraph—
(a) in paragraph (a)—


(i) for “other members”, substitute “other non-executive
members”, and


(ii) for “of members who may be appointed”, substitute “of such
members who may be appointed”, 


(b) after paragraph (a), omit “and”,
(c) in paragraph (b), for “other members”, substitute “other non-executive


members”, and
(d) after paragraph (b), insert— 


“(c) the limits on the total number of members who may
be appointed, and


(d) the minimum total number of members who must be
appointed.”


(6) In paragraph 4 of that Schedule (the cross-heading preceding which becomes
“Remuneration and allowances for non-executive members”), in sub-
paragraphs (1) and (2), for “any other member”, substitute “any other non-
executive member”.


(7) In paragraph 5 of that Schedule (employees), omit sub-paragraph (1).


(8) In sub-paragraph (2) of that paragraph, for “such other employees”, substitute
“such employees (in addition to the executive members appointed by the non-
executive members)”.
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Increasing the independence of the Care Quality Commission


89 Chief Inspectors


After paragraph 3 of Schedule 1 to the Health and Social Care Act 2008 insert—


“Chief Inspectors


3A (1) The non-executive members must—
(a) appoint an executive member to be the Chief Inspector of


Hospitals,
(b) appoint an executive member to be the Chief Inspector of


Adult Social Care, and
(c) appoint an executive member to be the Chief Inspector of


General Practice.


(2) Each of those executive members is to exercise such functions of the
Commission on its behalf as it determines.


(3) When exercising functions under sub-paragraph (2), an executive
member must have regard to the importance of safeguarding and
promoting the Commission’s independence from the Secretary of
State.”


90 Independence of the Care Quality Commission


(1) Part 1 of the Health and Social Care Act 2008 (the Care Quality Commission) is
amended as follows.


(2) In section 48 (special reviews or investigations), omit subsection (7) (Secretary
of State’s power to make regulations as to procedure for representations before
publication of report).


(3) In section 54 (studies as to economy, efficiency etc), in subsections (1) and (3),
omit “, with the approval of the Secretary of State,”.


(4) After subsection (2) of that section, insert—


“(2A) The Commission may not exercise the power under subsection (1)(a),
so far as it relates to the activity mentioned in subsection (2)(d), without
the approval of the Secretary of State.”


(5) In section 55 (publication of results of studies under section 54), omit
subsection (2) (Secretary of State’s power to make regulations as to procedure
for representations before publication of report).


(6) In section 57 (reviews of data, studies and research), in subsection (1), omit “,
with the approval of the Secretary of State,”.


(7) In section 61 (inspections carried out for registration purposes), omit—
(a) subsection (1) (Secretary of State’s power to make regulations


specifying frequency etc. of inspections), and
(b) subsection (4) (Secretary of State’s power to make regulations as to


procedure for representations before publication of report).


(8) In section 83 (annual reports), omit subsection (3) (Secretary of State’s power
to direct preparation of separate reports).
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(9) In paragraph 5 of Schedule 4 (inspection programmes etc.), omit—
(a) in sub-paragraph (1) (preparation of programme etc.), “, or at such


times as the Secretary of State may specify by order,”, and
(b) sub-paragraph (3) (Secretary of State’s power to specify form of


programme etc.).


(10) In consequence of subsections (3) and (6), omit section 293(3) and (4) of the
Health and Social Care Act 2012.


Performance ratings


91 Reviews and performance assessments


(1) Chapter 3 of Part 1 of the Health and Social Care Act 2008 (the Care Quality
Commission: quality of health and social care) is amended as follows.


(2) For section 46 (periodic reviews of health and social care provision)
substitute—


“46 Reviews and performance assessments


(1) The Commission must, in respect of such regulated activities and such
registered service providers as may be prescribed—


(a) conduct reviews of the carrying on of the regulated activities by
the service providers,


(b) assess the performance of the service providers following each
such review, and


(c) publish a report of its assessment.


(2) Regulations under subsection (1) may prescribe—
(a) all regulated activities or regulated activities of a particular


description;
(b) all registered service providers or particular registered service


providers;
(c) the whole of a regulated activity or a particular aspect of it.


(3) The assessment of the performance of a registered service provider is to
be by reference to whatever indicators of quality the Commission
devises.


(4) The Commission must prepare a statement—
(a) setting out the frequency with which reviews under this section


are to be conducted and the period to which they are to relate,
and


(b) describing the method that it proposes to use in assessing and
evaluating the performance of a registered service provider
under this section.


(5) The Commission may—
(a) use different indicators for different cases,
(b) make different provision about frequency and period of


reviews for different cases, and
(c) describe different methods for different cases.


(6) The Commission must publish—
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(a) any indicators it devises for the purpose of subsection (3), and
(b) the statement it prepares for the purpose of subsection (4).


(7) Before doing so, the Commission—
(a) must consult the Secretary of State and such other persons, or


other persons of such a description, as may be prescribed, and
(b) may also consult any other persons it considers appropriate.


(8) The Commission may from time to time revise—
(a) any indicators it devises for the purpose of subsection (3), and
(b) the statement it prepares for the purpose of subsection (4);


and, if it does so, it must publish the indicators and statement as
revised.


(9) Subsection (7) applies to revised indicators and a revised statement, so
far as the Commission considers the revisions in question to be
significant.


(10) In this section “registered service provider” means a person registered
under Chapter 2 as a service provider.


(11) Consultation undertaken before the commencement of this section is as
effective for the purposes of subsection (7) as consultation undertaken
after that commencement.”


(3) Sections 47 (frequency and period of reviews under section 46) and 49 (power
to extend periodic review function) are repealed.


(4) In section 48 (special reviews and investigations), in subsection (1)—
(a) omit “, with the approval of the Secretary of State,”, and
(b) at the end insert “; but the Commission may not conduct a review or


investigation under subsection (2)(ba) or (bb) without the approval of
the Secretary of State.”


(5) Omit subsection (1A) of that section.


(6) In subsection (2) of that section, for “a periodic review” substitute “a review
under section 46”.


(7) In that subsection, after paragraph (ba) (but before the following “or”) insert—
“(bb) the exercise of the functions of English local authorities in


arranging for the provision of adult social services,”.


(8) After subsection (3) of that section insert—


“(3A) A review or investigation under subsection (2)(b), in so far as it involves
a review or investigation into the arrangements made for the provision
of the adult social services in question, is to be treated as a review under
subsection (2)(bb) (and the requirement for approval under subsection
(1) is accordingly to apply).”


(9) In consequence of the preceding provisions of this section—
(a) in section 50(1) of the Health and Social Care Act 2008 (failings by


English local authorities), omit “or 49”;
(b) in section 51(1) of that Act (failings by Welsh NHS bodies), omit “or 49”;
(c) in section 70(3)(a) of that Act (provision by Commission to Monitor of


material relevant to review under section 46 or 49), omit “or 49”;
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(d) in section 72(a) of that Act (provision by Commission to Comptroller
and Auditor General of material relevant to review under section 46 or
49), omit “or 49”;


(e) in section 293 of the Health and Social Care Act 2012, omit subsections
(1) and (2);


(f) in Schedule 5 to that Act (amendments in consequence of Part 1 of that
Act), omit paragraphs 157, 159, 163 and 164.


False or misleading information


92 Offence


(1) A care provider of a specified description commits an offence if—
(a) it supplies, publishes or otherwise makes available information of a


specified description,
(b) the supply, publication or making available by other means of


information of that description is required under an enactment or other
legal obligation, and


(c) the information is false or misleading in a material respect.


(2) But it is a defence for a care provider to prove that it took all reasonable steps
and exercised all due diligence to prevent the provision of false or misleading
information as mentioned in subsection (1).


(3) “Care provider” means—
(a) a public body which provides health services or adult social care in


England,
(b) a person who provides health services or adult social care in England


pursuant to arrangements made with a public body exercising
functions in connection with the provision of such services or care, or


(c) a person who provides health services or adult social care in England
all or part of the cost of which is paid for by means of a direct payment
under section 12A of the National Health Service Act 2006 or under Part
1 of this Act.


(4) “Health services” means services which must or may be provided as part of the
health service.


(5) “Adult social care”—
(a) includes all forms of personal care and other practical assistance for


individuals who, by reason of age, illness, disability, pregnancy,
childbirth, dependence on alcohol or drugs, or any other similar
circumstances, are in need of such care or other assistance, but


(b) does not include anything provided by an establishment or agency for
which Her Majesty’s Chief Inspector of Education, Children’s Services
and Skills is the registration authority under section 5 of the Care
Standards Act 2000.


(6) “Specified” means specified in regulations.


(7) If a care provider commits an offence under either of the provisions mentioned
in subsection (8) in respect of the provision of information, the provision of that
information by that provider does not also constitute an offence under
subsection (1).
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(8) The provisions referred to in subsection (7) are—
(a) section 44 of the Competition Act 1998 (provision of false or misleading


information) as applied by section 72 of the Health and Social Care Act
2012 (functions of the OFT under Part 1 of the Competition Act 1998 to
be concurrent functions of Monitor), and


(b) section 117 of the Enterprise Act 2002 (provision of false or misleading
information) as applied by section 73 of the Health and Social Care Act
2012 (functions of the OFT under Part 4 of the Enterprise Act 2002 to be
concurrent functions of Monitor).


(9) If a care provider commits an offence under subsection (1) in respect of the
provision of information, the provision of that information by that provider
does not also constitute an offence under section 64 of the Health and Social
Care Act 2008 (failure to comply with request to provide information). 


93 Penalties


(1) A person who is guilty of an offence under section 92 is liable—
(a) on summary conviction, to a fine;
(b) on conviction on indictment, to imprisonment for not more than two


years or a fine (or both).


(2) A court before which a care provider is convicted of an offence under section
92 may (whether instead of or as well as imposing a fine under subsection (1))
make either or both of the following orders—


(a) a remedial order,
(b) a publicity order.


(3) A “remedial order” is an order requiring the care provider to take specified
steps to remedy one or more of the following—


(a) the conduct specified in section 92(1),
(b) any matter that appears to the court to have resulted from the conduct, 
(c) any deficiency, as regards the management of information, in the care


provider’s policies, systems or practices of which the conduct appears
to the court to be an indication.


(4) A “publicity order” is an order requiring the care provider to publicise in a
specified manner—


(a) the fact that it has been convicted of an offence under section 92,
(b) specified particulars of the offence,
(c) the amount of any fine imposed, and
(d) the terms of any remedial order made.


(5) A remedial order may be made only on an application by the prosecution
specifying the terms of the proposed order; and any such order must be on
such terms (whether those proposed or others) as the court considers
appropriate having regard to any representations made, and any evidence
adduced, in relation to that matter by the prosecution or on behalf of the care
provider.


(6) A remedial order must specify a period within which the steps referred to in
subsection (3) are to be taken.


(7) A publicity order must specify a period within which the requirements
referred to in subsection (4) are to be complied with.
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(8) A care provider that fails to comply with a remedial order or a publicity order
commits an offence and is liable on conviction on indictment to a fine.


94 Offences by bodies


(1) Subsection (2) applies where an offence under section 92(1) is committed by a
body corporate and it is proved that the offence is committed by, or with the
consent or connivance of, or is attributable to neglect on the part of—


(a) a director, manager or secretary of the body, or
(b) a person purporting to act in such a capacity.


(2) The director, manager, secretary or person purporting to act as such (as well as
the body) is guilty of the offence and liable to be proceeded against and
punished accordingly (but section 93(2) does not apply).


(3) The reference in subsection (2) to a director, manager or secretary of a body
corporate includes a reference—


(a) to any other similar officer of the body, and
(b) where the body is a local authority, to a member of the authority.


(4) Proceedings for an offence under section 92(1) alleged to have been committed
by an unincorporated association are to be brought in the name of the
association (and not in that of any of the members); and rules of court relating
to the service of documents have effect as if the unincorporated association
were a body corporate.


(5) In proceedings for an offence under section 92(1) brought against an
unincorporated association, section 33 of the Criminal Justice Act 1925 and
Schedule 3 to the Magistrates’ Courts Act 1980 apply as they apply in relation
to a body corporate.


(6) A fine imposed on an unincorporated association on its conviction for an
offence under section 92(1) is to be paid out of the funds of the association.


(7) Subsection (8) applies if an offence under section 92(1) is proved—
(a) to have been committed by, or with the consent or connivance of, an


officer of the association or a member of its governing body, or
(b) to be attributable to neglect on the part of such an officer or member.


(8) The officer or member (as well as the association) is guilty of the offence and
liable to be proceeded against accordingly (but section 93(2) does not apply).


Regulated activities


95 Training for persons working in regulated activity


In section 20 of the Health and Social Care Act 2008 (regulation of regulated
activities), after subsection (4) insert—


“(4A) Regulations made under this section by virtue of subsection (3)(d) may
in particular include provision for a specified person to set the
standards which persons undergoing the training in question must
attain.”
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PART 3


HEALTH


CHAPTER 1


HEALTH EDUCATION ENGLAND


Establishment


96 Health Education England


(1) There is to be a body corporate called Health Education England (referred to in
this Act as “HEE”).


(2) Schedule 5 (which includes provision about HEE’s constitution, the exercise of
its functions and its financial and reporting duties) has effect.


(3) The Special Health Authority called Health Education England is abolished;
and, in consequence of that, the following are revoked—


(a) the Health Education England (Establishment and Constitution) Order
2012 (S.I. 2012/1273), and


(b) the Health Education England Regulations (S.I. 2012/1290).


(4) The Secretary of State may by order provide for the transfer of property, rights
and liabilities from that Special Health Authority to HEE; for further provision
about an order under this section, see section 118.


National functions


97 Planning education and training for health care workers etc.


(1) HEE must perform on behalf of the Secretary of State the duty under section
1F(1) of the National Health Service Act 2006 (planning and delivery of
education and training), so far as that duty applies to the functions of the
Secretary of State under—


(a) section 63(1) and (5) of the Health Services and Public Health Act 1968
(instruction for officers of hospital authorities etc.),


(b) section 258(1) of the National Health Service Act 2006 (university
clinical teaching and research), and


(c) such other of the enactments listed in section 1F(3) of that Act as
regulations may specify.


(2) Regulations may—
(a) provide for the duty under section 1F(1) of the National Health Service


Act 2006 to apply to such other functions of the Secretary of State as are
specified; and


(b) impose on HEE a duty to perform the duty as it applies as a result of
provision made under paragraph (a).


(3) Regulations may provide that the duty under subsection (1) or a duty imposed
under subsection (2) may only be performed, or may not be performed, in
relation to persons of a specified description.
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(4) In each of the following provisions of the National Health Service Act 2006,
after “the Secretary of State” insert “and Health Education England”—


(a) section 1F(2) (duty on providers of health services to support system of
education and training for health care workers);


(b) section 13M (duty on National Health Service Commissioning Board to
support that system);


(c) section 14Z (duty on clinical commissioning groups to support that
system).


(5) Regulations may give HEE further functions relating to education and training
for health care workers.


(6) HEE may, with the consent of the Secretary of State, carry out other activities
relating to— 


(a) education and training for health care workers;
(b) the provision of information and advice on careers in the health service.


(7) After section 63(6) of the Health Services and Public Health Act 1968 insert—


“(6A) The Secretary of State may make such other payments as the Secretary
of State considers appropriate to persons availing themselves of such
instruction in England.


(6B) The Secretary of State may make a payment under subsection (6)(b) or
(6A) subject to such terms and conditions as the Secretary of State
decides; and the Secretary of State’s power to make such a payment
includes power to suspend or terminate the payment, or to require
repayment, in such circumstances as the Secretary of State decides.”


(8) The power of the Secretary of State under section 63(6) or (6A) of the Health
Services and Public Health Act 1968 is exercisable concurrently with HEE; but,
in exercising the power, HEE must have regard to any guidance or other
information issued by the Secretary of State about its exercise.


(9) “Health care workers” means persons in relation to whom HEE’s duty under
section 1F(1) of the National Health Service Act 2006 is to be performed.


98 Ensuring sufficient skilled health care workers for the health service


(1) HEE must exercise its functions with a view to ensuring that a sufficient
number of persons with the skills and training to work as health care workers
for the purposes of the health service is available to do so throughout England.


(2) Regulations may provide that the duty under subsection (1) may only be
performed, or may not be performed, in relation to persons of a specified
description.


99 Quality improvement in education and training, etc.


(1) HEE must exercise its functions with a view to securing continuous
improvement—


(a) in the quality of education and training provided for health care
workers;


(b) in the quality of health services.


(2) HEE must, in exercising its functions, promote—







Care Act 2014 (c. 23)
Part 3 — Health


Chapter 1 — Health Education England


90


(a) research into matters relating to such of the activities listed in section
63(2) of the Health Services and Public Health Act 1968 (social care
services, primary care services and other health services) as are relevant
to HEE’s functions, and


(b) the use in those activities of evidence obtained from the research.


(3) In section 2(2) of the Health Act 2009 (bodies required to have regard to NHS
Constitution when exercising health service functions), after paragraph (g)
insert—


“(h) Health Education England.”


(4) HEE must exercise its functions with a view to securing that education and
training for health care workers is provided in a way which promotes the NHS
Constitution.


(5) “Health services” means health services provided as part of the health service.


(6) “NHS Constitution” has the meaning given by section 1(1) of the Health Act
2009. 


100 Objectives, priorities and outcomes


(1) The Secretary of State must publish before the start of each financial year a
document which specifies the objectives and priorities that the Secretary of
State has set for HEE for that year in relation to the education and training to
be provided for health care workers.


(2) The Secretary of State must also publish at intervals of not more than three
years a document (called the “Education Outcomes Framework”) which
specifies the outcomes that the Secretary of State has set for HEE to achieve
having regard to those objectives and priorities.


(3) The Secretary of State—
(a) may revise a document published under subsection (1) or (2), and
(b) if the Secretary of State does so, must publish it as revised.


(4) HEE must publish a document which—
(a) specifies the objectives and priorities that it has set, for the period


specified in the document, for the planning and delivery of education
and training to health care workers,


(b) specifies the outcomes that HEE expects to achieve in that respect
during that period having regard to those objectives and priorities, and


(c) includes, or refers to a document which includes, guidance for LETBs
(see section 103) on the exercise of the function under section 107(1).


(5) In performing the duty under subsection (4), HEE must have regard, in
particular, to its objectives in the longer term in relation to the planning and
delivery of education and training to health care workers.


(6) HEE must ensure that the objectives, priorities and outcomes specified for the
purposes of subsection (4)(a) and (b) are consistent with those specified for the
purposes of subsections (1) and (2).


(7) A document under subsection (4) may specify different periods in relation to
different categories of health care worker.
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(8) HEE must, before the end of 12 months beginning with the date on which a
document under subsection (4) is published—


(a) review the document, and, 
(b) if HEE revises it, publish it as revised.


(9) HEE may perform the duty under subsection (4) by publishing two or more
documents which, taken together, comply with that subsection.


(10) HEE must seek to achieve the objectives and outcomes and to reflect the
priorities specified in any document—


(a) published by the Secretary of State under subsection (1), (2) or (3); 
(b) published by HEE under subsection (4) or (8).


101 Sections 98 and 100: matters to which HEE must have regard


(1) In performing the duty under section 98(1) (ensuring sufficient skilled workers
for the health service) or the duty under section 100(4) (setting objectives,
priorities and outcomes for education and training), HEE must have regard to
the following matters in particular—


(a) the likely future demand for health services and for persons with the
skills and training to work as health care workers for the purposes of
the health service, 


(b) the sustainability of the supply of persons with the skills and training
to work as such,


(c) the priorities that providers of health services have for the education
and training of persons wishing to work as such,


(d) the mandate published under section 13A of the National Health
Service Act 2006,


(e) the objectives of the Secretary of State in exercising public health
functions (as defined by section 1H of that Act),


(f) the priorities that the National Health Service Commissioning Board
has for the provision of health services,


(g) documents published by the Secretary of State under section 100(1), (2)
or (3), 


(h) the desirability of promoting the integration of health provision with
health-related provision and care and support provision,


(i) the desirability of enabling health care workers to switch between
different posts relating to health provision, health-related provision or
care and support provision, and


(j) such other matters as regulations may specify.


(2) In subsection (1), “health provision”, “health-related provision” and “care and
support provision” each have the same meaning as in section 3.


102 Advice


(1) HEE must make arrangements for obtaining advice on the exercise of its
functions from persons who are involved in, or who HEE thinks otherwise
have an interest in, the provision of education and training for health care
workers.


(2) HEE must seek to ensure that it receives representations from the following, in
particular, under the arrangements it makes under subsection (1)—


(a) persons who provide health services;
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(b) persons to whom health services are provided;
(c) carers for persons to whom health services are provided;
(d) health care workers;
(e) bodies which regulate health care workers;
(f) persons who provide, or contribute to the provision of, education and


training for health care workers.


(3) HEE may perform a duty under subsection (2) by seeking to ensure that it
receives representations from organisations which represent the persons
referred to in the paragraph in question.


(4) HEE must advise the Secretary of State on such matters relating to its functions
as the Secretary of State may request; and a request under this subsection may
specify how and when the advice is to be provided.


(5) “Carer” means an adult who provides or intends to provide care for another
person.


Local functions


103 Local Education and Training Boards


(1) HEE must, in exercise of the power under paragraph 9 of Schedule 5, appoint
committees for areas in England, each of which is to be called a Local Education
and Training Board (referred to in this Chapter as an “LETB”).


(2) The main function of an LETB is to exercise on HEE’s behalf its functions under
sections 97(1) and 98(1) (planning and delivering education for health care
workers and ensuring sufficient skilled health care workers in the health
service), so far as they are exercisable in or in relation to the LETB’s area.


(3) In carrying out its main function, an LETB must represent the interests of all
the persons who provide health services in the area for which the LETB is
appointed.


(4) Subsections (1), (2) and (4) of section 99 (quality improvement in education and
training etc.) apply to an LETB in the exercise of its functions as they apply to
HEE in the exercise of its functions.


(5) An LETB may co-operate with another LETB in the exercise of functions; and
two or more LETBs may exercise functions jointly.


(6) HEE may attend any meeting held by an LETB about a matter of concern to
HEE.


104 LETBs: appointment etc.


(1) Where, on an application under this section, HEE is satisfied that the applicants
meet the criteria that HEE has set for the purpose (the “appointment criteria”),
HEE must appoint the applicants as members of an LETB for such area as HEE
considers appropriate.


(2) Where, on an application under this section, HEE is satisfied that the applicants
meet some (but not all) of the appointment criteria, it may nonetheless appoint
the applicants as the members of an LETB for such area and subject to such
conditions as HEE considers appropriate.
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(3) The members of an LETB must include—
(a) persons who provide health services in the area for which the LETB is


appointed,
(b) persons who have clinical expertise of a description specified in


regulations, and
(c) a person who will represent the interests of patients.


(4) Regulations under paragraph (b) of subsection (3) may require a specified
number of members to have the expertise mentioned in that paragraph.


(5) The following persons are also eligible to be appointed as members of an
LETB—


(a) persons who, in the area for which the LETB is appointed, provide
education or training for health care workers or for persons wishing to
work as health care workers, and


(b) persons of such other description as HEE may decide.


(6) A member of HEE is not eligible for membership of an LETB.


(7) The appointment criteria must include criteria designed to ensure that a
majority of the members of an LETB are persons who provide health services
in the area for which the LETB in question is appointed.


(8) If HEE is unable (for reasons beyond its control) to comply with any
requirement imposed by this section or regulations under this section to
appoint persons of a particular description as members of an LETB, HEE may
instead appoint employees of HEE (other than members of HEE).


(9) On appointing an LETB, HEE must appoint the chair of the LETB; but it may
not appoint as chair a person who—


(a) provides health services in the area for which the LETB is appointed, or
(b) in the area for which the LETB is appointed, provides education or


training for health care workers or for persons wishing to work as
health care workers.


(10) HEE must notify applicants under subsection (1) or (2) of the decision on the
application and—


(a) in the case of an approval of such an application, the area for which the
LETB is appointed and the appointment under subsection (9);


(b) in the case of a rejection, the reasons for the rejection.


(11) HEE, having complied with subsection (10), must publish—
(a) the decision, and
(b) in the case of a rejection, the reasons for the rejection.


(12) The conditions on which a person is appointed as a member of an LETB must
include a condition not to use information obtained in the capacity as such
otherwise than for the purposes of the LETB.


(13) Regulations may make further provision about—
(a) the membership of an LETB;
(b) the removal by HEE of members of an LETB;
(c) the suspension by HEE of members of an LETB.


(14) Schedule 6 (which includes provision about the area of an LETB, the
appointment criteria and the exercise of an LETB’s functions) has effect.
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105 LETBs: co-operation by providers of health services


(1) Regulations must require specified commissioners of health services to include
in the arrangements under the National Health Service Act 2006 for the
provision of such services terms to ensure that a provider of such services—


(a) co-operates with the LETB for each area in which it provides such
services, in such manner and to such extent as the LETB in question
may request, in planning the provision of, and in providing, education
and training for health care workers;


(b) provides the LETB in question with such information as it may request;
(c) complies with such other obligations relating to education and training


for health care workers as may be specified.


(2) Duties imposed by regulations under subsection (1) on commissioners of
health services are in addition to the duty imposed on such persons by section
1F(2) of the National Health Service Act 2006 (duty to secure that persons
providing health services co-operate with the Secretary of State in the
discharge of the duty as to education and training).


(3) Regulations may specify factors to which an LETB must, when proposing to
make a request of the type mentioned in subsection (1)(a) or (b), have regard in
considering the reasonableness of making the request.


(4) A reference to a commissioner of health services is a reference to—
(a) the National Health Service Commissioning Board,
(b) a clinical commissioning group, or
(c) such other person as arranges for the provision of such services.


106 Education and training plans


(1) An LETB must publish for each financial year a document (called an
“education and training plan”) specifying how it proposes to exercise its main
function (see section 103(2)).


(2) The education and training plan of an LETB must specify how the LETB
proposes to—


(a) achieve the objectives and reflect the priorities set by the Secretary of
State for the purposes of section 100(1),


(b) achieve the objectives and reflect the priorities set by HEE for the
purposes of section 100(4)(a),


(c) achieve the outcomes set by the Secretary of State for the purposes of
section 100(2), and


(d) achieve the outcomes set by HEE for the purposes of section 100(4)(b).


(3) In preparing its education and training plan, an LETB must have regard to—
(a) the priorities that the providers of health services whom the LETB


represents have in relation to the provision in the LETB’s area of health
services and of education and training for health care workers or
persons wishing to become health care workers,


(b) the priorities that commissioners of health services in the LETB’s area
have in relation to those matters,


(c) any assessment of relevant needs relating to the LETB’s area prepared
under section 116 of the Local Government and Public Involvement in
Health Act 2007,
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(d) any joint health and wellbeing strategy relating to the LETB’s area
prepared under section 116A of that Act, and


(e) the LETB’s objectives in the longer term in relation to the exercise of the
LETB’s main function.


(4) In preparing its education and training plan, an LETB must involve—
(a) the providers of health services whom the LETB represents,
(b) the commissioners of health services in the LETB’s area,
(c) the Health and Wellbeing Board for that area,
(d) such persons as HEE may direct the LETB to involve, and
(e) such other persons as the LETB considers appropriate.


(5) Before publishing its education and training plan (or an amended education
and training plan), an LETB must obtain approval of the plan (or the amended
plan) from HEE.


(6) Before giving an approval under subsection (5), HEE may direct the LETB
concerned to amend the education and training plan (or the amended
education and training plan) as HEE specifies.


(7) But, in the case of an LETB which meets all the appointment criteria, the only
amendments which HEE may direct to be made under subsection (6) are those
HEE considers necessary in order to ensure that the LETB achieves the
outcomes set by HEE for the purposes of section 100(4)(b).


(8) Where HEE exercises the power under subsection (6), it must publish—
(a) the amendments in question, and
(b) its reasons for directing them to be made.


(9) HEE may give LETBs directions about—
(a) what to include in their education and training plans;
(b) how to present them.


(10) An LETB may perform the duty under subsection (1) by preparing two or more
documents which, taken together, specify how it proposes to exercise its main
function.


107 Commissioning education and training


(1) Each LETB must for each financial year arrange for the provision of education
and training in accordance with its education and training plan for that year.


(2) Where HEE considers that it would be better for the arrangements for the
provision of certain education and training to be made on a national basis, it— 


(a) may arrange for the provision of that education and training
accordingly, or


(b) may direct one or more LETBs to do so on its behalf.


(3) Before exercising a power under subsection (2), HEE must involve LETBs in
making its decision.


(4) HEE must for each financial year allocate to each LETB the amount that HEE
considers appropriate to enable the LETB to comply with this section.


(5) In doing so, HEE must take into account any duty to which the LETB is subject
under section 108(9) (requirement to make payments by reference to an
approved tariff price or a price varied under a specified procedure).
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(6) An LETB may arrange for another person to help it to exercise the function
under subsection (1) or (where it is directed to do so under subsection (2)(b))
the function under subsection (2)(a) (and such functions as are exercisable for
the purposes of or in connection with the exercise of the function concerned).


(7) Each LETB—
(a) must keep under review the quality of the education and training the


provision of which it arranges, and 
(b) must report its findings to such persons as it considers may be


interested by them.


(8) An LETB must produce such reports on the exercise of the function under
subsection (1) (including on the quality of the education and training the
provision of which it arranges) as HEE may require.


Tariffs


108 Tariffs


(1) The Secretary of State may specify a tariff setting approved prices in respect of
education and training.


(2) The approved prices may be different for different descriptions of education
and training (and may in particular be different for different areas).


(3) A tariff specified under subsection (1) must be published.


(4) If a tariff is specified under subsection (1), the Secretary of State may also
specify a procedure for varying the approved prices in particular cases or
descriptions of cases.


(5) If the Secretary of State does so, the procedure—
(a) must be published, and
(b) must require a price as varied under the procedure to be published.


(6) A published tariff or variation procedure may be revised or revoked by the
Secretary of State.


(7) If a tariff or variation procedure is revised, the Secretary of State must publish
it as revised.


(8) If it is revoked, the Secretary of State must publish a statement to that effect.


(9) Where a tariff sets an approved price for a particular description of education
or training, payments made by an LETB or HEE in respect of the provision of
that description of education or training must be made—


(a) by reference to the approved price, or
(b) where the approved price has been varied in accordance with a


variation procedure that has effect in relation to it, by reference to the
price as varied.
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CHAPTER 2


HEALTH RESEARCH AUTHORITY


Establishment


109 The Health Research Authority


(1) There is to be a body corporate called the Health Research Authority (referred
to in this Act as “the HRA”).


(2) Schedule 7 (which includes provision about the HRA’s constitution, the
exercise of its functions and its financial and reporting duties) has effect.


(3) The Special Health Authority called the Health Research Authority is
abolished; and, in consequence of that, the following are revoked—


(a) the Health Research Authority (Establishment and Constitution) Order
2011 (S.I. 2011/2323), and


(b) the Health Research Authority Regulations 2011 (S.I. 2011/2341).


(4) The Secretary of State may by order provide for the transfer of property, rights
and liabilities from that Special Health Authority to the HRA; for further
provision about an order under this section, see section 118.


General functions


110 The HRA’s functions


(1) The main functions of the HRA are—
(a) functions relating to the co-ordination and standardisation of practice


relating to the regulation of health and social care research (see section
111);


(b) functions relating to research ethics committees (see sections 112 to
115);


(c) functions as a member of the United Kingdom Ethics Committee
Authority (see section 116 and the Medicines for Human Use (Clinical
Trials) Regulations 2004 (S.I. 2004/1031)); 


(d) functions relating to approvals for processing confidential information
relating to patients (see section 117 and the Health Service (Control of
Patient Information) Regulations 2002 (S.I. 2002/1438)).


(2) The main objective of the HRA in exercising its functions is—
(a) to protect participants and potential participants in health or social care


research and the general public by encouraging research that is safe and
ethical, and


(b) to promote the interests of those participants and potential participants
and the general public by facilitating the conduct of research that is safe
and ethical (including by promoting transparency in research).


(3) Health research is research into matters relating to people’s physical or mental
health; but a reference to health research does not include a reference to
anything authorised under the Animals (Scientific Procedures) Act 1986.
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(4) Social care research is research into matters relating to personal care or other
practical assistance for individuals aged 18 or over who are in need of care or
assistance because of age, physical or mental illness, disability, pregnancy,
childbirth, dependence on alcohol or drugs or other similar circumstances; and
“illness” has the meaning given by section 275(1) of the National Health Service
Act 2006.


(5) A reference to health or social care research does not include a reference to
research into matters which are within the legislative competence of a
devolved legislature.


(6) A reference to research that is ethical is a reference to research that conforms to
generally accepted ethical standards.


(7) Promoting transparency in research includes promoting—
(a) the registration of research;
(b) the publication and dissemination of research findings and


conclusions;
(c) the provision of access to data on which research findings or


conclusions are based;
(d) the provision of information at the end of research to participants in the


research;
(e) the provision of access to tissue used in research, for use in future


research.


(8) The Secretary of State may by order amend subsection (1) in consequence of—
(a) functions being given to the HRA,
(b) functions being taken away from the HRA, or
(c) changes to the description of functions that the HRA has for the time


being.


Regulatory practice


111 Co-ordinating and promoting regulatory practice etc.


(1) The HRA and each of the following must co-operate with each other in the
exercise of their respective functions relating to health or social care research,
with a view to co-ordinating and standardising practice relating to the
regulation of such research—


(a) the Secretary of State;
(b) the licensing authority for the purposes of the Medicines Act 1968;
(c) the Health and Social Care Information Centre;
(d) the Chief Medical Officer of the Department of Health;
(e) the Human Fertilisation and Embryology Authority;
(f) the Human Tissue Authority;
(g) the Care Quality Commission;
(h) the Administration of Radioactive Substances Advisory Committee;
(i) such person, or a person of such description, as regulations may


specify.


(2) In performing the duty under subsection (1), a person must have regard to the
need—
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(a) to protect participants and potential participants in health or social care
research and the general public by encouraging research that is safe and
ethical, and


(b) to promote the interests of those participants and potential participants
and the general public by facilitating the conduct of such research.


(3) The HRA must promote the co-ordination and standardisation of practice in
the United Kingdom relating to the regulation of health and social care
research; and it must, in doing so, seek to ensure that such regulation is
proportionate.


(4) The HRA and each devolved authority must co-operate with each other in the
exercise of their respective functions relating to the regulation of assessments
of the ethics of health and social care research, with a view to co-ordinating and
standardising practice in the United Kingdom relating to such regulation.


(5) The HRA must—
(a) keep under review matters relating to the ethics of health or social care


research and matters relating to the regulation of such research, and
(b) provide the Secretary of State with such advice about the matters


referred to in paragraph (a) as the Secretary of State requests.


(6) The HRA must publish guidance on—
(a) principles of good practice in the management and conduct of health


and social care research;
(b) requirements, whether imposed by enactments or otherwise, to which


persons conducting health or social care research are subject.


(7) A local authority (within the meaning of Part 1), an NHS trust established
under section 25 of the National Health Service Act 2006 and an NHS
foundation trust must each have regard to guidance under subsection (6).


(8) The ways in which persons may co-operate with each other under subsection
(1) or (4) include, for example, by sharing information.


(9) Section 290 of the Health and Social Care Act 2012 (duties for health and social
care authorities to co-operate), so far as applying to a person who is for the time
being within subsection (1), does not apply to functions of that person relating
to health or social care research.


(10) Section 110(5) (exclusion of research into matters within devolved competence)
does not apply to the reference in subsection (1) or (4) to health and social care
research.


Research ethics committees


112 The HRA’s policy on research ethics committees


(1) The HRA must ensure that research ethics committees it recognises or
establishes under this Chapter provide an efficient and effective means of
assessing the ethics of health and social care research.


(2) A research ethics committee is a group of persons which assesses the ethics of
research involving individuals; and the ways in which health or social care
research might involve individuals include, for example—


(a) by obtaining information from them;
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(b) by obtaining bodily tissue or fluid from them;
(c) by using information, tissue or fluid obtained from them on a previous


occasion;
(d) by requiring them to undergo a test or other process (including


xenotransplantation).


(3) For the purposes of subsection (1), the HRA—
(a) must publish a document (called “the REC policy document”) which


specifies the requirements which it expects research ethics committees
it recognises or establishes under this Chapter to comply with, and


(b) must monitor their compliance with those requirements.


(4) The HRA may do such other things in relation to research ethics committees it
recognises or establishes under this Chapter as it considers appropriate; it may,
for example—


(a) co-ordinate their work;
(b) allocate work to them;
(c) develop and maintain training programmes designed to ensure that


their members and staff can carry out their work effectively;
(d) provide them with advice and help (including help in the form of


financial assistance).


(5) The requirements in the REC policy document may, for example, relate to—
(a) membership;
(b) proceedings;
(c) staff;
(d) accommodation and facilities;
(e) expenses;
(f) objectives and functions;
(g) accountability;
(h) procedures for challenging decisions.


(6) The HRA must ensure that the requirements imposed on research ethics
committees in the REC policy document do not conflict with the requirements
imposed on them by the Medicines for Human Use (Clinical Trials)
Regulations 2004 (S.I. 2004/1031).


(7) Before publishing the REC policy document, the HRA must consult—
(a) the devolved authorities, and
(b) such other persons as it considers appropriate.


(8) The HRA may revise the REC policy document and, where it does so, it must
publish the document as revised; subsection (7) applies to a revised policy
document in so far as the HRA considers the revisions significant.


(9) The HRA must indemnify the members of each research ethics committee it
recognises or establishes under this Chapter against any liability to a third
party for loss, damage or injury arising from the committee’s exercise of its
functions in assessing the ethics of health or social care research.


113 Approval of research


(1) The HRA must publish guidance about—







Care Act 2014 (c. 23)
Part 3 — Health
Chapter 2 — Health Research Authority


101


(a) the cases in which, in its opinion, good practice requires a person
proposing to conduct health or social care research that involves
individuals to obtain the approval of a research ethics committee
recognised or established by the HRA under this Chapter, and


(b) the cases in which an enactment requires a person proposing to
conduct research of that kind to obtain that approval.


(2) Before publishing guidance under subsection (1), the HRA must—
(a) consult the devolved authorities and such other persons as the HRA


considers appropriate, and
(b) obtain the approval of the Secretary of State.


(3) The HRA may revise guidance under subsection (1) and, where it does so, it
must publish the guidance as revised; subsection (2) applies to revised
guidance in so far as the HRA considers the revisions significant.


(4) Schedule 8 (which amends various references to research ethics committees in
secondary legislation) has effect.


114 Recognition by the HRA


(1) The HRA may, on an application made by or on behalf of a group of persons,
recognise the group as a research ethics committee which is capable of— 


(a) approving research of the kind referred to in section 113(1), and
(b) giving such other approvals as enactments require.


(2) The HRA may not recognise a group under this section unless it is satisfied
that—


(a) the group will, if recognised, comply with the requirements set out in
the REC policy document, and


(b) there is or will be a demand for such a group. 


(3) In deciding whether to recognise a group under this section, the HRA must
have regard to whether the group is recognised as a research ethics committee
by or on behalf of a devolved authority.


(4) The HRA may do anything (including providing financial assistance) to help a
group wishing to be recognised under this section to reach a position from
which it should be able to make an application for recognition under this
section that is likely to succeed.


(5) The HRA may revoke a recognition under this section if it is satisfied that—
(a) the group to which the recognition applies is not complying with the


requirements specified in the REC policy document, 
(b) the group is not (or is not properly) carrying out its function of


assessing the ethical aspects of research, or
(c) revocation is necessary or desirable for some other reason.


(6) A group in existence immediately before the commencement of section 109,
and established or recognised by or on behalf of the old Health Research
Authority, or by or on behalf of the Secretary of State, as a research ethics
committee which assesses health or social care research is to be regarded as
recognised by the HRA under this section.
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(7) The reference in subsection (6) to the old Health Research Authority is a
reference to the Special Health Authority called the Health Research Authority
(and abolished by section 109).


115 Establishment by the HRA


(1) The HRA may establish research ethics committees which have the following
functions— 


(a) approving research of the kind referred to in section 113(1);
(b) giving such other approvals as enactments require.


(2) The HRA must ensure that a research ethics committee established under this
section complies with the requirements set out in the REC policy document.


(3) The HRA may abolish a research ethics committee established under this
section.


116 Membership of the United Kingdom Ethics Committee Authority


In regulation 5 of the Medicines for Human Use (Clinical Trials) Regulations
2004 (S.I. 2004/1031) (United Kingdom Ethics Committee Authority)—


(a) in paragraphs (1), (2) and (3), for “the Secretary of State for Health”, in
each place it appears, substitute “the Health Research Authority”, and


(b) in paragraph (2), for “the Secretary of State” substitute “the Health
Research Authority”.


Patient information


117 Approval for processing confidential patient information


(1) The Health Service (Control of Patient Information) Regulations 2002 (S.I.
2002/1438) are amended as follows.


(2) In regulation 5 (the title to which becomes “Approval for processing
information”)—


(a) the existing text becomes paragraph (1), and
(b) in sub-paragraph (a) of that paragraph, for “both the Secretary of State


and a research ethics committee” substitute “the Health Research
Authority”.


(3) After paragraph (1) of that regulation insert—


“(2) The Health Research Authority may not give an approval under
paragraph (1)(a) unless a research ethics committee has approved the
medical research concerned.”


(4) After paragraph (2) of that regulation insert—


“(3) The Health Research Authority shall put in place and operate a system
for reviewing decisions it makes under paragraph (1)(a).”


(5) In regulation 6 (registration requirements in relation to information), in
paragraph (1)—


(a) before “the Secretary of State” insert “the Health Research Authority
or”, and
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(b) before “he” insert “it or”.


(6) In paragraph (2)(d) of that regulation, before “the Secretary of State” insert “the
Health Research Authority or (as the case may be)”.


(7) In paragraph (3) of that regulation, for the words from the beginning to “in the
register” substitute “The Health Research Authority shall retain the particulars
of each entry it records in the register, and the Secretary of State shall retain the
particulars of each entry he records in the register,”.


(8) For paragraph (4) of that regulation substitute—


“(4) The Health Research Authority shall, in such manner and to such
extent as it considers appropriate, publish entries it records in the
register; and the Secretary of State shall, in such manner and to such
extent as he considers appropriate, publish entries he records in the
register.”


CHAPTER 3


CHAPTERS 1 AND 2: SUPPLEMENTARY


Miscellaneous


118 Transfer orders


(1) An order under section 96 (establishment of Health Education England) or
section 109 (establishment of the Health Research Authority) (a “transfer
order”) may make provision for rights and liabilities relating to an individual’s
contract of employment.


(2) A transfer order may, in particular, make provision the same as or similar to
provision in the Transfer of Undertakings (Protection of Employment)
Regulations 2006 (S.I. 2006/246).


(3) A transfer order may provide for the transfer of property, rights or liabilities—
(a) whether or not they would otherwise be capable of being transferred;
(b) irrespective of any requirement for consent that would otherwise


apply.


(4) A transfer order may create rights, or impose liabilities, in relation to property,
rights or liabilities transferred.


(5) A transfer order may provide for things done by or in relation to the transferor
for the purposes of or in connection with anything transferred to be—


(a) treated as done by or in relation to the transferee or its employees;
(b) continued by or in relation to the transferee or its employees.


(6) A transfer order may in particular make provision about continuation of legal
proceedings.
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General


119 Chapters 1 and 2: interpretation and supplementary provision


(1) For the purposes of Chapters 1 and 2, an expression in the first column of the
following table is defined or otherwise explained by the provision of this Act
specified in the second column.


(2) A power under Chapter 1 or 2 to give a direction—
(a) includes a power to vary or revoke the direction by a subsequent


direction, and
(b) must be exercised by giving the direction in question in writing.


(3) The amendments made by sections 116 and 117 and Schedule 8 to provisions
of subordinate legislation do not affect the power to make further subordinate
legislation amending or revoking the amended provisions.


CHAPTER 4


TRUST SPECIAL ADMINISTRATION


120 Powers of administrator etc.


(1) In section 65O of the National Health Service Act 2006 (Chapter 5A of Part 2:


Expression Provision


Appointment criteria Section 104


Commissioner of health services Section 105


Devolved authority Section 126


Devolved legislature Section 126


Direct or direction Subsection (2) below


Enactment Section 126


Financial year Section 126


Health care workers Section 97


Health research Section 110


The health service Section 126


Health services Section 99


HEE Section 96


The HRA Section 109


LETB Section 103


Social care research Section 110
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interpretation) (the existing text of which becomes subsection (1)) at the end
insert—


“(2) The references in this Chapter to taking action in relation to an NHS
trust include a reference to taking action, including in relation to
another NHS trust or an NHS foundation trust, which is necessary for
and consequential on action taken in relation to that NHS trust.


(3) The references in this Chapter to taking action in relation to an NHS
foundation trust include a reference to taking action, including in
relation to another NHS foundation trust or an NHS trust, which is
necessary for and consequential on action taken in relation to that NHS
foundation trust.”


(2) In section 65F of that Act (administrator’s draft report), in subsection (1), for
“45 working days” substitute “65 working days”.


(3) In subsection (5)(a) of that section, for “would achieve the objective set out in
section 65DA(1)(a)” substitute “—


(i) would achieve the objective set out in section
65DA(1)(a), and


(ii) would do so without harming essential services
provided for the purposes of the NHS by any other NHS
foundation trust or NHS trust that provides services
under this Act to the commissioner,”.


(4) After subsection (7) of that section insert—


“(8) Where the administrator recommends taking action in relation to
another NHS foundation trust or an NHS trust, the references in
subsection (5) to a commissioner also include a reference to a person to
which the other NHS foundation trust or the NHS trust provides
services under this Act that would be affected by the action.


(9) A service provided by an NHS foundation trust or an NHS trust is an
essential service for the purposes of subsection (5) if the person making
the statement in question is satisfied that the criterion in section
65DA(3) is met.


(10) Section 65DA(4) applies to the person making the statement when that
person is determining whether that criterion is met.”


(5) In section 65G of that Act (consultation plan), in subsection (2), for “30 working
days” substitute “40 working days”.


(6) In subsection (4)(a) of that section, for “would achieve the objective set out in
section 65DA(1)(a)” substitute “—


(i) would achieve the objective set out in section
65DA(1)(a), and


(ii) would do so without harming essential services
provided for the purposes of the NHS by any other NHS
foundation trust or NHS trust that provides services
under this Act to the commissioner,”.


(7) After subsection (6) of that section insert—


“(7) Where the administrator recommends taking action in relation to
another NHS foundation trust or an NHS trust, the references in
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subsection (4) to a commissioner also include a reference to a person to
which the other NHS foundation trust or the NHS trust provides
services under this Act that would be affected by the action.”


(8) A service provided by an NHS foundation trust or an NHS trust is an
essential service for the purposes of subsection (4) if the person making
the statement in question is satisfied that the criterion in section
65DA(3) is met.


(9) Section 65DA(4) applies to the person making the statement when that
person is determining whether that criterion is met.”


(8) In section 65H of that Act (consultation requirements), in subsection (4)—
(a) after “trust special administrator must” insert “—


(a) ”, and
(b) at the end insert “, and


(b) in the case of each affected trust, hold at least one
meeting to seek responses from staff of the trust and
from such persons as the trust special administrator
may recognise as representing staff of the trust.”


(9) In subsection (7) of that section, after paragraph (b) (but before paragraph (ba)
inserted by section 85(10)(a) of this Act) insert—


“(bza) any affected trust;
(bzb) any person to which an affected trust provides goods or services


under this Act that would be affected by the action
recommended in the draft report;


(bzc) any local authority in whose area the trust provides goods or
services under this Act;


(bzd) any local authority in whose area an affected trust provides
goods or services under this Act;


(bze) any Local Healthwatch organisation for the area of a local
authority mentioned in paragraph (bzc) or (bzd);”.


(10) In subsection (8) of that section, omit paragraph (e).


(11) In subsection (9) of that section—
(a) after “trust special administrator must” insert “—


(a) ”, 
(b) after “subsection (7)(b),” (but before the insertion made by section


85(10)(b) of this Act) insert “(bzb),”, and
(c) at the end insert—


“(b) hold at least one meeting to seek responses from
representatives of each of the trusts from which the
administrator must request a written response under
subsection (7)(bza), and


(c) hold at least one meeting to seek responses from
representatives of each of the local authorities and Local
Healthwatch organisations from which the
administrator must request a written response under
subsection (7)(bzc), (bzd) and (bze).”


(12) After subsection (11) of that section, insert—


“(11A) In this section, “affected trust” means—
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(a) where the trust in question is an NHS trust, another NHS trust,
or an NHS foundation trust, which provides goods or services
under this Act that would be affected by the action
recommended in the draft report;


(b) where the trust in question is an NHS foundation trust, another
NHS foundation trust, or an NHS trust, which provides services
under this Act that would be affected by the action
recommended in the draft report.


(11B) In this section, a reference to a local authority includes a reference to the
council of a district only where the district is comprised in an area for
which there is no county council.”


(13) In subsection (12)(a) of that section, after “subsection (7)(b)”, insert “, (bzb),
(bzc) and (bzd)”.


(14) In section 65N of that Act (guidance), after subsection (1) insert—


“(1A) It must, in so far as it applies to NHS trusts, include guidance about—
(a) seeking the support of commissioners for an administrator’s


recommendation;
(b) involving the Board in relation to finalising an administrator’s


report or draft report.”


(15) In section 13Q of that Act (public involvement and consultation by NHS
Commissioning Board), at the end insert—


“(4) This section does not require the Board to make arrangements in
relation to matters to which a trust special administrator’s report or
draft report under section 65F or 65I relates before the Secretary of State
makes a decision under section 65K(1), is satisfied as mentioned in
section 65KB(1) or 65KD(1) or makes a decision under section 65KD(9)
(as the case may be).”


(16) In section 14Z2 of that Act (public involvement and consultation by clinical
commissioning groups), at the end insert—


“(7) This section does not require a clinical commissioning group to make
arrangements in relation to matters to which a trust special
administrator’s report or draft report under section 65F or 65I relates
before the Secretary of State makes a decision under section 65K(1), is
satisfied as mentioned in section 65KB(1) or 65KD(1) or makes a
decision under section 65KD(9) (as the case may be).”


(17) In section 242 of that Act (public involvement and consultation by NHS trusts
and foundation trusts), in subsection (6)—


(a) for “65I, 65R or 65U” substitute “or 65I”, and
(b) for the words from “the decision” to the end substitute “the Secretary of


State makes a decision under section 65K(1), is satisfied as mentioned
in section 65KB(1) or 65KD(1) or makes a decision under section
65KD(9) (as the case may be).”


(18) In Schedule 14 to the Health and Social Care Act 2012 (abolition of NHS trusts
in England: consequential amendments)—


(a) after paragraph 4 insert—


“4A In section 13Q(4) (public involvement and consultation by
Board), omit “makes a decision under section 65K(1),”.
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4B In section 14Z2 (public involvement and consultation by
clinical commissioning groups), omit “makes a decision
under section 65K(1),”.”,


(b) in paragraph 15(4), in the new subsection (2A) to be inserted into
section 65F of the National Health Service Act 2006, in paragraph (a),
for “would achieve the objective set out in section 65DA(1)(a)”
substitute “—


(i) would achieve the objective set out in section
65DA(1)(a), and


(ii) would do so without harming essential services
provided for the purposes of the NHS by any
other NHS foundation trust that provides
services under this Act to the commissioner,”,


(c) in paragraph 15(4), after the new subsection (2C) to be inserted into that
section, insert—


“(2D) Where the administrator recommends taking action in relation
to another NHS foundation trust, the references in subsection
(2A) to a commissioner also include a reference to a person to
which the other NHS foundation trust provides services under
this Act that would be affected by the action.


(2E) A service provided by an NHS foundation trust is an essential
service for the purposes of subsection (2A) if the person making
the statement in question is satisfied that the criterion in section
65DA(3) is met.


(2F) Section 65DA(4) applies to the person making the statement
when that person is determining whether that criterion is met.”,


(d) in paragraph 15, after sub-paragraph (7) insert—


 “(8) Omit subsections (8) to (10).”,
(e) in paragraph 16 (the text of which becomes sub-paragraph (1)) at the


end insert—


 “(2) In subsection (4)(a)(ii) of that section, omit “or NHS trust”.


(3) In subsection (7) of that section, omit “or an NHS trust” and
“or the NHS trust”.


(4) In subsection (8) of that section, omit “or an NHS trust”.”,
(f) in paragraph 17, in sub-paragraph (2)(a), for “paragraph (b)” substitute


“paragraphs (b), (bzb), (bzc) and (bzd)”,
(g) in that paragraph, after sub-paragraph (4) insert—


 “(4A) In subsection (11A)—
(a) omit paragraph (a), and
(b) in paragraph (b), omit “where the trust in question is


an NHS foundation trust,” and “, or an NHS trust,”.”,
(h) in paragraph 24, after sub-paragraph (2) insert—


 “(2A) Omit subsection (1A).”,
(i) after that paragraph insert—


“24A In section 65O (interpretation)—
(a) omit subsection (2), and
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(b) in subsection (3), omit “or an NHS trust”.”, and
(j) in paragraph 35, omit the “and” preceding paragraph (d) and after that


paragraph insert “, and
(e) in subsection (6), omit “makes a decision under


section 65K(1),”.”


PART 4


HEALTH AND SOCIAL CARE


Integration fund


121 Integration of care and support with health services etc: integration fund


(1) At the end of section 223B of the National Health Service Act 2006 (funding of
the National Health Service Commissioning Board) insert—


“(6) Where the mandate specifies objectives relating to service integration,
the requirements that may be specified under section 13A(2)(b) include
such requirements relating to the use by the Board of an amount of the
sums paid to it under this section as the Secretary of State considers it
necessary or expedient to impose.


(7) The amount referred to in subsection (6)—
(a) is to be determined in such manner as the Secretary of State


considers appropriate, and
(b) must be specified in the mandate.


(8) The reference in subsection (6) to service integration is a reference to the
integration of the provision of health services with the provision of
health-related services or social care services, as referred to in sections
13N and 14Z1.”


(2) After section 223G of that Act (meeting expenditure of clinical commissioning
groups out of public funds) insert—


“223GA Expenditure on integration


(1) Where the mandate includes a requirement in reliance on section
223B(6) (requirements relating to use by the Board of an amount paid
to the Board where mandate specifies service integration objectives),
the Board may direct a clinical commissioning group that an amount (a
“designated amount”) of the sums paid to the group under section
223G is to be used for purposes relating to service integration.


(2) The designated amount is to be determined—
(a) where the mandate includes a requirement (in reliance on


section 223B(6)) that designated amounts are to be determined
by the Board in a manner specified in the mandate, in that
manner;


(b) in any other case, in such manner as the Board considers
appropriate.


(3) The conditions under section 223G(7) subject to which the payment of
a designated amount is made must include a condition that the group
transfers the amount into one or more funds (“pooled funds”)
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established under arrangements under section 75(2)(a) (“pooling
arrangements”).


(4) The conditions may also include— 
(a) conditions relating to the preparation and agreement by the


group and each local authority and other clinical
commissioning group that is party to the pooling arrangements
of a plan for how to use the designated amount (a “spending
plan”);


(b) conditions relating to the approval of a spending plan by the
Board;


(c) conditions relating to the inclusion of performance objectives in
a spending plan;


(d) conditions relating to the meeting of any performance
objectives included in a spending plan or specified by the
Board.


(5) Where a condition subject to which the payment of a designated
amount is made is not met, the Board may—


(a) withhold the payment (in so far as it has not been made);
(b) recover the payment (in so far as it has been made);
(c) direct the clinical commissioning group as to the use of the


designated amount for purposes relating to service integration
or for making payments under section 256.


(6) Where the Board withholds or recovers a payment under subsection
(5)(a) or (b)—


(a) it may use the amount for purposes consistent with such
objectives and requirements relating to service integration as
are specified in the mandate, and


(b) in so far as the exercise of the power under paragraph (a)
involves making a payment to a different clinical
commissioning group or some other person, the making of the
payment is subject to such conditions as the Board may
determine.


(7) The requirements that may be specified in the mandate in reliance on
section 223B(6) include requirements to consult the Secretary of State or
other specified persons before exercising a power under subsection (5)
or (6).


(8) The power under subsection (5)(b) to recover a payment may be
exercised in a financial year after the one in respect of which the
payment was made.


(9) The payments that may be made out of a pooled fund into which a
designated amount is transferred include payments to a local authority
which is not party to the pooling arrangements in question in
connection with the exercise of its functions under Part 1 of the
Housing Grants, Construction and Regeneration Act 1996 (disabilities
facilities grants).


(10) In exercising a power under this section, the Board must have regard to
the extent to which there is a need for the provision of each of the
following—


(a) health services (see subsection (12)),
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(b) health-related services (within the meaning given in section
14Z1), and


(c) social care services (within the meaning given in that section).


(11) A reference in this section to service integration is a reference to the
integration of the provision of health services with the provision of
health-related services or social care services, as referred to in sections
13N and 14Z1.


(12) “Health services” means services provided as part of the health service
in England.”.


Information


122 The Health and Social Care Information Centre: restrictions on dissemination 
of information


(1) Chapter 2 of Part 9 of the Health and Social Care Act 2012 (the Health and
Social Care Information Centre) is amended as follows.


(2) In section 253(1) (general duties), after paragraph (c) (but before the “and” after
it) insert—


“(ca) the need to respect and promote the privacy of recipients of
health services and of adult social care in England,”.


(3) In section 261 (other dissemination of information), after subsection (1) insert—


“(1A) But the Information Centre may do so only if it considers that
disseminating the information would be for the purposes of—


(a) the provision of health care or adult social care, or
(b) the promotion of health.”


(4) After section 262 insert—


“262A Publication and other dissemination: supplementary


In exercising any function under this Act of publishing or otherwise
disseminating information, the Information Centre must have regard to
any advice given to it by the committee appointed by the Health
Research Authority under paragraph 8(1) of Schedule 7 to the Care Act
2014 (committee to advise in connection with information
dissemination etc).”


PART 5


GENERAL


123 Power to make consequential provision


(1) The Secretary of State may by order make provision in consequence of a
provision of this Act.


(2) An order under this section may amend, repeal, or revoke an enactment, or
provide for an enactment to apply with specified modifications.


(3) The power conferred by this section is not restricted by any other provision of
this Act.
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(4) A saving or a transitional or transitory provision in an order under this section
by virtue of section 125(8) may, in particular, modify the application of a
provision made by the order pending the commencement of—


(a) another provision of the order,
(b) a provision of this Act, or
(c) any other enactment.


(5) Before making an order under this section that contains provision which is
within the legislative competence of a devolved legislature, the Secretary of
State must consult the relevant devolved authority.


(6) A reference to an enactment includes a reference to an enactment passed or
made after the passing of this Act.


124 Power to make transitional etc. provision


(1) The Secretary of State may by order make transitional, transitory or saving
provision in connection with the commencement of a provision of this Act.


(2) An order under this section may modify the application of a provision of this
Act pending the commencement of—


(a) another provision of this Act, or
(b) any other enactment (including one passed or made after the passing of


this Act).


125 Regulations and orders


(1) A power to make regulations under this Act is exercisable by the Secretary of
State.


(2) Regulations and orders under this Act must be made by statutory instrument.


(3) Subject to subsections (4) and (6), a statutory instrument containing regulations
or an order under this Act is subject to annulment in pursuance of a resolution
of either House of Parliament.


(4) A statutory instrument which contains (whether alone or with other provision)
any of the following may not be made unless a draft of the instrument has been
laid before, and approved by a resolution of, each House of Parliament—


(a) regulations under section 13(7) (the eligibility criteria);
(b) regulations under section 15(4) (the cap on care costs) other than those


made in discharge of the duty under section 16(1);
(c) the first regulations under section 15(8) (the amount attributable to an


adult’s daily living costs);
(d) regulations under section 22(2)(b) (services or facilities which a local


authority may not provide or arrange);
(e) regulations under section 35(9) or 36(3) (deferred payment agreements


and loans and alternative financial arrangements) which include
provision that amends or repeals a provision of an Act of Parliament,
or provides for a provision of an Act of Parliament to apply with
modifications;


(f) the first regulations under section 52(12) (meaning of references to
business failure);


(g) the first regulations under section 53(1) (criteria for application of
market oversight regime);







Care Act 2014 (c. 23)
Part 5 — General


113


(h) the first regulations under section 53(4) (disapplication of market
oversight regime in particular cases);


(i) the first regulations under section 62(2) (exercise of power to meet
child’s carer’s needs for support);


(j) the first regulations under section 72 (Part 1 appeals);
(k) subsequent regulations under that section which include provision that


amends or repeals a provision of an Act of Parliament, or provides for
a provision of an Act of Parliament to apply with modifications;


(l) an order under section 79(9) (delegation of local authority functions);
(m) regulations under section 92 (offence of supplying etc false or


misleading information);
(n) an order under section 123 (consequential provision) which includes


provision that amends or repeals a provision of an Act of Parliament,
or provides for a provision of an Act of Parliament to apply with
modifications;


(o) regulations under paragraph 18 of Schedule 7 (fees chargeable by the
HRA).


(5) Subsection (4) does not apply to a statutory instrument which contains
regulations or an order within paragraph (e), (k) or (n) of that subsection, if the
regulations or order are within the paragraph in question only because they
include provision that applies an Act of Parliament with modifications for the
purpose of making saving, transitional or transitory provision.


(6) Subsection (3) does not apply to—
(a) an order under section 96 (transfer order to new HEE);
(b) an order under section 109 (transfer order to new HRA);
(c) an order under section 124 (transitional etc. provision);
(d) an order under section 127 (commencement).


(7) A power to make regulations or an order under this Act—
(a) may be exercised for all cases to which the power applies, for those


cases subject to specified exceptions, or for any specified cases or
descriptions of case,


(b) may be exercised so as to make, for the cases for which it is exercised—
(i) the full provision to which the power applies or any less


provision (whether by way of exception or otherwise);
(ii) the same provision for all cases for which the power is


exercised, or different provision for different cases or different
descriptions of case, or different provision as respects the same
case or description of case for different purposes of this Act;


(iii) any such provision either unconditionally or subject to
specified conditions, and


(c) may, in particular, make different provision for different areas.


(8) A power to make regulations or an order under this Act (other than the power
to make an order under section 124 or 127) includes —


(a) power to make incidental, supplementary, consequential, saving,
transitional or transitory provision, and


(b) power to provide for a person to exercise a discretion in dealing with a
matter.


(9) Before making regulations under section 52(12) (meaning of references to
business failure), the Secretary of State must consult the Welsh Ministers and
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the Department for Health, Social Services and Public Safety in Northern
Ireland.


126 General interpretation


In this Act—
“devolved authority” means the Scottish Ministers, the Welsh Ministers


or the Department for Health, Social Services and Public Safety in
Northern Ireland,


“devolved legislature” means the Scottish Parliament, the National
Assembly for Wales or the Northern Ireland Assembly,


“enactment” includes—
(a) an enactment contained in subordinate legislation (within the


meaning of the Interpretation Act 1978), and
(b) an enactment contained in, or in an instrument made under, an


Act of the Scottish Parliament, an Act or Measure of the
National Assembly for Wales or Northern Ireland legislation,


“financial year” means a period of 12 months ending with 31 March (but
see also the definition of that expression in paragraph 3 of Schedule 2,
paragraph 19 of Schedule 5 and paragraph 19 of Schedule 7), and


“the health service” means the comprehensive health service in England
continued under section 1(1) of the National Health Service Act 2006.


127 Commencement


(1) The provisions of Parts 1 to 4 come into force on such day as the Secretary of
State may by order appoint.


(2) The provisions of this Part come into force on the day on which this Act is
passed.


(3) Before making an order under this section bringing section 50 (provider
failure: temporary duty on local authority in Wales in cross-border cases) or 75
(after-care under the Mental Health Act 1983) into force, the Secretary of State
must obtain the consent of the Welsh Ministers.


(4) Before making an order under this section bringing section 51 (provider
failure: temporary duty on Health and Social Care trusts in cross-border cases)
into force, the Secretary of State must obtain the consent of the Department for
Health, Social Services and Public Safety in Northern Ireland.


(5) Different days may be appointed under subsection (1) for different purposes
(including different areas).


128 Extent and application


(1) This Act extends to England and Wales only, subject to subsections (2) and (3).


(2) Any amendment, repeal or revocation made by this Act has the same extent as
the enactment being amended, repealed or revoked, other than the amendment
made by section 66(3) which extends to England and Wales only.


(3) The following also extend to Scotland and Northern Ireland—
(a) section 39(8) and Schedule 1 (cross-border placements);
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(b) sections 49 to 52 (provider failure: temporary duty in relation to cross-
border cases);


(c) section 73 (Human Rights Act 1998: provision of regulated care or
support etc a public function);


(d) Chapter 2 of Part 3 (the HRA);
(e) section 118 (transfer orders), so far as relating to section 109 (the HRA);
(f) section 119 (Chapters 1 and 2 of Part 3: interpretation and


supplementary provision);
(g) this Part;
(h) paragraph 17 of Schedule 5 (arrangements between HEE and devolved


authorities) and section 96(2) so far as relating to that paragraph.


(4) The Secretary of State may by order provide that specified provisions of this
Act, in their application to the Isles of Scilly, have effect with such
modifications as may be specified.


129 Short title


This Act may be cited as the Care Act 2014.
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S C H E D U L E S


SCHEDULE 1 Section 39


CROSS-BORDER PLACEMENTS


Placements from England to Wales, Scotland or Northern Ireland


1 (1) Where a local authority in England is meeting an adult’s needs for care and
support by arranging for the provision of accommodation in Wales, the
adult—


(a) is to be treated for the purposes of this Part as ordinarily resident in
the local authority’s area, and


(b) is accordingly not to be treated for the purposes of the Social Services
and Well-being (Wales) Act 2014 as ordinarily resident anywhere in
Wales.


(2) Where a local authority in England, in reliance on section 22(4), is making
arrangements which include the provision of accommodation in Wales,
section 22(4) is to have effect as if for paragraph (a) there were substituted—


“(a) the authority has obtained consent for it to arrange for the
provision of the nursing care from the Local Health Board for
the area in which the accommodation is provided,”.


(3) Where a local authority in England is meeting an adult’s needs for care and
support by arranging for the provision of accommodation in Scotland—


(a) the adult is to be treated for the purposes of this Part as ordinarily
resident in the local authority’s area, and


(b) no duty under Part 2 of the Social Work (Scotland) Act 1968 or
sections 25 to 27 of the Mental Health (Care and Treatment)
(Scotland) Act 2003 applies in the adult’s case.


(4) Where a local authority in England is meeting an adult’s needs for care and
support by arranging for the provision of accommodation in Northern
Ireland—


(a) the adult is to be treated for the purposes of this Part as ordinarily
resident in the local authority’s area, and


(b) no duty under the Health and Personal Social Services (Northern
Ireland) Order 1972 or the Health and Social Care (Reform) Act
(Northern Ireland) 2009 to provide or secure the provision of
accommodation or other facilities applies in the adult’s case.


(5) Section 22 (prohibition on provision of health services) is to have effect—
(a) in its application to a case within sub-paragraph (1)—


(i) as if the references in subsections (1) and (6) to the National
Health Service Act 2006 included a reference to the National
Health Service (Wales) Act 2006, and
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(ii) as if the reference in subsection (6) to a clinical
commissioning group or the National Health Service
Commissioning Board included a reference to a Local Health
Board;


(b) in its application to a case within sub-paragraph (3)—
(i) as if the references in subsections (1) and (6) to the National


Health Service Act 2006 included a reference to the National
Health Service (Scotland) Act 1978, and


(ii) as if the reference in subsection (6) to a clinical
commissioning group or the National Health Service
Commissioning Board included a reference to a Health Board
or Special Health Board;


(c) in its application to a case within sub-paragraph (4)—
(i) as if the references in subsections (1) and (6) to a service or


facility provided under the National Health Service Act 2006
included a reference to health care provided under the
Health and Personal Social Services (Northern Ireland) Order
1972 or the Health and Social Care (Reform) Act (Northern
Ireland) 2009, and


(ii) as if the reference in subsection (6) to a clinical
commissioning group or the National Health Service
Commissioning Board included a reference to a Health and
Social Care trust.


(6) Regulations may make further provision in relation to arrangements of the
kind referred to in this paragraph.


(7) The regulations may specify circumstances in which, in a case within sub-
paragraph (3), specified duties under Part 2 of the Social Work (Scotland)
Act 1968 are nonetheless to apply in the case of the adult concerned (and
paragraph (b) of that sub-paragraph is to be read accordingly).


Placements from Wales to England, Scotland or Northern Ireland


2 (1) Where a local authority in Wales is discharging its duty under section 35 of
the Social Services and Well-being (Wales) Act 2014 by arranging for the
provision of accommodation in England, the adult concerned—


(a) is to be treated for the purposes of that Act as ordinarily resident in
the local authority’s area, and


(b) is accordingly not to be treated for the purposes of this Part of this
Act as ordinarily resident anywhere in England.


(2) Where a local authority in Wales is arranging for the provision of
accommodation in England in the exercise of its power under section 36 of
the Social Services and Well-being (Wales) Act 2014—


(a) the adult concerned is to be treated for the purposes of that Act—
(i) in a case where the adult was within the local authority’s area


immediately before being provided by the local authority
with accommodation in England, as remaining within that
area;


(ii) in a case where the adult was outside but ordinarily resident
in the local authority’s area immediately before being
provided by the local authority with accommodation in
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England, as remaining outside but ordinarily resident in that
area, and


(b) the adult concerned is not to be treated for the purposes of this Part
of this Act as ordinarily resident anywhere in England (unless the
adult was so ordinarily resident immediately before being provided
by the local authority with accommodation in England).


(3) Where a local authority in Wales is discharging its duty under section 35 of
the Social Services and Well-being (Wales) Act 2014 by arranging for the
provision of accommodation in Scotland—


(a) the adult is to be treated for the purposes of that Act as ordinarily
resident in the local authority’s area, and


(b) no duty under Part 2 of the Social Work (Scotland) Act 1968 or
sections 25 to 27 of the Mental Health (Care and Treatment)
(Scotland) Act 2003 applies in the adult’s case.


(4) Where a local authority in Wales is arranging for the provision of
accommodation in Scotland in the exercise of its power under section 36 of
the Social Services and Well-being (Wales) Act 2014—


(a) the adult concerned is to be treated for the purposes of that Act—
(i) in a case where the adult was within the local authority’s area


immediately before being provided by the local authority
with accommodation in Scotland, as remaining within that
area;


(ii) in a case where the adult was outside but ordinarily resident
in the local authority’s area immediately before being
provided by the local authority with accommodation in
Scotland, as remaining outside but ordinarily resident in that
area, and


(b) no duty under Part 2 of the Social Work (Scotland) Act 1968 or
sections 25 to 27 of the Mental Health (Care and Treatment)
(Scotland) Act 2003 applies in the adult’s case.


(5) But paragraph (b) of sub-paragraph (4) does not prevent a duty mentioned
in that paragraph from applying in the case of an adult who was ordinarily
resident in Scotland immediately before being provided by the local
authority with accommodation in Scotland.


(6) Where a local authority in Wales is discharging its duty under section 35 of
the Social Services and Well-being (Wales) Act 2014 by arranging for the
provision of accommodation in Northern Ireland—


(a) the adult is to be treated for the purposes of that Act as ordinarily
resident in the local authority’s area, and


(b) no duty under the Health and Personal Social Services (Northern
Ireland) Order 1972 or the Health and Social Care (Reform) Act
(Northern Ireland) 2009 to provide or secure the provision of
accommodation or other facilities applies in the adult’s case.


(7) Where a local authority in Wales is arranging for the provision of
accommodation in Northern Ireland in the exercise of its power under
section 36 of the Social Services and Well-being (Wales) Act 2014—


(a) the adult concerned is to be treated for the purposes of that Act—
(i) in a case where the adult was within the local authority’s area


immediately before being provided by the local authority
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with accommodation in Northern Ireland, as remaining
within that area;


(ii) in a case where the adult was outside but ordinarily resident
in the local authority’s area immediately before being
provided by the local authority with accommodation in
Northern Ireland, as remaining outside but ordinarily
resident in that area, and


(b) no duty under the Health and Personal Social Services (Northern
Ireland) Order 1972 or the Health and Social Care (Reform) Act
(Northern Ireland) 2009 to provide or secure the provision of
accommodation or other facilities applies in the adult’s case.


(8) But paragraph (b) of sub-paragraph (7) does not prevent a duty mentioned
in that paragraph from applying in the case of an adult who was ordinarily
resident in Northern Ireland immediately before being provided by the local
authority with accommodation in Northern Ireland.


(9) Regulations may make further provision in relation to arrangements of the
kind referred to in this paragraph.


(10) The regulations may specify circumstances in which, in a case within sub-
paragraph (3) or (4), specified duties under Part 2 of the Social Work
(Scotland) Act 1968 are nonetheless to apply in the case of the adult
concerned (and paragraph (b) of each of those sub-paragraphs is to be read
accordingly).


Placements from Scotland to England, Wales or Northern Ireland


3 (1) Where a local authority in Scotland is discharging its duty under section 12
or 13A of the Social Work (Scotland) Act 1968 or section 25 of the Mental
Health (Care and Treatment) (Scotland) Act 2003 by securing the provision
of accommodation in England, the adult in question is not to be treated for
the purposes of this Part of this Act as ordinarily resident anywhere in
England.


(2) Where a local authority in Scotland is discharging its duty under a provision
referred to in sub-paragraph (1) by securing the provision of
accommodation in Wales, the adult in question is not to be treated for the
purposes of the Social Services and Well-being (Wales) Act 2014 as
ordinarily resident anywhere in Wales.


(3) Where a local authority in Scotland is discharging its duty under a provision
referred to in sub-paragraph (1) by securing the provision of
accommodation in Northern Ireland, no duty under the Health and Personal
Social Services (Northern Ireland) Order 1972 or the Health and Social Care
(Reform) Act (Northern Ireland) 2009 to provide or secure the provision of
accommodation or other facilities applies in the case of the adult in question.


(4) In section 5 of the Community Care and Health (Scotland) Act 2002 (local
authority arrangements for residential accommodation outside Scotland)—


(a) in subsection (1), after “the 1968 Act” insert “or under section 25 of
the Mental Health (Care and Treatment) (Scotland) Act 2003 (care
and support)”,


(b) in subsection (2), for “such arrangements” substitute “persons for
whom such arrangements are made”, and
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(c) for subsections (5) and (6) substitute—


“(5) In subsections (1) and (3) above, “appropriate establishment”
means an establishment of such description or conforming to
such requirements as may be specified in regulations under
subsection (1).”


(5) Regulations may make further provision in relation to arrangements of the
kind referred to in this paragraph.


Placements from Northern Ireland to England, Wales or Scotland


4 (1) Where there are arrangements under Article 15 of the Health and Personal
Social Services (Northern Ireland) Order 1972 for the provision of
accommodation in England, the adult in question—


(a) is to be treated for the purposes of that Order and the Health and
Social Care (Reform) Act (Northern Ireland) 2009 as ordinarily
resident in the area of the relevant Health and Social Care trust, and


(b) is accordingly not to be treated for the purposes of this Part of this
Act as ordinarily resident anywhere in England.


(2) Where there are arrangements under Article 15 of the Health and Personal
Social Services (Northern Ireland) Order 1972 for the provision of
accommodation in Wales, the adult in question—


(a) is to be treated for the purposes of that Order and the Health and
Social Care (Reform) Act (Northern Ireland) 2009 as ordinarily
resident in the area of the relevant Health and Social Care trust, and


(b) is accordingly not to be treated for the purposes of the Social Services
and Well-being (Wales) Act 2014 as ordinarily resident anywhere in
Wales.


(3) Where there are arrangements under Article 15 of the Health and Personal
Social Services (Northern Ireland) Order 1972 for the provision of
accommodation in Scotland—


(a) the adult in question is to be treated for the purposes of that Order
and the Health and Social Care (Reform) Act (Northern Ireland) 2009
as ordinarily resident in the area of the relevant Health and Social
Care trust, and


(b) no duty under Part 2 of the Social Work (Scotland) Act 1968 or
sections 25 to 27 of the Mental Health (Care and Treatment)
(Scotland) Act 2003 applies in the adult’s case.


(4) The reference to the relevant Health and Social Care trust is a reference to the
Health and Social Care trust in whose area the adult in question was
ordinarily resident immediately before the making of arrangements of the
kind referred to in this paragraph.


(5) Regulations may make further provision in relation to arrangements of the
kind referred to in this paragraph.


(6) The regulations may specify circumstances in which, in a case within sub-
paragraph (3), specified duties under Part 2 of the Social Work (Scotland)
Act 1968 are nonetheless to apply in the case of the adult concerned (and
paragraph (b) of that sub-paragraph is to be read accordingly).
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Dispute resolution


5 (1) Any dispute about the application of any of paragraphs 1 to 4 to an adult’s
case is to be determined in accordance with this paragraph.


(2) If the dispute is between a local authority in England and a local authority
in Wales, it is to be determined by the Secretary of State or the Welsh
Ministers.


(3) If the dispute is between a local authority in England and a local authority
in Scotland, it is to be determined by the Secretary of State or the Scottish
Ministers.


(4) If the dispute is between a local authority in England and a Health and Social
Care trust, it is to be determined by the Secretary of State or the Northern
Ireland Department.


(5) If the dispute is between a local authority in Wales and a local authority in
Scotland, it is to be determined by the Welsh Ministers or the Scottish
Ministers.


(6) If the dispute is between a local authority in Wales and a Health and Social
Care trust, it is to be determined by the Welsh Ministers or the Northern
Ireland Department.


(7) If the dispute is between a local authority in Scotland and a Health and
Social Care trust, it is to be determined by the Scottish Ministers or the
Northern Ireland Department.


(8) In Article 36 of the Health and Personal Social Services (Northern Ireland)
Order 1972, after paragraph (2) insert—


“(2A) Any question under this Order as to the ordinary residence of a
person is to be determined by the Department.”


(9) Regulations must make provision for determining which of the persons
concerned is to determine the dispute; and the regulations may, in
particular, provide for the dispute to be determined by whichever of them
they agree is to do so.


(10) Regulations may make provision for the determination of disputes between
more than two parties.


(11) Regulations may make further provision about determination of disputes
under this paragraph or under regulations under sub-paragraph (10); the
regulations may, for example, include—


(a) provision requiring parties to a dispute to take specified steps before
referring the dispute for determination under this paragraph;


(b) provision about the procedure for referring the dispute under this
paragraph.


Financial adjustments


6 (1) This paragraph applies where—
(a) an adult has been provided with accommodation in England, Wales,


Scotland or Northern Ireland, and
(b) it transpires (whether following the determination of a dispute


under paragraph 5 or otherwise) that an authority in another of the
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territories was, for some or all of the time that the accommodation
was being provided, liable to provide the adult with
accommodation.


(2) The authority which made the arrangements may recover from the authority
in the other territory the amount of any payments it made towards the
making of the arrangements at a time when the other authority was liable to
provide the adult with accommodation.


(3) A reference to an authority is a reference to a local authority in England,
Wales or Scotland or a Health and Social Care trust in Northern Ireland.


7 (1) In section 86 of the Social Work (Scotland) Act 1968 (adjustments between
authorities providing accommodation), in subsections (1) and (10), after “a
local authority in England or Wales” insert “and to a Health and Social Care
trust in Northern Ireland”.


(2) In subsection (2) of that section, after “the ordinary residence of a person
shall” insert “, in a case where there is a dispute about the application of any
of paragraphs 1 to 4 of Schedule 1 to the Care Act 2014 (cross-border
placements), be determined in accordance with paragraph 5 of that
Schedule; and in any other case, the question shall”.


(3) After subsection (10) of that section insert—


“(10A) A person who, as a result of Schedule 1 to the Care Act 2014 (cross-
border placements), is treated as ordinarily resident in an area in
England, Wales or Northern Ireland (as the case may be) is to be
treated as ordinarily resident in that area for the purposes of this
section.


(10B) A person who, as a result of that Schedule, is not treated as ordinarily
resident anywhere in England or Wales (as the case may be) is not to
be treated as ordinarily resident there for the purposes of this
section.”


(4) In section 97 of that Act (extent)—
(a) in subsection (1), for “sections 86 and 87” substitute “section 87”, and
(b) after that subsection insert—


“(1A) Section 86 of this Act shall extend to England and Wales and
to Northern Ireland.”


Provision of NHS accommodation not to affect deemed ordinary residence etc.


8 (1) In a case where, as a result of this Schedule, an adult is treated as ordinarily
resident in an area in England, Wales or Northern Ireland (as the case may
be), the adult does not cease to be so treated merely because the adult is
provided with NHS accommodation.


(2) In a case where, as a result of this Schedule, an adult is not treated as
ordinarily resident anywhere in England or Wales (as the case may be), the
adult continues not to be so treated even if the adult is provided with NHS
accommodation.


(3) In a case where, as a result of this Schedule, no duty under a relevant
enactment applies, the duty does not apply merely because the adult in
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question is provided with NHS accommodation; and for this purpose
“relevant enactment” means—


(a) Part 2 of the Social Work (Scotland) Act 1968,
(b) sections 25 to 27 of the Mental Health (Care and Treatment)


(Scotland) Act 2003,
(c) the Health and Personal Social Services (Northern Ireland) Order


1972, or
(d) the Health and Social Care (Reform) Act (Northern Ireland) 2009.


(4) In a case where, as a result of paragraph 2(2), (4) or (7), an adult is treated as
remaining within, or as remaining outside but ordinarily resident in, an area
in Wales, the adult does not cease to be so treated merely because the adult
is provided with NHS accommodation.


Direct payments


9 (1) Regulations may provide for this Schedule to apply, with such modifications
as may be specified, to a case where accommodation in England, Wales,
Scotland or Northern Ireland is provided for an adult by means of direct
payments made by an authority in another of the territories.


(2) The reference in sub-paragraph (1) to direct payments accordingly includes
a reference to direct payments made—


(a) under section 50 or 52 of the Social Services and Well-being (Wales)
Act 2014,


(b) as a result of a choice made by the adult pursuant to section 5 of the
Social Care (Self-directed Support) (Scotland) Act 2013, or


(c) by virtue of section 8 of the Carers and Direct Payments Act
(Northern Ireland) 2002.


Particular types of accommodation


10 (1) Regulations may provide for this Schedule to apply, with such modifications
as may be specified, to a case where—


(a) an adult has needs for care and support which can be met only if the
adult is living in accommodation of a type specified in the
regulations,


(b) the adult is living in accommodation in England, Wales, Scotland or
Northern Ireland that is of a type so specified, and


(c) the adult’s needs for care and support are being met by an authority
in another of the territories providing or arranging for the provision
of services other than the accommodation.


(2) In section 5 of the Community Care and Health (Scotland) Act 2002 (the title
to which becomes “Local authority arrangements for residential
accommodation etc. outwith Scotland”), in subsection (1), at the end insert
“or for the provision in England and Wales or in Northern Ireland of a
service or facility of such other description as may be specified in the
regulations”.


Regulations


11 Regulations under this Schedule—
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(a) if they include provision relating to Wales, may not be made without
the consent of the Welsh Ministers;


(b) if they include provision relating to Scotland, may not be made
without the consent of the Scottish Ministers;


(c) if they include provision relating to Northern Ireland, may not be
made without the consent of the Northern Ireland Department.


Interpretation


12 (1) This paragraph applies for the purposes of this Schedule.


(2) “Accommodation in England” means accommodation in England of a type
specified in regulations under section 39 but not of a type specified in
regulations under this paragraph.


(3) “Accommodation in Wales” means accommodation in Wales of a type
specified in regulations under section 194 of the Social Services and Well-
being (Wales) Act 2014 but not of a type specified in regulations under this
paragraph.


(4) “Accommodation in Scotland” means residential accommodation in
Scotland of a type which may be provided under or by virtue of section 12
or 13A of the Social Work (Scotland) Act 1968, or section 25 of the Mental
Health (Care and Treatment) (Scotland) Act 2003, but not of a type specified
in regulations under this paragraph.


(5) “Accommodation in Northern Ireland” means residential or other
accommodation in Northern Ireland of a type which may be provided under
Article 15 of the Health and Personal Social Services (Northern Ireland)
Order 1972.


(6) “Local authority in England” means a local authority for the purposes of this
Part.


(7) “Local authority in Wales” means a local authority for the purposes of the
Social Services and Well-being (Wales) Act 2014.


(8) “Local authority in Scotland” means a council constituted under section 2 of
the Local Government etc. (Scotland) Act 1994.


(9) “The Northern Ireland Department” means the Department of Health, Social
Services and Public Safety in Northern Ireland.


(10) “NHS accommodation” has the meaning given in section 39(6).


Consequential provision


13 In section 194 of the Social Services and Well-being (Wales) Act 2014
(ordinary residence), at the end insert—


“(8) For provision about cross-border placements to and from England,
Scotland or Northern Ireland, see Schedule 1 to the Care Act 2014.


(8) Am ddarpariaeth ynghylch lleoliadau trawsffiniol i Loegr, yr Alban
neu Ogledd Iwerddon neu o Loegr, yr Alban neu Ogledd Iwerddon,
gweler Atodlen 1 i Ddeddf Gofal 2014.”
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Transitory provision


14 (1) Pending the commencement of Part 4 of the Social Services and Well-being
(Wales) Act 2014, this Schedule is to have effect with the modifications set
out in this paragraph.


(2) A reference to that Act in paragraphs 1, 3 and 4 is to be read as a reference to
Part 3 of the National Assistance Act 1948.


(3) In paragraph 2—
(a) the references in sub-paragraphs (1), (3) and (6) to discharging a duty


under section 35 of the Social Services and Well-being (Wales) Act
2014 by arranging for the provision of accommodation are to be read
as references to providing residential accommodation under Part 3
of the National Assistance Act 1948; 


(b) the references in paragraph (a) of each of those sub-paragraphs to the
Social Services and Well-being (Wales) Act 2014 are to be read as
references to Part 3 of the National Assistance Act 1948; 


(c) sub-paragraphs (2), (4) and (7) are to be ignored; and
(d) in sub-paragraph (10), the references to sub-paragraph (4) and


paragraph (b) of sub-paragraph (4) are to be ignored.


(4) In paragraph 9, the reference to sections 50 and 52 of the Social Services and
Well-being (Wales) Act 2014 is to be read as a reference to section 57 of the
Health and Social Care Act 2001.


(5) In paragraph 12, sub-paragraph (3) is to be read as if the following were
substituted for it—


 “(3) “Accommodation in Wales” means residential accommodation in
Wales of a type that may be provided under Part 3 of the National
Assistance Act 1948 but not of a type specified in regulations
under this paragraph.”


(6) In that paragraph, sub-paragraph (7) is to be read as if the following were
substituted for it—


 “(7) “Local authority in Wales” means a local authority in Wales for the
purposes of Part 3 of the National Assistance Act 1948.”


(7) This paragraph does not affect the generality of section 124(2).


SCHEDULE 2 Section 43


SAFEGUARDING ADULTS BOARDS


Membership, etc.


1 (1) The members of an SAB are—
(a) the local authority which established it,
(b) a clinical commissioning group the whole or part of whose area is in


the local authority’s area,
(c) the chief officer of police for a police area the whole or part of which


is in the local authority’s area, and
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(d) such persons, or persons of such description, as may be specified in
regulations.


(2) The membership of an SAB may also include such other persons as the local
authority which established it, having consulted the other members listed in
sub-paragraph (1), considers appropriate.


(3) A local authority, having consulted the other members of its SAB, must
appoint as the chair a person whom the authority considers to have the
required skills and experience.


(4) Each member of an SAB must appoint a person to represent it on the SAB;
and the representative must be a person whom the member considers to
have the required skills and experience.


(5) Where more than one clinical commissioning group or more than one chief
officer of police comes within sub-paragraph (1), a person may represent
more than one of the clinical commissioning groups or chief officers of
police.


(6) The members of an SAB (other than the local authority which established it)
must, in acting as such, have regard to such guidance as the Secretary of
State may issue. 


(7) Guidance for the local authority on acting as a member of the SAB is to be
included in the guidance issued for the purposes of section 78(1).


(8) An SAB may regulate its own procedure.


Funding and other resources


2 (1) A member of an SAB listed in paragraph 1(1) may make payments towards
expenditure incurred by, or for purposes connected with, the SAB—


(a) by making the payments directly, or
(b) by contributing to a fund out of which the payments may be made.


(2) A member of an SAB listed in paragraph 1(1) may provide staff, goods,
services, accommodation or other resources for purposes connected with the
SAB.


Strategic plan


3 (1) An SAB must publish for each financial year a plan (its “strategic plan”)
which sets out—


(a) its strategy for achieving its objective (see section 43), and
(b) what each member is to do to implement that strategy.


(2) In preparing its strategic plan, the SAB must—
(a) consult the Local Healthwatch organisation for its area, and
(b) involve the community in its area.


(3) In this paragraph and paragraph 4, “financial year”, in relation to an SAB,
includes the period—


(a) beginning with the day on which the SAB is established, and 
(b) ending with the following 31 March or, if the period ending with that


date is 3 months or less, ending with the 31 March following that
date.
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Annual report


4 (1) As soon as is feasible after the end of each financial year, an SAB must
publish a report on—


(a) what it has done during that year to achieve its objective, 
(b) what it has done during that year to implement its strategy,
(c) what each member has done during that year to implement the


strategy,
(d) the findings of the reviews arranged by it under section 44


(safeguarding adults reviews) which have concluded in that year
(whether or not they began in that year),


(e) the reviews arranged by it under that section which are ongoing at
the end of that year (whether or not they began in that year),


(f) what it has done during that year to implement the findings of
reviews arranged by it under that section, and


(g) where it decides during that year not to implement a finding of a
review arranged by it under that section, the reasons for its decision.


(2) The SAB must send a copy of the report to—
(a) the chief executive and the leader of the local authority which


established the SAB,
(b) the local policing body the whole or part of whose area is in the local


authority’s area,
(c) the Local Healthwatch organisation for the local authority’s area,


and
(d) the chair of the Health and Wellbeing Board for that area.


(3) “Local policing body” has the meaning given by section 101 of the Police Act
1996.


SCHEDULE 3 Section 74


DISCHARGE OF HOSPITAL PATIENTS WITH CARE AND SUPPORT NEEDS


Cases where hospital patient is likely to have care and support needs after discharge


1 (1) Where the NHS body responsible for a hospital patient considers that it is
not likely to be safe to discharge the patient unless arrangements for meeting
the patient’s needs for care and support are in place, the body must give
notice to—


(a) the local authority in whose area the patient is ordinarily resident, or
(b) if it appears to the body that the patient is of no settled residence, the


local authority in whose area the hospital is situated.


(2) A notice under sub-paragraph (1) is referred to in this Schedule as an
“assessment notice”; and the local authority to which an assessment notice is
given is referred to in this Schedule as “the relevant authority”.


(3) An assessment notice—
(a) must describe itself as such, and
(b) may not be given more than seven days before the day on which the


patient is expected to be admitted to hospital.
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(4) Before giving an assessment notice, the NHS body responsible for the
patient must consult—


(a) the patient, and
(b) where it is feasible to do so, any carer that the patient has.


(5) An assessment notice remains in force until—
(a) the patient is discharged (whether by the NHS body responsible for


the patient or by the patient himself or herself),
(b) the patient dies, or
(c) the NHS body responsible for the patient withdraws the notice by


giving a notice (a “withdrawal notice”) to the relevant authority.


(6) A reference in this paragraph to a hospital patient includes a reference to a
person who it is reasonable to expect is about to become one.


Assessment notice given by responsible NHS body to local authority


2 (1) The NHS body responsible for a hospital patient, having given the relevant
authority an assessment notice, must—


(a) consult the authority before deciding what it will do for the patient
in order for discharge to be safe, and


(b) give the authority notice of the day on which it proposes to discharge
the patient.


(2) A notice under sub-paragraph (1)(b) is referred to in this Schedule as a
“discharge notice”.


(3) A discharge notice must specify—
(a) whether the NHS body responsible for the patient will be providing


or arranging for the provision of services under the National Health
Service Act 2006 to the patient after discharge, and


(b) if it will, what those services are.


(4) A discharge notice remains in force until—
(a) the end of the relevant day, or
(b) the NHS body responsible for the patient withdraws the notice by


giving a withdrawal notice to the relevant authority.


(5) The “relevant day” is the later of—
(a) the day specified in the discharge notice, and
(b) the last day of such period as regulations may specify.


(6) A period specified under sub-paragraph (5)(b) must—
(a) begin with the day after that on which the assessment notice is given,


and
(b) last for a period of at least two days.


3 (1) The relevant authority, having received an assessment notice and having in
light of it carried out a needs assessment and (where applicable) a carer’s
assessment, must inform the NHS body responsible for the patient—


(a) whether the patient has needs for care and support,
(b) (where applicable) whether a carer has needs for support,
(c) whether any of the needs referred to in paragraphs (a) and (b) meet


the eligibility criteria, and
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(d) how the authority plans to meet such of those needs as meet the
eligibility criteria.


(2) Where, having carried out a needs assessment or carer’s assessment in a case
within section 27(4), the relevant authority considers that the patient’s needs
for care and support or (as the case may be) the carer’s needs for support
have changed, it must inform the NHS body responsible for the patient of
the change.


Cases where discharge of the patient is delayed


4 (1) If the relevant authority, having received an assessment notice and a
discharge notice, has not carried out a needs or (where applicable) carer’s
assessment and the patient has not been discharged by the end of the
relevant day, the NHS body responsible for the patient may require the
relevant authority to pay the specified amount for each day of the specified
period.


(2) If the relevant authority has not put in place arrangements for meeting some
or all of those of the needs under sections 18 to 20 that it proposes to meet in
the case of the patient or (where applicable) a carer, and the patient has for
that reason alone not been discharged by the end of the relevant day, the
NHS body responsible for the patient may require the relevant authority to
pay the specified amount for each day of the specified period.


(3) If, in a case within sub-paragraph (1) or (2), the assessment notice ceases to
be in force, any liability arising under that sub-paragraph before it ceased to
be in force is unaffected.


(4) A payment under sub-paragraph (1) or (2) must be made to—
(a) the NHS body responsible for the patient, or
(b) in such a case as regulations may specify, the person specified.


(5) The “relevant day” has the meaning given by paragraph 2(5).


(6) A reference to a requirement to pay the specified amount is a reference to a
requirement to pay the amount specified in regulations; and the reference to
the specified period is a reference to the period specified in or determined in
accordance with regulations.


(7) In specifying the amount of a payment, the Secretary of State must have
regard in particular to either or both of—


(a) costs to NHS bodies of providing accommodation and personal care
to patients ready to be discharged, and


(b) costs to local authorities of meeting needs under sections 18 to 20 in
the case of persons who have been discharged.


Delegation to management of independent hospital


5 (1) An NHS body may make arrangements with any person connected with the
management of an independent hospital for that person (or an employee of
that person) to do, on behalf of the NHS body and in accordance with the
arrangements, anything which is required or authorised to be done by the
NHS body by or under this Schedule in relation to hospital patients
accommodated in that hospital.
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(2) Anything done or omitted to be done by or in relation to the authorised
person (or an employee of that person) under such arrangements is to be
treated as done or omitted to be done by or in relation to the NHS body.


(3) Nothing in this paragraph prevents anything being done by or in relation to
the NHS body.


Adjustments between local authorities


6 (1) Regulations may modify, or otherwise make provision about, the
application of a provision of this Schedule in a case where it appears to the
NHS body responsible for a hospital patient that the patient is ordinarily
resident in the area of another local authority. 


(2) The regulations may, in particular, authorise or require a local authority—
(a) to accept an assessment notice given to it even though it may wish to


dispute that it was the correct authority to which to give the notice;
(b) to become the relevant authority in the patient’s case;
(c) to recover expenditure incurred—


(i) in the exercise of functions under this Schedule;
(ii) in meeting needs under sections 18 to 20 in a case under this


Schedule.


Meaning of “hospital patient”, “NHS hospital, “NHS body”, etc.


7 (1) A hospital patient is a person ordinarily resident in England who—
(a) is being accommodated at an NHS hospital, or at an independent


hospital as a result of arrangements made by an NHS body, and
(b) is receiving (or has received or can reasonably be expected to receive)


acute care.


(2) “NHS hospital” means a health service hospital (as defined by the National
Health Service Act 2006) in England.


(3) “Independent hospital” means a hospital (as defined by that Act) in the
United Kingdom which is not—


(a) an NHS hospital, 
(b) a health service hospital as defined by section 206 of the National


Health Service (Wales) Act 2006,
(c) a health service hospital as defined by section 108 of the National


Health Service (Scotland) Act 1978, or
(d) a hospital vested in the Department of Health, Social Services and


Public Safety in Northern Ireland or managed by a Health and Social
Care trust.


(4) “NHS body” means—
(a) an NHS trust established under section 25 of the National Health


Service Act 2006,
(b) an NHS foundation trust,
(c) the National Health Service Commissioning Board, or
(d) a clinical commissioning group.


(5) A reference to the NHS body responsible for a hospital patient is—
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(a) if the hospital is an NHS hospital, a reference to the NHS body
managing it, or


(b) if the hospital is an independent hospital, a reference to the NHS
body that arranged for the patient to be accommodated in it.


(6) “Acute care” means intensive medical treatment provided by or under the
supervision of a consultant, that lasts for a limited period after which the
person receiving the treatment no longer benefits from it.


(7) Care is not “acute care” if the patient has given an undertaking (or one has
been given on the patient’s behalf) to pay for it; nor is any of the following
“acute care”—


(a) care of an expectant or nursing mother;
(b) mental health care;
(c) palliative care;
(d) a structured programme of care provided for a limited period to help


a person maintain or regain the ability to live at home;
(e) care provided for recuperation or rehabilitation.


(8) “Mental health care” means psychiatric services, or other services provided
for the purpose of preventing, diagnosing or treating illness, the
arrangements for which are the primary responsibility of a consultant
psychiatrist.


Further provision about assessment notices, discharge notices, etc.


8 Regulations may—
(a) specify the form and content of an assessment notice, a discharge


notice or a withdrawal notice;
(b) specify the manner in which an assessment notice, a discharge notice


or a withdrawal notice may be given;
(c) specify when a discharge notice may be given;
(d) specify circumstances in which a withdrawal notice must be given;
(e) make provision for determining the day on which an assessment


notice, a discharge notice or a withdrawal notice is to be regarded as
given.


SCHEDULE 4 Section 75


PART 1


AFTER-CARE UNDER THE MENTAL HEALTH ACT 1983: DIRECT PAYMENTS


1 (1) Sections 31 (adults with capacity to request direct payments), 32 (adults
without capacity to request direct payments) and 33 (direct payments:
further provision) apply in relation to section 117 of the Mental Health Act
1983 but as if the following modifications were made to those sections.


(2) For subsection (1) of section 31, substitute—


“(1) This section applies where an adult to whom section 117 of the
Mental Health Act 1983 (after-care) applies requests the local
authority to make payments to the adult or a person nominated by
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the adult that are equivalent to the cost of providing or arranging for
the provision of after-care services for the adult under that section.”


(3) In subsection (5) of that section—
(a) in paragraph (a), for “meeting the adult’s needs” substitute


“discharging its duty under section 117 of the Mental Health Act
1983”, and


(b) in paragraph (b), for “to meet the adult’s needs” substitute “to
discharge its duty under that section”.


(4) In subsection (7) of that section, for “to meet the needs in question”
substitute “to discharge its duty under section 117 of the Mental Health Act
1983”.


(5) For subsection (1) of section 32, substitute—


“(1) This section applies where—
(a) an adult to whom section 117 of the Mental Health Act 1983


(after-care) applies lacks capacity to request the local
authority to make payments equivalent to the cost of
providing or arranging for the provision of after-care services
for the adult under that section, and


(b) an authorised person requests the local authority to make
such payments to the authorised person.”


(6) In subsection (4)(a) of that section, for “the adult’s needs for care and
support” substitute “the provision to the adult of after-care services under
section 117 of the Mental Health Act 1983”.


(7) In subsection (6) of that section—
(a) in paragraph (a), for “meeting the adult’s needs” substitute


“discharging its duty under section 117 of the Mental Health Act
1983”, and


(b) in paragraph (b), for “to meet the adult’s needs” substitute “to
discharge its duty under that section”.


(8) In subsection (7) of that section, for “the provision of the care and support”
substitute “the provision of after-care services under section 117 of the
Mental Health Act 1983”.


(9) In subsection (9) of that section, for “to meet the needs in question”
substitute “to discharge its duty under section 117 of the Mental Health Act
1983”.


(10) In subsection (2)(a) of section 33, for “meet needs” substitute “discharge its
duty under section 117 of the Mental Health Act 1983”.


(11) For subsection (3) of that section, substitute—


“(3) A direct payment is made on condition that it be used only to pay for
arrangements under which after-care services for the adult are
provided under section 117 of the Mental Health Act 1983.”
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PART 2


PROVISION TO BE INSERTED IN SOCIAL SERVICES AND WELL-BEING (WALES) ACT 2014


“SCHEDULE A1


DIRECT PAYMENTS: AFTER-CARE UNDER THE MENTAL HEALTH ACT 1983


General


1 Sections 50 (direct payments to meet an adult’s needs), 51 (direct
payments to meet a child’s needs) and 53 (direct payments: further
provision) apply in relation to section 117 of the Mental Health Act
1983 but as if the following modifications were made to those
sections.


Modifications to section 50


2 For subsection (1) of section 50 substitute—


“(1) Regulations may require or allow a local authority to
make payments to an adult to whom section 117 of the
Mental Health Act 1983 (after-care) applies that are
equivalent to the cost of providing or arranging for the
provision of after-care services for the adult under that
section.”


3 In subsection (3) of that section—
(a) in paragraph (a), for “who has needs for care and support


(“A”)” substitute “in respect of the provision to the adult
(“A”) of after-care services under section 117 of the Mental
Health Act 1983”, and


(b) in paragraph (c)(i), for “of meeting A’s needs” substitute
“of discharging its duty towards A under section 117 of the
Mental Health Act 1983”.


4 In subsection (4) of that section—
(a) in paragraph (a), for “who has needs for care and support


(“A”)” substitute “to whom section 117 of the Mental
Health Act 1983 applies (“A”)”, and


(b) in paragraph (d)(i), for “meeting A’s needs” substitute
“discharging its duty towards A under section 117 of the
Mental Health Act 1983”.


5 In subsection (5) of that section—
(a) in paragraph (a), for “A’s needs for care and support”


substitute “the provision to A of after-care services under
section 117 of the Mental Health Act 1983”, and


(b) in paragraph (b), for “towards the cost of meeting A’s
needs for care and support” substitute “equivalent to the
cost of providing or arranging the provision to A of after-
care services under section 117 of the Mental Health Act
1983”.
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6 In subsection (6)(b) of that section, for “A’s needs for care and
support” substitute “the provision to A of after-care services under
section 117 of the Mental Health Act 1983”.


Modifications to section 51


7 For subsection (1) of section 51 substitute—


“(1) Regulations may require or allow a local authority to
make payments to a person in respect of a child to whom
section 117 of the Mental Health Act 1983 (after-care)
applies that are equivalent to the cost of providing or
arranging the provision of after-care services for the
child under that section.”


8 In subsection (3)(a) and (b) of that section, for “who has needs for
care and support” (in each place it occurs) substitute “to whom
section 117 of the Mental Health Act 1983 applies”.


9 In subsection (5)(a) of that section, for “meeting the child’s needs”
substitute “discharging its duty towards the child under section
117 of the Mental Health Act 1983”.


Modifications to section 53


10 In subsection (1) of section 53—
(a) in the opening words, for “50, 51 or 52” substitute “50 or


51”,
(b) omit paragraphs (a), (b) and (c),
(c) in paragraph (i), for “a local authority’s duty or power to


meet a person’s needs for care and support or a carer’s
needs for support is displaced” substitute “a local
authority’s duty under section 117 of the Mental Health
Act 1983 (after-care) is discharged”, and


(d) in paragraph (k), for “50 to 52” substitute “50 and 51”.


11 Omit subsections (2) to (8) of that section.


12 After subsection (8) of that section insert—


“(8A) Regulations under sections 50 and 51 must specify that
direct payments to meet the cost of providing or
arranging for the provision of after-care services under
section 117 of the Mental Health Act 1983 (after-care)
must be made at a rate that the local authority estimates
to be equivalent to the reasonable cost of securing the
provision of those services to meet those needs.”


13 In subsection (9) of that section—
(a) for “, 51 or 52” substitute “or 51”, and
(b) for “care and support (or, in the case of a carer, support)”


substitute “after-care services”.


14 In subsection (10) of that section, for “care and support (or, in the
case of a carer, support) to meet needs” substitute “after-care
services”.”
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SCHEDULE 5 Section 96


HEALTH EDUCATION ENGLAND


PART 1


CONSTITUTION


Membership


1 (1) HEE consists of—
(a) a chair appointed by the Secretary of State,
(b) six other members appointed by the Secretary of State,
(c) a chief executive appointed by the members appointed under


paragraphs (a) and (b), and
(d) no more than four other members appointed by the members


appointed under paragraphs (a) and (b).


(2) The members appointed under sub-paragraph (1)(a) and (b)—
(a) are not employees of HEE, and
(b) are referred to in this Schedule as the “non-executive members”.


(3) The members appointed under sub-paragraph (1)(c) and (d)—
(a) are employees of HEE, and
(b) are referred to in this Schedule as the “executive members”.


2 (1) The members of HEE must include persons who have clinical expertise of a
description specified in regulations.


(2) The regulations may require—
(a) a specified number of members to have that expertise;
(b) a specified number of non-executive members to have that expertise;
(c) a specified number of executive members to have that expertise.


(3) The non-executive members of HEE must include a person who will
represent the interests of patients.


Non-executive members: terms of office


3 (1) A person holds office as a non-executive member of HEE on the terms of that
person’s appointment.


(2) A person may not be appointed as a non-executive member for a period of
more than four years.


(3) A person who ceases to be a non-executive member is eligible for re-
appointment.


(4) A person may resign from office as a non-executive member by giving notice
to the Secretary of State.


(5) The Secretary of State may remove a person from office as a non-executive
member on any of the following grounds—


(a) incapacity;
(b) misbehaviour;
(c) failure to carry out his or her duties as a non-executive member.
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(6) The Secretary of State may suspend a person from office as a non-executive
member if it appears to the Secretary of State that there are or may be
grounds to remove that person from office under sub-paragraph (5).


Non-executive members: suspension from office


4 (1) Having decided to suspend a person under paragraph 3(6), the Secretary of
State must give notice of the decision to the person; and the suspension takes
effect when the person receives the notice.


(2) The notice may be—
(a) delivered in person (in which case the person is taken to receive it


when it is delivered), or
(b) sent by first class post to the person’s last known address (in which


case, the person is taken to receive it on the third day after the day on
which it is posted).


(3) The initial period of suspension must not exceed six months.


(4) The Secretary of State may review the suspension.


(5) The Secretary of State—
(a) must review the suspension, if requested in writing by the person to


do so, but
(b) need not review the suspension less than three months after the


beginning of the initial period of suspension.


(6) Following a review during a period of suspension, the Secretary of State
may—


(a) revoke the suspension, or
(b) suspend the person for a period of no more than six months from the


expiry of the current period.


(7) The Secretary of State must revoke the suspension if the Secretary of State—
(a) decides that there are no grounds to remove the person from office


under paragraph 3(5), or
(b) decides that there are grounds to do so but nonetheless decides not


to do so.


5 (1) Where a person is suspended from office as the chair under paragraph 3(6),
the Secretary of State may appoint a non-executive member as interim chair
to exercise the chair’s functions.


(2) Appointment as interim chair is for a term not exceeding the shorter of—
(a) the period ending with either—


(i) the appointment of a new chair, or
(ii) the revocation or expiry of the existing chair’s suspension,


and
(b) the remainder of the interim chair’s term as a non-executive member.


(3) A person who ceases to be the interim chair is eligible for re-appointment.


Non-executive members: pay


6 (1) HEE must pay its non-executive members such remuneration as the
Secretary of State may decide.
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(2) HEE must pay, or provide for the payment of, such allowances or gratuities
as the Secretary of State may decide to a person who is or has been a non-
executive member of HEE.


Employees: terms of office


7 (1) Each executive member of HEE is appointed as an employee of HEE on such
terms as it decides.


(2) A person may not be appointed as chief executive without the consent of the
Secretary of State.


(3) HEE may appoint, on such terms as it decides, other persons as employees
of HEE (in addition to those appointed as executive members).


Employees: pay


8 (1) HEE must pay its employees such remuneration as it decides.


(2) HEE may pay, or provide for the payment of, such pensions, allowances or
gratuities as it decides to or in respect of a person who is or has been an
employee of HEE.


(3) Before making a decision about pay under this paragraph, HEE must obtain
the approval of the Secretary of State to its policy on the matter.


Committees and sub-committees


9 (1) HEE may appoint committees and sub-committees.


(2) A committee or sub-committee may consist of or include persons who are
not members or employees of HEE.


(3) HEE may pay such remuneration and allowances as it decides to a person
who is a member of a committee (including a committee which HEE is
required to appoint under section 103(1) (LETBs)) or sub-committee, but is
not an employee of HEE, regardless of whether the person is a non-executive
member of HEE.


(4) Any committees and sub-committees of the Special Health Authority called
Health Education England in existence immediately before its abolition are
to become respectively committees and sub-committees of HEE (and are to
be treated as appointed under this paragraph).


Procedure


10 (1) HEE may regulate its own procedure.


(2) A vacancy among the members of HEE, or a defect in the appointment of a
member, does not affect the validity of any act of HEE. 


Seal and evidence


11 (1) The application of HEE’s seal must be authenticated by the signature of a
member of HEE or a person who has been authorised (whether generally or
specifically) for the purpose.
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(2) A document purporting to be duly executed under HEE’s seal or to be
signed on its behalf must be received in evidence and, unless the contrary is
proved, taken to be so executed or signed.


(3) But this paragraph does not apply in relation to a document which is, or is
to be, signed in accordance with the law of Scotland.


Status of HEE


12 (1) HEE is not to be regarded as a servant or agent of the Crown, or as enjoying
any status, privilege or immunity of the Crown.


(2) HEE’s property is not to be regarded as property of, or property held on
behalf of, the Crown.


PART 2


FUNCTIONS


Exercise of functions


13 (1) HEE must exercise its functions effectively, efficiently and economically.


(2) HEE may arrange for any of its committees, sub-committees or members or
any other person to exercise any of its functions on its behalf (but see sub-
paragraph (5)).


(3) HEE may arrange for any person to help it to exercise its functions (whether
in a particular case or in cases of a particular description).


(4) Arrangements under sub-paragraph (2) or (3) may provide for the payment
of remuneration and allowances to the persons with whom HEE makes the
arrangements.


(5) HEE may not arrange for a committee which is not an LETB, or for a sub-
committee, member or any other person, to exercise a function which is
exercisable by an LETB.


(6) HEE may in any way it thinks appropriate involve health care workers,
persons to whom health services are provided or carers for such persons, in
decisions it makes about the exercise of its functions; and “carer” means an
adult who provides or intends to provide care for another person.


(7) HEE may do anything which appears to it to be necessary or desirable for
the purposes of or in connection with the exercise of its functions.


(8) In section 247C of the National Health Service Act 2006 (Secretary of State’s
duty to keep health service functions of certain bodies under review), in
subsection (2), after paragraph (e) insert—


“(ea) Health Education England;”.


Help or advice for other public authorities


14 (1) HEE may provide help or advice to another public authority for the purpose
of the exercise by that authority of its functions.
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(2) Help or advice under this paragraph may be provided on such terms as HEE
decides (including terms relating to payment of remuneration or
allowances).


(3) “Public authority”—
(a) includes any person certain of whose functions are functions of a


public nature, but
(b) does not include either House of Parliament or a person exercising


functions in connection with proceedings in Parliament.


(4) A reference to a public authority—
(a) includes a public authority in the Channel Islands or the Isle of Man,


but
(b) subject to that, does not include a reference to a public authority


outside the United Kingdom.


Co-operation 


15 (1) HEE must, in the exercise of its functions, co-operate with the Secretary of
State in the exercise of the Secretary of State’s public health functions (as
defined by section 1H of the National Health Service Act 2006).


(2) In section 72 of that Act (co-operation between NHS bodies), after subsection
(3) insert—


“(4) For the purposes of this section, Health Education England is an
NHS body.”


(3) In section 290(3) of the Health and Social Care Act 2012 (bodies which must
co-operate with Monitor and the Care Quality Commission in the exercise of
their functions), after paragraph (c) (but before the following “and”) insert—


“(ca) Health Education England,”.


(4) Regulations may require HEE and a specified person to co-operate with each
other in the exercise of their respective functions or such of their functions
as are specified.


NHS contracts


16 In section 9(4) of the National Health Service Act 2006 (NHS contracts: health
service bodies), after paragraph (kb) insert—


“(kc) Health Education England,”.


Arrangements with devolved authorities


17 (1) HEE may arrange with a devolved authority for HEE—
(a) to exercise on behalf of the devolved authority any function which


corresponds to a function of HEE;
(b) to provide services or facilities in so far as the devolved authority


requires them in connection with the exercise of such a function.


(2) The terms and conditions on which arrangements under this paragraph may
be made include provision for payment to HEE in respect of its costs in
giving effect to the arrangements.







Care Act 2014 (c. 23)
Schedule 5 — Health Education England


Part 2 — Functions


140


Failure to exercise functions


18 (1) If the Secretary of State considers that HEE is failing or has failed to exercise
any of its functions, and that the failure is significant, the Secretary of State
may direct HEE to exercise such of its functions, in such manner and within
such period, as the direction specifies.


(2) If HEE fails to comply with a direction under this section, the Secretary of
State may—


(a) exercise the functions specified in the direction, or
(b) make arrangements for some other person to exercise them on the


Secretary of State’s behalf.


(3) Where the Secretary of State exercises a power under sub-paragraph (1) or
(2), the Secretary of State must publish the reasons for doing so.


(4) The reference in sub-paragraph (1) to exercising a function includes a
reference to exercising it properly.


PART 3


FINANCE AND REPORTS


Funding


19 (1) The Secretary of State must pay HEE for each financial year sums not
exceeding the amount the Secretary of State has allotted for that year
towards meeting the expenditure that is attributable to HEE’s exercise of its
functions in that year.


(2) An amount is to be regarded as allotted when the Secretary of State notifies
HEE accordingly.


(3) The Secretary of State may make a new allotment under this paragraph
increasing or decreasing the allotment previously made, but only if—


(a) HEE agrees,
(b) a parliamentary general election takes place, or
(c) the Secretary of State considers that exceptional circumstances make


a new allotment necessary.


(4) The Secretary of State may give directions to HEE about the payment by it
to the Secretary of State of sums in respect of charges or other amounts
relating to the valuation or disposal of assets.


(5) Sums payable to HEE under this paragraph are payable subject to such
conditions as to records, certificates or otherwise as the Secretary of State
may decide.


(6) In this Part of this Schedule, “financial year” includes the period—
(a) beginning with the day on which HEE is established, and 
(b) ending with the following 31 March or, if the period ending with that


date is 3 months or less, ending with the 31 March following that
date.
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Financial duties: expenditure


20 (1) HEE must ensure that total expenditure attributable to its exercise of its
functions in each financial year (its “total spending”) does not exceed the
aggregate of—


(a) the amount allotted to it for that year under paragraph 19,
(b) the income generated in that year from carrying out activities for the


purposes of or in connection with the exercise of its functions, and
(c) any other sums received by it in that year for the purpose of enabling


it to meet such expenditure.


(2) The Secretary of State may direct that spending of a specified description is,
or is not, to be treated for the purposes of sub-paragraph (1) as part of HEE’s
total spending.


(3) The Secretary of State may by directions determine—
(a) the extent to which, and circumstances in which, sums received by


HEE under paragraph 19 but not yet spent are to be treated for the
purposes of sub-paragraph (1) as part of HEE’s total spending, and


(b) to which financial year those sums are to be attributed.


(4) The Secretary of State may direct HEE to use specified banking facilities for
specified purposes.


Financial duties: use of generated income


21 Where HEE generates income from carrying out activities for the purposes
of or in connection with the exercise of its functions, it must ensure that the
income is used for exercising its functions.


Financial duties: controls on total resource use


22 (1) HEE must ensure that—
(a) its use of capital resources in a financial year does not exceed the


amount specified by the Secretary of State, and
(b) its use of revenue resources in a financial year does not exceed the


amount specified by the Secretary of State.


(2) The Secretary of State may, in relation to a financial year, direct that for the
purposes of this paragraph— 


(a) resources of a specified description are, or are not, to be treated as
capital resources or revenue resources;


(b) a specified use of capital resources or revenue resources is, or is not,
to be taken into account.


(3) An amount specified for the purposes of sub-paragraph (1)(a) or (b) may be
varied only if—


(a) HEE agrees,
(b) a parliamentary general election takes place, or
(c) the Secretary of State considers that exceptional circumstances make


the variation necessary.


(4) A reference to the use of capital resources or revenue resources is a reference
to their expenditure, consumption or reduction in value.
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Financial duties: additional controls on resource use


23 (1) The Secretary of State may direct HEE to ensure that—
(a) total capital resource use in a financial year which is attributable to


specified matters does not exceed a specified amount,
(b) total revenue resource use in a financial year which is attributable to


specified matters does not exceed a specified amount, and
(c) total revenue resource use in a financial year which is attributable to


specified matters relating to administration does not exceed a
specified amount.


(2) The Secretary of State may give directions, in relation to a financial year,
specifying uses of capital resources or revenue resources which are, or are
not, to be taken into account for the purposes of sub-paragraph (1)(a), (b) or
(c) (as the case may be).


(3) The Secretary of State may not give a direction under sub-paragraph (1)(a)
or (b) unless the direction is for the purpose of complying with a limit
imposed by the Treasury.


Losses and liabilities etc


24 (1) Section 265 of the Public Health Act 1875 (which relates to the protection of
members and officers of certain authorities from personal liability) has effect
as if there were included in the authorities referred to in that section a
reference to HEE.


(2) In its application to HEE as a result of sub-paragraph (1), section 265 of that
Act has effect as if any reference in that section to that Act were a reference
to this Act.


(3) In section 71(2) of the National Health Service Act 2006 (schemes for meeting
losses and liabilities etc of certain health service bodies: bodies eligible to
participate), after paragraph (db) insert—


“(dc) Health Education England,”.


Accounts


25 (1) HEE must keep—
(a) proper accounts, and 
(b) proper records relating to the accounts.


(2) The Secretary of State may, with the approval of the Treasury, give
directions to HEE about—


(a) the content and form of its accounts, and
(b) the methods and principles to be applied in the preparation of its


accounts.


(3) The reference in sub-paragraph (2) to accounts includes a reference to—
(a) the accounts prepared under paragraph 26, and 
(b) such accounts as are prepared under paragraph 27.


(4) The chief executive of HEE is to be its accounting officer.
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Annual accounts


26 (1) HEE must prepare consolidated annual accounts for each financial year.


(2) The consolidated annual accounts must include—
(a) the annual accounts of each LETB, 
(b) the annual accounts of each other committee of HEE, and
(c) the annual accounts relating to the rest of HEE’s activities.


(3) HEE must send copies of the consolidated annual accounts to—
(a) the Secretary of State, and
(b) the Comptroller and Auditor General,


within such period after the end of the financial year to which the accounts
relate as the Secretary of State directs.


(4) The Comptroller and Auditor General must—
(a) examine, certify and report on the consolidated annual accounts, and
(b) lay copies of them and the report on them before Parliament.


Interim accounts


27 (1) The Secretary of State may, with the approval of the Treasury, direct HEE to
prepare accounts in respect of such period or periods as are specified in the
direction (“interim accounts”).


(2) The interim accounts in respect of any period must include—
(a) the accounts of each LETB in respect of that period, and
(b) the accounts of each other committee of HEE in respect of that


period.


(3) HEE must send copies of any interim accounts to—
(a) the Secretary of State, and
(b) if the Secretary of State directs, the Comptroller and Auditor


General,
within such period as the Secretary of State may direct.


(4) The Comptroller and Auditor General must—
(a) examine, certify and report on any interim accounts sent under sub-


paragraph (3)(b),
(b) if the Secretary of State directs, send a copy of the report on the


accounts to the Secretary of State, and
(c) if the Secretary of State directs, lay copies of the accounts and the


report on them before Parliament.


Annual report


28 (1) As soon as is feasible after the end of each financial year, HEE must prepare
an annual report on how it has exercised its functions during the year.


(2) The report must include, in particular, HEE’s assessment of—
(a) the extent to which is has during the year—


(i) achieved the objectives and reflected the priorities set by the
Secretary of State for the purposes of section 100(1); and
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(ii) achieved the outcomes set by the Secretary of State for the
purposes of section 100(2); and


(b) how effectively it discharged its duties under this Act or under
regulations under this Act.


(3) HEE must—
(a) lay a copy of the report before Parliament, and
(b) send a copy of it to the Secretary of State.


(4) HEE must provide the Secretary of State with such other reports and
information relating to the exercise of its functions as the Secretary of State
may request.


PART 4


CONSEQUENTIAL AMENDMENTS


Public Records Act 1958


29 In Part 2 of the Table in Schedule 1 to the Public Records Act 1958, at the
appropriate place insert—


“Health Education England.”


Public Bodies (Admission to Meetings) Act 1960


30 In the Schedule to the Public Bodies (Admission to Meetings) Act 1960, after
paragraph (bl) insert—


“(bm) Health Education England;”.


Parliamentary Commissioner Act 1967


31 In Schedule 2 to the Parliamentary Commissioner Act 1967, at the
appropriate place insert—


“Health Education England”.


House of Commons Disqualification Act 1975


32 In Part 2 of Schedule 1 to the House of Commons Disqualification Act 1975,
at the appropriate place insert—


“Health Education England.”


Copyright, Designs and Patents Act 1988


33 In section 48(6) of the Copyright, Designs and Patents Act 1988 (definition of
“the Crown”), after “the Care Quality Commission” insert “, Health
Education England”.


Freedom of Information Act 2000


34 In Part 3 of Schedule 1 to the Freedom of Information Act 2000 (health
service), at the appropriate place insert—


“Health Education England.”
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Equality Act 2010


35 In Part 1 of Schedule 19 to the Equality Act 2010 (authorities subject to the
public sector equality duty), in the group of entries under the heading
“Health, social care and social security”, before the entry for the Health
Service Commissioner for England, insert—


“Health Education England.”


SCHEDULE 6 Section 104


LOCAL EDUCATION AND TRAINING BOARDS


The area for which an LETB is appointed


1 (1) HEE must ensure that the areas of LETBs—
(a) do not coincide or overlap, and
(b) together cover the whole of England.


(2) HEE may vary the area of an LETB.


(3) HEE must—
(a) keep an up-to-date record of the area of each LETB, and
(b) publish the record.


Assessment of whether the appointment criteria are being met in relation to LETBs


2 (1) HEE must, whenever it considers appropriate, assess—
(a) whether the appointment criteria are being met in relation to an


LETB, and 
(b) if they are not, whether enough of the appointment criteria are being


met for the LETB in question to be able to exercise its functions.


(2) Having carried out an assessment under sub-paragraph (1), HEE must
notify the LETB of, and then publish—


(a) the result of the assessment, and
(b) if HEE is not satisfied that the criteria are being met in relation to the


LETB, HEE’s reasons for not being so satisfied.


(3) Where, on an assessment under sub-paragraph (1), HEE is not satisfied that
all the appointment criteria are being met in relation to an LETB but is
satisfied that enough of them are being met for the LETB to be able to
exercise its functions, HEE may impose conditions on the LETB relating to
its operation.


(4) Where, on an assessment under sub-paragraph (1), HEE is not satisfied that
enough of the appointment criteria are being met in relation to the LETB for
the LETB to be able to exercise its functions, HEE may do one or more of the
following—


(a) appoint new members of the LETB (whether as well as or instead of
existing members);


(b) exercise functions on behalf of the LETB;
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(c) make arrangements for the persons who provide health services in
the area for which the LETB was appointed to be represented by
another LETB instead.


(5) Before imposing conditions under sub-paragraph (3) or taking action under
sub-paragraph (4), HEE must notify the LETB concerned of—


(a) the conditions it proposes to impose or action it proposes to take, and
(b) its reasons for proposing to impose those conditions or take that


action.


(6) Having imposed conditions under sub-paragraph (3) or taken action under
sub-paragraph (4), HEE must publish—


(a) details of the conditions it imposed or action it took, and
(b) its reasons for imposing those conditions or taking that action.


(7) Before making arrangements under sub-paragraph (4)(c), HEE must obtain
the approval of the other LETB.


(8) Regulations must require specified commissioners of health services to
include in the arrangements under the National Health Service Act 2006 for
the provision of such services terms to ensure that a provider of such
services—


(a) co-operates with any LETB which represents that provider by virtue
of arrangements made by HEE under sub-paragraph (4)(c), in such
manner and to such extent as that LETB may request, in planning the
provision of, and in providing, education and training for health care
workers;


(b) provides that LETB with such information as it may request.


(9) Regulations may specify other circumstances in which HEE may intervene
in the operation of an LETB (whether by imposing conditions or in such
other way as is specified).


(10) A reference to exercising a function includes a reference to exercising it
properly.


Publication and review of the appointment criteria


3 (1) HEE must publish the appointment criteria; but before doing so it must
obtain the approval of the Secretary of State.


(2) HEE must keep the appointment criteria under review and may revise them;
and the duty to obtain approval under sub-paragraph (1) applies to revised
criteria only in so far as HEE considers the revisions significant.


Exercise of functions


4 (1) Regulations may—
(a) give LETBs additional functions relating to the provision of


education and training for health care workers or to the planning of
its provision;


(b) impose requirements on LETBs relating to how they exercise
functions.


(2) An LETB may do anything which appears to it to be necessary or desirable
for the purposes of or in connection with the exercise of its functions.
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(3) If HEE considers that an LETB is failing or has failed to exercise a function,
or that there is a significant risk that it will fail to do so, HEE must direct the
LETB to exercise such function within such period, and in such manner, as
the direction specifies.


(4) If an LETB fails to comply with a direction under sub-paragraph (3), HEE
may take action under one or more of paragraphs (a) to (c) of paragraph 2(4)
(with paragraph 2(5) to (7) applying accordingly).


(5) The reference in sub-paragraph (3) to exercising a function includes a
reference to exercising it properly.


SCHEDULE 7 Section 109


THE HEALTH RESEARCH AUTHORITY


PART 1


CONSTITUTION


Membership


1 (1) The HRA consists of—
(a) a chair appointed by the Secretary of State,
(b) at least three but no more than four other members appointed by the


Secretary of State,
(c) a chief executive appointed by the members appointed under


paragraphs (a) and (b), and
(d) at least two but no more than three other members appointed by the


members appointed under paragraphs (a) and (b).


(2) The members appointed under sub-paragraph (1)(a) and (b)—
(a) are not employees of the HRA, and
(b) are referred to in this Schedule as the “non-executive members”.


(3) The members appointed under sub-paragraph (1)(c) and (d)—
(a) are employees of the HRA, and
(b) are referred to in this Schedule as the “executive members”.


(4) The number of non-executive members must exceed the number of
executive members.


Non-executive members: terms of office


2 (1) A person holds office as a non-executive member of the HRA on the terms
of that person’s appointment.


(2) A person may not be appointed as a non-executive member for a period of
more than four years.


(3) A person who ceases to be a non-executive member is eligible for re-
appointment.







Care Act 2014 (c. 23)
Schedule 7 — The Health Research Authority


Part 1 — Constitution


148


(4) A person may resign from office as a non-executive member by giving notice
to the Secretary of State.


(5) The Secretary of State may remove a person from office as a non-executive
member on any of the following grounds—


(a) incapacity;
(b) misbehaviour;
(c) failure to carry out his or her duties as a non-executive member.


(6) The Secretary of State may suspend a person from office as a non-executive
member if it appears to the Secretary of State that there are or may be
grounds to remove that person from office under sub-paragraph (5).


Non-executive members: suspension from office


3 (1) Having decided to suspend a person under paragraph 2(6), the Secretary of
State must give notice of the decision to the person; and the suspension takes
effect when the person receives the notice.


(2) The notice may be—
(a) delivered in person (in which case the person is taken to receive it


when it is delivered), or
(b) sent by first class post to the person’s last known address (in which


case, the person is taken to receive it on the third day after the day on
which it is posted).


(3) The initial period of suspension must not exceed six months.


(4) The Secretary of State may review the suspension.


(5) The Secretary of State—
(a) must review the suspension, if requested in writing by the person to


do so, but
(b) need not review the suspension less than three months after the


beginning of the initial period of suspension.


(6) Following a review during a period of suspension, the Secretary of State
may—


(a) revoke the suspension, or
(b) suspend the person for a period of no more than six months from the


expiry of the current period.


(7) The Secretary of State must revoke the suspension if the Secretary of State—
(a) decides that there are no grounds to remove the person from office


under paragraph 2(5), or
(b) decides that there are grounds to do so but nonetheless decides not


to do so.


4 (1) Where a person is suspended from office as the chair under paragraph 2(6),
the Secretary of State may appoint a non-executive member as interim chair
to exercise the chair’s functions.


(2) Appointment as interim chair is for a term not exceeding the shorter of—
(a) the period ending with either—


(i) the appointment of a new chair, or
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(ii) the revocation or expiry of the existing chair’s suspension,
and


(b) the remainder of the interim chair’s term as a non-executive member.


(3) A person who ceases to be the interim chair is eligible for re-appointment.


Non-executive members: pay


5 (1) The HRA must pay its non-executive members such remuneration as the
Secretary of State may decide.


(2) The HRA must pay, or provide for the payment of, such allowances or
gratuities as the Secretary of State may decide to a person who is or has been
a non-executive member of the HRA.


Employees: terms of office


6 (1) Each executive member of the HRA is appointed as an employee of the HRA
on such terms as it decides.


(2) A person may not be appointed as chief executive without the consent of the
Secretary of State.


(3) The HRA may appoint, on such terms as it decides, other persons as
employees of the HRA (in addition to those appointed as executive
members).


Employees: pay


7 (1) The HRA must pay its employees such remuneration as it decides.


(2) The HRA may pay, or provide for the payment of, such pensions,
allowances or gratuities as it decides to or in respect of a person who is or
has been an employee of the HRA.


(3) Before making a decision about pay under this paragraph, the HRA must
obtain the approval of the Secretary of State to its policy on the matter.


Committees and sub-committees


8 (1) The HRA must appoint a committee for the purpose of giving advice—
(a) to the HRA in connection with the exercise of the HRA’s function


under regulation 5(1)(a) of the Health Service (Control of Patient
Information) Regulations 2002 (S.I. 2002/1438) (approval for
processing confidential patient information);


(b) to the Secretary of State in connection with the exercise of the
Secretary of State’s functions under regulations 2, 3(4) and 5 of those
Regulations (processing of confidential patient information);


(c) to the Health and Social Care Information Centre in connection
with—


(i) the exercise by the Centre of functions conferred in
regulations under section 251 of the National Health Service
Act 2006 (processing of patient information for medical
purposes);


(ii) any publication or other dissemination by the Centre of
information which is in a form which identifies an individual
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to whom the information relates or enables the identity of
such an individual to be ascertained.


(2) The HRA may appoint other committees and sub-committees.


(3) The committee appointed under sub-paragraph (1) must consist of persons
who are not members or employees of the HRA.


(4) Any other committee or sub-committee may consist of or include such
persons.


(5) The HRA may pay such remuneration and allowances as it decides to a
person who is a member of a committee or sub-committee, but is not an
employee of the HRA, regardless of whether the person is a non-executive
member of the HRA.


9 Regulations may provide for the committee appointed under paragraph 8(1)
to be required, in giving advice, to have regard to specified factors or
matters.


Procedure


10 (1) The HRA may regulate its own procedure.


(2) A vacancy among the members of the HRA, or a defect in the appointment
of a member, does not affect the validity of any act of the HRA. 


Seal and evidence


11 (1) The application of the HRA’s seal must be authenticated by the signature of
a member of the HRA or a person who has been authorised (whether
generally or specifically) for the purpose.


(2) A document purporting to be duly executed under the HRA’s seal or to be
signed on its behalf must be received in evidence and, unless the contrary is
proved, taken to be so executed or signed.


(3) But this paragraph does not apply in relation to a document which is, or is
to be, signed in accordance with the law of Scotland.


Status of the HRA


12 (1) The HRA is not to be regarded as a servant or agent of the Crown, or as
enjoying any status, privilege or immunity of the Crown.


(2) The HRA’s property is not to be regarded as property of, or property held
on behalf of, the Crown.


PART 2


FUNCTIONS


Exercise of functions


13 (1) The HRA must exercise its functions effectively, efficiently and
economically.
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(2) The HRA may arrange for any of its committees, sub-committees or
members or any other person (other than a devolved authority) to exercise
any of its functions on its behalf.


(3) The HRA may arrange for any person to help it in the exercise of its functions
(whether in a particular case or in cases of a particular description).


(4) Arrangements under sub-paragraph (2) or (3) may provide for the payment
of remuneration and allowances to the persons with whom the HRA makes
the arrangements.


(5) The HRA may do anything which appears to it to be necessary or desirable
for the purposes of or in connection with the exercise of its functions.


Help or advice for other public authorities


14 (1) The HRA may provide help or advice to another public authority for the
purpose of the exercise by that authority of its functions.


(2) Help or advice under this paragraph may be provided on such terms as the
HRA decides (including terms relating to payment of remuneration and
allowances).


(3) “Public authority”—
(a) includes any person certain of whose functions are functions of a


public nature, but
(b) does not include either House of Parliament or a person exercising


functions in connection with proceedings in Parliament.


(4) A reference to a public authority—
(a) includes a public authority in the Channel Islands or the Isle of Man,


but
(b) subject to that, does not include a reference to a public authority


outside the United Kingdom.


Arrangements with devolved authorities


15 (1) The HRA may arrange with a devolved authority for the HRA—
(a) to exercise on behalf of the devolved authority any function which


corresponds to a function of the HRA;
(b) to provide services or facilities in so far as the devolved authority


requires them in connection with the exercise of such a function.


(2) The terms and conditions on which arrangements under this paragraph may
be made include provision for payment to the HRA in respect of its costs in
giving effect to the arrangements.


Failure to exercise functions


16 (1) If the Secretary of State considers that the HRA is failing or has failed to
exercise any of its functions, and that the failure is significant, the Secretary
of State may direct the HRA to exercise such of its functions, in such manner
and within such period, as the direction specifies.


(2) If the HRA fails to comply with a direction under this paragraph, the
Secretary of State may—


(a) exercise the functions specified in the direction, or
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(b) make arrangements for some other person to exercise them on the
Secretary of State’s behalf.


(3) Where the Secretary of State exercises a power under sub-paragraph (1) or
(2), the Secretary of State must publish the reasons for doing so.


(4) The reference in sub-paragraph (1) to exercising a function includes a
reference to exercising it properly.


PART 3


FINANCE AND REPORTS


Funding


17 The Secretary of State may, with the consent of the Treasury, make payments
to the HRA at such times and on such conditions (if any) as the Secretary of
State considers appropriate.


Fees and indemnities


18 (1) Regulations may require payment of a fee in relation to the exercise of a
specified function of the HRA; and the amount of the fee is to be the amount
specified in, or determined in accordance with, the regulations.


(2) Where the amount of a fee is to be specified in regulations under this
paragraph—


(a) the Secretary of State must, before specifying the amount of the fee,
have regard to the cost incurred in the exercise of the function to
which the fee relates, and 


(b) the HRA must provide the Secretary of State with such information,
in such form, as the Secretary of State may request.


(3) Regulations under this paragraph may require the HRA to determine the
amount of a fee; and, where they do so, the regulations—


(a) must require the HRA, before determining the amount of the fee, to
have regard to the cost incurred in the exercise of the function to
which the fee relates, and


(b) must require the HRA to obtain the approval of the Secretary of State
to the proposed amount of the fee.


(4) Regulations under this paragraph which provide for the amount of a fee to
be determined may specify factors in accordance with which it is to be
determined.


(5) Regulations under this paragraph may include provision—
(a) for determining the time by which a fee is payable;
(b) for any unpaid balance to be recoverable as a debt due to the HRA


(but for this not to affect any other method of recovery).


(6) Before making regulations under this paragraph, the Secretary of State must
consult such persons as the Secretary of State considers appropriate.


(7) Section 265 of the Public Health Act 1875 (which relates to the protection of
members and officers of certain authorities from personal liability) has effect
as if there were included in the authorities referred to in that section a
reference to the HRA.
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(8) In its application to the HRA as a result of sub-paragraph (7), section 265 of
that Act has effect as if any reference in that section to that Act were a
reference to this Act.


(9) In section 71(2) of the National Health Service Act 2006 (schemes for meeting
losses and liabilities etc. of certain health service bodies), after paragraph (f)
insert—


“(fa) the Health Research Authority;”.


Accounts


19 (1) The HRA must keep accounts in such form as the Secretary of State may
determine.


(2) The HRA must prepare annual accounts in respect of each financial year in
such form as the Secretary of State may determine.


(3) The HRA must send copies of the annual accounts to—
(a) the Secretary of State, and
(b) the Comptroller and Auditor General,


within such period after the end of the financial year to which the accounts
relate as the Secretary of State may determine.


(4) The Comptroller and Auditor General must—
(a) examine, certify and report on the annual accounts, and 
(b) lay copies of them and the report on them before Parliament.


(5) In this paragraph and paragraph 20, “financial year” includes the period—
(a) beginning with the day on which the HRA is established, and 
(b) ending with the following 31 March or, if the period ending with that


date is 3 months or less, ending with the 31 March following that
date.


Annual report


20 (1) As soon as is feasible after the end of each financial year, the HRA must
prepare an annual report on—


(a) the activities it has undertaken during the year, and
(b) the activities it proposes to undertake during the current financial


year.


(2) The report must set out the steps the HRA has taken during the year to fulfil
its main objective (see section 110(2)).


(3) The HRA must—
(a) lay a copy of the report before Parliament, and
(b) send a copy of it to the Secretary of State.


(4) The HRA must provide the Secretary of State with such other reports and
information relating to the exercise of its functions as the Secretary of State
may request.
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PART 4


CONSEQUENTIAL AMENDMENTS


Public Records Act 1958


21 In Part 2 of the Table in Schedule 1 to the Public Records Act 1958, at the
appropriate place insert—


“Health Research Authority.”


Public Bodies (Admission to Meetings) Act 1960


22 In the Schedule to the Public Bodies (Admission to Meetings) Act 1960, after
paragraph (bm) (inserted by paragraph 30 of Schedule 5 to this Act) insert—


“(bn) the Health Research Authority;”.


Parliamentary Commissioner Act 1967


23 In Schedule 2 to the Parliamentary Commissioner Act 1967, at the
appropriate place insert—


“Health Research Authority.”


House of Commons Disqualification Act 1975


24 In Part 2 of Schedule 1 to the House of Commons Disqualification Act 1975,
at the appropriate place insert—


“The Health Research Authority.”


Copyright, Designs and Patents Act 1988


25 In section 48(6) of the Copyright, Designs and Patents Act 1988 (definition of
“the Crown”), after “Health Education England” (inserted by paragraph 33
of Schedule 5 to this Act) insert “, the Health Research Authority”.


Freedom of Information Act 2000


26 In Part 6 of Schedule 1 to the Freedom of Information Act 2000 (other public
bodies), at the appropriate place insert—


“The Health Research Authority.”


Equality Act 2010


27 In Part 1 of Schedule 19 to the Equality Act 2010 (authorities subject to the
public sector equality duty), in the group of entries under the heading
“Health, social care and social security”, after the entry for Health Education
England (inserted by paragraph 35 of Schedule 5 to this Act) insert—


“The Health Research Authority.”
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SCHEDULE 8 Section 113


RESEARCH ETHICS COMMITTEES: AMENDMENTS


Ionising Radiation (Medical Exposure) Regulations 2000 (S.I. 2000/1059)


1 In regulation 2(1) of the Ionising Radiation (Medical Exposure) Regulations
2000 (S.I. 2000/1059), in the definition of “ethics committee”—


(a) omit paragraph (a), and
(b) for paragraph (c) substitute—


“(c) a research ethics committee recognised or
established by or on behalf of the Health
Research Authority under the Care Act 2014,
or


(d) any other group of persons which assesses the
ethics of research involving individuals and
which is recognised for that purpose by or on
behalf of the Welsh Ministers or the Scottish
Ministers;”.


Ionising Radiation (Medical Exposure) Regulations (Northern Ireland) 2000 (S.R. 2000/194)


2 In regulation 2(1) of the Ionising Radiation (Medical Exposure) Regulations
(Northern Ireland) 2000 (S.R. 2000/194), for the definition of “ethics
committee” substitute—


““ethics committee” means a group of persons which assesses
the ethics of research involving individuals and which is
recognised for that purpose by or on behalf of the
Department;”.


Health Service (Control of Patient Information) Regulations 2002 (S.I. 2002/1438)


3 In regulation 1(2) of the Health Service (Control of Patient Information)
Regulations 2002 (S.I. 2002/1438), for the definition of “research ethics
committee” substitute—


““research ethics committee” means—
(a) a research ethics committee recognised or established


by or on behalf of the Health Research Authority
under the Care Act 2014, or


(b) any other group of persons which assesses the ethics
of research involving individuals and which is
recognised for that purpose by or on behalf of the
Welsh Ministers.”


Nursing Homes Regulations (Northern Ireland) 2005 (S.R. 2005/160)


4 In regulation 2(1) of the Nursing Homes Regulations (Northern Ireland)
2005 (S.R. 2005/160), for the definition of “ethics committee” substitute—


““ethics committee” means a group of persons which assesses
the ethics of research involving individuals and which is
recognised for that purpose by or on behalf of the
Department of Health, Social Services and Public Safety;”.
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Residential Care Homes Regulations (Northern Ireland) 2005 (S.R. 2005/161)


5 In regulation 2(1) of the Residential Care Homes Regulations (Northern
Ireland) 2005 (S.R. 2005/161), for the definition of “ethics committee”
substitute—


““ethics committee” means a group of persons which assesses
the ethics of research involving individuals and which is
recognised for that purpose by or on behalf of the
Department of Health, Social Services and Public Safety;”.


Independent Health Care Regulations (Northern Ireland) 2005 (S.R. 2005/174)


6 In regulation 2(1) of the Independent Health Care Regulations (Northern
Ireland) 2005 (S.R. 2005/174), for the definition of “ethics committee”
substitute—


““ethics committee” means a group of persons which assesses
the ethics of research involving individuals and which is
recognised for that purpose by or on behalf of the
Department of Health, Social Services and Public Safety;”.


Approval of Research on Organs No Longer Required for Procurator Fiscal Purposes (Specified 
Purposes) (Scotland) Order 2006 (S.S.I. 2006/310)


7 In article 1(2) of the Approval of Research on Organs No Longer Required
for Procurator Fiscal Purposes (Specified Purposes) (Scotland) Order 2006
(S.S.I. 2006/310), for the definition of “appropriate Research Ethics
Committee” substitute—


““appropriate Research Ethics Committee” means a group of
persons which assesses the ethics of research involving
individuals and which is recognised for that purpose by or on
behalf of the Scottish Ministers;”.


Human Tissue Act 2004 (Ethical Approval, Exceptions from Licensing and Supply of 
Information about Transplants) Regulations 2006 (S.I. 2006/1260)


8 In regulation 1(2) of the Human Tissue Act 2004 (Ethical Approval,
Exceptions from Licensing and Supply of Information about Transplants)
Regulations 2006 (S.I. 2006/1260), for the definition of “research ethics
authority” substitute—


““research ethics authority” means—
(a) a research ethics committee recognised or established


by or on behalf of the Health Research Authority
under the Care Act 2014, or


(b) any other group of persons which assesses the ethics
of research involving individuals and which is
recognised for that purpose by or on behalf of the
Welsh Ministers or the Department of Health, Social
Services and Public Safety in Northern Ireland.”


Mental Capacity Act 2005 (Appropriate Body) (England) Regulations 2006 (S.I. 2006/2810)


9 In regulation 2 of the Mental Capacity Act 2005 (Appropriate Body)
(England) Regulations 2006 (S.I. 2006/2810) (definition of “appropriate
body”), for the words from “is a committee” to the end substitute “is a
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research ethics committee recognised or established by or on behalf of the
Health Research Authority under the Care Act 2014.”


Mental Capacity Act 2005 (Appropriate Body) (Wales) Regulations 2007 (S.I. 2007/833)


10 In regulation 2 of the Mental Capacity 2005 (Appropriate Body) (Wales)
Regulations 2007 (S.I. 2007/833) (definition of “appropriate body”), for the
words from “is a committee” to the end substitute “is a group of persons
which assesses the ethics of research involving individuals and which is
recognised for that purpose by or on behalf of the Welsh Ministers.”


Human Fertilisation and Embryology (Disclosure of Information for Research Purposes) 
Regulations 2010 (S.I. 2010/995)


11 In regulation 2(1) of the Human Fertilisation and Embryology (Disclosure of
Information for Research Purposes) Regulations 2010 (S.I. 2010/995), for the
definition of “research ethics committee” substitute—


““research ethics committee” means a research ethics committee
recognised or established by or on behalf of the Health
Research Authority under the Care Act 2014;”.


Independent Health Care (Wales) Regulations 2011 (S.I. 2011/734)


12 In regulation 25 of the Independent Health Care (Wales) Regulations 2011
(S.I. 2011/734) (research), in paragraph (2) for the words from “a research
ethics committee” to the end substitute “a group of persons which assesses
the ethics of research involving individuals and which is recognised for that
purpose by or on behalf of the Welsh Ministers.”
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Foreword


We are extremely p leased to provide th is  Code through the jo int
work ing of  CMSUK and BABICM. The Code is  des igned to be br ief  and a
focussed work ing tool  to guide pract ice .


I t  s imply contains good, sound principles , but  what it  represents  is
s ignif icant . 


Case management as  a  profess ion is  young and only  just  star t ing to
develop i ts  potent ia l . This  Code is  an example of  how far  case
management has  come over  th is  re lat ive ly  shor t  t ime. This  document
has been demanded by case managers  themselves  and others  in  the
f ie ld , and is  a imed at  meet ing the ever  h igher  expectat ions of  a
growing and evolv ing case management profess ion . I t  i s , therefore , a
manifest  demonstrat ion of  the maturi ty  and development of  th is  area
of  work . 


A lso s igni f icant ly, s ince pr inc ip led ethica l  pract ice  i s  the foundat ion
stone underpinning the pract ice  of  a l l  case managers , i t  appeared an
excit ing oppor tunity  to work with as  wide a  voice as  poss ib le  for  a l l
case managers . This  Code has  been produced by a  jo int  work ing par ty
compris ing the Chairs  and representat ives  of  both CMSUK and BABICM,
as  wel l  as  other  impor tant  advisors . For  the f i rst  t ime, the two main
case management groups have come together  in  th is  new venture and
col laborated in  the development of  an ethica l  f ramework for  a l l  case
managers .


There are  many di lemmas and potent ia l  p i t fa l l s  for  case managers . This
Code, a long with Standards  of  Pract ice , p lanned educat ion programmes
and speci f ic  advice on ethica l ly  chal lenging s i tuat ions , should be a
usefu l  guide to the most  product ive ways forward for  case managers
and thei r  c l ients . We hope you wi l l  f ind i t  he lpfu l , and use i t  in  your
work . I f  you have any feedback or  quest ions , p lease contact  one or  both
of  the organisat ions .


Jan Harrison MSc .DipCOT
Chair, Eth ics  Committee
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Introduction


Ethics are the formal cooperative endeavour of a particular tradition, group or individual
to define its values and moral principles. The terms ethical and moral are interchangeable. 


Ethics is also the study of right conduct (right and wrong). Technically, ethics are characterised
by the dilemma: a conflict between two ‘oughts’, or two duties or obligations, or between one
person’s duty and another’s rights. 


A code consists of principles: these are starting points. Exceptions may apply to one principle,
or one principle may override another in particular circumstances.


In this code the term client means the individual with the injury, condition, disability or
special needs who is receiving case management. Under the National Service Framework for
long term conditions (NSF-LTC) they may be referred to as a patient. Under the National
Service Framework for mental health (NSF-MH) they may be referred to as a service user.


Code


1. Duty to your client
You owe a legal and moral duty of care to the client. Decisions should be made
irrespective of how the service is resourced and funded. This relates not only to the
standard of care and supervision you provide for them, but also their property and other
interests, and also the practical nature of how you take instruction, manage your time,
balance multiple clients and tasks, and resolve any conflicts.


2. Ethics and the Law
You must practise within the law. If you identify a breach of the law you should report it
to the appropriate authorities. If you identify any inconsistency, incompatibility, or
unintended consequence of the law that needs addressing or reform, you should report it
to those responsible.


3. Respect for autonomy
You must respect the client’s autonomy, including their right to live with risk. Being
autonomous means having the capacity to:


• think for oneself, believe things, have preferences (‘autonomy of thought’)
• make choices and decisions, freely and independently based on autonomous


thought (‘autonomy of will’)
• act freely and independently in response to thoughts and decisions (‘autonomy of


action’).


This is an active duty and not merely an attitude. If one or more of these criteria is
threatened, impaired or absent it may be necessary for you to act in a manner that aims
to safeguard, enhance or restore the client’s autonomy.


4. Best interests
If the client does not have decision-making capacity (competence) over a particular
matter, you must act (collaboratively if appropriate) according to what is necessary and
in their best interests. You have a responsibility to act as an advocate for them where
appropriate, or to ensure that someone suitable does so. In deciding what is in their best
interests, their previous competent decisions as well as their wishes and feelings now,
should be taken into account.


5. Prevention of harm
You must not cause harm to the client. This includes duties around the protection of
children or adults at risk, but is not limited to these. You must not abuse your position of
trust in respect of the client, their family or others significant in their life.


6. Non-discrimination
You must uphold the principles of non-discrimination, cultural sensitivity and human
rights in applying each component of this Code. At a minimum this means the six strands
of diversity (gender, age, disability, ethnicity, sexual orientation, belief), and related rights
(language, political or other opinion, national or social origin, association with a national
minority, property, birth or other status). 


7. Telling the truth
You must endeavour to tell the client the truth known to you at all times. This includes
taking positive steps to correct any misunderstandings or misperceptions they or those
significant in their life may have.


8. Respect
You must respect the client’s privacy, confidentiality and data protection, and their
physical and emotional dignity.


9. Nature of employment
You must ensure that the client and others understand the nature and limits of your
employment or practice status, how you handle referrals, instruction and case loads, and
that these and other business and financial practices or considerations are honest,
accountable and of good repute.


10. Professional integrity
You have an obligation of professional integrity. This includes an obligation to maintain
any relevant registration, accreditation and supervision, professional indemnity and
public liability insurance. It also includes your dealings with other professionals or in
other capacities (such as expert or medico-legal work), insofar as they may relate to your
case management practice. It also includes continuing education and training, dealings
with the media, any withdrawal from a case for professional reasons, and having
resources for addressing ethical dilemmas. You should take on work and practice at a
level commensurate with your skills and experience.
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Committee


Jan Harrison – Chair
Cathy Johnson – Chair
Carole Chantler – Chair
Catherine Chapman - Occupational Therapist/Brain Injury Case Manager
Allison Saltrese - Clinical Case Manager R T Disability Consultants Ltd
Tracey Storey – Solicitor and Partner at Irwin Mitchell Solicitors
Paul Yeoman – Ethics Advisor to CMSUK and BABICM
Neil Brooks – Consultant Neuropsychologist, Rehab Without Walls    
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Introduction 
THE NHS NEXT STAGE REVIEW CLINICAL LEADS IN THE 10 STRATEGIC 
HEALTH AUTHORITIES 


In previous reviews of the NHS, 
frontline staff have been on the fringes 
or bystanders. This Review has been 
different. We and our colleagues in the 
NHS have been at its core. There has 
been an unprecedented opportunity for 
health and social care professionals to 
review the best available evidence, to 
discuss priorities with patients and the 
public, and develop compelling shared 
visions for our local NHS. 


Through this Review, the NHS has 
created its own ambitious visions for 
the future of health and healthcare. 
This marks a real change in the 
relationship between the frontline NHS 
and the centre. Lord Darzi and the 
Department of Health have focused on 
supporting the improvements we want 
to make. This report will enable the local 
NHS to achieve what matters to us, to 
patients and to the public – improved 
health and high quality care for all. 


Dr James Cave 
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NHS South Central Clinical Lead 
General Practitioner, Berkshire West 
Primary Care Trust 


Professor Matthew Cooke 
PhD FCEM FRCS (Ed) 
NHS West Midlands Clinical Lead 
Professor of Emergency Medicine, Heart 
of England NHS Foundation Trusts and 
Warwick Medical School 


Professor Peter Kelly 
BSc PhD CStat FFPH 
NHS North East Clinical Lead 
Executive Director of Public Health for 
Tees Primary Care Trusts 


Sir Cyril Chantler 
MA MD FRCP FRCPH FMedSci 
NHS London Clinical Lead 
Chairman, Great Ormond Street Hospital 
for Children NHS Trust 
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Preface 
By the Prime Minister 


The National Health Service is not just 
a great institution but a unique and 
very British expression of an ideal – 
that healthcare is not a privilege to be 
purchased but a moral right secured for all. 


For 60 years it has carried the support of 
the British people because it speaks to our 
values of fairness and opportunity for all 
and because it is always there for us when 
we are most vulnerable and in need. 


That is why it is right that we should seek 
to renew the NHS for the 21st century. 
To meet the rising aspirations of the 
public, the changing burdens of disease 
and to ensure that the very latest, 
personalised healthcare is available to all 
of us, not just those able to pay. 


Over the last 10 years we have 
improved the basic standards of the 
NHS. In 2000, the NHS Plan set out to 
tackle the challenges which chronic 
underinvestment had created. Since then 
we have invested in 80,000 more nurses 
and 38,000 more doctors, including 
5,000 more GPs. Access to care has 
improved dramatically, and outcomes 
have improved as a result: 238,000 lives 
have been saved in the last 11 years as 
a result of signifi cant improvements in 
cancer and heart disease survival rates 
in particular. 


This report builds on those reforms 
and will, I believe, have an even more 
profound affect on NHS services and our 


experience of them. If the challenge 
10 years ago was capacity, the challenge 
today is to drive improvements in 
the quality of care. We need a more 
personalised NHS, responsive to each of 
us as individuals, focused on prevention, 
better equipped to keep us healthy and 
capable of giving us real control and real 
choices over our care and our lives. 


Lord Darzi’s report is a tremendous 
opportunity to build an NHS that 
provides truly world class services for 
all. It requires Government to be serious 
about reform, committed to trusting 
frontline staff and ready to invest in new 
services and new ways of delivering 
services. It is a bold vision for an NHS 
which is among the best healthcare 
systems in the world – a once in a 
generation opportunity that we owe it 
to ourselves and our families to take. 


I would like to thank Lord Darzi and 
the thousands of those who have 
been involved in the review locally and 
nationally for their contributions. As a 
Government the renewal of the NHS 
must be one of our very highest priorities 
and we will rise to the challenge you 
have set us. 


Gordon Brown

Prime Minister
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Foreword 
By the Secretary of State for Health 


On its 60th anniversary, the NHS is in 
good health. 


The NHS touches our lives at times 
of basic human need, when care and 
compassion are what matter most. 
Over the past 60 years, it has been a 
vital friend to millions of people, sharing 
their joy and comforting their sorrow. 


The service continues to be available 
to everyone, free at the point of need. 
One million people are seen or treated 
every 36 hours, and nine out of 10 
people see their family doctor in any 
given year. In 2008, the NHS will carry 
out a million more operations than it did 
just 10 years ago. 


Over the past decade, the NHS budget 
has trebled. It employs a third more 
people than it did – more doctors, more 
nurses, delivering better care for patients. 
We have invested in new facilities and 
advanced equipment – last autumn we 
announced an additional £250 million to 
improve access to GP services including 
over 100 new practices in the most 
deprived areas of the country. 


The Prime Minister, Chancellor and I 
asked Lord Darzi to lead this Review 
working in partnership with patients, 
frontline staff and the public to develop 
a vision of a service fi t for the 21st 


century. He has succeeded. The strength 
of this Review has been the 2,000 
frontline clinicians and other local health 


and social care staff who have led the 
process, with thousands more staff, 
patients and members of the public 
involved across the country. 


The NHS already delivers high quality 
care to patients in many respects. 
The NHS Next Stage Review makes a 
compelling case that it can deliver high 
quality care for patients in all respects. 
It is only because of the investment and 
reform of the past decade that this is 
now possible. 


We are also launching an NHS 
Constitution for consultation. The NHS is 
as much a social movement as a health 
service. That is why it is so vital to secure 
its founding principles and set out the 
rights and responsibilities of patients, 
public and staff.   


Lord Darzi has led this Review 
magnifi cently, bringing to bear huge 
personal credibility and integrity. I thank 
him and the thousands of people that 
have worked to create this Review 
locally and nationally. It is testament to 
what we can achieve when everyone in 
the NHS works together for the benefi t 
of patients. 


The Rt Hon Alan Johnson MP

Secretary of State for Health
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Summary letter 
Our NHS – Secured today for future generations 
by Lord Darzi 


An NHS that gives patients and the 
public more information and choice, 
works in partnership and has quality of 
care at its heart. 


Dear Prime Minister, Chancellor of 
the Exchequer, and Secretary of State 
for Health, 


This year the NHS is 60 years old. 
We are paying tribute to a service 
founded in adversity, from which were 
established enduring principles of equal 
access for all based on need and not 
ability to pay. We are celebrating a 
national institution that has made an 
immeasurable difference to millions of 
people’s lives across the country. 


Quite simply, the NHS is there when we 
need it most. It provides round the clock, 
compassionate care and comfort. It plays 
a vital role in ensuring that as many of us 
as possible can enjoy good health for as 
long as possible – one of the things that 
matters most to us and to our family and 
friends. 


The journey so far 
I know the journey we have all been 
on from my own experience as an 
NHS clinician working in partnership 
with professional colleagues across 
the service. 


I used to be the only colo-rectal surgeon 
in my hospital; today I am a member of 


a team of four surgeons, working in a 
network that reaches out into primary 
care. Ten years ago, we had one part-
time stoma nurse. Today we have two 
full-time stoma nurses, two specialist 
nurses and a nurse consultant. 


Ten years ago, my patients would 
sometimes wait over a year for 
treatment, and now they wait just a 
few weeks – and even less if cancer is 
suspected. My patients are treated using 
keyhole surgery enabling them to leave 
hospital in days rather than weeks. 
My team’s conversations about quality 
take place in weekly multidisciplinary 
meetings rather than in corridors. 
Together, these changes have meant 
real improvements for patients. 


I have seen for myself the NHS getting 
better, and I have heard similar stories 
from other clinical teams throughout the 
country over the course of this Review. 
These achievements were enabled by 
the investment of extra resources,1 by 
giving freedom to the frontline through 
NHS foundation trusts, and by ensuring 
more funding followed patient choices. 
They were delivered by the dedication 
and hard work of NHS staff who were 
determined to improve services for 
patients and the public. 


1 	 In 1996/7, the budget for the NHS in England was 
£33 billion; in 2008/9 it is £96 billion. 
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The next stage of the journey 
My career is dedicated to improving 
continuously the quality of care we 
provide for patients. This is what inspires 
me and my professional colleagues, and 
it has been the guiding principle for this 
Review. We need to continue the NHS 
journey of improvements and move 
from an NHS that has rightly focused on 
increasing the quantity of care to one 
that focuses on improving the quality 
of care. 


There is still much more to do to achieve 
this. I have continued my clinical practice 
while leading the Review nationally. 
I have seen and treated patients every 
week. Maintaining that personal 
connection with patients has helped me 
understand the improvements we still 
need to make. It has driven me to focus 
this Review on practical action. 


It is because of this that I have been 
joined in this Review by 2,000 clinicians 
and other health and social care 
professionals from every NHS region in 
England. Their efforts, in considering the 
best available evidence and in setting out 
their own visions for high quality services 
(described in Chapter 1), have been the 
centrepiece of this process. 


Their visions – developed in discussion 
with patients, carers and members of 
the general public – set out bold and 
ambitious plans. I am excited by the 
local leadership they demonstrate and 
the commitment of all those who have 
been involved. 


In developing the visions, the NHS has 
had to face up to signifi cant variations 
in the quality of care that is provided. 


Tackling this will be our fi rst priority. 
The NHS needs to be fl exible to respond 
to the needs of local communities, 
but people need to be confi dent that 
standards are high across the board. 


Delivering the visions will mean tackling 
head on those variations in the quality 
of care and giving patients more 
information and choice. The message 
they send is that the programme of 
reform that has been put in place has 
been unevenly applied and can go 
much further. 


We also need to accelerate change for 
other reasons. Chapter 2 describes the 
changes facing society and healthcare 
systems around the world. It sets out 
how the NHS in the 21st century faces 
a particular set of challenges, which I 
would summarise as: rising expectations; 
demand driven by demographics; 
the continuing development of our 
‘information society’; advances in 
treatments; the changing nature of 
disease; and changing expectations 
of the health workplace. These are 
challenges we cannot avoid. The NHS 
should anticipate and respond to the 
challenges of the future. 


My conclusions, and the measures 
described in this report, focus on how 
we can accelerate the changes that 
frontline staff want to make to meet 
those challenges, whilst continuing to 
raise standards. 


The vision this report sets out is of an 
NHS that gives patients and the public 
more information and choice, works in 
partnership and has quality of care at 
its heart – quality defi ned as clinically 







9 High Quality Care For All – NHS Next Stage Review Final Report 


effective, personal and safe. It will see 
the NHS deliver high quality care for all 
users of services in all aspects, not just 
some. I set out below the key steps we 
must take to deliver this vision. 


High quality care for patients and 
the public 
Throughout this Review, I have heard 
clearly and consistently that people want 
a greater degree of control and infl uence 
over their health and healthcare. If 
anything, this is even more important for 
those who for a variety of reasons fi nd 
it harder to seek out services or make 
themselves heard. 


Personalising services means making 
services fi t for everyone’s needs, not 
just those of the people who make the 
loudest demands. When they need it, 
all patients want care that is personal 
to them.2 That includes those people 
traditionally less likely to seek help or 
who fi nd themselves discriminated 
against in some way. The visions 
published in each NHS region make 
clear that more support is needed for 
all people to help them stay healthy 
and particularly to improve the health 
of those most in need. Chapter 3 
explains how we will do this including by 
introducing new measures to: 


Create an NHS that helps people 
to stay healthy. For the NHS to be 
sustainable in the 21st century it needs 
to focus on improving health as well as 
treating sickness. This is not about the 
‘nanny state’. As a clinician, I believe that 


2 	 Opinion Leader Research, Key fi ndings of 18 
September 2007 Our NHS, Our Future nationwide 
consultative event. 


the NHS has a responsibility to promote 
good health as well as tackle illness. 


Achieving this goal requires the NHS 
to work in partnership with the many 
other agencies that also seek to promote 
health. Much progress on closer working 
has been made in recent years. In line 
with my terms of reference,3 this reports 
focuses on what the NHS can do to 
improve the prevention of ill health. 


The immediate steps identifi ed by this 
Review are: 


• Every primary care trust will 
commission comprehensive 
wellbeing and prevention 
services, in partnership with local 
authorities, with the services 
offered personalised to meet 
the specific needs of their local 
populations. Our efforts must be 
focused on six key goals: tackling 
obesity, reducing alcohol harm, 
treating drug addiction, reducing 
smoking rates, improving sexual health 
and improving mental health. 


• A Coalition for Better Health, with 
a set of new voluntary agreements 
between the Government, private 
and third sector organisations 
on actions to improve health 
outcomes. Focused initially on 
combatting obesity, the Coalition 
will be based on agreements to 
ensure healthier food, to get more 
people more physically active, and to 
encourage companies to invest more 
in the health of their workforce. 


3 	 Terms of Reference available at 
www.ournhs.nhs.uk 



http://www.ournhs.nhs.uk
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• Raised awareness of vascular risk 
assessment through a new ‘Reduce 
Your Risk’ campaign. As we roll 
out the new national programme of 
vascular risk assessment for people 
aged between 40 and 74, we will 
raise awareness through a nationwide 
‘Reduce Your Risk’ campaign – helping 
people to stay healthy and to know 
when they need to get help. 


• Support for people to stay healthy
at work. We will introduce integrated 
Fit for Work services, to help people 
who want to return to work but are 
struggling with ill health to get back 
to appropriate work faster. 


• Support GPs to help individuals
and their families stay healthy. 
We will work with world-leading 
professionals and patient groups to 
improve the Quality and Outcomes 
Framework to provide better incentives 
for maintaining good health as well as 
good care. 


We will give patients more rights and 
control over their own health and care. 
I have heard the need to give patients 
more information and choice to make 
the system more responsive to their 
personal needs. We will: 


• Extend choice of GP practice. 
Patients will have greater choice of 
GP practice and better information to 
help them choose. We will develop 
a fairer funding system, ensuring 
better rewards for GPs who provide 
responsive, accessible and high quality 
services. The NHS Choices website will 


provide more information about all 
primary and community care services, 
so that people can make informed 
choices. 


• Introduce a new right to choice in 
the first NHS Constitution. The draft 
NHS Constitution includes rights to 
choose both treatment and providers 
and to information on quality, so that, 
wherever it is relevant to them, patients 
are able to make informed choices. 


• Ensure everyone with a long-term 
condition has a personalised care 
plan. Care plans will be agreed by the 
patient and a named professional and 
provide a basis for the NHS and its 
partners to organise services around 
the needs of individuals. 


• Pilot personal health budgets. 
Learning from experience in social care 
and other health systems, personal 
health budgets will be piloted, giving 
individuals and families greater 
control over their own care, with 
clear safeguards. We will pilot direct 
payments where this makes most 
sense for particular patients in certain 
circumstances. 


• Guarantee patients access to the 
most clinically and cost effective 
drugs and treatments. All patients 
will receive drugs and treatments 
approved by the National Institute for 
Health and Clinical Excellence (NICE) 
where the clinician recommends them. 
NICE appraisals processes will be 
speeded up. 







11 High Quality Care For All – NHS Next Stage Review Final Report 


The common theme of these new 
measures for patients is improving 
quality. It must be the basis of everything 
we do in the NHS. 


Quality at the heart of the NHS 
In my career as a surgeon, I try to do 
my best to provide patients with high 
quality NHS care – just like hundreds 
of thousands of other staff. This has 
been my guiding principle as I have led 
this Review. 


High quality care should be as safe 
and effective as possible, with patients 
treated with compassion, dignity and 
respect. As well as clinical quality and 
safety, quality means care that is personal 
to each individual. 


As independent research has shown,4 


the NHS has made good progress over 
the past decade in improving the overall 
quality of care for patients. During this 
period, improvements in quality were 
focused primarily on waiting times, 
as basic acceptable standards of access 
to A&E and secondary care were 
established, and on staffi ng levels and 
physical infrastructure. 


Today, with the NHS budget approaching 
£2 billion a week, more staff, and 
improvements in the quality and 
availability of information, quality can be 
at the heart of everything we do in the 
NHS. It means moving from high quality 


4 S Leatherman and K Sutherland, The Quest for 
Quality: Refi ning the NHS Reforms, Nuffi eld 
Trust, May 2008 and K Davis et al., Mirror, Mirror 
on the Wall: An international update on the 
comparative performance of American healthcare, 
Commonwealth Fund, May 2007. 


care in some aspects to high quality care 
in all. 


We will raise standards. The visions set 
out for each NHS region and formed by 
patients’ expectations are ambitious for 
what the NHS can achieve. Chapter 4 of 
this report sets out the measures that will 
enable us to meet these standards: 


• Getting the basics right fi rst time, 
every time. We will continue to seek 
improvements in safety and reductions 
in healthcare associated infections. 
The Care Quality Commission will have 
new enforcement powers. There will 
be national campaigns to make care 
even safer. 


• Independent quality standards 
and clinical priority setting. NICE 
will be expanded to set and approve 
more independent quality standards. 
A new National Quality Board will 
offer transparent advice to Ministers 
on what the priorities should be for 
clinical standard setting by NICE. 


• For the first time we will 
systematically measure and publish 
information about the quality 
of care from the frontline up. 
Measures will include patients’ own 
views on the success of their treatment 
and the quality of their experiences. 
There will also be measures of safety 
and clinical outcomes. All registered 
healthcare providers working for, or on 
behalf of, the NHS will be required by 
law to publish ‘Quality Accounts’ just 
as they publish fi nancial accounts. 
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• Making funding for hospitals 
that treat NHS patients refl ect 
the quality of care that patients 
receive. For the fi rst time, patients’ 
own assessments of the success of 
their treatment and the quality of their 
experiences will have a direct impact 
on the way hospitals are funded. 


• For senior doctors, the current 
Clinical Excellence Awards Scheme 
will be strengthened, to reinforce 
quality improvement. New awards, 
and the renewal of existing awards, 
will become more conditional on 
clinical activity and quality indicators; 
and the Scheme will encourage and 
support clinical leadership of service 
delivery and innovation. 


• Easy access for NHS staff to 
information about high quality 
care. All NHS staff will have access 
to a new NHS Evidence service where 
they will be able to get, through a 
single web-based portal, authoritative 
clinical and non-clinical evidence and 
best practice. 


• Measures to ensure continuous 
improvement in the quality of 
primary and community care. We 
have just completed our consultation 
on proposals to bring all GP practices 
and dental practices within the scope 
of the new health and adult social 
care regulator, the Care Quality 
Commission.5 We will introduce a new 
strategy for developing the Quality 
and Outcomes Framework which 
will include an independent and 


5 Department of Health, The future regulation of 
health and adult social in England, 25 March 2008. 


transparent process for developing and 
reviewing indicators. We will support 
practice accreditation schemes, like 
that of the Royal College of General 
Practitioners. 


Developing• new best practice tariffs 
focused on areas for improvement. 
These will pay for best practice rather 
than average cost, meaning NHS 
organisations will need to improve to 
keep up. 


We will strengthen the involvement of 
clinicians in decision making at every 
level of the NHS. As this Review has 
shown, change is most likely to be 
effective if it is led by clinicians. We will 
do this by ensuring that: 


Medical directors and quality • 
boards feature at regional and 
national level. These will complement 
the arrangements at PCT level that are 
developing as part of the World Class 
Commissioning programme. 


Strategic plans for delivering the• 
visions will be published later this 
year by every primary care trust. 
Change will be based on the fi ve 
principles I set out earlier this year in 
Leading Local Change. 6 


There is clear • local support for 
quality improvement. A new ‘Quality 
Observatory’ will be established in 
every NHS region to inform local 
quality improvement efforts. 


6 NHS Next Stage Review: Leading Local Change, 
Department of Health, May 2008. 
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We will foster a pioneering NHS. 
Throughout my career, in all the clinical 
teams I have worked in, my colleagues 
and I have challenged one another to 
improve the way we provide care for 
patients. Continuous advances in clinical 
practice mean the NHS constantly has 
the opportunity to improve. My review 
will enable this through: 


• Introducing new responsibilities, 
funds and prizes to support and 
reward innovation. Strategic health 
authorities will have a new legal duty 
to promote innovation. New funds 
and prizes will be available to the 
local NHS. 


• Ensuring that clinically and cost 
effective innovation in medicines 
and medical technologies is 
adopted. We will strengthen the 
horizon scanning process for new 
medicines in development, involving 
industry systematically to support 
better forward planning and develop 
ways to measure uptake. For new 
medical technologies, we will simplify 
the pathway by which they pass 
from development into wider use, 
and develop ways to benchmark and 
monitor uptake. 


• Creating new partnerships 
between the NHS, universities 
and industry. These ‘clusters’ will 
enable pioneering new treatments and 
models of care to be developed and 
then delivered directly to patients. 


These changes will help the NHS to 
provide high quality care across the 
board. Throughout this Review, it has 


been clear that high quality care cannot 
be mandated from the centre – it 
requires the unlocking of the talents of 
frontline staff. 


Working in partnership with staff 
I have heard some people claim that 
there is ‘change fatigue’ in the NHS. 
I understand that NHS staff are tired of 
upheaval – when change is driven top-
down. It is for this reason that I chose 
to make this Review primarily local, led 
by clinicians and other staff working in 
the NHS and partner organisations. In 
my own practice and across the country 
I have seen that, where change is led 
by clinicians and based on evidence 
of improved quality of care, staff who 
work in the NHS are energised by it and 
patients and the public more likely to 
support it. 


We will empower frontline staff to lead 
change that improves quality of care for 
patients. Chapter 5 sets out how we will 
do this by: 


• Placing a new emphasis on 
enabling NHS staff to lead and 
manage the organisations in which 
they work. We will re-invigorate 
practice-based commissioning and 
give greater freedoms and support 
to high performing GP practices to 
develop new services for their patients, 
working with other primary and 
community clinicians. We will provide 
more integrated services for patients, 
by piloting new integrated care 
organisations, bringing together health 
and social care professionals from a 
range of organisations – community 
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services, hospitals, local authorities and 
others, depending on local needs. 


• Implementing wide ranging 
programme to support the 
development of vibrant, successful 
community health services. Where 
PCTs and staff choose to set up social 
enterprise organisations, transferred 
staff can continue to benefi t from the 
NHS Pension Scheme while they work 
wholly on NHS funded work. We will 
also encourage and enable staff to set 
up social enterprises by introducing a 
‘staff right to request’ to set up social 
enterprises to deliver services. 


• Enhancing professionalism . 
There will be investment in new 
programmes of clinical and board 
leadership, with clinicians encouraged 
to be practitioners, partners and 
leaders in the NHS. We challenge all 
organisations that do business as part 
of, or with, the NHS to give clinicians 
more control over budgets and HR 
decisions. 


• No new national targets  are set in 
this report. 


We will value the work of NHS staff. 
NHS staff make the difference where it 
matters most and we have an obligation 
to patients and the public to enable 
them to make best use of their talents. 
That is why the Review announces in 
Chapter 6: 


• New pledges to staff . The NHS 
Constitution makes pledges on 
work and wellbeing, learning and 
development, and involvement and 


partnership. All NHS organisations will 
have a statutory duty to have regard 
to the Constitution. 


• A clear focus on improving the 
quality of NHS education and 
training. The system will be reformed 
in partnership with the professions. 


• A threefold increase in 
investment in nurse and midwife 
preceptorships. These offer protected 
time for newly qualifi ed nurses and 
midwives to learn from their more 
senior colleagues during their fi rst year. 


• Doubling investment in 
apprenticeships. Healthcare support 
staff – clinical and non-clinical – 
are the backbone of the service. 
Their learning and development 
will be supported through more 
apprenticeships. 


• Strengthened arrangements to 
ensure staff have consistent and 
equitable opportunities to update 
and develop their skills. Sixty per 
cent of staff who will deliver NHS 
services in 10 years time are already 
working in healthcare.We need to 
make sure that they are able to keep 
their skills and knowledge up to date. 


The first NHS Constitution 
You asked me to consider the case for an 
NHS Constitution. In Chapter 7, I set out 
why I believe it will be a powerful way 
to secure the defi ning features of the 
service for the next generation. I have 
heard that whilst changes must be made 
to improve quality, the best of the NHS, 
the values and core principles which 
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underpin it, must be protected and 
enshrined. An NHS Constitution will help 
patients by setting out, for the fi rst time, 
the extensive set of legal rights they 
already have in relation to the NHS. It 
will ensure that decision-making is local 
where possible and more accountable 
than it is today, providing clarity and 
transparency about who takes what 
decisions on our behalf. 


Finally, Chapter 8 sets out how we will 
deliver this ambitious programme. 


Conclusion 
In the 21st century, there remains a 
compelling case for a tax-funded, 
free at the point of need, National 
Health Service. This Report celebrates 
its successes, describes where there 
is clear room for improvement, looks 
forward to a bright future, and seeks 
to secure it for generations to come 
through the fi rst NHS Constitution. The 
focus on prevention, improved quality 
and innovation will support the NHS 
in its drive to ensure the best possible 
value for money for taxpayers. It is also 
an excellent opportunity to pursue our 
duties to promote equality and reduce 
discrimination under the Equality and 
Human Rights Act. 


Through this process, we have developed 
a shared diagnosis of where we currently 
are, a unifi ed vision of where we want to 
be and a common language framework 
to help us get there. This Review has 
built strong foundations for the future 
of the service. It outlines the shape of 
the next stage of reform, with the clarity 
and fl exibility to give confi dence for the 
future. 


Leadership will make this change 
happen. All of the 2,000 frontline staff 
that have led this Review have shown 
themselves to be leaders by having 
the courage to step up and make the 
case for change. Their task has only just 
begun – it is relatively easy to set out a 
vision, much harder to make it a reality. 
As they strive to make change happen, 
they can count on my full support. 


I would like to thank everyone who has 
participated in this Review. I am grateful 
for the help they have given to me in 
forming and shaping the conclusions of 
this Report. 


Best wishes, 


Professor the Lord Darzi 
of Denham KBE 
Hon FREng, FMedSci 
Parliamentary Under Secretary of State 


Paul Hamlyn Chair of Surgery, 
Imperial College London 
Honorary Consultant Surgeon, 
Imperial College Healthcare NHS Trust 
and the Royal Marsden Hospital 
NHS Foundation Trust 







An emergency care practitioner from 
the Cornwall Ambulance Service 
responds to a call in Port Quin, Cornwall 
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1

Change – locally-led, patient-centred 


and clinically driven 
A nationwide process – the core of the NHS Next Stage Review 


1. 	The challenge for this Review, set 
out in my terms of reference, was 
to “help local patients, staff and the 
public in making the changes they 
need and want for their local NHS.”7 


This approach was necessary because 
change is best when it is determined 
locally. Changing well-loved services 
can be unsettling for patients, public 
and staff. Therefore, it is important 
that the local NHS goes through a 
proper process to determine what will 
work best, involving patients, carers, 
the general public and staff, whilst 
communicating clearly throughout. 


2. 	This has meant a very different type 
of Review, one driven by the NHS 
itself. Over the past few months, 
each region of the NHS has published 
its vision for improving health and 
healthcare services. 


3. 	These visions are the product of the 
work more than 2,000 clinicians 
and other staff in health and social 
care, who have shown tremendous 
leadership in creating, shaping and 
forming the conclusions. In each 
region, they have met in eight or 
more groups refl ecting different 
‘pathways of care’ – from maternity 
and newborn care through to end of 


7 	 The terms of reference are available at 
www.ournhs.nhs.uk 


life care.8 These groups have 
considered the best available clinical 
evidence, worked in partnership 
with thousands of patients, listened 
to the needs and aspirations of the 
public and set out comprehensive and 
coherent visions for the future. 


4. 	The visions are the centrepiece of 
this Review – they report much 
progress, but also identify where, 
based on clinical evidence, further 
change is required in order to provide 
high quality care. They show how 
the NHS is responding to people’s 
needs throughout their lives, from 
before birth, through childhood and 
adolescence and into adulthood and 
old age. They describe the priorities 
for action and explain what difference 
these priorities, once implemented, 
will make for local populations. 


5. 	The proposals will allow NHS services 
everywhere to refl ect the needs of 
their local communities. People and 
communities across England have 
different characteristics and different 
needs. Yet too often, the services 
they receive are not suffi ciently 
shaped around those characteristics 
and needs. If the NHS is to live up 


8 	 Some of the strategic health authorities chose to 
create more than eight groups. South West SHA 
for instance had a group looking at the best care 
for people with learning disabilities 



http://www.ournhs.nhs.uk
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to its founding principles, it must 
constantly respond to those it serves, 
changing to continue to live up to 
the ambition of high quality care. 
The NHS should be universal, but 
that does not mean that it should be 
uniform. Clear minimum standards 
and entitlements will exist, but not a 
one size fi ts all model. 


6. These visions are the start of 
responding to local needs. They 
describe an NHS that will work with 
partner organisations locally to reach 
out and help people stay healthy, 
and, when people do need care, 
provide convenient, high quality 
care. Services will be found in the 
community, with family doctors, 
pharmacies and local partnerships 
taking a leading role in helping 
people to stay healthy. In future, the 
NHS will not be confi ned to hospitals, 
health centres or GP surgeries but will 
be available online and in people’s 
homes, whilst the most specialist 
care will be concentrated to allow 
excellence to fl ourish. 


7. Although the specifi c steps in each 
region’s vision varied as the clinical 
working groups found the best 
solutions for their local populations, 
their reports include some important 
common messages: 


• The staying healthy groups 
identifi ed the need to support 
people to take responsibility for 
their own health, through reaching 
out to disadvantaged groups. They 
also highlighted the expansion 
of comprehensive screening and 
immunisation programmes. 


• The maternity and newborn 
groups were clear that women 
want high quality, personal care 
with greater choice over place 
of birth, and care provided by a 
named midwife. 


• For the children’s pathway, it was 
felt that services need to be more 
effectively designed around the 
needs of children and families, 
delivered not just in health settings 
but also in schools and children’s 
centres. 


• The acute care groups gave 
compelling arguments for saving 
lives by creating specialised centres 
for major trauma, heart attack and 
stroke care, supported by skilled 
ambulance services. 


• Those looking at planned care 
found more care could, and 
should, be provided closer to 
people’s homes, with greater use 
of technology, and outpatient care 
not always meaning a trip 
to hospital. 


• For mental health, the groups 
recognised the importance 
of extending services in the 
community, and the benefi ts to 
general wellbeing and to physical 
from stronger mental health 
promotion. 
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• The long-term conditions 
groups explained the need for 
true partnerships between people 
with long-term conditions and 
the professionals and volunteers 
that care for them, underpinned 
by care plans and better patient 
information. 


• 	The necessity for greater dignity 
and respect at the end of life was 
movingly described by the end of 
life groups, as well as the desire 
to have round the clock access to 
palliative services. 


8. 	It is impossible to do justice here to 
the breadth of ambition within the 
local visions – they demand to be 
read.9 However, we can illustrate 
important themes with specifi c 
local promises. 


Preventing ill health 
9. 	There is a clear consensus across 


the service that the NHS must help 
people to lead independent and 
fulfi lling lives by supporting them to 
stay healthy. The local NHS wants 
to work with others to help people 
stop smoking, to address obesity in 
children and adults, and to tackle 
excessive alcohol consumption. In 
the East of England, for example, 
patients, the public and staff have set 
themselves the ambition of reducing 
the number of smokers in their region 
by 140,000, from its current level of 
a million.10 


9 	 The local visions are available at 
www.ournhs.nhs.uk 


10 NHS East of England, Towards the best, together, 
May 2008. 


They are developing plans for a social 
marketing campaign to encourage 
people to take responsibility for their 
own health throughout their lives, 
whilst reaching out to the most 
disadvantaged in society to help 
them to stay healthy. 


Ensuring timely access 
10.There was a strong message that 


people can still fi nd it diffi cult to 
access services. Improving access is 
a priority articulated in every vision, 
across every pathway of care. Each 
region will continue to improve the 
quality of access by reducing waiting 
times for treatment, whilst ensuring 
that services are available regardless 
of where a patient lives. The plans 
to improve dementia services in the 
West Midlands, and South Central’s 
goal to deliver round the clock 
palliative care for children, are just 
two of the many examples where the 
local NHS will transform access to 
services for patients.11 


Providing convenient care closer 
to home 
11.The local visions will make care closer 


to home a reality for many patients. 
For instance, in London, there are 
plans to deliver more outpatient 
appointments in community 
settings and carry out routine and 
straightforward procedures in GP 
practices, where appropriate.12 


11 NHS West Midlands, Delivering Our Clinical Vision 
for a World Class Health Service, June 2008 and 
NHS South Central, Towards a Healthier Future, 
June 2008. 


12 NHS London, Healthcare for London: A Framework 
for Action, July 2007. 



http://www.ournhs.nhs.uk
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NHS North West is making 
specialist knowledge more locally 
available through the use of cardiac 
telemedicine in GP practices.13 This 
allows GPs to make a diagnosis, with 
the help of specialists at the end of a 
phone, in their own surgeries. 


Improved diagnostics 
12.All the visions emphasised the 


importance of rapid access to 
diagnostics in convenient locations.14 


On the one hand, this means tests 
such as x-rays and blood tests 
carried out in primary care or even at 
patients’ homes, avoiding needless 
travel to and from hospital and with 
results made available more quickly. 
On the other, it means provision 
of interventional radiology and 
specialist pathology in centres of 
excellence. To make this a reality, it 
will be important to take into account 
Lord Carter’s review of pathology 
services15 and draw on the expertise 
of professional bodies. 


Giving more control to patients 
13.The NHS locally is seeking to 


forge a new partnership between 
professionals, patients and their 
carers. NHS North East, for example, 
is searching for new ways to integrate 
care around the needs of patients, 
including community services.16 


There will be more use of assistive 
technology and remote monitoring 
to help patients lead independent 


13 NHS North West, Healthier Horizons, May 2008. 
14 See for instance, NHS West Midlands, Delivering 


Our Clinical Vision for a World Class Health 
Service, June 2008. 


15 Lord Carter, Report of the Review of NHS 
Pathology Services in England, 2006. 


16 NHS North East, Our vision, our future, June 2008. 


lives. It is suggested that patients 
should have more direct control over 
NHS spending – for instance, NHS 
Yorkshire and the Humber has called 
for the consideration of personal 
budgets for people with complex 
long-term conditions.17 


Ensuring care is effective and safe 
14.The visions have sent a powerful 


message that the most effective 
treatments should be available for 
all NHS patients. Their plans for 
transforming treatment for heart 
attack, stroke and major trauma 
vividly illustrate this. For stroke – the 
third largest cause of death and 
single largest cause of disability in 
the UK – the clinical evidence clearly 
demonstrates that the quality of care 
is greatly improved if stroke is treated 
in specialist centres.18 Each region is 
therefore pushing forward with the 
development of specialised centres 
for their populations with access to 
24/7 brain imaging and thrombolysis 
delivered by expert teams. For 
example, by 2010, NHS South East 
Coast intends that all strokes, heart 
attacks and major injuries will be 
treated in such specialist centres.19 


Once implemented, these plans 
will save lives. From every corner of 
the NHS, there was also a strong 
emphasis on the importance of 
patient safety. They all aim to make 
hospitals and health centres clean 
and as free of infection as possible. 


17 NHS Yorkshire and the Humber, Healthier 
Ambitions, May 2008. 


18 A. Buchan, Best practice in Stroke Care 2007, 
presentation at the Healthcare for London 
conference, 19 February 2007. 


19 NHS South East Coast, Healthier People, Excellent 
Care, June 2008. 
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15.The visions also emphasise the 
importance of geographical factors in 
the effectiveness and safety of care. 
This was reinforced by a submission 
report to this Review by the 
Commission for Rural Communities.20 


High quality care 
16.From the vision documents, and 


from my own visits to every region 
of the country, the message that 
improving quality of care is what 
excites and energises NHS staff has 
been loud and clear. International 
evidence shows that we have made 
great improvements but that there is 
further to go. Nolte and McKee have 
found that the NHS made a 21 per 
cent reduction in premature mortality 
rates from 1997–98 to 2002–03, 
compared to a 4 per cent reduction 
by the US.21 However, there is much 
more to do, as our starting point 
was worse than our international 
comparators. 


17.Every region of the NHS has 
articulated its aspiration for high 
quality care for their populations. 
NHS South West, for example, has 
set a goal of matching the longest 
life expectancy in Europe.22 Using 
clinical expertise, NHS East Midlands 
will publish standard quality measures 
allowing patients to compare the 
performance of different providers.23 


20 Commission for Rural Communities, Tackling rural 
disadvantages, May 2008 


21 E. Nolte and N. McKee, “Measuring the Health 
of Nations, updating an earlier analysis, 2008,” 
Health Affairs 27:10, 58–71. 


22 NHS South West, Improving Health, May 2008. 
23 NHS East Midlands, From Evidence to Excellence, 


June 2008. 


Personal care 
18.All the visions emphasised the need to 


organise care around the individual, 
meeting their needs not just clinically, 
but also in terms of dignity and 
respect. NHS South West, for instance, 
recognised that the best diabetes 
services are tailored to individuals, 
comprising a mix of structured 
education, lifestyle advice and 
appropriate screening.24 Personal care 
also considers the needs of the patient 
within the context of their support 
network, including carers, family and 
employers. 


Innovation 
19.The desire to bring the benefi ts of 


innovation to patients more rapidly is 
a common theme. Across the country, 
from the South West to the North 
East, we heard that there is much 
to be gained by the NHS working in 
partnership with higher education 
institutions and the private sector. 
And there is very strong support 
for greater collaboration between 
primary, secondary and social care. 


20.These are the changes patients and 
public can expect to see. However, 
there was one more common theme 
– all the local visions made the case 
for national action to enable local 
change. This report therefore sets out 
how we will help the local NHS to 
ensure that the pace of change does 
not slow and that the expectations 
of patients and the public are met. 
It describes how we will respond to 
the challenges the visions set, helping 
patients, the public and frontline staff 
to achieve their collective ambitions. 


24 NHS South West, Improving Health, May 2008. 
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21.This report addresses big national 


themes such as improving quality, 
leadership and the workforce.25 


It focuses on what must be 
done centrally to support local 
organisations. It illustrates that the 
role of the Department of Health is 
to enable the visions created by the 
local NHS to become a reality, whilst 
ensuring that universality, minimum 
standards and entitlements are 
retained and strengthened. It sets 
out how we will back local leaders to 
deliver for their communities. 


25 National Groups were established as part of the 
Review in October 2007 on Quality and Safety, 
Leadership, Primary and Community Care, 
Workforce, and Innovation. 
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2

Changes in healthcare and society 


The challenges facing the NHS in the 21st century 


1.	 Every SHA vision identifi ed the 
challenges faced in their region of 
the country.26 Drawing together 
the common themes, it is possible 
to take a national perspective. The 
drivers for change in healthcare and 
society are beyond the control of 
any single organisation. Nor can they 
be dealt with simply or reactively at 
national level. This reinforces the case 
for enabling and encouraging the 
NHS locally to anticipate and respond 
proactively to the challenges of 
the future. 


2.	 In its earliest years, the NHS faced 
signifi cant challenges to provide 
basic care when people fell sick and 
to tackle communicable diseases. 
Nowadays, diseases such as measles, 
polio and diphtheria, previously 
common and deadly to the post-war 
generation, are rare and preventable, 
thanks to vaccination programmes, 
and treatable, thanks to advances in 
research and technology. 


3.	 Nationally, the NHS in the 21 st 


century faces different challenges, 
which I would summarise as: rising 
expectations; demand driven by 
demographics; the continuing 
development of our ‘information 
society’; advances in treatments; 


26 See for instance Healthcare for London the Case 
for Change. 


the changing nature of disease; and 
changing expectations of the health 
workplace. 


4.	 These six challenges are not limited 
to England – they are common 
to all advanced health systems, 
most of which are considering or 
undertaking signifi cant reforms in 
response.27 Not all the challenges are 
unique to healthcare – their impact 
is being felt across public services. 
The Government is committed to 
transforming adult social care, for 
example, so that people have more 
choice and control over integrated, 
high quality services.28 In addressing 
these challenges for the NHS we have 
the opportunity to set a direction for 
wider public service reform. 


Challenge 1: Ever higher 
expectations 
5.	 Wealth and technology have 


changed the nature of our society’s 
outlook and expectations. The 1942 
Beveridge Report29 identifi ed the ‘Five 
Giants’ – want, disease, ignorance, 
squalor and idleness – that a civilised 


27 For an infl uential examination of the need to 
reform the US health system see Porter and 
Teisberg, Redefi ning Health Care, 2006. 


28	 Putting People First, A shared vision and 
commitment to the transformation of adult social 
care, HM Government, December 2007. 


29	 Report of the Inter-Departmental Committee 
on Social Insurance and Allied Services, Crown 
Copyright (1942). 
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society needed collectively to address. 
In 1946, the Labour government 
legislated for the creation of a 
National Health Service, and through 
the leadership of Nye Bevan the 
NHS was born on 5 July 1948. As 
an information leafl et from the time 
explained, its purpose was simple: to 
“relieve your money worries in time 
of illness.”30 


6. 	We tend to use health services at 
particular stages of our lives, so 
health professionals are especially 
exposed to each generation’s 
demands and expectations. We can 
anticipate these changing demands, 
and in so doing equip the health 
service to deal with the future. 


7. 	For those in later life, health 
practitioners will see a generation 
with expectations of more tailored 
treatment received at a time and 
place convenient to them. As people 
continue to live longer, they will 
continue to access services for longer, 
and are likely to live more of their 
life with one or more long-term 
condition.31 They will make demands 
that are not just larger but different. 
They still expect the clinician to 
lead, but expect a bigger role for 
themselves in decision-making during 
their care. 


30 	The New National Health Service, Central Offi ce 
of Information for the Ministry of Health, Crown 
Copyright (1948). 


31 See Wanless, Securing our Future Health (2002) 
for an explanation on how the NHS must not 
simply help people live longer, but must also 
ensure that those extra years are active, high 
quality ones. 


8. 	We are also beginning to see the 
impact, and opportunities, that face 
us from recent generations – the 
children of the last three decades of 
the 20th century. These generations 
are infl uenced by new technologies 
that provide unprecedented levels 
of control, personalisation and 
connection. They expect not just 
services that are there when they 
need them, and treat them how they 
want them to, but that they can 
infl uence and shape for themselves. 
Better still, they will want services 
that ‘instinctively’ respond to them 
using the sophisticated marketing 
techniques used by other sectors.32 


This is more than just a challenge for 
healthcare, but for our whole model 
of how we think about health. 


Challenge 2: Demand driven by 
demographics 
9. 	The fact that people are living longer 


than ever is a cause for celebration. 
The NHS can be justly proud of the 
part it has played in our ever-growing 
life expectancy. Yet our ageing 
population also poses a challenge 
to the sustainability of the NHS. 
By 2031, the number of over 75 
year-olds in the British population 
will increase from 4.7 million to 
8.2 million.33 This older age group 
uses a disproportionate amount of 
NHS resources; the average over-85 
year old is 14 times more likely to 
be admitted to hospital for medical 
reasons than the average 15-39 


32 For instance the personal recommendations given 
by Amazon and other internet retailers. 


33 Offi ce of National Statistics, Population 
Projections, 23 October 2007. 
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year old.34 Whilst just 17 per cent 
of the under 40s have a long-term 
condition, 60 per cent of the 65 and 
over age group suffer from one or 
more.35 


10. If the NHS remains a primarily 
reactive service, simply admitting 
people into hospital when they are 
ill, it will be unable to cope with the 
increased demands of an ageing 
population. Our longer life spans 
require the NHS to be forward-
looking, proactively identifying and 
mitigating health risks. 


Challenge 3: Health in an age of 
information and connectivity 
11. Across society, the internet has 


transformed our relationship with 
information. High-speed web access is 
found in millions of homes. By 2012, 
74 per cent of UK homes are expected 
to have broadband internet access, 
transforming how people will seek and 
use information in their lives.36 


12. The implications for health and 
healthcare are profound. It is easier 
to access information on how to 
stay healthy than ever before. People 
are able to quickly and conveniently 
fi nd information about treatment 
and diseases in a way that was 
previously impossible. They are able, 
and want, to engage with others 
online, sharing information and 
experiences. They want to do their 
own research, refl ect on what their 
clinicians have told them and discuss 


34 Hospital Episode Statistics Data 2005/06. 
35 Department of Health, Raising the Profi le of 


Long-term Conditions: A Compendium of 
Information, January 2008. 


36 UK Broadband Overview, January 2008, http:// 
point-topic.com/content/operatorSource/profi les2/ 
uk-broadband-overview.htm 


issues from an informed position. The 
challenge is ensuring that people are 
able to access reliable information. 
Evidence shows that clinicians have 
sometimes been slower in exploiting 
the potential of new information 
sources, such as the internet, than 
others.37 If that trend continues, there 
is a danger that people will have to 
navigate through myth and hearsay, 
rather than get easy access to 
evidence-based medical knowledge. 


Challenge 4: The changing nature 
of disease 
13. The NHS in the 21st century 


increasingly faces a disease burden 
determined by the choices people 
make: to smoke, drink excessively, eat 
poorly, and not take enough exercise. 
Today, countless years of healthy life 
are lost as the result of these known 
behavioural or lifestyle factors. 


14. Wealth and technology have given 
us many choices, including ones 
that are damaging to our health and 
wellbeing. We drive to work and 
school instead of walking or cycling; 
we eat high fat, high salt diets 
when fresh fruit and vegetables are 
available in unprecedented volumes; 
and we consume more alcohol than 
is good for us.38 


37 Kaimal AJ et al. “Google Obstetrics: who is 
educating our patients?” American Journal 
of Obstetrics and Gynecology, June 2008, 
198(6):682.e1-5. 


38 In the ten years to 2003, the number of walking 
trips fell by 20% (National Statistics 2004). The 
average number of cycling journeys fell from 20 
person per year in 1992/1994 to 16 in 2002/2003 
(DfT). 1 in 4 adults (10 million) regularly exceed 
the recommended daily limits of 2-3 units 
(women) and 3-4 units (men) (ONS General 
Household Survey 2006). 



http://point-topic.com/content/operatorSource/profi

http://point-topic.com/content/operatorSource/profi
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15. We know that the choices people 


make when faced with this increasing 
range of possibilities are strongly 
infl uenced by their circumstances. 
Stress, income, employment 
prospects and environmental factors 
constrain the healthy choices open 
to people, and can make short-
term choices more attractive despite 
adverse health consequences in the 
longer term. The health service is 
not always good enough at helping 
people make the right choices – 54 
per cent of patients said that their 
GP had not provided advice on diet 
and exercise, whilst 72 per cent said 
that their GP had not asked about 
emotional issues affecting their 
health during the last two years. We 
lag behind our peers internationally.39 


16. Unhealthy choices and missed 
prevention opportunities are in 
part the cause of the growth in the 
prevalence of conditions such as 
diabetes, depression, and chronic 
obstructive pulmonary disease. The 
WHO estimates that depression, for 
instance, will be second only to HIV/ 
AIDS as a contributor to the global 
burden of disease by 2030, up from 
fourth place today.40 These diseases 
cannot always be cured, but they 
can be managed, and the symptoms 
ameliorated. 


39 2006 Commonwealth Fund international Health 
Policy Survey of Primary Care Physicians. 


40 This is based on the impact of depression of 
Disability Adjusted Life Years (DALYs). C. Mathers 
and D. Loncar, Projections of Global Mortality and 
Burden from Disease 2002 to 2030, PLoS Med 
3(11): e442. 


17. The NHS and all of its many partners 
must respond to this shifting disease 
burden and provide personalised 
care for long-term conditions, a goal 
already set out in the Government’s 
Our health, our care, our say White 
Paper.41 We need to make this goal 
a reality. Providing personalised care 
should also help us to reduce health 
inequalities, as the households with 
the lowest incomes are most likely to 
contain a member with a long-term 
condition.42 


Challenge 5: Advances in treatments 
18. The past 60 years have seen big 


developments in our capacity to 
understand the nature and impact 
of existing disease, from imaging 
to pathology. We are improving 
our understanding of how disease 
in one organ increases the risk 
of damage to others. With the 
advances currently underway in 
genomic testing, we may be able to 
predict future disease rather than 
simply understand present illness.43 


Advances in neurosciences are telling 
us more about the importance of 
pregnancy and early childhood for 
subsequent health and wellbeing.44 


Our understanding of the wider 
determinants of physical and 


41 	Our health, our care, our say, HM Government, 
January 2006. 


42 Department of Health, Raising the Profi le of 
long-term Conditions: A Compendium of 
Information, January 2008. 


43 K Philips et al, “Genetic testing and 
pharmacogenomics: issues for determining the 
impact to healthcare delivery and costs,” Am J of 
Managed Care, 2004 Jul; 10(7): 425-432. 


44 Center on the Developing Child at Harvard 
University (2007) A Science-based framework for 
early childhood policy: using evidence to improve 
outcomes in learning, behaviour and health for 
vulnerable children Cambridge, MA. 
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mental health and their impact and 
interactions is improving all the time. 
All of this presents the NHS with 
an unprecedented opportunity to 
move from reactive diagnosis and 
treatment to be able to proactively 
predict and prevent ill health. 


19. Improved technology is enabling 
patients that would once have been 
hospitalised to live fulfi lling lives in 
the community, supported by their 
family doctor and multi-professional 
community teams. Where patients 
were once confi ned to hospital, 
Wireless and Bluetooth technologies 
allow their health to be monitored 
in their own homes. For instance, 
a thousand people in Cornwall 
are having simple-to-use biometric 
equipment installed in their own 
homes, enabling them to monitor 
their own blood pressure, blood 
sugar and blood oxygen levels.45 


This information helps to prevent 
unnecessary hospital admissions. 
This is better for patients and their 
carers, delivers improved outcomes, 
and is a very effi cient way of using 
NHS resources. An even bigger factor 
in the shift from hospital to home is 
the up-skilling of a wider range of 
staff, and the removal of barriers to 
more independent working in the 
patient’s interest. 


20.We continue to develop pioneering 
treatments for diseases. For the same 
illness, open surgery leaves patients 
in hospital for several weeks where 
keyhole surgery enables them to 
go home in just a few days. With 


45 Cornwall is one of the Whole System 
Demonstrator sites promised on page 120 of the 
Our health, our care, our say White Paper. 


advances in robotics, patients can 
look forward to scar-free surgery.46 


A major expansion in our ability 
to offer psychological therapies 
for depression and anxiety will 
mean that many people who were 
previously untreated will in future 
receive treatment based on the best 
international evidence. 


21. Healthcare itself is on a journey 
where the emphasis of care is shifting 
to extending wellness and improving 
health. This is making healthcare 
more complex, with a broader range 
of interventions possible. In some 
areas of practice, such as for acute 
coronary syndrome, this has led to 
increased standardisation where 
the evidence shows that following 
protocols leads to better outcomes.47 


In others, such as the treatment 
of paediatric cancers, innovations 
mean that best practice is constantly 
changing and evolving.48 For patients, 
these medical advances often mean 
longer and more fulfi lling lives. There 
are, however, broader implications. 
Greater clinical uncertainty requires 
both greater professional judgement 
as to what is the right course of 
action for an individual patient and 
a more open and honest discussion 
of risks to enable patients to make 
informed decisions. 


46 For more information see Darzi, Saws and Scalpels 
to Lasers and Robots – Advances in Surgery (2007). 


47  SA Spinler, “Managing acute coronary syndrome: 
evidence-based approaches,” Am J Health Syst 
Pharm, 2007 Jun 1;64(11 Suppl 7):S14-24. 


48  P. Paolucci, “Challenges in prescribing drugs 
for children with cancer,” Lancet Oncol., 2008 
Feb;9(2):176-83. 
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Challenge 6: A changing health 
workplace 
22. In recent years, Britain has become 


a ‘knowledge economy’ with 
the majority of new jobs being 
in knowledge-based industries.49 


Healthcare has always been a 
knowledge-led sector, relying 
on expert learning and depth of 
experience. Increasing complexity 
is an integral feature of modern 
healthcare. With new advances in 
clinical science and new treatments 
for patients, come fresh challenges 
for professionals. Whether in acute 
or community settings, easy and 
convenient access to knowledge is 
an essential part of a modern and 
effective workplace. 


23. Expectations of work in healthcare 
are changing, with people today 
seeking quality work.50 Healthcare 
professionals expect the depth of 
their expertise to be recognised 
and rewarded, and their skills to 
be developed and enhanced. They 
seek personal fulfi lment as well as 
fi nancial reward.51 They understand 
the demands of accountability and 
welcome transparency as a route 
to achieving true meritocracy. Staff 
expect a better work/life balance and 
more respect and regard for pressures 
on their time beyond those of their 
profession. 


49  Ian Brinkley, The Knowledge Economy: How 
Knowledge is Reshaping the Economic Life of 
Nations, March 2008, The Work Foundation. 


50 For more on the importance of work quality see 
G. Lowe, The Quality of Work: A People-Centred 
Agenda, 2000. 


51 On doctor’s motivation see S. Dewar et 
al., Understanding Doctors: Harnessing 
Professionalism, King’s Fund, May 2008. 


24. High quality work is not simply a 
matter of a good deal for staff and 
for patients. It is also essential to 
meeting the productivity challenge: 
high quality workplaces make best 
use of the talents of their people, 
ensuring that their skills are up 
to date, and their efforts never 
wasted. The public rightly expect 
their taxes to be put to best use. 
For those working in the NHS there 
is a need to reduce unnecessary 
bureaucracy, freeing up their time to 
care for patients, within the resources 
available. Creating high quality 
workplaces requires great leadership 
and good management. 


Where we stand today 
25. I believe we are well placed to 


respond to these challenges not only 
because of the progress made over 
recent years but also because of the 
fundamental basis of our NHS as a 
tax-funded system, based on clinical 
need rather than ability to pay. In 
this respect, the NHS is unlike health 
systems in comparable countries, and 
is particularly well positioned 
to respond. 


26. For insurance companies, there is no 
incentive to invest in the prevention 
of ill health as patients may move 
to a different scheme. Diagnostics 
increase the capacity of the NHS to 
reach out to predict and prevent ill 
health, but in other systems they 
increase their capacity to exclude 
those at risk from the protection 
they need. 
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27. The Wanless Report of 2002 made 
the case for additional investment in 
the NHS, to which the Government 
has responded.52 The NHS is now 
funded at close to the EU average.53 


In 2009/10, the NHS budget will 
exceed £100 billion. The NHS has 
the fi nancial resources it needs. 


28. However, the NHS must use 
these resources well. Increasing 
expectations, an ageing population, 
a rise in lifestyle disease and the cost 
of new treatments will all impose 
greater costs. 


29. The NHS must respond by improving 
the quality of care it provides. This 
is because the evidence shows that, 
in general, higher quality care works 
out better for patients and the 
taxpayer. For instance, day surgery 
for cataracts delivers the highest 
quality of care with no admission to 
hospital.54 High quality care is safe, 
meaning no avoidable healthcare 
associated infections. This is obviously 
better for patients and also reduces 
the need for costly post-infection 
recovery in hospital. Finally, high 
quality care involves giving the 
patient more control over their 
care, including information to make 
healthy choices, which will reduce 


52 Wanless, Securing our Future Health (2002). 
53 In 2008 the UK is expected to spend 9.0% of 


its GDP on health, compared with an average 
of 9.5% amongst the 15 pre-enlargement 
EU members. 


54 Cataract extraction was one of a “basket” of 
25 procedures recommended by the Audit 
Commission in 2001 as suitable for day surgery. 
Day surgery for cataract removal is less than 
two thirds of the cost of doing it as an inpatient 
procedure (RCI 2005). 


their chances of poor health and 
dependency on the NHS. The answer 
to the challenges the NHS faces is 
therefore to focus on improving the 
quality of care it provides. 
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High quality care for patients and the public 
An NHS that works in partnership to prevent ill health, providing care 


that is personal, effective and safe 


Introduction 
1.	 This Review is about achieving the 


highest quality of care for patients 
and the public. I have heard from 
patients and staff, and I know from 
my own experience, that when in the 
care of the NHS, it is the quality of 
that care that really matters. People 
want to know they will receive 
effective treatment. They want 
care that is personal to them, and 
to be shown compassion, dignity 
and respect by those caring for 
them. People want to be reassured 
that they will be safe in the care of 
the NHS. And whilst most people 
recognise their health is their 
responsibility, they also look to 
the NHS for help. 


2.	 The investment and reform of the 
past decade have given us the 
opportunity to pursue this ambitious 
agenda for patients and the public. 


3.	 Ten years ago, today’s quality 
reform agenda would have seemed 
particularly challenging. The extra 
capacity in the NHS today gives all 
of us the opportunity to focus on 
improving quality. To achieve that we 
need to: 


• Help people to stay healthy . 
The NHS needs to work with its 
national and local partners more 
effectively, making a stronger 


contribution to promoting health, 
and ensuring easier access to 
prevention services. 


• Empower patients . The NHS 
needs to give patients more rights 
and control over their own health 
and care, for more personal care. 


• Provide the most effective 
treatments. Patients need 
improved access to the treatments 
they need supported by improved 
diagnostics to detect disease 
earlier. 


• Keep patients as safe as 
possible. The NHS must strive 
to be the safest health system, 
keeping patients in environments 
that are clean, and reducing 
avoidable harm. 


Helping people to stay healthy 
4.	 Our health starts with what we do 


for ourselves and our families, but the 
environment we live in infl uences our 
decisions and ultimately our health. 
Some people live in circumstances 
that make it harder to choose healthy 
lifestyles. Changing this environment 
can infl uence the way people look 
after their own and their families’ 
health. This is particularly important if 
we are to tackle inequalities in health 
status and outcomes. 
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5. Patients and the public want the 


NHS to play its part in helping them 
to stay healthy. Nearly a quarter of 
people felt health was ‘mainly my’ 
responsibility, and a further 60 per 
cent felt it was ‘mainly me with 
support from the NHS.’55 Alongside 
the NHS, we need to ensure that a 
range of organisations – public and 
private – play their part in supporting 
people to stay healthy. 


6. 	 Locally, the NHS and local authorities 
are working closely together to 
improve health and wellbeing, 
prompted by their legal duty to 
co-operate in improving outcomes 
for their populations. The duty 
is based on a formal assessment 
of people’s needs (Joint Strategic 
Needs Assessments) developed 
between primary care trusts, local 
authorities and other local partners, 
including police authorities and 
local hospitals, to tackle the most 
important factors in improving 
health. These plans focus not only 
on tackling clear health priorities 
such as smoking, childhood obesity 
and teenage pregnancy, but also on 
broader factors such as poor housing, 
education, local transport and 
recreational facilities. 


Focusing on helping prevent ill health 


7. 	 As well as improving partnership 
working, the NHS itself has 
strengthened its contribution 
to preventing ill health through 
sustained investment over the past 


55 Primary and Community Care Deliberative Event, 
run by HCHV, April 2008. 


decade. As the visions show, the 
foundations of good health and 
healthy lifestyles are laid down in the 
very earliest stages of life. The Child 
and Young People’s Health Strategy 
due in the autumn will seek to build 
on the new Child Health Promotion 
Programme that sees highly skilled 
health visitors and school nurses 
supporting families on health and 
parenting from pregnancy onwards. 
It will also bring with it a further 
focus on improving services for 
adolescents.56 


8. 	 Progress has been made in detecting 
illnesses earlier and preventing them 
from worsening, including in cardiac 
and cancer services. Much of this 
progress has been achieved through 
national screening and immunisation 
programmes. We need to continue 
this progress. 


9. 	We will therefore strive to accept and 
implement every recommendation 
for screening and vaccination 
programmes that the relevant 
national expert committees make.57 


This will be a pledge within the 
NHS Constitution so that people 
know these services will be available 
without question, where they are 
clinically and cost effective. 


56 	The Children’s Plan, published in December 
2007 by the Department for Children, Families 
and Schools (DCFS) committed to DCFS and the 
Department of Health publishing a joint child 
health strategy. 


57 These are the Joint Committee on Vaccination and 
Immunisation (JCVI) and the National Screening 
Committee (NSC). 
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10. There remains signifi cant room for 
improvement, especially across the 
risk factors identifi ed in chapter 
two – disease, smoking, excessive 
drinking, poor diet and lack of 
exercise. The NHS must now focus 
on preventing ill health for individuals 
and giving them the opportunities 
and support to improve their health. 


11. Vascular conditions are major 
causes of early death, long-term 
illness and health inequality. These 
include coronary heart disease, 
stroke, diabetes and kidney disease. 
Taken together, they affect over 
4.5 million people in England, and 
are responsible for over 170,000 
deaths every year.58 Some of these 
deaths could be prevented if people 
understood their own health status. 
Where people can act to decrease 
their chance of developing particular 
forms of ill health, we want people 
to understand clearly what the 
risks are to their health and what 
they can do to prevent the onset of 
irreversible disease. 


12. Earlier this year we announced help 
for people to do this through vascular 
health checks for everyone aged 
40-74.59 These will be introduced 
from 2009, and rolled out through 
GPs, pharmacies and community 
clinics. By 2012, we expect three 
million people every year to be 
offered a check, preventing at least 


58 See Department of Health, Putting Prevention 
First, April 2008. 


59 For more information on the rationale for the 
age range of 40-74 see Department of Health, 
Technical consultation on economic modelling of 
a policy of vascular checks, June 2008 


9,500 heart attacks and strokes 
and 4,000 people from developing 
diabetes each year. We will make 
it easy and convenient to access 
these checks in a variety of places. In 
particular, we believe that pharmacies 
have a key role to play as providers of 
prevention services.60 


13. We need to raise awareness of this 
new service. We will do this through 
a nationwide ‘Reduce Your Risk’ 
campaign, which will be launched 
during 2009 alongside vascular 
health checks. This campaign will 
clearly explain what people can do 
to reduce their risks: stop smoking, 
maintain a healthy weight, increase 
physical activity, lower blood 
pressure. We will also work with third 
sector groups to reach those less 
likely to access services. 


Ensuring that people have convenient 
access to prevention services 


14. Working with their local partners, 
every primary care trust will 
commission comprehensive wellbeing 
and prevention services, with the 
services offered customised to meet 
the specifi c needs of their local 
populations. This refl ects the fi nding 
of the SHA staying healthy groups, 
who called for prevention services 
on “an industrial scale.” Our efforts 
must be focused on six key goals: 
tackling obesity, reducing alcohol 
harm, treating drug addiction, 
reducing smoking rates, improving 


60 Department of Health, Pharmacy in England: 
building on strengths – delivering the future, 
April 2008. 
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sexual health and improving mental 
health. Examples of services that 
we expect local PCTs to develop 
and expand include alcohol brief 
interventions, exercise referral, 
weight management and talking 
therapies, and we expect the reach of 
these services to increase as the NHS 
seeks to support all of us in making 
healthier choices. 


15.  Refl ecting this new priority for 
the NHS, and the need to work 
together with partners from all 
sectors of society, we will launch 
shortly a Coalition for Better Health. 
The Coalition will be a new set of 
voluntary agreements between 
government, private and third sector 
organisations, focused on the action 
each needs to take to achieve better 
health outcomes for the nation. As 
we announced in Healthy Weight, 
Healthy Lives earlier this year, its initial 
priority will be combatting obesity 
by supporting healthier food, more 
physical activity, and encouraging 
employers to invest more in the 
health of their employees.61 


16. All too often, those living in poverty 
are poorest in health.62 As set out 
in the recent Health Inequalities 
strategy, the root causes of ill 
health lie heavily in people’s life 
circumstances.63 Excellent prevention 
services are a matter of fairness, and 


61 	Healthy Weight, Healthy Lives, HM Government, 
May 2008. 


62 See for instance M. Marmot, “The Social 
Determinants of Health Inequalities,” Lancet 2005, 
365, 1099-1104. 


63 Department of Health, Health Inequalities: 
Progress and Next Steps, June 2008. 


primary and community services 
have a pivotal role to play in reaching 
out to those communities where 
socio-economic factors are linked to 
reduced life expectancy and higher 
prevalence of illness. 


17. In my Interim Report, I set out plans 
to tackle inequalities in primary 
care by establishing over 100 new 
GP practices in the areas of the 
country with the fewest primary care 
clinicians and the greatest health 
needs – more often than not, these 
are our most deprived communities. 


18. To improve access to primary care 
services, my interim report also 
announced that we would invest 
additional resources to enable the 
local NHS to develop over 150 GP-led 
health centres to supplement existing 
services. The services provided in 
these centres will refl ect local needs 
and priorities. Primary care trusts will 
ensure that these centres are open at 
more convenient hours that fi t with 
people’s lifestyles (8am to 8pm every 
day) and that they are open to any 
member of the public, so that people 
can walk in regardless of which 
local GP service they are registered 
with. People will be offered the 
opportunity to register at these new 
facilities, should they choose. 


19. These health centres will provide 
additional, convenient access to 
primary care services, including in 
the evenings and at weekends. PCTs 
have been developing proposals 
locally not only for additional access 
to GP services, but also to a much 
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broader range of services such as 
diagnostic, mental health, sexual 
health, social care and healthy living 
services to match the needs of their 
communities. This broader range of 
services will not inhibit any patient’s 
continuity of care. It is precisely 
because these needs vary that there 
is no national blueprint. 


20. NHS Next Stage Review: Our Vision 
for Primary and Community Care 
will be published shortly. The 
main features of that strategy are 
summarised in this report. NHS 
primary and community care services 
are strongly rooted in their local 
communities and patients, carers 
and their families rightly value the 
personal relationships and continuity 
of care that they provide. The 
strategy will describe a vision for 
primary and community care that 
builds on these strengths and raises 
our ambitions. It will focus on making 
services personal and responsive 
to all, promoting healthy lives and 
striving to improve the quality of 
care provided. 


21. Currently the incentives for General 
Practice focus largely on the effective 
management of long-term conditions 
rather than seeking to prevent 
those conditions in the fi rst place. 
We will change this by supporting 
family doctors to play a wider role in 
helping individuals and their families 
to stay healthy. We will work with 
professional and patient groups to 
improve the world-leading Quality 
and Outcomes Framework to provide 
better incentives for maintaining 


good health as well as good care. 
Family doctors, practice nurses 
and other primary and community 
clinicians will have greater 
opportunities and incentives to advise 
people on measures they can take to 
improve their health. We will support 
this by investing new resources in 
the areas that are worst affected by 
obesity and alcohol-related ill health. 


22. For many people, one of the 
most convenient places to access 
preventive services is at their place of 
work. Evidence shows that employers 
can make a very positive contribution 
to the health of their employees, 
and that where they invest in 
employee health they very often reap 
benefi ts in employee motivation, 
in productivity and in profi t too.64 


To encourage this investment, we 
are working in partnership with the 
Department for Work and Pensions 
and Business in the Community to 
ensure that 75 per cent of FTSE 100 
companies report on their employee’s 
health and wellbeing at board level 
by 2011. 


23. Preventing ill health often also 
means helping people stay in 
employment. A recent review of 
the health of the working age 
population underlined the benefi ts 
of work and employment for our 


64 Wang PS et al., “The costs and benefi ts of 
enhanced depression care to employers,” Arch 
Gen Psychiatry. 2006 Dec;63(12) found that 
both employees and employers would benefi t 
if employers improved access to mental health 
services for their employees. 
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overall health and well-being.65 It 
highlighted the rapidly rising risks 
to long-term health if people are 
not supported suffi ciently early to 
address issues that stop them from 
working, with back problems and 
mental ill health among the most 
signifi cant. From next year, we will 
introduce integrated Fit for Work 
services in primary and community 
care, bringing together access 
to musculoskeletal services and 
psychological therapies for example. 
This will help people get the support 
they need to return to appropriate 
work faster. 


Empowering patients: more rights 
and control over health and care 
24. Over the last decade, the NHS 


has gradually given patients more 
control over their own care. People 
referred for secondary or hospital-
based care can now choose freely 
where they receive their treatment. 
And increasingly, there is better 
information available for patients 
about outcomes of care such as 
the information at GP-practice level 
from the Quality and Outcomes 
Framework. 


25. Patients empowered in this way 
are more likely to take greater 
responsibility for their own health, 
and to dedicate their own time, 
effort and energy to solving their 
health problems. This partnership 
is especially important for those 
with long-term conditions and their 


65 Dame Carol Black, Working for a Healthier 
Tomorrow, Crown Copyright, March 2008. 


carers. We must therefore continue 
to empower patients with greater 
choice, better information, and more 
control and infl uence. 


Greater choice 


26. Today, people who need to be 
referred for secondary care have free 
choice of any hospital or treatment 
centre – NHS or independent sector – 
that can provide NHS quality care at 
the NHS price. Choice gives patients 
the power they need in the system, 
as NHS resources follows patients 
in the choices they make. Where 
patients fi nd it diffi cult to express 
preferences, it is the role of staff to 
take steps to ensure that patients 
can benefi t from greater choice. 
Choice in public services is sometimes 
presented as the pre-occupation of 
the wealthy and the educated, yet 
the evidence shows that it is the 
poorest and least well educated who 
most desire greater choice.66 We 
believe that choice should become 
a defi ning feature of the service. A 
health service without freedom of 
choice is not personalised. So the 
right to choice will now be part of 
the NHS Constitution, ensuring that 
people become more clearly aware 
of it. 


66 The British Social Attitudes survey found that 
67% of semi-routine and routine workers want 
more choice compared to 59% of managerial and 
professional workers, and 69% of people with 
no formal educational qualifi cations want more 
choice compared to 55% of those with higher 
educational qualifi cations. Appleby & Alvarez, 
British Social Attitudes Survey 22nd Report, Public 
Responses to NHS Reform, 2005. 
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27. It is because we believe that choice 
has given more control to patients 
and helped to develop services that 
respond to their expectations, that 
we will now put a stronger focus 
on extending choice in primary 
and community care. In 1948, the 
Government informed members of 
the public that they had a choice 
of GP.67 People can indeed choose 
which GP practice to register with, 
but in some areas the degree of 
choice is still restricted by closed 
patient lists, by practices saying they 
are ‘open but full’, or by narrow 
practice boundaries. We will support 
the local NHS, working with GPs, to 
give the public a greater and more 
informed choice, not just for GP 
services but for the wider range of 
community health services. 


28. Providing greater choice of GP will 
mean developing fairer rewards for 
practices that provide responsive 
services and attract more patients. 
At present, most GP practices 
receive historic income guarantees 
that do not necessarily bear relation 
to the size or needs of the patient 
population they now serve, or the 
number of patients they see. We 
will work with GP representatives 
to manage the phase out of these 
protected income payments, so that 
more resources can go into providing 
fair payments based on the needs of 
the local population served by each 
practice. 


67 	The New National Health Service, Central Offi ce 
of Information for the Ministry of Health,Crown 
Copyright (1948). 


Better information 


29. We want patients to make the right 
choices for themselves and their 
families. So we will empower them 
to make informed choices. The 
fi rst step towards this vision was 
taken with the launch of the NHS 
Choices website, with a variety of 
limited quality information (such 
as Healthcare Commission ratings 
and MRSA rates at an organisation 
level).68 The next stage is to empower 
patients with clear information on 
the quality of each service offered by 
every NHS organisation – across all 
settings of care. 


30. In practice, this means easy-to
understand, service-specifi c, 
comparable information available 
online. The information will be on 
every aspect of high quality care – 
on safety such as cleanliness and 
infection rates, on experiences such 
as satisfaction, dignity and respect, 
and on measures of outcomes that 
include patients’ views on the success 
of treatments. Chapter 4 sets out in 
more detail how we will do this. And 
the NHS Constitution will guarantee 
that this information on quality will 
be freely and openly available as well 
as reliable. 


31. In primary care, we will continue to 
develop the NHS Choices website 
to include more comparative 
information about the range of 
services offered by GP practices, 
their opening times, the views of 
local patients, and their performance 


68 NHS Choices can be found at www.nhs.uk 



http://www.nhs.uk





40 3: High quality care for patients and the public 


3 
against key quality indicators. We 
will also develop the website so that 
it offers a simpler way of registering 
electronically with a GP practice. 
These national efforts to improve 
choice of GP should be mirrored at 
local level, for instance through local 
NHS information packs for people 
who have just moved house. 


32. During the Review, patients have told 
us that they need better information 
and more help to understand how 
to access the best care, especially 
urgent care, when they need it. I said 
in my interim report that we should 
consider options to introduce a new 
three-digit telephone number to help 
people fi nd the right local service to 
meet their urgent, unplanned care 
needs. Several of the visions included 
plans to develop such a number.69 


We will learn from this local work as 
we consider nationally the costs and 
benefi ts of an urgent care number. 
We will set out further details 
from this next phase of work later 
this year. 


Increased control 


33. We have to keep up with the 
expectations of the public. This 
will mean allowing people to 
exercise choice and be partners in 
decisions about their own care, 
shaping and directing it with high 
quality information and support. 
Empowering patients in this way 
enables them to use their personal 
knowledge, time and energy for 


69 See for instance the NHS East Midlands and NHS 
London visions. 


solving their own health problems. 
The fundamental solution to the rise 
of lifestyle diseases is to change our 
lifestyles. While the NHS can support 
and encourage change, ultimately, 
these are decisions that can only be 
made by us as individuals. Those with 
two or more long-term conditions 
are more likely to be obese, eat 
less healthily and smoke than those 
with one or none.70 People need 
to know the risks and have the 
opportunity to take control of their 
own healthcare. To help with this, the 
Department of Health will publish a 
new Patients’ Prospectus by the end 
of this year to provide patients with 
long-term conditions the information 
they need about the choices which 
should be available to them locally 
and to enable them to self-care in 
partnership with health and social 
care professionals. 


34. Beyond this, international best 
practice suggests that control by a 
patient is best achieved through the 
agreement of a personal care plan. In 
Germany, nearly two-thirds of people 
with long-term conditions have a 
personal care plan, whereas the same 
is true for only a fi fth of people in 
this country.71 Care planning creates 
packages of care that are personal to 
the patient. It involves working with 
professionals who really understand 
their needs, to agree goals, the 
services chosen, and how and where 
to access them. Personal care plans 


70 Department of Health, Long term conditions: 
Compendium of Information, January 2008. 


71 2006 Commonwealth Fund International Health 
Policy Survey of Primary Care Physicians. 
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are agreed by the individual and a 
lead professional.72 


35. Over the next two years, every 
one of the 15 million people with 
one or more long-term conditions 
should be offered a personalised 
care plan, developed, agreed and 
regularly reviewed with a named lead 
professional from among the team 
of staff who help manage their care. 
The lead professional takes a lead 
within the care team for advising 
the patient on how best to access 
the care that the plan sets out. For 
people with a serious mental illness, 
the ‘care programme approach’ 
(CPA) has pioneered this approach.73 


Primary care trusts and local 
authorities have the responsibility 
to ensure that all this is achieved, as 
well as offering a choice of treatment 
setting and provider. 


36. Increased control will not be limited 
to those being cared for, but will 
also extend to carers. A new strategy 
has been published, setting out the 
Government’s plans for supporting 
carers.74 


37. Achieving the strong partnership 
that characterises personalised care 
is only possible through greater 
‘health literacy’. Too few people 
have access to information about 
their care or their own care record. 


72 This more personalised and joint approach extends 
the original commitment to care plans in the Our 
health, our care, our say White Paper. 


73 Department of Health, Refocusing the Care 
Programme Approach, March 2008. 


74 Department of Health, Carers at the heart of 
21st century families and communities, June 2008. 


We will change this. We will expand 
the educational role of the NHS 
Choices website. We will introduce 
HealthSpace online from next year, 
enabling increasing numbers of 
patients to securely see and suggest 
corrections to a summary of their 
care records, to receive personalised 
information about staying healthy, 
and to upload the results of health 
checks for their clinician(s) to see.75 


38. All patients will have a right to see 
the information held about them, 
including diagnostic tests. We will 
ensure that patients’ right to access 
their own health records is clear 
by making this part of the NHS 
Constitution. 


Greater infl uence over resources 


39. We will increase the infl uence that 
patients have over NHS resources. 
For hospitals, resources already 
follow the choices that patients make 
through the Payment by Results 
system.76 We will strengthen this 
by refl ecting quality in the payment 
mechanism and increasing individual 
control. 


40. First, we will make payments to 
hospitals conditional on the quality 
of care given to patients as well 
as the volume. A range of quality 
measures covering safety (including 
cleanliness and infection rates), 
clinical outcomes, patient experience 


75 Further details on our plans for information are 
addressed in the Health Informatics Review, which 
will be published shortly. 


76 In 2008/09, over 60 per cent of the average 
hospital’s income is through Payment by Results. 
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and patient’s views about the success 
of their treatment (known as patient-
reported outcome measures or 
PROMs) will be used.77 


41. This ‘Commissioning for Quality & 
Innovation’ (CQUIN) scheme will 
encourage all NHS organisations 
to pay a higher regard to quality. 
The scheme will build upon 
best practice found in the NHS 
and internationally.78 It will be a 
simple overlay to the Payment by 
Results system, forming part of 
commissioning contracts. Funding 
will be freed up through reducing 
the tariff uplift from 2009 to give 
commissioners dedicated space to 
pay for improved outcomes. Providers 
will be rewarded in the fi rst year 
for submitting data. From no later 
than 2010, payments will reward 
outcomes under the scheme. The 
scheme will be fl exible to suit local 
circumstances. Where PCTs want 
to go faster, they will be able to 
apply the principles as soon as they 
wish. The scheme will be subject to 
independent evaluation so that it 
improves as it matures. 


42. Second, we will go even further in 
empowering individual patients. 
Learning from the experience in 
both social care and other health 
systems, and in response to the 
enthusiasm we have heard from 
local clinicians, we will explore the 


77 Department of Health, The NHS in England: 
Operating Framework 2008/9, December 2007. 


78 NHS North West have introduced a scheme to pay 
for performance. 


potential of personal budgets, to 
give individual patients greater 
control over the services they receive 
and the providers from which 
they receive services.79 Personal 
health budgets are likely to work 
for patients with fairly stable and 
predictable conditions, well placed 
to make informed choices about 
their treatment; for example, some 
of those in receipt of continuing care 
or with long-term conditions. With 
a view to national roll out, we will 
launch a national pilot programme 
in early 2009, supported by rigorous 
evaluation. This will enable the NHS 
and their local authority partners to 
test out a range of different models. 


43. The budget itself may well be held on 
the patient’s behalf, but we will pilot 
direct payments where this makes 
most sense for particular patients 
in certain circumstances. We will 
legislate to enable these direct 
payments. 


44. The programme will be designed 
with NHS, local authority, carer 
and patient group partners, with 
clear rules. We will ensure that 
the programme fully supports 
the principles of the NHS as a 
comprehensive service, free at the 
point of use. It will be voluntary – 
no one will ever be forced to have 
a budget, and for those that choose 
to, there will be tailored support 


79 Members of NHS Yorkshire and Humber area’s 
clinical working group on long term conditions 
advocated exploring personal budgets in 
healthcare. 
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to meet their different needs. The 
programme will be underpinned by 
safeguards so that no one will ever 
be denied treatment as a result of 
having a personal budget, and NHS 
resources will be put to good use, 
with appropriate accountability. 


Partnership focused on people 


45. Partnership working between the 
NHS, local authorities and social 
care partners will help to improve 
people’s health and wellbeing, by 
organising services around patients, 
and not people around services. This 
will lead to a patient-centred and 
seamless approach. This is important 
not only for people regularly using 
primary, community and social 
care services, but will also help 
people’s transition from hospitals 
back in to their homes. It will also 
reduce unnecessary re-admissions 
in to hospitals. In addition local 
NHS organisations should work in 
partnership with the local authority, 
3rd sector and private sector 
organisations, patients and carers 
to implement the Putting People 
First transformation programme for 
social care.80 This programme sets 
out the Government’s vision for 
the personalisation of social care. It 
aims to improve people’s health and 
wellbeing through new mechanisms 
such as personal budgets. 


80 	Putting People First, A shared vision and 
commitment to the transformation of adult social 
care, HM Government, December 2007. 


Ensuring access to the most 
effective treatments 
46. Patients want the most effective 


treatments, and staff want to be 
able to provide them. As the NHS 
becomes more personal, patients and 
the public want to be assured that 
the most clinically and cost effective 
treatments are available everywhere. 
During this Review, patients and the 
public were very clear that they had 
zero tolerance for variations in access 
to the most effective treatments. 
The National Institute for Health and 
Clinical Excellence (NICE), established 
in 1999, has developed a worldwide 
reputation for its work in evaluating 
health interventions. It has highly 
regarded, transparent processes for 
assessing new, licensed drugs and 
medical technologies to determine 
clinical and cost effectiveness. 


47. It has sometimes taken too long for 
NICE appraisal guidance to be made 
available on newly licensed drugs. 
Guidance has often been published 
two years or more after a new drug’s 
launch, though NICE has now put in 
place a faster appraisal process for 
key new drugs which enables it to 
issue authoritative guidance on them 
within a few months of their UK 
launch. Whilst all primary care trusts 
have a legal duty to fund drugs that 
have been positively appraised by 
NICE, we recognise that patients and 
the public are concerned that there 
remains unexplained variation in the 
way local decisions are made on the 
funding of new drugs before the 
appraisal takes place, or where no 
guidance is issued. 
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48. We will take steps to end this so-


called ‘postcode lottery’ for new 
drugs and treatments. Through 
the NHS Constitution we will make 
explicit the right of NHS patients 
everywhere to positively NICE-
appraised drugs and treatments, 
where their doctor judges that these 
would be of benefit. The Constitution 
will also make clear the right of 
patients to expect rational local 
decisions on funding of new drugs 
and treatments. Open and honest 
explanation will be due if the local 
NHS decides not to fund a drug or 
treatment that patient and clinician 
feel would be appropriate. 


49. Furthermore, we will work with 
NICE to enable them to produce 
consistently fast guidance on 
signifi cant new drugs. This will 
be achieved by making further 
improvements to the topic selection 
and appraisal process. It will mean 
that NICE can issue the majority of 
its appraisal guidance within a few 
months of a new drug’s launch. 


50. In addition, the Secretary of State 
for Health has recently asked the 
National Cancer Director, Professor 
Mike Richards CBE, to review policy 
relating to patients who choose to 
pay privately for drugs not funded 
on the NHS. This specifi cally targeted 
review, to report later this year, will 
make recommendations on whether 
and how policy or guidance could be 
clarifi ed or improved. 


51.Looking to the future, we will 
strengthen the horizon scanning 
process for new medicines in 


development. We will involve the 
industry systematically to support 
better forward planning and to 
develop ways of measuring the 
uptake of clinically and cost effective 
medicines once introduced. For 
new clinical technologies, we will 
simplify the way in which they pass 
from development into wider use by 
creating a single evaluation pathway, 
and will develop ways to benchmark 
and monitor their successful uptake. 


Keeping patients as safe as possible 
52. Continuously improving patient 


safety should be at the top of the 
healthcare agenda for the 21st 


century. The injunction to ‘do 
no harm’ is one of the defi ning 
principles of the clinical professions, 
and as my Interim Report made 
clear, safety must be paramount 
for the NHS. Public trust in the 
NHS is conditional on our ability to 
keep patients safe when they are in 
our care. 


53. In recent years, with additional 
investment, the NHS has focused 
on raising levels of cleanliness 
and reducing rates of healthcare 
associated infections, including 
through the measures set out in 
my Interim Report.81 Today, rates of 
MRSA and C. diffi cile are falling – 
but we must continue to combat 
healthcare associated infections.82 


For that reason, we have recently 
announced a tough but fair regime 


81 Darzi, Our NHS, Our Future: Interim Report, 
October 2007. 


82  For more Information see the DH publication 
The Quarter: Quarter 4 2007-08. 
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that robustly deals with any failures 
of safety.83 Furthermore, the new 
health and adult social care regulator, 
the Care Quality Commission 
(CQC), will be able to use its new 
enforcement powers in relation to 
infections from April 2009.84 This is a 
full year before the new powers will 
be available to it in relation to other 
quality and safety requirements. 


54. Infections are only one area where 
action is needed. Since 2003, we 
have made great progress on the 
reporting of safety incidents. The 
National Reporting and Learning 
System (NRLS) has received two 
million reports of adverse incidents 
ranging from the very minor to the 
extremely serious. Safety incidents 
can involve a wide array of factors, 
from infrastructure, training, 
treatment protocols, procedure 
and communication to simple 
administrative errors. Safety is the 
responsibility of all staff, clinical and 
non-clinical. 


55.  Building on Safety First,85 the next 
stage is to implement systematic 
improvement, locally, regionally 
and nationally. The National Patient 
Safety Campaign is being launched, 
led by the service. From April 2009 
the NPSA will run an additional, 
dedicated national patient safety 
initiative to tackle central line 


83 Department of Health, Developing the NHS 
Performance Regime, June 2008. 


84 Subject to the Parliamentary passage of the 
current Health and Social Care Bill. 


85 	Safety First, A report for patients, clinicians and 
healthcare managers, Department of Health, 
December 2006. 


catheter-related bloodstream 
infections, drawing lessons from 
a remarkably successful Michigan 
initiative on the same topic.86 The 
NPSA will run regular patient safety 
initiatives like this in future. 


56. In some parts of the United States, 
events that are serious and largely 
preventable such as ‘wrong-site’ 
surgery have been designated ‘Never 
Events’, and payment withheld when 
they occur. The NPSA will work with 
stakeholders in this country to draw 
up its own list of ‘Never Events’. 
From next year, PCTs will choose 
priorities from this list in their annual 
operating plan. 


Conclusion 
57. High quality care is care where 


patients are in control, have 
effective access to treatment, are 
safe and where illnesses are not just 
treated, but prevented. These are 
manifestations of high quality care 
– there is much more to be done 
to place quality right at the heart of 
the NHS. 


86 Hales BM, Pronovost PJ, The checklist – a 
tool for error management and performance 
improvement. J Crit Care 2006;21(3):231-5 
and Berenholtz SM, Pronovost PJ, Lipsett PA, 
et al. Eliminating catheter-related bloodstream 
infections in the intensive care unit. Crit Care Med 
2004;32(10):2014-20. 
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Quality at the heart of everything we do 


High quality care throughout the NHS 


Introduction 
1. 	 Having considered what high 


quality care looks like for patients 
and the public, we need to think 
how it becomes integral to the 
NHS. My Interim Report contained 
the message that the NHS has an 
unprecedented opportunity to focus 
on quality and that this opportunity 
should be seized.87 The vision 
documents show the enthusiasm 
of frontline clinicians to take up the 
quality challenge. 


2. 	 If quality is to be at the heart 
of everything we do, it must be 
understood from the perspective 
of patients. Patients pay regard 
both to clinical outcomes and their 
experience of the service. They 
understand that not all treatments 
are perfect, but they do not accept 
that the organisation of their care 
should put them at risk. For these 
reasons, the Review has found that 
for the NHS, quality should include 
the following aspects:88 


• Patient safety. The fi rst 
dimension of quality must be that 
we do no harm to patients. This 
means ensuring the environment is 
safe and clean, reducing avoidable 
harm such as excessive drug errors 


87 Darzi, Our NHS, Our Future: Interim Report, 
October 2007. 


88 See Darzi, A. Quality and the NHS Next Stage 
Review, Lancet. 


or rates of healthcare associated 
infections. 


• Patient experience. Quality of 
care includes quality of caring. 
This means how personal care 
is – the compassion, dignity and 
respect with which patients are 
treated. It can only be improved 
by analysing and understanding 
patient satisfaction with their own 
experiences. 


• Effectiveness of care . This 
means understanding success 
rates from different treatments 
for different conditions. Assessing 
this will include clinical measures 
such as mortality or survival rates, 
complication rates and measures 
of clinical improvement. Just as 
important is the effectiveness 
of care from the patient’s own 
perspective which will be measured 
through patient-reported outcomes 
measures (PROMs). Examples 
include improvement in pain-
free movement after a joint 
replacement, or returning to work 
after treatment for depression. 
Clinical effectiveness may also 
extend to people’s well-being and 
ability to live independent lives. 


3. 	 Reforms have improved quality 
in terms of patient safety and 
effectiveness of care. For instance, 
the introduction of standards 
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through National Service Frameworks 
has led to major progress on tackling 
illnesses such as cancer and heart 
disease. Conversations about quality 
take place in multi-disciplinary teams 
rather than in corridors. Independent 
performance assessment and 
regulation of providers has been 
introduced. The positive impact of 
these reforms has been noted by 
independent commentators such 
as the Nuffi eld Trust.89 


4. 	 Nevertheless, it is also true that 
progress has been patchy, particularly 
on patient experience. The local 
clinical visions found unacceptable 
and unexplained variations in the 
clinical quality of care in every NHS 
region.90 They identifi ed important 
changes that need to be made to 
raise standards and ensure all services 
are high quality. The NHS has to 
keep moving forward to make sure 
patients benefi t from new treatments 
and technologies. 


5. 	 In my experience, providing high 
quality care leads to professional 
pride, and focusing on improving it 
energises and motivates all NHS staff, 
clinical and non-clinical alike. I believe 
we can use that energy and make the 
achievement of high quality of care 
an obsession within the NHS. To do 
this will require seven steps, building 


89 S. Leatherman and K. Sutherland, The Quest for 
Quality: Refi ning the NHS Reforms, Nuffi eld Trust, 
May 2008. 


90 See for instance NHS East of England, Towards 
the best, together, May 2008, which notes the 
huge variation in caesarean section rates between 
hospitals (from 15% to 27%) and the big 
variation in consultant level psychology staff 
across the region. 


on the cornerstone of existing local 
clinical governance: 


• Bring clarity to quality. This 
means being clear about what 
high quality care looks like in all 
specialties and refl ecting this in a 
coherent approach to the setting 
of standards. 


• Measure quality . In order to work 
out how to improve we need to 
measure and understand exactly 
what we do. The NHS needs a 
quality measurement framework 
at every level. 


• Publish quality performance. 
Making data on how well we 
are doing widely available to 
staff, patients and the public 
will help us understand variation 
and best practice and focus on 
improvement. 


• Recognise and reward quality . 
The system should recognise and 
reward improvement in the quality 
of care and service. This means 
ensuring that the right incentives 
are in place to support quality 
improvement. 


• Raise standards . Quality is 
improved by empowered patients 
and empowered professionals. 
There must be a stronger role 
for clinical leadership and 
management throughout the NHS. 


• Safeguard quality . Patients and 
the public need to be reassured 
that the NHS everywhere is 
providing high quality care. 
Regulation – of professions and 
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of services – has a key role to play 
in ensuring this is the case. 


• Stay ahead. New treatments are 
constantly redefi ning what high 
quality care looks like. We must 
support innovation to foster a 
pioneering NHS. 


Bringing clarity to quality 
6. 	 We will begin by changing the way 


standards are set, to bring greater 
clarity to what high quality care 
looks like. For everyone working 
in healthcare, keeping up with 
best practice is a challenging task. 
The current breadth and depth 
of guidance is impressive but 
also daunting. National Service 
Frameworks have proved effective, 
but sometimes at the expense of 
securing improvement more widely 
across all areas of care and the 
spectrum of clinical conditions. Many 
bodies undertake standard setting, 
and what is desirable versus what 
is mandatory is often too hard to 
understand. In addition, NHS staff 
tell us that the knowledge and 
information they need to deliver 
excellent care can be too hard to fi nd. 


7. 	 We will address these problems 
by transforming the role of NICE, 
building on its successes and 
internationally acclaimed reputation. 
From 2009, it will expand the 
number and reach of national quality 
standards, either by selecting the 
best available standards (including 
the adoption of the relevant parts of 
National Service Frameworks) or by 
fi lling in gaps. NICE will manage the 
synthesis and spread of knowledge 
through NHS Evidence – a new, single 


portal, through which anyone will be 
able to access clinical and non-clinical 
evidence and best practice, both 
what high quality care looks like and 
how to deliver it. Greater clarity on 
standards, and where to go to fi nd 
them, will support the commissioning 
and uptake of the most clinically and 
cost effective diagnostics, treatments 
and procedures. 


8. 	 NICE will continue to work openly 
and collaboratively in partnership at 
national level and with frontline staff. 
For frontline clinicians, working with 
NICE is already considered a valuable 
opportunity for clinical professional 
development. In the next stage of 
its development, I would like to see 
NICE reach out even more proactively 
to local clinical communities as well 
as national ones. A key enabler 
of this will the establishment of a 
fellowship programme. I hope that 
many of the 2,000 frontline clinicians 
that led this Review locally will apply 
for fellowship, and that many others 
will come forward too. 


Measuring quality 
9. 	 The next stage in achieving high 


quality care, requires us to unlock 
local innovation and improvement 
of quality through information – 
information which shows clinical 
teams where they most need to 
improve, and which enables them 
to track the effect of changes they 
implement. After all, we can only be 
sure to improve what we can actually 
measure. 


10. It is important that we have a 
national quality framework that 
enables us to publish comparable 
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information on key measures. With 
the help and support of frontline 
clinicians, we have begun to identify 
comparable measures that are 
currently used by different parts of 
the service today, and will bring them 
together into an integrated national 
set. These national metrics will be 
developed through discussion with 
patients, the public and staff. We 
will announce the fi rst set of quality 
indicators that will be used nationally 
by December 2008. And although 
we will begin with acute services, 
from next year, we will also develop 
and pilot a quality framework for 
community services. 


11. The national metrics will be 
important, but it will be critical that 
local NHS organisations should sign 
up to the concept of quality metrics 
and feel motivated to augment the 
national indicators with their own 
measurements of quality. Our aim 
is for NHS organisations to freely 
develop the measures that will best 
help them to review the quality of 
the services they offer regularly. 


12. Within organisations, we know that 
a defi ning characteristic of high 
performing teams is their willingness 
to measure their performance 
and use the information to make 
continuous improvements. We want 
all clinical teams to follow this best 
practice and so we will support 
them by working in partnership with 
the professional bodies, specialist 
societies and universities to develop 
a wider range of useful local metrics, 
than the national framework. We will 
also develop ‘Clinical Dashboards’ 


which will present selected national 
and locally developed measures in a 
simple graphical format as a tool to 
inform the daily decisions that drive 
quality improvement. 


13. Dashboards are being piloted by 
frontline NHS staff in three locations: 


• 	In an East London A&E 
department, the dashboard 
presents information, updated 
every 15 minutes, about how soon 
patients are seen, assessed and 
get results from tests, and about 
patient satisfaction. The dashboard 
is used by staff and is displayed 
prominently in the patients’ 
waiting area. 


• 	In Nottingham, a urology surgical 
team is using the dashboard to 
present information on length of 
stay, complications and average 
operation length. 


• 	In Bolton, a GP practice is working 
with the local A&E to collect and 
display information on the number 
of patients attending A&E and out-
of-hours services. 


14. Our goal is that every provider of 
NHS services should systematically 
measure, analyse and improve 
quality. They will need to develop 
their own quality frameworks, 
combining relevant indicators defi ned 
nationally, with those appropriate to 
local circumstances. This will include 
quality measures that refl ect the 
visions for improved services that are 
at the core of this Review. 
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15. In primary care, the Quality and 
Outcomes Framework already 
provides a range of valuable data on 
quality, particularly for the quality 
of care for people with long-term 
conditions. Chapter 3 set out how 
we will ensure GP practices will 
have incentives and opportunities 
to engage in prevention activity. We 
will introduce a new strategy for 
developing the Quality and Outcomes 
Framework, which will include 
an independent and transparent 
process for developing and reviewing 
indicators. We will discuss with NICE 
and with stakeholders including 
patient groups and professional 
bodies how this new process should 
work. We will discuss how to reduce 
the number of organisational or 
process indicators, and refocus 
resources on new indicators of 
prevention and clinical effectiveness. 
We will explore the scope to give 
greater fl exibility to PCTs to work 
with primary healthcare teams to 
select quality indicators (from a 
national menu) that refl ect local 
health improvement priorities. 


Publishing quality performance 
16. Commitments have been made 


over a number of years to publish 
information on clinical effectiveness.91 


Too often these commitments have 
been held up by uncertainties about 
what was needed to make progress 


91 The publication of surgical outcomes was 
recommended by the then Secretary of State for 
Health’s Response to the Bristol Royal Infi rmary 
Inquiry on 18 July 2001, who acknowledged that 
this would take time as such data needed to be 
“robust, rigorous and risk-adjusted.” 


and disagreements about who should 
be in charge. This is unacceptable. 
We should be seeking to create a 
more transparent NHS. It may be a 
complex task, but we should develop 
acceptable methodologies and then 
collect and publish information so 
that patients and their carers can 
make better informed choices, clinical 
teams can benchmark, compare 
and improve their performance and 
commissioners and providers can 
agree priorities for improvement. 


17. Therefore, to help make quality 
information available, we will require, 
in legislation, healthcare providers 
working for or on behalf of the NHS 
to publish their ‘Quality Accounts’ 
from April 2010 – just as they publish 
fi nancial accounts. These will be 
reports to the public on the quality of 
services they provide in every service 
line – looking at safety, experience 
and outcomes. Easy-to-understand, 
comparative information will be 
available on the NHS Choices website 
at the same time. The Care Quality 
Commission will provide independent 
validation of provider and 
commissioner performance, using 
indicators of quality agreed nationally 
with DH, and publish an assessment 
of comparative performance. 


18.The CQC will publish an annual 
report to Parliament on the provision 
of NHS care within England. Building 
on the strengths of the Healthcare 
Commission and the Commission for 
Social Care Inspection, the CQC will 
therefore provide assurance for the 
public that information about the 
quality of care is reliable. 
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19. I know that patients, staff and the 


public all want an NHS that is as 
good as any healthcare system in the 
world. Meeting this aspiration will 
require us to understand how we 
perform compared to other advanced 
healthcare systems. So we will work 
with other Organisation for Economic 
Cooperation & Development (OECD) 
countries and with the best academic 
institutions in the world and draw on 
our new national quality framework 
to agree some internationally 
comparable measures. 


Recognising and rewarding 
quality improvement 
20. The NHS should recognise and 


reward quality improvement. This 
means putting the right incentives in 
place to support high quality care. 


21. We will ensure that from April 2009 
the payment system for providers 
of NHS services is improved so that 
it better refl ects clinical practice, 
recognises complexity of care – 
including the most specialised 
services – and supports innovation.92 


As outlined in Chapter 3, the 
Commissioning for Quality and 
Innovation Scheme (CQUIN) will also 
support local drives for improvement, 
concentrating on those aspects 
of quality that most need local 
attention. 


22. We also want organisations that 
receive NHS funds to be able to 
plan for long-term improvements 


92 For more on the new version of Healthcare 
Resource Groups (HRG4), which will be used as 
part of the Payment by Results funding system, 
please see www.ic.nhs.uk 


to patient care and ensure best 
value. For that reason, we will set 
out projections for tariff uplift and 
effi ciency gains on a multi-year basis, 
aligning with future Spending Review 
periods and PCT allocations cycles. 


23. Finally, to ensure we apply these 
principles as widely as possible, we 
will also extend payment and pricing 
systems to cover other services. For 
example, for mental health services, 
we will develop national currencies 
available for use from 2010/11. 
This will allow the comparison 
and benchmarking of mental 
health services, supporting good 
commissioning. 


Raising standards 
24. The locally owned nature of this 


Review has reinforced my belief that 
change is most effective not only 
when it responds clearly to patient 
needs but also when it is driven 
by clinicians based on their expert 
knowledge of conditions and 
care pathways. Change has not 
always been managed this way in 
the NHS. We will therefore put a 
strong clinical voice at every level in 
the NHS and we will increase our 
overall capacity to act on standards 
and information that support quality 
improvement. Where we have 
empowered local clinicians, they have 
risen to the challenge and delivered 
real improvements for their patients. 


25. We will support clinical teams 
and clinical directors to develop 
their practice through peer 
review, continuing professional 
development and professional 



http://www.ic.nhs.uk
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revalidation. In secondary care, 
pioneering accreditation schemes 
have been developed in psychiatric 
specialties and, with our support, 
in radiology. The Royal College of 
General Practitioners is developing 
an accreditation scheme for GP 
practices, which is now being piloted 
and if appropriate, will be adopted 
nationally by 2010. 


26. Locally, primary care trusts, on behalf 
of the populations that they serve, 
should challenge providers to achieve 
high quality care. This will require 
stronger clinical engagement in 
commissioning. This must go beyond 
practice-based commissioning and 
professional executive committees to 
involve all clinician groups in strategic 
planning and service development 
to drive improvements in health 
outcomes. 


27. This will be achieved through 
the World Class Commissioning 
programme, which will hold 
primary care trusts to account 
for the involvement of the full 
range of informed clinicians. The 
assurance system that has been 
developed will draw on evidence 
including a feedback survey from 
clinicians, the quarterly practice 
based commissioning survey, 
practice-based commissioning 
governance arrangements and the 
fi ve year strategic plan. This will be 
supplemented by interviews between 
the PCT board and a panel of 
independent experts, one of whom 
will be a clinician. 


28. Senior clinical leadership at a 
regional level is currently provided 
by a Regional Director of Public 
Health, and a Nurse Director in each 
strategic health authority. By April 
2009, the senior clinical leadership 
within SHAs will be enhanced with 
the appointment of new, dedicated 
SHA Medical Directors. Each SHA will 
bring forward proposals for medical 
directors that take account of the 
individual circumstances of the SHA. 


29.The SHA medical directors will 
be responsible for overseeing 
implementation of the local clinical 
visions and providing medical 
leadership to NHS organisations in 
their area. They will work alongside 
regional directors of public health 
and work closely with professional 
executive committee chairs. They 
will have professional accountability 
to the NHS Medical Director at the 
Department of Health. 


30. The senior clinical leadership team 
within each SHA will be supported 
by a SHA Clinical Advisory Group, 
appointed through competition. Each 
SHA will make proposals on how best 
to implement these arrangements. 


31. The new arrangements will help 
sustain and support the strong clinical 
voice exemplified through this Review. 


32. We will also ask each SHA to establish 
a formal Quality Observatory, building 
on existing analytical arrangements, 
to enable local benchmarking, 
development of metrics and 
identifi cation of opportunities to help 
frontline staff innovate and improve 
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the services they offer. I expect that 
each Quality Observatory will wish 
to make its information available 
through portals such as NHS 
Evidence, to be run by NICE, and 
the NHS Choices website. 


33. The Department of Health will 
continue to have a role in ensuring 
that the NHS recognises and prepares 
for national clinical priorities. We will 
establish a National Quality Board 
to provide strategic oversight and 
leadership on quality. It will oversee 
the work to improve quality metrics, 
advise the Secretary of State on the 
priorities for clinical standards set by 
NICE, and make an annual report 
to the Secretary of State on the 
state of quality in England using the 
internationally agreed comparable 
measures. The fi rst report will be 
published by June 2009. It should 
draw from output of reviews and 
reports published by the Care Quality 
Commission and its predecessor 
on healthcare, the Healthcare 
Commission. 


34. To demonstrate that quality is 
the responsibility of clinicians and 
managers throughout the system, 
the Board will be chaired by the 
NHS Chief Executive. Membership 
will include representation from the 
various national statutory bodies 
that make up the national ‘quality 
landscape’ for health and social care 
– including professional and statutory 
bodies. The aim of the Board will be 
to bring together all those with an 
interest in improving quality, to align 
and agree the NHS quality goals, 
whilst respecting the independent 
status of participating organisations. 


Safeguarding quality: the role of 
intelligent regulation 
35. Action to underpin this drive for 


improved quality through tough 
regulation is already underway. The 
fi rst step has been to enhance the 
role of independent regulation, 
building on the achievements of 
existing regulators. The new Care 
Quality Commission will have a 
stronger focus on compliance and 
more fl exible enforcement powers. 
It will ensure compliance with 
registration requirements for safety 
and wider quality that all health 
and adult social care providers will 
be expected to meet in order to be 
permitted to deliver services. It will 
provide independent information and 
assurance that systems for safety and 
quality are in place and working well, 
and it will help providers identify 
areas in need of improvement. 


36. We have recently consulted on 
proposals that the new Care 
Quality Commission in time should 
regulate safety and quality for all 
GP and dental practices.93 This 
would mean that, for the fi rst 
time, any organisation providing 
primary medical or dental care will 
be subject to a consistent set of 
quality standards. The approach 
must be light-touch, risk-based and 
proportionate. The CQC will work 
with patients and the public, the 
NHS and the professions to develop 
this approach in practice and to 
determine where best to deploy its 
regulatory focus. And in doing so, 
the CQC will want to take account 
of the contribution that emerging 


93 Department of Health, The future regulation of 
health and adult social in England, 25 March 2008. 
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professionally led accreditation 
schemes can play, both in primary 
care and elsewhere in health and 
social care. 


Staying ahead: a pioneering NHS 
37. Clinical practice is constantly 


improving, offering new 
opportunities to improve the quality 
of care. This means that if quality is 
really at the heart of everything we 
do, accepting, embracing and leading 
change is an imperative, not an 
option. Innovation must be central to 
the NHS. We established the Health 
Innovation Council to champion 
innovation for the NHS and help us 
develop the innovation proposals in 
this report. 


38. We will continue to transform health 
research in the NHS by implementing, 
consolidating and building on 
the Government’s strategy, Best 
Research for Best Health, for the 
benefi t of patients and the public. 
Our researchers have made a great 
contribution and will continue to do 
so. However, too often innovation 
has been defi ned narrowly, focusing 
solely on research, when in fact 
innovation is a broader concept, 
encompassing clinical practice and 
service design. Service innovation 
means people at the frontline fi nding 
better ways of caring for patients – 
improving outcomes, experiences 
and safety. In this country, we have a 
proud record of invention, but we lag 
behind in systematic uptake even of 
our own inventions.94 


94 See Darzi, Healthcare for London: A Framework 
for Action, Case for Change reason six, 2007 


39. We want best practice everywhere 
as the platform from which 
innovation can fl ourish. This 
means doing away with outdated 
practice. Clearer standards from 
an expanded NICE will support 
commissioners to secure the best 
care for patients by disinvesting from 
superseded treatments, so ensuring 
NHS resources are focused on the 
most clinically and cost effective 
approaches. 


40. To support local efforts to address 
unexplained variation in quality and 
universalise best practice, we will 
start to pay prices that refl ect the 
cost of best practice rather than 
average cost. This will be enabled 
through the Best Practice Tariffs 
programme, which we will introduce 
where the evidence of what is best 
practice is clear and compelling. 
We will start in 2010/11 with four 
high-volume areas where there is 
signifi cant unexplained variation in 
practice: cataracts, fractured neck of 
femur, cholecystectomy, and stroke 
care. We will discuss this proposal 
with clinicians and give further 
information on these areas later this 
year so that providers can plan in 
advance of tariff changes. The Best 
Practice Tariffs programme will be 
rigorously evaluated, not least to 
ensure that it is working for all the 
partners involved in the delivery of 
care, and if successful, expanded in 
future years. 


41. Innovation will be driven regionally 
by strategic health authorities who 
will have a new legal duty to promote 
innovation. We will support frontline 
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innovation through the creation of a 
substantial new regional innovation 
funds held by SHAs. The funds’ 
purpose will be to identify, grow 
and diffuse innovation. They will be 
supported and advised nationally, 
drawing on expertise and experience 
from those with a track record in 
fund management to ensure good 
rates of return on our investment in 
the future. An independent expert 
panel will assess local applications 
and make awards. In addition, we 
will create new prizes for innovations 
that directly benefi t patients and 
the public. They will help foster an 
enterprise and innovation culture 
within the NHS. The prizes will be 
designed to engage a wide range of 
NHS staff and an expert panel and 
will be focused on tackling some 
of the major health challenges, 
such as radical breakthroughs in 
the prevention and treatment of 
lifestyle diseases. 


42. We want to foster a pioneering 
health service that makes best 
use of the talents of NHS staff, 
the higher education sector and 
industry. International evidence from 
continental Europe, North America 
and the Far East, has demonstrated 
that patients benefi t by bringing 
together the talents of different 
sectors. Their skills are harnessed in 
developing pioneering treatments 
and service models for patients. We 
will enable the stronger partnerships 
that bring these benefi ts through 
creating a new opportunity – Health 
Innovation and Education Clusters. 


43. Health Innovation and Education 
Clusters will bring together many 
partners, across primary, community 
and secondary care, universities 
and colleges, and industry. They will 
be collaborations that set shared 
strategic goals for the benefi t 
of member organisations. Their 
members will run joint innovation 
programmes that refl ect their local 
needs and distinctiveness. They will 
also promote learning and education 
between their members. Bringing 
NHS organisations and higher 
education institutions together 
will enable research fi ndings to be 
applied more readily to improve 
patient care. 


44. Over time, in keeping with their 
aspirations and abilities, it will 
be possible for these clusters 
to be commissioned to provide 
postgraduate education and training 
of all healthcare professionals. This 
will help ensure that trainees get the 
breadth, depth and quality of training 
and teaching to provide the high 
quality care to which the NHS aspires. 


45. Recognising the diversity of expertise 
and interests, these clusters will not 
be defi ned or imposed nationally, 
but will be enabled to emerge locally. 
They will build upon and reinforce 
successful models of collaboration 
that are already found in the NHS. 
We will invite applications from 
December 2008 for assigned status 
and funding and will award matched 
funding to proposals that deliver 
clear benefi ts to patients, as judged 
by an expert peer review process. 
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46. We also intend to foster Academic 
Health Science Centres (AHSCs) 
to bring together a small number 
of health and academic partners 
to focus on world-class research, 
teaching and patient care. Their 
purpose is to take new discoveries 
and promote their application in 
the NHS and across the world. 
Centres such as these will be where 
breakthroughs are made and then 
passed directly on to patients on 
the ward. There is no pre-defi ned 
number, although we have heard 
interest expressed by fi ve to 10 
organisations already. 


47.The best and most successful AHSCs 
will have the concentration of 
expertise and excellence that enables 
them to compete internationally. 
For these organisations, the peer 
set will not be simply this country or 
our European neighbours. They will 
compete globally with established 
centres such as those in the United 
States, Canada, Singapore, Sweden 
and the Netherlands. 


48. We will defi ne the criteria for 
becoming an Academic Health 
Science Centre (AHSC). In recognition 
of the global dimension, we will 
establish an international panel of 
experts to award this status. This 
will objectively determine whether 
organisations that aspire to this status 
have the appropriate concentration 
of expertise and excellence to be able 
to compete internationally. Those 
who have self-designated AHSC 
status will be subject to review by 
the international panel of experts. 


49. The potential of AHSCs to deliver 
research excellence and improve 
patient care and professional 
education is tremendous. Clear 
governance arrangements with 
academe, which ensure this works 
for both patients and the NHS, will 
be very important. A number of 
governance models have already 
emerged to suit local circumstances; 
that is preferable to the imposition 
of a single model. Our approach will 
therefore be broadly permissive; we 
are open to proposals for different 
forms of governance on a case-by
case basis, including, potentially, 
changing legislation where this 
would help an AHSC to achieve 
the optimal governance model to 
support its success. We will work 
with interested organisations to 
develop these over the next year. 


Conclusion 
50. If everyone, from the hospital Chief 


Executive to the GP receptionist is 
primarily focussed on achieving high 
quality care for patients, we will have 
succeeded. Central initiatives, from 
fostering innovation to encouraging 
quality reporting can play their part. 
However, ultimately if high quality 
care is to become more than an ideal, 
we need to free the local NHS to 
concentrate on quality. 
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Freedom to focus on quality 


Putting frontline staff in control 


Introduction 
1. 	Our quality agenda can only succeed 


if the frontline NHS staff are given 
the freedom to use their talents. I, 
and my fellow clinicians, come to 
work to deliver health care. We try to 
improve our practice, but we need 
the freedom and opportunity to do 
so. When given that freedom 
through the process of this review, 
2,000 clinicians, health and social 
care staff seized the opportunity to 
defi ne the future of the NHS. 


Unlocking talents 
2. 	Healthcare is delivered by a team. The 


team includes clinicians,95 managerial 
staff and those in supporting roles. 
All members of the team are valued. 
The sense of a shared endeavour – 
that all of us matter and stand 
together – was crucial in the 
inception of the NHS. 


3. 	Every member of the team must be 
pulling in the same direction. Without 
the surgery receptionist, no patients 
would have appointments. Without 
the hospital porter, there would be no 
patient on the operating table. For 
patients, the team must go beyond 
individual organisations – they expect 


95 	 Clinicians include those staff who provide clinical 
care to patients and the public, including doctors, 
dentists, nurses, midwives, healthcare scientists, 
pharmacists, allied health professionals, clinical 
support workers and paramedics. 


everyone in the NHS (and beyond into 
other public services such as social 
care, housing, education and 
employment) to work together, to 
give them the high quality, integrated 
care that they need and want. 


4. 	In the past, the clinician’s role within 
the team has often been confi ned to 
a practitioner, an expert in their 
clinical discipline. Yet frontline staff 
have the talent to look beyond their 
individual clinical practice and act as 
partners and leaders. In future, every 
clinician has the opportunity to be a: 


• 	Practitioner: Clinicians’ fi rst and 
primary duty will always be their 
clinical practice or service, delivering 
high quality care to patients based 
on patients’ individual needs. This 
means working with patients, 
families and carers in delivering 
high quality, personal care, the 
most effective treatments and 
seeking to keep people healthy as 
well as treating them when they 
are sick. It is an agenda that 
reinforces the importance of 
professional judgement, creativity 
and innovation. 
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• Partner: Clinicians must be partners 


in care delivery with individual and 
collective accountability for the 
performance of the health service 
and for the appropriate use of 
resources in the delivery of care. 
Partnership requires clinicians to 
take responsibility for the 
appropriate stewardship and 
management of fi nite healthcare 
resources. Partners will be expected 
to work closely with others in the 
health service and beyond, such as 
social care colleagues, children’s 
centres and schools, to manage the 
balancing of individual and 
collective needs, integrating care 
around patients. 


• 	Leader: Clinicians are expected to 
offer leadership and, where they 
have appropriate skills, take senior 
leadership and management posts 
in research, education and service 
delivery. Formal leadership 
positions will be at a variety of 
levels from the clinical team, to 
service lines, to departments, to 
organisations and ultimately the 
whole NHS. It requires a new 
obligation to step up, work with 
other leaders, both clinical and 
managerial, and change the system 
where it would benefi t patients. 


5. 	These three ways in which clinicians 
can use their talents are already in 
evidence in parts of the NHS and 
internationally.96 The best work on 


96 	 The formulation “practitioner, partner, leader” 
builds upon international experience best 
exemplifi ed by Kaiser Permanente’s approach to 
clinical leadership in the United States. 


professionalism is also acknowledging 
clinicians’ wider roles in the NHS.97 


6. 	The exact balance between 
practitioner, partner and leader will 
be different, depending on the 
professional role undertaken. For 
those in formal leadership roles, such 
as clinical directors, a majority of 
their time is spent as leaders. For 
many, clinical practice will continue 
to dominate – though they will still 
need to work with others as partners 
and show the necessary leadership 
to keep practice up-to-date and 
deliver the best possible care for 
their patients. 


7. 	 What is clear is that this new 
professionalism, acknowledging 
clinicians’ roles as partners and 
leaders, gives them the opportunity 
to focus on improving not just the 
quality of care they provide as 
individuals but within their 
organisation and the whole NHS. We 
enable clinicians to be partners and 
leaders alongside manager colleagues 
through the following principles: 


• Giving greater freedom to the 
frontline. We will continue the 
journey of setting frontline staff, 
both providers and commissioners, 
free to use their expertise, creativity 
and skill to fi nd innovative ways to 
improve quality of care for patients. 


97 	 For examples of where this is already taking place, 
see Doctors in Society (Royal College of Physicians 
2005) and Understanding Doctors: Harnessing 
Professionalism (King’s Fund and Royal College of 
Physicians 2008). 
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• Creating a new accountability. 
Setting NHS staff free from central 
control requires a new, stronger 
accountability that is rooted in the 
people that the NHS is there to 
serve. It means the service should 
look out to patients and the 
communities they serve not up 
the line. 


• Empowering staff . Professionals 
need to be empowered to make 
the daily decisions that improve 
quality of care and we will enable 
this to happen. 


• Fostering leadership for quality. 
All these steps together create the 
right environment for high quality 
care to happen, but we need to 
further develop clinical and 
managerial leadership. 


Giving greater freedom to 
the frontline 
Acute, mental health, and 
ambulance trusts 


8. 	The journey of setting NHS 
organisations free from central 
direction began with the creation of 
NHS trusts and, subsequently, NHS 
foundation trusts. It continues. Our 
commitment to making acute, 
mental health and ambulance trusts 
into NHS foundation trusts remains 
strong. It is our clear ambition that in 
future hospital care will be provided 
by NHS foundation trusts. In order to 
achieve this, we will aim to accelerate 
the rate at which existing NHS trusts 
achieve NHS foundation trust status. 


9. 	We will extend these freedoms to 
community providers, exploring a 
range of options including social 
enterprises and community 
foundation trusts. However, there are 
some providers, for example high 
secure units, where NHS foundation 
trust status is not appropriate. Here 
we will aim to give similar freedoms 
to organisations, which achieve 
and maintain similar levels of 
good governance and fi nancial 
stability to those required of NHS 
foundation trusts. 


10.It is important that provider 
organisations enjoy these new and 
existing freedoms in the context of 
the national framework. We will 
therefore continue to ensure that FTs 
and other providers meet agreed 
standards for quality of care and 
choice, and take account of the new 
NHS Constitution. 


11.The freedom of NHS foundation 
trusts to innovate and invest in 
improved care for patients is valuable 
and essential. We welcome recent 
initiatives that have seen some NHS 
foundation trusts share the proceeds 
of their success with all of their staff, 
from the porter to the senior 
clinician, and encourage more to 
do likewise.98 These autonomous 
organisations are ideally placed to 
respond to patient expectations of 
high quality care. 


98 	 Gloucestershire Hospitals NHS foundation trust 
announced that all staff would benefi t from a 
£100 bonus, BBC Online, 14 December 2007. 
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Community services 


12. We now need to give greater 
freedom to those working in 
community services. So far, they have 
not had the same opportunities for 
more autonomy. Over a quarter of a 
million nurses, midwives, health 
visitors, allied health professionals, 
pharmacists and others work in 
community health services. They have 
a crucial role to play in providing 
some of the most personalised care, 
particularly for children and families, 
for older people and those with 
complex care needs, and in 
promoting health and reducing 
health inequalities. 


13. We believe that staff working in 
community services deserve the same 
deal as those working in any other 
part of the NHS. They speak with 
passion about the potential for using 
their professional skills to transform 
services, but are frustrated at the 
historic lack of NHS focus on how to 
free up these talents. We will support 
the development of vibrant, 
successful provider services that 
systematically review quality and 
productivity, including new ways of 
working in partnership with others, 
to free up more time for patient care 
and to improve health outcomes. 


14. We will support the NHS in making 
local decisions on the best 
governance and organisational 
models to support the development 
of fl exible, responsive community 
services. Some primary care trusts 
have already done this by developing 
arm’s-length provider organisations 


that remain accountable to the 
Board. In other areas, the NHS is 
exploring new approaches such as 
community NHS foundation trusts or 
social enterprises. 


15. We recognise concerns about 
staff pension rights when new 
organisational arrangements are 
being introduced. Where PCTs and 
staff choose to set up social 
enterprise organisations, transferred 
staff can continue to benefi t from the 
NHS Pension Scheme, while they 
work wholly on NHS funded work. 
We will support local decision-
making by drawing together and 
publishing advice on this range of 
organisational options and their 
implications for issues such as 
governance, patient choice, 
competition and employment. 


16.We will also encourage and enable 
staff to set up social enterprises by 
introducing a staff ‘right to request’ 
to set up social enterprises to deliver 
services. PCTs will be obliged to 
consider such requests, and if the 
PCT board approves the business 
case, support the development of the 
social enterprise and award it a 
contract to provide services for an 
initial period of up to three years. 


NHS commissioners 


17. NHS commissioners, working with 
their local authority partners through 
mechanisms such as joint strategic 
needs assessments, exist to champion 
the interests of patients, families and 
the communities in which they live to 
get the right care, in the right place, 
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at the right time. They manage the 
local health system on behalf of 
patients, the public and staff. The 
work that Sir Ian Carruthers OBE has 
led during this Review has shown 
how commissioners can exercise their 
responsibility to secure high quality 
sustainable care for their populations 
including in rural areas through a 
range of innovative delivery models. 
The World Class Commissioning 
programme is designed to raise 
ambitions for a new form of 
commissioning that deliver better 
health and well-being for the 
population, improving health 
outcomes and reducing health 
inequalities – adding life to years 
and years to life.99 


18. This programme has tremendous 
potential and needs to be challenging 
about the capability of many of our 
commissioners and how far we have 
got with practice-based 
commissioning. It must provide 
strong support and encouragement 
to PCTs to develop quickly. As part of 
this programme, where primary care 
trusts have demonstrated that they 
are improving health outcomes, they 
will be given greater freedom over 
the priorities they set and the 
methods, people and approaches 
they employ. We will set out these 
freedoms in the autumn. 


19. PCTs are the leaders of the local NHS, 
and should be seen this way. All PCTs 


99 	 For more on world class commissioning 
see Department of Health, World Class 
Commissioning: Competencies and Vision, 
December 2007. 


will be free to take the name of their 
locality, so that instead of being 
‘somewhere PCT’, they are ‘NHS 
somewhere’, e.g. NHS Blackpool. This 
properly refl ects that they are the 
NHS organisation responsible and 
accountable for the health of the 
population of that area. 


20. We will support primary care trusts 
as they become World Class 
Commissioners, with both local and 
national development resources. As 
part of this, the Department of 
Health, on behalf of the strategic 
health authorities, will establish a list 
of independent sector organisations 
that can help primary care trusts to 
develop the capabilities of their 
management boards. 


Creating a new accountability 
21. With greater freedom must come a 


new and enhanced accountability. 
As the NHS achieves once 
aspirational targets such as 18 weeks 
from referral to treatment, halved 
infections rates, and a maximum wait 
of four hours in accident and 
emergency, so these ambitions 
become established as minimum 
standards. In future, new and 
essential national challenges will be 
met through robust minimum 
standards and by ensuring that 
national priorities are refl ected in 
local commissioning. There will be no 
additional top-down targets beyond 
the minimum standards. 


22.  Our new approach to accountability 
will be through openness on the 
quality of outcomes achieved for 
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patients. Professional regulation has 
ensured that practitioners are 
accountable to their individual 
patients during their episode of care. 
By focusing on the overall outcome, 
it means that the new accountability 
is for the whole patient pathway – so 
clinicians must be partners as well as 
practitioners. All the different parts of 
the system – different organisations 
and professional groups – must stack 
up behind one another to achieve 
the best outcome for patients. 


23. There will be no national targets set 
for quality performance, but, as 
explained in Chapter 4, the outcomes 
achieved by every NHS organisation 
will be openly available. In this way, 
clinicians, and the organisations they 
work in, will be held to account by 
their patients, their peers and the 
public. Measuring and valuing what 
matters most to patients, the public 
and staff is the way in which we will 
enable the NHS to make progress 
towards high quality care. We believe 
this transparency will facilitate 
meaningful conversations between 
teams and members of teams about 
how they can continuously improve 
the quality of care they deliver. 


24. This transparency must not be limited 
to acute health services. Therefore, 
from next year, we will develop and 
pilot a quality framework for 
community services. Later this year, 
we will complete work on a standard, 
but fl exible, contract to enable 
commissioners to hold community 
health services to account for quality 
and health improvement. We will 
also increase transparency by moving 
away from ‘block contract’ funding. 


25. NHS commissioners will be held to 
account for the quality of health 
outcomes that they achieve for the 
populations they serve, including the 
most vulnerable or excluded people 
with complex care needs. We have 
developed a new assurance system 
that combines local fl exibility with 
strengthened accountability.100 It is 
one nationally consistent approach, 
managed locally by strategic health 
authorities, and includes an annual 
assessment of health outcomes, 
competences and governance as well 
as providing a commentary on their 
potential for improvement. All 
primary care trusts will have 
implemented the assurance system by 
March 2009, and the fi rst results will 
be formally published in March 2010. 


Empowering staff 
26. If clinicians are to be held to account 


for the quality outcomes of the care 
that they deliver, then they can 
reasonably expect that they will have 
the powers to affect those outcomes. 
This means they must be empowered 
to set the direction for the services 
they deliver, to make decisions on 
resources, and to make decisions 
on people. 


27. In acute care, giving nurse managers 
authority and control over resources 
will lead to better, safer, cleaner 
wards and a higher quality patient 
experience. Giving clinical directors 
the power to make decisions on the 
services they offer, the appraisal and 
management of their staff and the 


100 Department of Health, World Class 
Commissioning Assurance System, June 2008. 
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way in which they spend their 
budgets will lead to better quality 
outcomes for patients.101 Through 
our new approach to ‘leadership for 
quality’ we will support clinicians as 
they take on these roles. 


28. The purpose of practice-based 
commissioning is to empower family 
doctors and community clinicians to 
assemble high quality care around 
the needs of patients. It should put 
clinical engagement at the heart of 
the commissioning process. We have 
heard the message, however, that it 
has not lived up to this aspiration. 
That is why we will work with the 
NHS and with the professions to 
redefine and reinvigorate it. 


29.We will give stronger support to 
practice-based commissioning. This 
means we will provide incentives for 
a broader range of clinicians to get 
involved, so that it brings family 
doctors together with other 
community clinicians and with 
specialists working in hospitals to 
develop more integrated care for 
patients. We will distinguish more 
clearly between the collaborative, 
multi-professional work involved in 
commissioning better care for GP 
practice populations and the role of 
GP practices in providing an 
enhanced range of services for their 
patients. And we will ensure that 
primary care trusts are held fully to 
account for the quality of their 
support for practice based 


101 Evidence from the US shows that hospitals with 
a higher proportion of clinically trained managers 
are better managed (Source: McKinsey analysis). 


commissioning, including the 
management support given to PBC 
groups and the quality and timeliness 
of data (e.g. on budgets, referrals 
and hospital activity). 


30. We will empower clinicians further to 
provide more integrated services for 
patients by piloting new integrated 
care organisations (ICOs) bringing 
together health and social care 
professionals from a range of 
organisations – community services, 
hospitals, local authorities and 
others, depending on local needs. 
The aim of these ICOs will be to 
achieve more personal, responsive 
care and better health outcomes for 
a local population (based on the 
registered patient lists for groups of 
GP practices). We will invite 
proposals shortly. 


Fostering leadership for quality 
31. Greater freedom, enhanced 


accountability and empowering staff 
are necessary but not suffi cient in 
the pursuit of high quality care. 
Making change actually happen 
takes leadership. It is central to our 
expectations of the healthcare 
professionals of tomorrow. There are 
many routes to excellent leadership 
and we do not claim to have all the 
answers. But we do want people to 
be able to have meaningful 
conversations that transcend 
organisational boundaries. That is 
why we have identifi ed the core 
elements of any approach to 
leadership, which we expect all those 
leading change in the NHS to be 
clear about: 
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• Vision . What quality 


improvements they are trying to 
achieve and how it will benefi t 
patients and local communities. 


• Method. How they will make 
change happen – the management 
method they will use for 
implementation, continuous 
improvement and measuring 
success. 


• Expectations. What the difference 
will mean for people, the 
behavioural change that will be 
necessary and the values that 
underpin it. 


32. As explained in the publication 
Leading Local Change,102 change in 
the NHS should always be of benefi t 
to individual patients and the 
population as a whole, should be 
clinically driven and locally led, 
with patients, the public and staff 
involved. In the NHS constitution, 
we pledge to staff that they will be 
engaged in the decisions that affect 
them. Leadership has been the 
neglected element of the reforms of 
recent years. That must now change. 


33. It is unrealistic to expect NHS staff to 
take on leadership without action to 
make it integral to training and 
development. So we will explore 
ways to ensure that the 
undergraduate curricula for all 
medical and nursing students refl ect 
the skills and demands of leadership 
and working in the NHS. We will also 
ensure that leadership development 


102 Darzi A., NHS Next Stage Review: Leading Local 
Change (2008). 


is an integral part of modernising 
careers programmes for other 
healthcare professions. 


34. For those at a postgraduate or 
equivalent stage in their careers, we 
will explore ways to ensure that both 
the curricula and appraisal processes 
refl ect the importance of learning 
leadership skills. For those with a 
particular interest in leadership, 
we will support strategic health 
authorities and health innovation & 
education clusters to establish Clinical 
Leadership Fellowships so that they 
have dedicated time to spend on 
enhancing their leadership skills. 


35. The local NHS already makes 
considerable investments in 
leadership development programmes, 
for clinicians and managers alike. We 
have heard that these can be variable 
in their scope and standard. That is 
why we will introduce a new 
standard in healthcare leadership, 
the Leadership for Quality Certifi cate. 
It will operate at three levels. Level 1 
will be for members of clinical and 
non-clinical teams with an interest 
in becoming future leaders. Level 2 
will be for leaders of team and 
service lines, and Level 3 will be for 
senior directors (e.g. medical, 
nursing, operations). 


36. At the most senior levels, we will 
identify and support the top 250 
leaders in the NHS. This group will 
include both clinical and non-clinical 
leaders. They will get close support in 
their personal development, 
mentoring, and active career 
management. 
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37. We will establish an NHS Leadership 
Council which will be a system-wide 
body chaired by the NHS Chief 
Executive, responsible for overseeing 
all matters of leadership across 
healthcare, including the 250 leaders. 
It will have a particular focus on 
standards (including overseeing the 
new certifi cation, the development of 
the right curricula, and assurance) 
and with a dedicated budget, will be 
able to commission development 
programmes. 


38. The NHS Medical Director and 
National Clinical Directors will also 
work with senior clinicians to ensure 
that clinical leadership becomes a 
stronger force within the NHS. 
Compared to healthcare 
organisations in the US, such as 
Kaiser Permanente, the NHS has very 
few clinicians in formal leadership 
roles. For senior doctors, the 
operation of the current Clinical 
Excellence Awards Scheme will be 
strengthened – to reinforce proposals 
in this chapter to drive quality 
improvement. New awards, and the 
renewal of existing awards, will 
become more conditional on clinical 
activity and quality indicators; and 
the Scheme will encourage and 
support clinical leadership. The 
scheme will also become more 
transparent, with applications being 
publicly available. The profession will 
be involved in developing and 
introducing these amendments. 
In making national awards, the 
independent Advisory Committee on 
Clinical Excellence Awards (ACCEA) 
will have regard to advice from the 
National Quality Board and the NHS 
Leadership Council. 


39. Finally, leadership is not just about 
individuals, but teams. Successful 
organisations are led by successful 
Boards. We will immediately 
commission a new development 
programme for trust boards through 
the NHS Chief Executive and the new 
NHS Leadership Council. In addition, 
we will encourage the development 
of Masters-level programmes which 
are relevant to the health sector by 
providing matched funding to SHA-
commissioned programmes. 


Conclusion 
40. NHS staff make the difference for 


patients and communities. It is 
through unlocking talent that we 
will achieve high quality care across 
the board. Many of the features 
described in this chapter already exist 
in the best of the NHS, but not 
systematically so. 


41. We seek to change that not by 
central control, but by freeing NHS 
staff and organisations to make the 
right decisions. Therefore, we will 
extend and improve existing reforms 
such as NHS foundation trusts and 
practice based commissioning. 
Through these changes, healthcare 
professionals will be not just 
practitioners, but partners and 
leaders. 
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High quality work in the NHS 
Supporting NHS staff to deliver high quality care 


1. 	 To encourage staff who commission 
and provide NHS services to take up 
new opportunities and freedom, we 
must ensure they can benefi t from 
supportive working environments. 
High quality work means well-
designed, worthwhile jobs, support 
for learning and development, in 
high quality workplaces, with NHS 
staff being respected for the caring 
and compassionate nature of the 
services they provide. 


2. 	 There has been signifi cant change 
over the past decade. Pay and 
conditions have been made fairer. 
This was an almost silent revolution 
in making sure that the NHS 
recognises and rewards the talents 
of all its staff. Signifi cant workforce 
contracts were changed, in 
partnership with the professions. 
There was an unprecedented 
investment in education and training 
that saw the largest expansion in the 
numbers of doctors, nurses, and 
other clinicians for a generation. 


3. 	 The service is no longer a single 
national employer – staff involved in 
NHS services are employed by their 
respective organisations, and the fi rst 
steps to improving the quality of 
work must always be taken locally. 
Nevertheless, there are two issues 
that we face nationally and require 
national solutions: 


• High quality workplaces. We will 
be clear about what we expect of 
one another, what staff can expect 
of NHS employers, and take 
practical steps to improve the 
quality of workplaces. 


• High quality education and 
training. Working in partnership 
with professional representatives, 
we have developed proposals to 
improve the system of workforce 
planning, commissioning and the 
provision of education and 
training. The key features are 
described here, with the technical 
details in a separate document 
NHS Next Stage Review: A High 
Quality Workforce published 
alongside this report. Education 
and training also extends to 
ensuring that NHS managers have 
the skills they require. 


High quality workplaces 
4. 	I know from experience that working 


in the NHS can sometimes be 
frustrating, and I have heard that 
message over the course of the 
Review. The great strength of the 
NHS is that we are all part of the 
same system. This should mean that 
we are all able to work effectively 
together for the benefi t of patients. 
Too often, however, when NHS work 
cuts across organisations the needs 
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of patients are not put fi rst. There is a 
tendency to put the perceived interest 
of the organisations fi rst, and to shirk 
responsibility for patients. There also 
remains an infuriating ‘not invented 
here’ resistance to adopting new 
ways of working that can improve 
patient care. 


5. That is why we need to be clear 
about what it is that we stand for 
and what we expect of one another. 
NHS-wide values transcend individual 
organisations. They are a great 
strength but we do not often talk 
explicitly about them. Over the past 
year, we have carried out extensive 
work to identify and understand the 
values of patients, the public and 
NHS staff. These values are what 
patients, staff and the public tell us 
they stand for. They are included in 
the draft NHS Constitution. 


The NHS values have been derived 
from extensive discussions with staff, 
patients and the public. They are: 


• Respect and dignity. We value 
each person as an individual, 
respect their aspirations and 
commitments in life, and seek to 
understand their priorities, needs, 
abilities and limits. We take what 
others have to say seriously. We are 
honest about our point of view 
and what we can and cannot do. 


• Commitment to quality of care . 
We earn the trust placed in us by 
insisting on quality and striving to 
get the basics right every time: 
safety, confi dentiality, professional 


and managerial integrity, 
accountability, dependable 
service and good communication. 
We welcome feedback, learn from 
our mistakes and build on our 
successes. 


• Compassion. We fi nd the time to 
listen and talk when it is needed, 
make the effort to understand, and 
get on and do the small things that 
mean so much – not because we 
are asked to but because we care. 


• Improving lives . We strive to 
improve health and wellbeing and 
people’s experiences of the NHS. 
We value excellence and 
professionalism wherever we fi nd 
it – in the everyday things that 
make people’s lives better as much 
as in clinical practice, service 
improvements and innovation. 


• Working together for patients . 
We put patients fi rst in everything 
we do, by reaching out to staff, 
patients, carers, families, 
communities, and professionals 
outside the NHS. We put the needs 
of patients and communities 
before organisational boundaries. 


• Everyone counts. We use our 
resources for the benefi t of the 
whole community, and make sure 
nobody is excluded or left behind. 
We accept that some people need 
more help, that diffi cult decisions 
have to be taken – and that when 
we waste resources we waste 
others’ opportunities. We 
recognise that we all have a part to 
play in making ourselves and our 
communities healthier. 
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6. 	These values are the best of the NHS 
and should inform and shape all that 
we do. The NHS-wide values are not 
exclusive – they can and should sit 
side-by-side with the particular values 
in any individual organisation, 
supporting and reinforcing one 
another. But they should guide our 
behaviour when working across 
organisations in the system. Living up 
to their letter and spirit should lead to 
higher quality workplaces and better 
services for those who use the NHS. 


7. 	 We believe that being clear about 
our values should help ensure high 
quality work. But staff are rightly 
keen to know the practical differences 
we will make too. In the NHS 
Constitution we will therefore make 
four pledges to all NHS staff, from 
the porter to the community nurse, 
the medical director to the chief 
executive. The NHS will strive to: 


• 	Provide all staff with well-designed, 
rewarding jobs that make a 
difference to patients, their families 
and carers, and communities. 


• 	Provide all staff with personal 
development, access to appropriate 
training for their jobs, and line 
management support to succeed. 


• 	Provide support and opportunities 
for staff to keep themselves 
healthy and safe. 


• 	Actively engage all staff in 
decisions that affect them and the 
services they provide, individually 
and through representatives. All 


staff will be empowered to put 
forward ways to deliver better and 
safer services for patients and their 
families. 


8. 	 Just as the quality of care needs to be 
measured and published, the same 
approach should apply to the quality 
of work. That is why we have agreed 
with the Healthcare Commission that 
staff satisfaction will be an indicator 
in the annual evaluation of NHS 
trusts and NHS foundation trusts. 


9. 	 We will empower staff to hold their 
employers to account for the 
investment they make in learning and 
development. We will require every 
organisation that receives central 
funding for education and training to 
adopt the Government Skills 
Pledge,103 to nominate a member of 
the board to be responsible, and to 
publish its annual expenditure on 
continuing professional development 
so that present and future employees 
can make choices that are more 
informed. 


10. We will support staff with easier 
access to the tools they need to do 
their jobs. We will establish 
mystaffspace as a convenient, one-
stop portal for all staff. Through it 
they will be able to access the new 
NHS Evidence knowledge portal and 
get information on what high quality 
care looks like and how to deliver it, 
tailored to their own professional 
expertise and interests. They will also 
be able to access information on 


103 http://inourhands.lsc.gov.uk/ 
employersSkillsPledge.html 



http://inourhands.lsc.gov.uk
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performance against the NHS quality 
framework, their own personal staff 
records, their credentials, and a log of 
their learning and development. NHS 
Mail will be there too. Mystaffspace 
will give all NHS professionals better 
access to the information they need 
to deliver excellent patient care. 


High quality education and training 
11. High quality care for patients is an 


aspiration that is only possible with 
high quality education and training 
for all staff involved in NHS services. 
They provide care in a changing 
healthcare environment. New roles are 
emerging. New technology is 
changing the way they work. Patients 
and the public, quite rightly, have 
increasing expectations of 
personalised care. Workforce 
planning, education and training 
needs to change to enable staff to 
respond more effectively and fl exibly 
to this dynamic environment. 


12. The focus needs to be on the roles, 
education and training and careers 
paths that will enable the NHS to 
deliver their visions for quality care. We 
have worked in partnership with all the 
professions and the service and many 
others to identify the changes that are 
needed to map out a bright future. 
The issues highlighted here are 
addressed comprehensively in the NHS 
Next Stage Review: A High Quality 
Workforce published today alongside 
this report. 


Clearer roles 


13. For all health professions, we are 
working in partnership with their 
professional bodies, employers and 
other stakeholders to defi ne the 
unique role and contribution of each 
of them and how their roles are 
changing across the pathways of 
care. From this starting point, and 
with excellent quality of care as our 
primary, unifying goal, we will work 
together to defi ne the skills and 
expertise they require, and ensure 
that these are underpinned by 
appropriate educational standards 
and programmes. 


14. We will demonstrate how these roles 
link with one another by establishing 
explicit career pathways, which make 
career progression clearer, easier and 
more fl exible. We will also introduce 
modularised, accredited training 
packages and strengthen educational 
governance to ensure that all clinical 
staff have the opportunity to develop 
their skills throughout their careers 
for the benefi t of patients, employers 
and their own career progression. 


15. We will also continue our work to 
modernise clinical careers so that jobs 
and career opportunities continuously 
improve. 


16. Foundation periods of preceptorship 
for nurses at the start of their careers 
help them begin the journey from 
novice to expert. There will be a 
threefold increase in investment in 
nurse and midwife preceptorships. 
These offer protected time for newly 
qualifi ed nurses and midwives to 
learn from their more senior 
colleagues during their fi rst year. 
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A locally led approach 


17. Our approach to reforming workforce 
planning and education mirrors that 
for the provision of high quality care 
– a belief that quality is best achieved 
by devolving decision making to the 
frontline in an environment of 
transparency and clear accountabilities 
and where the role of education 
commissioner and education provider 
are clearly separated. We will ensure 
that the workforce is able to meet 
the needs of patients by developing 
workforce elements of service plans, 
using the eight pathways of care of 
the Review as the basis for identifying 
what patients need, now and in 
the future. 


18. The new system will require 
leadership and management of 
workforce planning and education 
commissioning throughout the NHS. 
This approach requires a stronger and 
more constructive partnership with all 
professions. That is why we are 
establishing new professional 
advisory bodies to enable the 
professions to contribute to strategic 
workforce development at all levels. 
They will bring a single coherent 
professional voice to advise on how 
best to achieve our vision of the high 
quality education and training that 
underpins high quality care for 
patients. 


19. We will establish an independent 
advisory non-departmental public 
body, Medical Education England 
(MEE), by the end of this year, to 
advise the Department of Health on 


the education and training of 
doctors, dentists, pharmacists and 
healthcare scientists which needs to 
be planned nationally. MEE nationally 
will be supported by similar advisory 
bodies in every NHS region. Together, 
they will provide scrutiny and advice 
on workforce plans and education 
commissioning strategies to ensure 
that the NHS has the right quantity 
and quality of doctors, dentists, 
pharmacists and healthcare scientists 
for the future. We will work with the 
other professions to decide what 
other national advisory boards are 
required, recognising the contribution 
of the diversity of professional roles 
within multi-disciplinary team to 
deliver effective evidence-based care. 


20. The national and local professional 
advisory bodies and the wider 
healthcare system will be supported 
by a Centre of Excellence, which, 
from April 2009, will provide objective 
long-term horizon scanning, capability 
and capacity development for 
workforce planning functions, 
and the development of technical 
planning assumptions. It will also 
enable capacity and capability to 
make the system work. 


Fair and transparent funding 


21. We are reforming the funding of 
education and training to make it 
fairer, more transparent and ensure 
that it is used for the purpose for 
which it is intended. It is for those 
reasons that we will replace the 
current historical funding 
arrangements for the Medical 
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Professional Education and Training 
(MPET) budget with a tariff based 
system where the funding follows the 
trainee. These arrangements will 
reward quality, promote transparency 
and protect investment in education 
and training. With clarity about the 
resources dedicated to education and 
training, education commissioners 
will be empowered to hold providers 
of that education and training to 
account, also taking into account the 
‘voice’ and choices of trainees. 


22. Nationally, we will seek to extend 
apprenticeship opportunities in the 
service – recognising that healthcare 
support staff – clinical and non-
clinical – are the backbone of the 
service. We will therefore double our 
investment in apprenticeships over 
the next four years, and continue to 
work with trade unions and Skills for 
Health to identify the appropriate 
use of apprenticeships within each 
clinical career framework, and in 
non-clinical roles. 


23. 60 per cent of staff who will deliver 
NHS services in 10 years time are 
already working in healthcare. We 
need to make sure that they are able 
to keep their skills and knowledge up 
to date so that they can provide 
services that meet the changing 
needs of both patients and local 
communities. Continuing 
professional development (CPD) is 
rightly the responsibility of individual 
employers. Some do this well, but 


this is not always the case104. We 
therefore intend to strengthen the 
arrangements to ensure staff have 
consistent and equitable 
opportunities to update and 
develop their skills. 


24. These and other changes set out in 
NHS Next Stage Review: A High 
Quality Workforce will ensure that 
we have a system for workforce 
planning, education and training that 
will be sustainable for the long term. 
Staff will have clearer career 
frameworks and be able to make 
informed careers choices. Employers 
will have a stronger voice in 
workforce planning and education 
commissioning and provision and a 
more fl exible workforce. Patients will 
receive high quality care delivered by 
highly trained staff and planned 
around their needs. The public will 
receive better value for money from 
national education resources. 


Support for managers 


25. NHS management includes both 
those who have clinical backgrounds 
and those who do not. Regardless of 
whether they have a clinical or non-
clinical background, managers and 
frontline clinicians must forge a 
strong partnership, sharing successes 
or setbacks. In all cases, managers 
must be involved in the core business 
of clinical practice, helping, 
supporting and challenging clinicians 
to deliver the best possible care for 


104 Although standard, consistent information on 
training is very diffi cult to obtain due to the 
variety of approaches organisations take in 
budgeting for training. 
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patients. This means ensuring that 
systems work effectively, whether 
they be patient fl ows, community 
disease management, theatre 
operations or commissioning services. 


26. Support already exists to help 
managers develop these skills. 
Indeed, the existing programmes for 
management development are often 
applauded. These include the award-
winning Management Trainee 
Scheme (MTS) for graduates, the 
Gateway scheme for individuals from 
sectors other than health, and the 
Breaking Through scheme that 
supports black and minority ethnic 
people that wish to pursue careers in 
NHS management. Although the 
MTS welcomes applications from 
qualifi ed clinicians who wish to 
become full-time managers, at 
present there is no dedicated scheme 
for clinicians wishing to develop their 
management and leadership skills. 


27. Therefore, we will establish a new 
programme to equip and support 
clinicians in leadership and 
management roles. It will be called 
the ‘Clinical Management for Quality’ 
programme. It will be dedicated to 
those clinicians leading clinical 
services lines, with a particular focus 
on clinical directors and leaders in 
primary care who are running 
practice-based commissioning or 
integrated care organisations. 


28. As responsibility is devolved to the 
local NHS, there will be greater 
scrutiny of managers. Whilst the 
overwhelming majority of NHS 


managers meet high professional 
standards every day, a very small 
number of senior leaders sometimes 
demonstrate performance or conduct 
that lets down their staff, their 
organisations and the patients that 
they serve. We do not believe a 
full-blown system of statutory 
professional regulation – akin to a 
General Medical Council – would be 
proportionate at this time, but the 
Department will work with the 
profession, the NHS and other 
stakeholders to ensure that there are 
fair and effective arrangements to 
prevent poorly performing leaders 
from moving on to other NHS 
organisations inappropriately. While 
an enhanced Code of Conduct for 
managers will underpin this, we will 
consider whether more effective 
recruitment procedures or a more 
formal system of assuring suitability 
for future employment would provide 
more effective and proportionate 
safeguards. 


29.Conclusion 


30. Just as patients deserve high quality 
care, so NHS staff deserve high 
quality work. If frontline staff are 
going to focus on improving the 
quality of care provided by the NHS, 
they need the right working 
environments and the right training 
and education. 
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The first NHS Constitution 


Secured today for future generations 


1.	 The NHS belongs to the people. 
It is there to improve our health, 
supporting us to keep mentally and 
physically well, to get better when 
we are ill and, when we cannot fully 
recover, to stay as well as we can. 
It works at the limits of science – 
bringing the highest levels of human 
knowledge and skill to save lives and 
improve health. It touches our lives 
at times of basic human need, when 
care and compassion are what 
matter most. 


2.	 To provide high quality care for all, 
the NHS must continue to change. 
But the fundamental purpose, 
principles and values of the NHS 
can and must remain constant. 
Setting this out clearly, along with 
the rights and responsibilities of 
patients, the public and staff, will 
give us all greater confi dence to meet 
the challenges of the future on the 
basis of a shared understanding and 
common purpose. 


3.	 That is why in my interim report I 
committed to exploring the merits 
of introducing a Constitution for the 
NHS. As a result of the work of this 
Review, I am now convinced that 
there is a strong case for introducing 
the fi rst NHS Constitution. 


The case for a constitution 
4.	 An NHS Constitution will: 


• Secure the NHS for the future . 
The Constitution will set out clearly 
the enduring principles and values 
of the NHS, and the rights and 
responsibilities for patients, public 
and staff. 


• Empower all patients and the 
public. Patients already have 
considerable legal rights in relation 
to the NHS, but these are scattered 
across different legal instruments 
and policies. Some are obscure; 
many people are not aware of 
all of their existing rights. The 
Constitution will empower all 
patients by summarising all existing 
rights in one place. 


• Empower and value staff . NHS 
services are provided by over 
1.3 million staff. Those staff are 
our most important resource. 
For the NHS Constitution to be 
an enduring settlement, it needs 
to refl ect what we are offering 
to staff: our commitment to 
provide all staff with high quality 
jobs along with the training and 
support they need. 







78 7: The fi rst NHS Constitution 


7 
• Create a shared purpose, 


values and principles. As the 
NHS evolves, a wider range of 
providers, including those from 
the third and independent sectors 
are offering NHS-commissioned 
services. Patients expect that 
wherever they receive their NHS-
funded treatment, the same 
values and principles should apply. 
All organisations are part of an 
integrated system for the benefi t 
of patients. That is why we will 
set out the purpose, principles 
and values for the NHS in the 
Constitution. We propose that 
all organisations providing NHS 
services are obliged by law to take 
account of the Constitution in their 
decisions and actions. 


• Strengthen accountability 
through national standards for 
patients and local freedoms to 
deliver. The NHS is held to 
account nationally through 
Parliament, even though services 
are delivered locally. The 
Constitution is an opportunity 
to clarify and strengthen both 
national and local accountability. In 
discussions with patients, public 
and staff, we have received a clear 
message that they are committed 
to the NHS as a national system, 
paid for out of general taxation; 
from which they can expect certain 
standards of care and access. The 
draft NHS Constitution therefore 
makes clear what people can 
expect from the NHS no matter 
where they live. 


How the Constitution was developed 
5. 	 The NHS Constitution that we are 


publishing in draft today has been 
developed in partnership with 
patients, public, staff and a number 
of experts. 


6. 	 During this extensive programme 
of development, engagement and 
research we heard that:105 


• 	To qualify as a Constitution, the 
document needed to be short 
and enduring 


• 	The Constitution should be 
fl exible and not hold the NHS 
back in terms of its ambitions for 
improving the quality of care 


• 	For the Constitution to be 
meaningful it must have bite, 
with means for enforcement and 
redress, not just warm words 
or aspirations 


• 	There was no appetite for a 
‘lawyers’ charter’, and concern that 
we should avoid fuelling litigation 


Our first NHS Constitution 
7. 	 The draft NHS Constitution now 


sets out in one place the purpose, 
principles and values of the NHS, 
and the rights and responsibilities of 
patients, the public and NHS staff. 


105 This included a literature review conducted by the 
London School of Hygiene and Tropical Medicine 
looking at international experience; Elizabeth 
Clery, Trends in Attitudes to Health Care 1983 to 
2005: Report based on results from the British 
Social attitudes Survey; a series of discussion 
events with patients, the public and staff; and 
meetings with leading experts. 
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8. 	 It reaffi rms the commitment to 
a service which is for everyone, 
based on clinical need and not an 
individual’s ability to pay. 


9. 	 As well as collecting together 
important rights for both patients 
and staff, it sets out a number of 
pledges which refl ect where the 
NHS should go further than the legal 
minimum. Each right or pledge is 
backed up by an explanation, in the 
accompanying Handbook to the NHS 
Constitution, on how they will be 
enforced and where to seek redress. 


10. We intend to legislate, as soon as 
Parliamentary time allows, to require: 


• 	All NHS bodies and private and 
third sector providers providing 
NHS services to take account of the 
Constitution in their decisions and 
actions 


• 	Government to renew the NHS 
Constitution every 10 years, with 
the involvement of the patients 
who use it, the public who fund it 
and the staff who work in it 


11. The Handbook to the NHS 
Constitution will be refreshed at 
least every three years. As well as 
setting out the legal basis for all 
of the rights, it sets out how the 
performance management and 
regulatory regime of the NHS will 
ensure that the pledges in the 
Constitution are delivered. 


Accountability in the NHS 
12. The NHS remains a national health 


service, funded through national 
taxation. It is right, therefore, that 
it should be the Government that 
sets the framework for the NHS and 
is held accountable in Parliament 
for the way that it operates. There 
must be a continuous thread of 
accountability through the system to 
the Government of the day; and it is 
for that reason that the Government 
believes that calls for an independent 
NHS board, which would remove the 
NHS from meaningful democratic 
control, are misplaced. Moreover, 
the NHS has just come through a 
period of re-organisation. We do 
not believe this is the right time to 
impose further top-down change 
to structures. What matters more is 
that there should always be clarity 
and transparency about who takes 
what decisions on our behalf. That is 
the assurance that the Constitution 
will provide. 


13. The Constitution improves 
accountability by making clear: 


• 	What individuals have a right to 
expect from the NHS 


• 	The principles by which decisions 
will be made 


• 	Who is responsible for what 
through a ‘statement of 
accountability’ to be published 
alongside the fi nal version of the 
Constitution 
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14. We encourage PCTs to experiment 


with how they can improve the 
way they give and take account 
of local views, within the current 
legislative framework. Many PCTs 
are already doing this, working 
with local communities and partner 
organisations to come up with 
governance arrangements that 
increase their responsiveness in a 
way that best fi ts their local needs: 


Consultation process 
15. The NHS belongs to us all. The 


Constitution is designed to refl ect 
what matters, whether to patients, 
public or members of staff. It is 
therefore vital that the formal 
consultation builds on the process 
so far. 


16. We will therefore create a 
Constitutional Advisory Forum 
that will bring together leading 
representatives from the patient, 
clinical and managerial communities, 
to oversee the consultation process. 
The Forum will work with the NHS 
to lead a process of engagement in 
every region of England, and report 
key messages back to the Secretary 
of State. It will be co-chaired by David 
Nicholson, the NHS Chief Executive, 
and Ivan Lewis, the sponsoring 
Minister. 
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Implementation 
Maintaining the momentum 


An advanced practitioner assesses 
mammograms at the Nightingale 
Breast Screening Centre, Manchester 
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Implementation 
Maintaining the momentum 


1.	 This Review has shown that there is 
enormous enthusiasm and energy 
throughout the NHS for achieving 
the vision set out in this report. 
The ambitious plans set out in every 
NHS region will be challenging to 
implement but in each case will 
improve services radically for patients. 


2.	 I am keen that the pace should not 
drop. While change of this magnitude 
will not happen overnight, we should 
constantly strive to achieve high 
quality care for patients and the 
public. This chapter sets out how 
this will happen. 


Leading local change 
3.	 The Review as a whole has 


exemplifi ed the process I believe will 
deliver these changes as effectively 
as possible. At its core has been the 
development of visions in every NHS 
region. We should now back local 
leaders – clinical and managerial – 
to deliver them. 


4.	 I know that in each region, strategic 
health authorities (SHAs) are already 
working with primary care trusts 
(PCTs) to discuss proposals locally and 
ensure that the views of NHS staff, 
patients and the public are taken into 
account. In many cases change is 
already happening and patients are 
feeling the benefi ts. 


5.	 By Spring 2009, each PCT will publish 
its strategic plan, setting out a fi ve
year plan for improving the health 
of people locally. These plans will 
put into practice the evidence-based 
pathways of care at the heart of 
each region’s vision. They will show 
a strong emphasis on partnership 
working between PCTs, local 
authorities and other partners (public, 
private and third sector – including 
social enterprise) to ensure that local 
health and wellbeing needs are 
better understood and addressed. 


Enabling local change 
6.	 Centrally, we will enable local 


improvements in three ways. 


•	 First, we will ensure that the 
funding is there to deliver the 
changes. The Department of 
Health will later this year make 
fi nancial allocations to every PCT 
for the next two years. This will 
give PCTs clarity about the money 
they have to invest in improving 
the health of their populations. 


•	 Second, we will publish an NHS 
Operating Framework in October 
this year to set out the enabling 
system that will deliver this Review. 
Before then, the NHS Chief 
Executive and I will meet with staff 
across the NHS to discuss how to 
ensure this document best 
supports the delivery of PCT 
strategic plans. 
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• And third, we will ensure that, as 


the Department of Health develops 
the policy proposals described in 
this report (via legislation, where 
necessary), it does so in partnership 
with the NHS and stakeholders to 
ensure that the benefi ts we have 
all identifi ed are fully realised. 
This will include Equality Impact 
Assessment wherever appropriate. 
Where a comprehensive evidence-
base does not yet exist, we will 
also commission a programme of 
independent evaluation to improve 
learning and ensure transparency 
and public accountability.106 


Conclusion 
7. 	 It has been a privilege to lead the 


NHS Next Stage Review. I am 
delighted that thousands of people 
have taken part in the process and 
have seized the opportunity to shape 
an NHS fi t for the 21st century. 


8. 	 The priorities they have identifi ed, 
together with the steps set out in this 
fi nal report, represent an ambitious 
vision, one focused fi rmly on the 
highest quality of care for patients 
and the public. I challenge everyone 
who works in and with the NHS to 
deliver it for the benefi t of this and 
future generations. 


106 This will achieve the goal of a close dialogue 
between policy-makers and researchers 
advocated in N. Black. Evidence based policy: 
proceed with care. BMJ. 2001 Nov 17:323 
(7322): 1187. 
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executive summary
 


1.	 This booklet provides a guide to English law concerning consent to physical 
examination or treatment. This second edition provides an update on legislation 
relating to obtaining valid consent – the Human Tissue Act 2004, the Mental 
Capacity Act 2005 and recent legal cases – and provides references where appropriate. 


2.	 The guide describes the process of seeking consent, the importance of establishing 
whether the person has capacity to give consent, what constitutes valid consent, the 
form that consent might take and the duration of that consent. It highlights the 
need to ensure that the consent is given voluntarily and that sufficient information 
has been imparted to allow valid consent to be made. It deals with consent issues 
arising from additional procedures that may be required during treatment and are not 
covered by the original consent, consent relating to the subsequent use of removed 
tissue, consent to visual and audio recordings, the requirements concerning gametes 
and the requirements for living donation and for research and innovative treatment. 


3.	 The Mental Capacity Act now puts advance decisions on a statutory basis. This guide 
clearly sets out that healthcare professionals must follow an advanced decision where 
it is valid and applicable, what they must consider if it is not valid and what they 
must consider if they disagree with a person’s right to refuse life-sustaining treatment. 
The guide also addresses the difficult issues around self-harm where an assessment 
of a person’s mental capacity is a key aspect. 


4.	 The Mental Capacity Act 2005 applies in England and Wales to all those working 
in health and social care involved in the care, treatment and support of those aged 
16 or over who may lack the capacity to make decisions for themselves. This guide 
provides a synopsis of the main provisions of the Act and sets out how ‘best interests’ 
decisions need to be made for those lacking capacity. The guide refers readers to the 
Mental Capacity Act Code of Practice for detailed guidance, and includes a brief 
guide to some important aspects such as the duration of the lack of capacity, the need 
to consider a person’s statement of preferences and wishes, lasting power of attorney, 
court appointed deputies, independent mental capacity advocates and the Court 
of Protection. 


5.	 The legal position concerning consent and refusal of treatment by those under the age 
of 18 is also described, as this is different from that of adults. In the guide, ‘children’ 
refers to people below the age of 16 and ‘young people’ refers to people aged 16–17. 
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Reference is made to ‘Gillick competence’ and the detail of how consent decisions 
may be made for children lacking capacity (ie those who are not Gillick competent) 
is given. 


6.	 The guide sets out the legal principles around consent decisions relating to the 
withdrawing or withholding of life-sustaining treatment. It describes the position for 
adults and children with capacity separately from adults and children lacking capacity. 


7.	 The guide concludes by briefly referring to specific statutes that provide some 
exceptions to the principles described, such as the Mental Health Act 1983 which 
sets out circumstances in which persons liable to be detained under that Act may be 
treated without consent for their mental disorder. 
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Introduction
 


1.	 It is a general legal and ethical principle that valid consent must be obtained before 
starting treatment or physical investigation, or providing personal care, for a person. 
This principle reflects the right of patients to determine what happens to their own 
bodies, and is a fundamental part of good practice. A healthcare professional (or other 
healthcare staff) who does not respect this principle may be liable both to legal action 
by the patient and to action by their professional body. Employing bodies may also 
be liable for the actions of their staff. 


2.	 While there is no English statute setting out the general principles of consent, case 
law (‘common law’) has established that touching a patient without valid consent may 
constitute the civil or criminal offence of battery. Further, if healthcare professionals 
(or other healthcare staff) fail to obtain proper consent and the patient subsequently 
suffers harm as a result of treatment, this may be a factor in a claim of negligence 
against the healthcare professional involved. Poor handling of the consent process 
may also result in complaints from patients through the NHS complaints procedure 
or to professional bodies. 


3.	 This document provides guidance on English law concerning consent to physical 
interventions on patients – from major surgery and the administration or prescription 
of drugs to assistance with dressing – and is relevant to all healthcare practitioners 
(including students) who carry out interventions of this nature. It updates previous 
guidance issued in 2001, which was prepared with the assistance of the Good Practice 
in Consent Advisory Group,1 in order to reflect recent legislative changes. Guidance is 
provided on the legal requirements for obtaining valid consent and on the situations 
where the law recognises exceptions to the requirement to obtain consent. References 
to the cases on which this guidance is based are given in footnotes. It should be noted 
that this guidance is specific to consent for physical interventions involving living 
patients, and the following areas are therefore not included: 


•	 participation in observational studies 


•	 the use of personal information 


•	 the use of organs or tissue after death (see paragraph 7 of this introduction). 


1	 Details of the Good Practice in Consent Advisory Group and the previous guidance and an 
electronic version of this guidance are available at www.dh.gov.uk/consent 
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4.	 Case law on consent has evolved significantly over recent years. Further legal 
developments may occur after this guidance has been issued, and all healthcare 
practitioners must remember their duty to keep themselves informed of legal 
developments that may have a bearing on their practice. Legal advice should always be 
sought if there is any doubt about the legal validity of a proposed intervention. While 
much of the case law refers specifically to doctors, the same principles will apply to 
other healthcare practitioners involved in examining or treating patients. 


5.	 The Human Rights Act 1998 came into force in October 2000, giving further effect 
in the UK to the rights enshrined in the European Convention on Human Rights. 
All public authorities are required to act in accordance with the rights set out in the 
Human Rights Act, and all other statutes have to be interpreted by the courts so far 
as possible in accordance with those rights. The main articles that are likely to be 
relevant in medical case law are Article 2 (protection of the right to life), Article 3 
(prohibition of torture and inhuman or degrading treatment or punishment), Article 
5 (the right to liberty and security), Article 8 (the right to respect for private and 
family life), Article 9 (freedom of thought, conscience and religion), Article 12 (the 
right to marry and found a family) and Article 14 (prohibition of discrimination in 
the enjoyment of Convention rights). 


6.	 Compliance with the Human Rights Act is largely reflected in existing good ethical 
practice, but all health practitioners should be aware of the Human Rights Act and 
ensure that they act in compliance with it. The British Medical Association (BMA) 
has a handbook of ethics and law that gives advice on how the Human Rights Act 
relates to a range of relevant issues.2 


Recent developments 


7.	 The Human Tissue Act 2004 came fully into force on 1 September 2006. 3 It sets 
out the legal framework for the storage and use of tissue from the living and for the 
removal, storage and use of tissue and organs from the dead, including ‘residual’ tissue 
following clinical and diagnostic procedures. The Human Tissue Act makes consent 
a legal requirement for the removal, storage and use of human tissue or organs and 
sets out whose consent is needed in which circumstances. The Act also established 
the Human Tissue Authority (HTA). The HTA is also responsible for approving 
the transplantation of organs from living donors and bone marrow and peripheral 
blood stem cells from adults who lack the capacity to consent and children who lack 


2	 BMA (2004) Medical Ethics Today: The BMA’s Handbook of Ethics and Law (second edition). 
London: BMJ Group 


3	 www.opsi.gov.uk/acts/acts2004/ukpga_20040030_en_1 
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Introduction 


the competence to consent. Further guidance on consent and codes of practice are 
available on the HTA’s website.4 


8.	 The Mental Capacity Act 2005, 5 which came fully into force on 1 October 2007, 
sets out a statutory framework for making treatment decisions for people who lack 
the capacity to make such decisions themselves (see chapter 2). The Act establishes 
overarching statutory principles governing these decisions, setting out who can make 
them and when. It sets out the legal requirements for assessing whether or not a 
person lacks the capacity to make a decision. 


9.	 Where a person lacks the capacity to make a decision for themselves, any decision 
must be made in that person’s best interests. The Mental Capacity Act introduced a 
duty on NHS bodies to instruct an independent mental capacity advocate (IMCA) 
in serious medical treatment decisions when a person who lacks the capacity to make 
a decision has no one who can speak for them, other than paid staff. The Act allows 
people to plan ahead for a time when they may not have the capacity to make their 
own decisions: it allows them to appoint a personal welfare attorney to make health 
and social care decisions, including medical treatment, on their behalf or to make an 
advance decision to refuse medical treatment. 


10.	 Further guidance is available in the Mental Capacity Act (2005) Code of Practice. 6 


11.	 There have been a number of recent legal cases that health professionals should be 
aware of: 


•	 Ms B v An NHS Hospital Trus t .7 Following an illness, Ms B became tetraplegic 
and reliant on an artificial ventilator. She asked that the ventilator that was 
keeping her alive be switched off, and claimed that the continued provision 
of artificial ventilation against her wishes was an unlawful trespass. The court 
was asked to decide whether Ms B had the capacity to make the decision about 
whether the ventilator should be removed. The Court held that Ms B did have 
capacity to refuse treatment and had therefore been treated unlawfully. Where a 
patient has the capacity to make decisions about treatment, they have the right 
to refuse treatment – even when the consequences of such decisions could lead 
to their death. If a doctor feels unable to carry out the wishes of the patient, their 
duty is to find another doctor who will do so. 


4 www.hta.gov.uk 
5 www.opsi.gov.uk/acts/acts2005/ukpga_20050009_en_1 
6 www.publicguardian.gov.uk/mca/code-of-practice.htm 
7 Ms B v An NHS Hospital Trust [2002] 2 All ER 449 
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•	 Glass v United Kingdo m (see chapter 3, paragraph 21).8 The European Court of 
Human Rights held that a decision of health professionals to override the wishes 
of the mother of a seriously ill child gave rise to a breach of Article 8 of the 
European Convention on Human Rights. The court was critical of the fact that 
the courts were not involved at an earlier stage, and held that, in the event of a 
continued disagreement between parents and doctors about a child’s treatment, 
the courts should be consulted, and particularly before the matter reaches an 
emergency situation. 


•	 Chester v Afsha r (see chapter 1, paragraph 17).9 The House of Lords judgment 
held that a failure to warn a patient of a risk of injury inherent in surgery, 
however small the probability of the risk occurring, denies the patient the 
chance to make a fully informed decision. The judgment held that it is advisable 
that health practitioners give information about all significant possible adverse 
outcomes and make a record of the information given. 


•	 Burke v the General Medical Counci l (see chapter 4, paragraph 7).10 The 
Court of Appeal held that the General Medical Council (GMC) guidance on 
withholding and withdrawing life-prolonging treatment was lawful. A patient 
cannot demand a particular treatment, but health professionals must take account 
of a patient’s wishes when making treatment decisions. Where a patient with 
capacity indicates his or her wish to be kept alive by the provision of Artificial 
Nutrition and Hydration (ANH), the doctor’s duty of care will require the 
doctors to provide ANH for as long as such treatment continues to prolong 
life. Where life depends upon the continued provision of ANH, ANH will be 
clinically indicated. A health professional who deliberately brought that patient’s 
life to an end by withdrawing ANH would be in breach of their duty of care 
and guilty of murder. If the patient lacks capacity, all reasonable steps that are in 
the person’s best interests should be taken to prolong their life. Although there 
is a strong presumption in favour of providing life-sustaining treatment, there 
are circumstances when continuing or providing life-sustaining treatment stops 
providing a benefit to a patient and is not clinically indicated. 


12.	 The standards expected of healthcare professionals by their regulatory bodies may 
at times be higher than the minimum required by the law. Although this guidance 
focuses primarily on the legal position, it will also indicate relevant guidance from 
regulatory bodies. It should be noted that the legal requirements in negligence cases 
have historically been based on the standards set by the professions for their members; 
therefore where the standards required by professional bodies are rising, it is likely 
that the legal standards will rise accordingly. 


8 Glass v United Kingdom (61827/00) [2004] 1 FLR 1019 European Court of Human Rights 
9 Chester v Afshar [2004] UKHL 41 
10 Burke v the General Medical Council [2005] 3 WLR 1132 
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1 Seeking consent 


Valid consent 


1.	 For consent to be valid, it must be given voluntarily by an appropriately informed 
person who has the capacity to consent to the intervention in question (this will 
be the patient or someone with parental responsibility for a patient under the age 
of 18,11 someone authorised to do so under a Lasting Power of Attorney (LPA) or 
someone who has the authority to make treatment decisions as a court appointed 
deputy12). Acquiescence where the person does not know what the intervention entails 
is not ‘consent’. 


Does the person have capacity? 


2.	 The Mental Capacity Act 2005 defines a person who lacks capacity as a person who 
is unable to make a decision for themselves because of an impairment or disturbance 
in the functioning of their mind or brain. It does not matter if the impairment or 
disturbance is permanent or temporary. A person lacks capacity if: 


•	 they have an impairment or disturbance (for example a disability, condition or 
trauma or the effect of drugs or alcohol) that affects the way their mind or brain 
works, and 


•	 that impairment or disturbance means that they are unable to make a specific 
decision at the time it needs to be made. 


3.	 An assessment of a person’s capacity must be based on their ability to make a specific 
decision at the time it needs to be made, and not their ability to make decisions in 
general. A person is unable to make a decision if they cannot do one or more of the 
following things: 


•	 understand the information given to them that is relevant to the decision 


•	 retain that information long enough to be able to make the decision 


•	 use or weigh up the information as part of the decision-making process 


•	 communicate their decision – this could be by talking or using sign language and 
includes simple muscle movements such as blinking an eye or squeezing a hand. 


11 See chapter 3 
12 See chapter 2 
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4.	 People may have capacity to consent to some interventions but not to others, or may 
have capacity at some times but not others. Under the Mental Capacity Act, a person 
must be assumed to have capacity unless it is established that they lack capacity. If 
there is any doubt, then the healthcare professional should assess the capacity of the 
patient to take the decision in question. This assessment and the conclusions drawn 
from it should be recorded in the patient’s notes. Guidance on assessing capacity is 
given in chapter 4 of the Mental Capacity Act (2005) Code of Practice.13 


5.	 A person’s capacity to consent may be temporarily affected by factors such as 
confusion, panic, shock, fatigue, pain or medication. However, the existence of such 
factors should not lead to an automatic assumption that the person does not have 
the capacity to consent. 


6.	 Capacity should not be confused with a healthcare professional’s assessment of 
the reasonableness of the person’s decision. Under the Mental Capacity Act and 
the common law, a person is not to be treated as unable to make a decision merely 
because they make an unwise decision. A person is entitled to make a decision 
which may be perceived by others to be unwise or irrational, as long as they have the 
capacity to do so. 


7.	 However, if the decision that appears irrational is based on a misperception of reality, 
as opposed to a different value system to that of the health practitioner – for example 
a patient who, despite the obvious evidence, denies that his foot is gangrenous, or 
a patient with anorexia nervosa who is unable to comprehend their failing physical 
condition – then the patient may not be able to comprehend, weigh or make use of 
the relevant information and hence may lack the capacity to make the decision in 
question. 


8.	 The Mental Capacity Act also requires that all practical and appropriate steps are 
taken to enable a person to make the decision themselves. These steps include the 
following: 


•	 Providing relevant information. For example, if there is a choice, has information 
been given on the alternatives? 


•	 Communicating in an appropriate way. For example, could the information be 
explained or presented in a way that is easier for the person to understand? 


•	 Making the person feel at ease. For example, are there particular times of the day 
when a person’s understanding is better? 


13 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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1 Seeking consent 


•	 Supporting the person. For example, can anyone else help or support the person 
to understand information and to make a choice? 


9.	 Guidance on how people should be helped to make their own decisions is given in 
chapter 3 of the Mental Capacity Act (2005) Code of Practice.14 


Is the consent given voluntarily? 


10.	 To be valid, consent must be given voluntarily and freely, without pressure or 
undue influence being exerted on the person either to accept or refuse treatment. 
Such pressure can come from partners or family members, as well as health or care 
practitioners. Practitioners should be alert to this possibility and where appropriate 
should arrange to see the person on their own in order to establish that the decision is 
truly their own. 


11.	 The test of capacity is set out in the Mental Capacity Act (see paragraph 2 above). 
Once it has been determined that a person has the capacity to make a particular 
decision at a particular time, a further requirement (under the common law) for that 
consent to be valid is that it must be given voluntarily and freely, without pressure 
or undue influence being exerted upon them.15 


12.	 When people are seen and treated in environments where involuntary detention may 
be an issue, such as prisons and mental hospitals, there is a potential for treatment 
offers to be perceived coercively, whether or not this is the case. Coercion invalidates 
consent, and care must be taken to ensure that the person makes decisions freely. 
Coercion should be distinguished from providing the person with appropriate 
reassurance concerning their treatment, or pointing out the potential benefits of 
treatment for the person’s health. However, threats such as withdrawal of any 
privileges, loss of remission of sentence for refusing consent or using such matters to 
induce consent may well invalidate the consent given, and are not acceptable. 


Has the person received sufficient information? 


13.	 To give valid consent, the person needs to understand the nature and purpose of 
the procedure. Any misrepresentation of these elements will invalidate consent. 
Where relevant, information about anaesthesia should be given alongside information 
about the procedure itself. 


14 www.publicguardian.gov.uk/mca/code-of-practice.htm 
15 That consent needs to be given voluntarily and freely has long been a requirement in the 


common law; see, for example, Re T [1992] and Freeman v the Home Office (No 2) [1984] 
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Reference guide to consent for examination or treatment 


14.	 It is particularly important that a person is aware of the situation when students or 
trainees carry out procedures to further their own education. Where the procedure 
will further the person’s care – for example taking a blood sample for testing – then, 
assuming the student is appropriately trained in the procedure, the fact that it is 
carried out by a student does not alter the nature and purpose of the procedure. 
It is therefore not a legal requirement to tell the person that the clinician is a student, 
although it would always be good practice to do so. In contrast, where a student 
proposes to conduct a physical examination that is not part of the person’s care then 
it is essential to explain that the purpose of the examination is to further the student’s 
training, and to seek consent for that to take place. 


15.	 Although informing people of the nature and purpose of procedures enables valid 
consent to be given as far as any claim of battery is concerned, this is not sufficient 
to fulfil the legal duty of care to the person. Failure to provide other relevant 
information may render the practitioner liable to an action for negligence if a 
person subsequently suffers harm as a result of the treatment received. 


16.	 The requirements of the legal duty to inform patients continues to develop in 
case law. In 1985, the House of Lords decided in the Sidaway 16 case that the legal 
standard to be used when deciding whether adequate information had been given to 
a patient should be the same as that used when judging whether a doctor had been 
negligent in their treatment or care of a patient: a doctor would not be considered 
negligent if their practice conformed to that of a responsible body of medical 
opinion held by practitioners skilled in the field in question. This is known as the 
‘Bolam test’.17 Whether the duty of care had been satisfied was therefore primarily 
a matter of medical opinion. However, Sidaway also stated that it was open to the 
courts to decide that information about a particular risk was so obviously necessary 
that it would be negligent not to provide it, even if a ‘responsible body’ of medical 
opinion would not have done so. 


17.	 Since Sidaway, judgments in a number of negligence cases (relating both to the 
provision of information and to the standard of treatment given) have shown that 
courts are willing to be critical of a ‘responsible body’ of medical opinion. It is now 
clear that the courts will be the final arbiter of what constitutes responsible practice, 
although the standards set by the healthcare professions for their members will 
still be influential. In Chester v Afshar , a majority of the House of Lords held that 
a neurosurgeon who failed to warn a patient of the small risk of injury inherent 
in surgery, even if properly performed, was liable to the patient when that risk 
materialised, even though the risk was not increased by the failure to warn and the 


16 Sidaway v Board of Governors of the Bethlem Royal Hospital [1985] AC 871 
17 Bolam v Friern Hospital Management Committee [1957] 2 All ER 118 
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1 Seeking consent 


patient had not shown that she would never have had an operation carrying the same 
risk.18 The Lords departed from the traditional ‘but for’ test of causation on the basis 
that, exceptionally, policy and justice required a modification to causation principles. 
The fundamental principle underlying the decision was the right of a patient to make 
an informed choice as to whether – and if so, when and by whom – to be operated on. 


18.	 In considering what information to provide, the health practitioner should try 
to ensure that the person is able to make an informed judgement on whether to 
give or withhold consent. Case law on this issue is evolving. It is therefore advisable 
to inform the person of any ‘material’ or ‘significant’ risks or unavoidable risks, even 
if small, in the proposed treatment; any alternatives to it; and the risks incurred 
by doing nothing. A Court of Appeal judgment stated that it will normally be the 
responsibility of the doctor to inform a patient of ‘a significant risk which would 
affect the judgment of a reasonable patient’.19 Following Chester v Afshar, it is 
advisable that healthcare professionals give information about all significant possible 
adverse outcomes and make a record of the information given. 


19.	 The GMC provides guidance on the type of information that patients may need to 
know before making a decision, and recommends that doctors should do their best to 
find out about patients’ individual needs and priorities when providing information 
about treatment options. It advises that discussions should focus on the patient’s 
‘individual situation and risk to them’ and sets out the importance of providing the 
information about the procedure and associated risks in a balanced way and checking 
that patients have understood the information given.20 BMA guidance advises that if 
in doubt about the amount of information to give a patient, doctors ‘should contact 
their hospital lawyers or their medical defence organisation’.21 


20.	 In the very rare event that the healthcare professional believes that to follow the 
guidance in paragraphs 18 and 19 in full will cause the patient serious harm, the 
GMC guidance states that this view, and the reasons for it, should be recorded in 
the patient’s notes. When such concerns arise it is advisable to discuss the issue 
within the team caring for the patient. In individual cases the courts may accept 
such a justification but would examine it with great care. The mere fact that the 
patient might become upset by hearing the information, or might refuse treatment, 
is not sufficient to act as a justification. 


18 Chester v Afshar [2004] UKHL 41 
19 Pearce v United Bristol Healthcare NHS Trust (1999) 48 BMLR 118 
20 GMC (2008) Consent: patients and doctors making decisions together. London: GMC 
21 BMA (2004) Medical Ethics Today: The BMA’s Handbook of Ethics and Law (second edition). 


Update to chapter 2. London: BMJ Group. www.bma.org.uk/ethics/MET2007updates.jsp 
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Reference guide to consent for examination or treatment 


21.	 Some people may wish to know very little about the treatment that is being proposed. 
If information is offered and declined, it is good practice to record this fact in the 
notes. However, it is possible that individuals’ wishes may change over time, and 
it is important to provide opportunities for them to express this. GMC and BMA 
guidance encourages doctors to explain to patients the importance of knowing the 
options open to them while respecting a person’s wish not to know, and states that 
basic information should always be provided about what the treatment aims to 
achieve and what it will involve. 


additional procedures 


22.	 During an operation it may become evident that the person could benefit from an 
additional procedure that was not within the scope of the original consent. If it would 
be unreasonable to delay the procedure until the person regains consciousness (for 
example because there is a threat to the person’s life) it may be justified to perform 
the procedure on the grounds that it is in the person’s best interests. However, the 
procedure should not be performed merely because it is convenient. For example, 
a hysterectomy should never be performed during an operation without explicit 
consent, unless it is necessary to do so to save life. 


23.	 If a person has refused certain additional procedures before the anaesthetic (for 
example, specifying that a mastectomy should not be carried out after a frozen 
section biopsy result), then this must be respected if the refusal is applicable to the 
circumstances (see paragraphs 47–52 for more details on advance decisions). The 
GMC guidance states that it is good practice to seek the views of the patient on 
possible additional procedures when seeking consent for the original intervention. 


Subsequent use of removed tissue 


24.	 The Human Tissue Act 2004 repeals and replaces the Human Tissue Act 1961, 
the Anatomy Act 1984 and the Human Organ Transplants Act 1989 as they relate 
to England and Wales. It also repeals and replaces the Human Tissue Act (Northern 
Ireland) 1962, the Human Organ Transplants (Northern Ireland) Order 1989 and 
the Anatomy (Northern Ireland) Order 1992. 


25.	 The 2004 Act makes consent the fundamental principle underpinning the lawful 
retention and use of body parts, organs and tissue from the living or the deceased 
for specified health-related purposes and public display. It also covers the removal 
of such material from the deceased. (It does not cover removal of such material from 
living patients – this continues to be dealt with under the common law and the 
Mental Capacity Act 2005.) 
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1 Seeking consent 


26.	 The 2004 Act regulates removal, storage and use of human tissue. This is referred 
to in the Act as ‘relevant material’ and is defined as material that has come from a 
human body and consists of, or includes, human cells. Cell lines are excluded, as 
are hair and nail from living people. Live gametes and embryos are excluded as they 
are already regulated under the Human Fertilisation and Embryology Act 199022 as 
amended by the Human Fertilisation and Embryology Act 2008.23 


27.	 The Human Tissue Act 2004 lists the purposes for which consent is required in 
Schedule 1, and they are referred to as ‘scheduled purposes’. The consent required 
under the Act is called ‘appropriate consent’, which means consent from the 
appropriate person, as identified in the Act. Where there has been a failure to obtain 
or misuse of consent, penalties of up to three years imprisonment or a fine, or both, 
are provided for in the Act. 


28.	 Full details on the requirements of the Human Tissue Act 2004 and the HTA’s codes 
of practice are on the HTA’s website at www.hta.gov.uk. These should be consulted 
to ensure compliance. 


Consent to visual and audio recordings 


29.	 Consent should be obtained for any visual or audio recording, including photographs 
or other visual images. The purpose and possible future use of the recording must 
be clearly explained to the person before their consent is sought for the recording 
to be made. If it is to be used for teaching, audit or research, people must be aware 
that they can refuse without their care being compromised and that when required 
or appropriate it can be anonymised. GMC guidance gives more detailed advice, 
including situations when permission is not required and about obtaining consent 
to use recordings as part of the assessment or treatment of patients and for training 
or research.24 


Who should seek consent? 


30.	 The clinician providing the treatment or investigation is responsible for ensuring that 
the person has given valid consent before treatment begins, although the consultant 
responsible for the person’s care will remain ultimately responsible for the quality of 
medical care provided. The GMC guidance states that the task of seeking consent 
may be delegated to another person, as long as they are suitably trained and qualified. 
In particular, they must have sufficient knowledge of the proposed investigation 
or treatment, and understand the risks involved, in order to be able to provide any 


22 www.opsi.gov.uk/acts/acts1990/ukpga_19900037_en_1 
23 www.opsi.gov.uk/acts/acts2008/ukpga_20080022_en_1 
24 GMC (2002) Making and Using Visual and Audio Recordings of Patients. London: GMC 


www.gmc-uk.org/guidance/current/library/making_audiovisual.asp 
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Reference guide to consent for examination or treatment 


information the patient may require. The practitioner who eventually carries out 
the investigation or treatment must also be able to determine whether the person 
has the capacity to make the decision in question and what steps need to be taken 
if the person lacks the capacity to make that decision (see chapter 2). Inappropriate 
delegation (for example where the clinician seeking consent has inadequate knowledge 
of the procedure) may mean that the ‘consent’ obtained is not valid. Clinicians are 
responsible for knowing the limits of their own competence, and should seek the 
advice of appropriate colleagues when necessary. 


When should consent be sought? 


31.	 The seeking and giving of consent is usually a process, rather than a one-off event. 
For major interventions, it is good practice where possible to seek the person’s 
consent to the proposed procedure well in advance, when there is time to respond 
to the person’s questions and provide adequate information (see paragraphs 13–21 
above). Clinicians should then check, before the procedure starts, that the person 
still consents. If a person is not asked to signify their consent until just before the 
procedure is due to start, at a time when they may be feeling particularly vulnerable, 
there may be real doubt as to its validity. In no circumstances should a person be 
given routine pre-operative medication before being asked for their consent to 
proceed with the treatment. 


form of consent 


32.	 The validity of consent does not depend on the form in which it is given. 
Written consent merely serves as evidence of consent: if the elements of voluntariness, 
appropriate information and capacity have not been satisfied, a signature on 
a form will not make the consent valid. 


33.	 Although completion of a consent form is in most cases not a legal requirement 
(exceptions include certain requirements of the Mental Health Act 1983 and of 
the Human Fertilisation and Embryology Act 1990 as amended by the Human 
Fertilisation and Embryology Act 2008) the use of such forms is good practice 
where an intervention such as surgery is to be undertaken. Where there is any doubt 
about the person’s capacity, it is important, before the person is asked to sign the 
form, to establish both that they have the capacity to consent to the intervention 
and that they have received enough information to enable valid consent to be given. 
Details of the assessment of capacity, and the conclusion reached, should be recorded 
in the case notes. 


34.	 If the person has capacity, but is unable to read or write, they may be able to make 
their mark on the form to indicate consent. It would be good practice for the mark 
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1 Seeking consent 


to be witnessed by a person other than the clinician seeking consent, and for the 
fact that the person has chosen to make their mark in this way to be recorded in 
the case notes. Similarly, if the person has capacity, and wishes to give consent, but 
is physically unable to mark the form, this fact should be recorded in the notes. 
Or, the person can direct someone to sign the form on their behalf, but there is 
no legal requirement for them to do so. If consent has been given validly, the lack 
of a completed form is no bar to treatment, but a form can be important evidence 
of such consent. 


35.	 Consent may be expressed verbally or non-verbally: an example of non-verbal consent 
would be where a person, after receiving appropriate information, holds out an arm 
for their blood pressure to be taken. However, the person must have understood 
what examination or treatment is intended, and why, for such consent to be valid. 
It is good practice to obtain written consent for any significant procedure, such as 
a surgical operation or when the person participates in a research project or a video 
recording (even if only minor procedures are involved). 


Requirements concerning gametes 


36.	 It is a legal requirement under the Human Fertilisation and Embryology Act 1990 as 
amended by the Human Fertilisation and Embryology Act 2008 that consent must be 
obtained in writing before a person’s gametes can be used for the treatment of others, 
or to create an embryo in vitro. Consent in writing is also required for the storage of 
gametes. Information and an opportunity to receive counselling must be provided 
before the consent is given. Where these requirements are not satisfied, it is unlawful 
to store or use the person’s gametes for these purposes. Clinicians should ensure that 
written consent to storage exists before retrieving gametes. 


37.	 Outside specialist infertility practice, these requirements may be relevant to health 
practitioners whose patients are about to undergo treatment that might render them 
sterile (such as chemotherapy or radiotherapy), where a patient may wish to have 
gametes, or ovarian or testicular tissue, stored prior to the procedure. Healthcare 
practitioners may also receive requests to remove gametes from a person who is unable 
to give consent. 


Requirements for living donation 


38.	 The HTA is responsible for the regulation, through a system of approvals, of the 
donation from living people of solid organs, bone marrow and peripheral blood stem 
cells for transplantation into others. Information on the legal requirements and how 
to proceed is available from the HTA.25 


25 www.hta.gov.uk 
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Reference guide to consent for examination or treatment 


Research and innovative treatment 


39.	 The same legal principles apply when seeking consent from a person for research 
purposes as when seeking consent for investigations or treatment. GMC guidance 
advises that patients ‘should be told how the proposed treatment differs from the 
usual methods, why it is being offered, and if there are any additional risks or 
uncertainties’. Clinical trials are covered by the Medicines for Human Use (Clinical 
Trial Regulations) 2004.26 


40.	 If the treatment being offered is of an experimental nature, but not actually part 
of a research trial, this fact must be clearly explained to a person with capacity before 
their consent is sought, along with information about standard alternatives. It is good 
practice to give a person information about the evidence to date of the effectiveness 
of the new treatment, both at national/international levels and in the practitioner’s 
own experience, including information about known possible side-effects. 


41.	 Where the person is an adult who lacks capacity or a child, then the experimental 
treatment cannot be given, unless it would be in their best interests. In the case 
of Simms v Simms , the court found that where a responsible body of relevant 
professional opinion supported innovative treatment, that treatment would meet 
the ‘Bolam test’ (see paragraph 16).27 Where there is no alternative treatment available 
and the disease is progressive and fatal, it will be reasonable to consider experimental 
treatment with unknown benefits and risks but without significant risks of increased 
suffering to the patient, and where there is some chance of benefit to the patient. In 
this case, the court held that the treatment was in the best interests of both a child 
and an adult lacking capacity. 


Duration of consent 


42.	 When a person gives valid consent to an intervention, in general that consent remains 
valid for an indefinite duration, unless it is withdrawn by the person. However, if 
new information becomes available regarding the proposed intervention (for example 
new evidence of risks or new treatment options) between the time when consent was 
sought and when the intervention is undertaken, the GMC guidance states that a 
doctor or member of the healthcare team should inform the patient and reconfirm 
their consent. In the light of paragraph 19 above, the clinician should consider 
whether the new information should be drawn to the attention of the patient and 
the process of seeking consent repeated on the basis of this information. Similarly, 
if the patient’s condition has changed significantly in the intervening time it may 


26 Medicines for Human Use (Clinical Trials) Regulations 2004, SI 1031. www.legislation.gov.uk/ 
si/si2004/20041031.htm 


27 Simms v Simms [2003] Fam 83 
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1 Seeking consent 


be necessary to seek consent again, on the basis that the likely benefits and/or risks 
of the intervention may also have changed. 


43.	 If consent has been obtained a significant time before undertaking the intervention, it 
is good practice to confirm that the person who has given consent (assuming that they 
retain capacity) still wishes the intervention to proceed, even if no new information 
needs to be provided or further questions answered. The position of those who lack 
capacity is covered in chapter 2. 


When consent is refused 


44.	 If an adult with capacity makes a voluntary and appropriately informed decision to 
refuse treatment (whether contemporaneously or in advance), this decision must be 
respected, except in certain circumstances as defined by the Mental Health Act 1983 
(see chapter 5). This is the case even where this may result in the death of the person 
(and/or the death of an unborn child, whatever the stage of the pregnancy).28 Refusal 
of treatment by those under the age of 18 is covered in chapter 3. 


Withdrawal of consent 


45.	 A person with capacity is entitled to withdraw consent at any time, including during 
the performance of a procedure. Where a person does object during treatment, it is 
good practice for the practitioner, if at all possible, to stop the procedure, establish 
the person’s concerns and explain the consequences of not completing the procedure. 
At times, an apparent objection may in fact be a cry of pain rather than withdrawal 
of consent, and appropriate reassurance may enable the practitioner to continue 
with the person’s consent. If stopping the procedure at that point would genuinely 
put the life of the person at risk, the practitioner may be entitled to continue 
until that risk no longer applies. 


46.	 Assessing capacity during a procedure may be difficult and, as noted above, factors 
such as pain, panic and shock may diminish capacity to consent. The practitioner 
should try to establish whether at that time the person has capacity to withdraw 
a previously given consent. If capacity is lacking, it may sometimes be justified 
to continue in the person’s best interests (see chapter 2), but this should not be used 
as an excuse to ignore distress. 


advance decisions to refuse treatment 


47.	 A person may have made an advance decision to refuse particular treatment in 
anticipation of future incapacity (sometimes previously referred to as a ‘living will’ 


28 Re B [2002] 1 FLR 1090 
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or ‘advance directive’). A valid and applicable advance decision to refuse treatment 
has the same force as a contemporaneous decision to refuse treatment. This is a 
well-established rule of common law, and the Mental Capacity Act 2005 now puts 
advance decisions on a statutory basis. The Act sets out the requirements that such a 
decision must meet to be valid and applicable. Further details are available in chapter 
9 of the Mental Capacity Act (2005) Code of Practice, but in summary these are:29 


•	 the person must be 18 or over 


•	 the person must have the capacity to make such a decision 


•	 the person must make clear which treatments they are refusing 


•	 if the advance decision refuses life-sustaining treatment, it must be in writing 
(it can be written by someone else or recorded in healthcare notes), it must be 
signed and witnessed and it must state clearly that the decision applies even if life 
is at risk 


•	 a person with capacity can withdraw their advance decision at any time. 


48.	 Healthcare professionals must follow an advance decision if it is valid and applicable, 
even if it may result in the person’s death. If they do not, they could face criminal 
prosecution or civil liability. The Mental Capacity Act 2005 protects a health 
professional from liability for treating or continuing to treat a person in the person’s 
best interests if they are not satisfied that an advance decision exists which is valid 
and applicable. The Act also protects healthcare professionals from liability for the 
consequences of withholding or withdrawing a treatment if at the time they reasonably 
believe that there is a valid and applicable advance decision. If there is genuine doubt 
or disagreement about an advance decision’s existence, validity or applicability, 
the case should be referred to the Court of Protection. The court does not have 
the power to overturn a valid and applicable advance decision. While a decision is 
awaited from the courts, healthcare professionals can provide life-sustaining treatment 
or treatment to stop a serious deterioration in the patient’s condition. 


49.	 If an advance decision is not valid or applicable to current circumstances, healthcare 
professionals must consider the advance decision as part of their assessment of the 
person’s best interests (see chapter 2, paragraph 8). Advance decisions made before 
the Mental Capacity Act came into force may still be valid if they meet the provisions 
of the Act. There are transitional arrangements for advance decisions to refuse life-
sustaining treatment made before 1 October 2007. Further information is available 
on the Department of Health website.30 


29 www.publicguardian.gov.uk/mca/code-of-practice.htm 
30 www.dh.gov.uk/en/Publichealth/Scientificdevelopmentgeneticsandbioethics/Consent/DH_076863 
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50.	 Some healthcare professionals may disagree in principle with a person’s right to 
refuse life-sustaining treatment. The Mental Capacity Act does not change the 
current legal position. Healthcare professionals do not have to act in a way that goes 
against their beliefs; however, they must not simply abandon patients or cause their 
care to suffer. A patient should have the option of transferring their care to another 
healthcare professional or, if the patient lacks capacity, arrangements should be made 
for the management of the patient’s care to be transferred to another healthcare 
professional.31 


51.	 Patients should always be offered measures that are essential to keeping them 
comfortable.32 This is sometimes referred to as ‘basic’ or ‘essential’ care, and includes 
warmth, shelter, actions to keep a person clean and free from distress and the offer of 
food and water by mouth. The BMA’s guidance advises that basic care should always 
be provided unless it is actively resisted by a patient, and that ‘refusals of basic care 
by patients with capacity should be respected, although it should be continued to 
be offered’. Advance decisions made under the Mental Capacity Act cannot refuse 
actions that are needed to keep a person comfortable. The Act allows healthcare 
professionals to carry out these actions in the best interests of a person who lacks 
capacity. An advance decision can refuse artificial nutrition and hydration. 


52.	 However, although basic/essential care would include the offer of oral nutrition 
and hydration, it would not cover force feeding an individual or the use of artificial 
nutrition and hydration. The courts have recognised that an individual with capacity 
has the right to choose to refuse food and drink, although this may be qualified if the 
person has a mental disorder. Towards the end of such a period an individual is likely 
to lose capacity, and the courts have stated that if the individual has, while they have 
capacity, expressed the desire to refuse food until death supervenes, the person cannot 
be force fed or fed artificially when they lack capacity. If the person is refusing food 
as a result of mental disorder, then detention and treatment without consent may be 
a possibility under the Mental Health Act 1983, different considerations may apply 
and more specialist guidance should be consulted.33 


Self-harm 


53.	 Cases of self-harm present a particular difficulty for healthcare professionals. Where 
the person is able to communicate, an assessment of their mental capacity should be 
made as a matter of urgency. If the person is judged not to have capacity, then they 


31 Re B (adult: refusal of medical treatment) [2002] EWHC 429 (Fam) at paragraph 100(viii); 
paragraph 9.61 of the Mental Capacity Act (2005) Code of Practice 


32 BMA (2007) Withholding and Withdrawing Life-prolonging Medical Treatment: Guidance for 
decision making (third edition) (Part 2.11). London: BMJ Group 


33 Mental Health Act Commission (1979) Guidance Note 3: Guidance on the treatment of anorexia 
nervosa under the Mental Health Act 1983 (updated March 1999) 
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may be treated on the basis of temporary incapacity (see chapter 2, paragraph 12). 
Similarly, patients who have attempted suicide and are unconscious should be given 
emergency treatment if any doubt exists as to either their intentions or their capacity 
when they took the decision to attempt suicide. 


54.	 However, as noted in paragraph 47 above, patients with capacity do have the right 
to refuse life-sustaining treatment (other than treatment for mental disorder under 
the Mental Health Act 1983) – both at the time it is offered and in the future. 
Making a decision which, if followed, may result in death does not necessarily mean 
that a person is or feels suicidal. Nor does it necessarily mean that the person lacks 
the capacity to make the decision now or in advance. If the person is clearly suicidal, 
this may raise questions about their capacity to make the decision. If a patient with 
capacity has harmed themselves, a prompt psychosocial assessment of their needs 
should be offered. However, if the person refuses treatment and use of the Mental 
Health Act 1983 is not appropriate, then their refusal must be respected.34 Similarly, 
if practitioners have good reason to believe that a patient genuinely intended to end 
their life and had capacity when they took that decision, and are satisfied that the 
Mental Health Act is not applicable, then treatment should not be forced upon the 
person, although clearly attempts should of course be made to encourage them to 
accept help. 


34 National Collaborating Centre for Mental Health, commissioned by the National Institute for 
Clinical Excellence (2004) National Clinical Practice Guideline 16: Self-harm. 
www.nice.org.uk/nicemedia/pdf/CG16FullGuideline.pdf 
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2 adults without capacity 


General principles 


1.	 The Mental Capacity Act 2005 came fully into force in October 2007 and applies in 
England and Wales to everyone who works in health and social care and is involved 
in the care, treatment or support of people over 16 years of age who may lack capacity 
to make decisions for themselves. It is largely based on previous common law and 
creates a single, coherent framework for decision-making, including decisions about 
treatment. This chapter summarises the main provisions of the Mental Capacity Act. 
Detailed guidance is provided in the Code of Practice,35 which has statutory force. 
The Act imposes a duty on health professionals (and other healthcare staff) to have 
regard to the Code of Practice. 


2.	 Under English law, no one is able to give consent to the examination or treatment 
of an adult who lacks the capacity to give consent for themself, unless they have been 
authorised to do so under a Lasting Power of Attorney or they have the authority 
to make treatment decisions as a court appointed deputy (see paragraphs 14–20) 
Therefore, in most cases, parents, relatives or members of the healthcare team cannot 
consent on behalf of such an adult. However, the Mental Capacity Act sets out the 
circumstances in which it will be lawful to carry out such examinations or treatment. 


3.	 In general, the refusal to an intervention made by a person when they had capacity 
cannot be overridden if the advance decision is valid and applicable to the situation 
(see chapter 1, paragraph 47). There are certain statutory exceptions to this principle, 
including treatment for mental disorder under the Mental Health Act 1983, which 
are set out briefly in chapter 5. 


4.	 The legal requirements in the Mental Capacity Act are underpinned by five statutory 
principles. One of these key principles is that any act done for, or any decision made 
on behalf of, a person who lacks capacity must be done, or made, in that person’s best 
interests. This principle applies to health professionals as it does to anyone working 
with and caring for a person who lacks capacity. The Act also creates a new offence 
of ill treatment or wilful neglect of someone who lacks capacity by someone with 
responsibility for their care or with decision-making powers. 


35 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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Reference guide to consent for examination or treatment 


5.	 Information on assessing capacity is given in chapter 1, paragraph 2, and in this 
guidance a person’s capacity (or lack of capacity) refers specifically to their capacity 
to make a particular decision at the time it needs to be made. 


6.	 The Mental Capacity Act provides healthcare professionals with protection from 
civil and criminal legal liability for acts or decisions made in the best interests of 
the person who lacks capacity. The Act makes it clear that when determining what 
is in a person’s best interests a healthcare professional must not make assumptions 
about someone’s best interests merely on the basis of the person’s age or appearance, 
condition or any aspect of their behaviour. 


7.	 The Act requires that a healthcare professional must consider all the relevant 
circumstances relating to the decision in question. These are described as factors that 
the healthcare professional is aware of and which are reasonable to take into account. 


8.	 In considering the relevant circumstances, the Act rules that the healthcare 
professionals must take the following steps: 


•	 Consider whether the person is likely to regain capacity and if so whether 
the decision can wait. 


•	 Involve the person as fully as possible in the decision that is being made 
on their behalf. 


•	 As far as possible, consider: 
–	 the person’s past and present wishes and feelings (in particular if they have 


been written down) 
–	 any beliefs and values (eg religious, cultural or moral) that would be likely to 


influence the decision in question, and any other relevant factors, and 
–	 the other factors that the person would be likely to consider if they were 


able to do so. 


•	 As far as possible, consult other people if it is appropriate to do so and take 
into account their views as to what would be in the best interests of the person 
lacking capacity, especially: 
–	 anyone previously named by the person lacking capacity as someone 


to be consulted 
–	 anyone engaging in caring for or interested in the person’s welfare 
–	 any attorney appointed under a Lasting Power of Attorney (see paragraphs 


14–16) 
–	 any deputy appointed by the Court of Protection to make decisions for the 


person (see paragraphs 17–20). 
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2 Adults without capacity 


•	 For decisions about serious medical treatment, where there is no one appropriate 
other than paid staff, healthcare professionals have to instruct an IMCA (see 
paragraphs 21–23). 


•	 If the decision concerns the provision or withdrawal of life-sustaining treatment, 
the person making the best interests decision must not be motivated by a desire 
to bring about the person’s death. 


9.	 The Mental Capacity Act (2005) Code of Practice makes it clear that the steps 
set out in the Act should form the starting point for considering all the relevant 
circumstances of each case, and often other factors will be important. Further 
guidance on interpreting best interests is provided in chapter 5 of the Code of 
Practice.36 


10.	 Healthcare professionals should demonstrate in their record-keeping that the decision 
has been based on all available evidence and has taken into account any conflicting 
views. What is in a person’s best interests may well change over time. This means 
that even where similar actions need to be taken repeatedly in connection with the 
person’s care or treatment, the person’s best interests should be reviewed regularly. 


11.	 In cases of serious doubt or dispute about an individual’s mental capacity or best 
interests, an application can be made to the Court of Protection for a ruling. The duty 
officer of the Official Solicitor can advise on the appropriate procedure if necessary.37 


See also chapter 8 of the Mental Capacity Act (2005) Code of Practice for further 
information.38 Details of the circumstances in which a referral should be made to the 
court are given in paragraph 26. 


Duration of lack of capacity 


12.	 The provisions of the Mental Capacity Act apply to acts or decisions made on behalf 
of an adult who lacks capacity – whether the lack of capacity is likely to be temporary 
or permanent. It is possible for capacity to fluctuate. In such cases, it is good practice 
to establish, while the person has capacity, their views about any clinical intervention 
that may be necessary during a period of anticipated incapacity, and to record these 
views. The person may wish to make an advance decision to refuse treatment (see 
chapter 1, paragraph 47) or a statement of their preferences and wishes (see paragraph 
13). If the person does not make a relevant advance decision, decisions about that 
person’s treatment if they lack capacity must be made in accordance with the Mental 


36 www.publicguardian.gov.uk/mca/code-of-practice.htm 
37 Further details about the Official Solicitor can be found at 


www.officialsolicitor.gov.uk/os/offsol.htm (contact would usually be made through the legal 
department of the NHS body involved) 


38 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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Capacity Act (see paragraph 2 above). This would include considering whether the 
person is likely to regain capacity and, if so, whether the decision can wait, as well as 
the statutory principle that all practical steps must be taken to enable the person to 
make their own decision. 


Statements of preferences and wishes 


13.	 A healthcare professional must take all statements of a person’s preferences and 
wishes into consideration as part of a best interests assessment. Written statements 
which request specific treatments made by a person before losing capacity should be 
given the same consideration as those made by people who currently have capacity 
to make treatment decisions. However, a healthcare professional would not have 
to follow a written request if they thought that the specific treatment would be 
clinically unnecessary or not appropriate for the person’s condition, and therefore 
not in the person’s best interests. If the decision is different to a written statement, 
a healthcare professional should keep a record of this and be prepared to justify the 
decision if challenged. There is an important legal distinction between a written 
statement expressing treatment preferences, which a healthcare professional must 
take into account when making a best interests decision, and a valid and applicable 
advance decision to refuse treatment (see chapter 1, paragraph 47), which healthcare 
professionals must follow. Healthcare professionals cannot ignore a written statement 
that is a valid and applicable advance decision to refuse treatment. 


Lasting Power of attorney 


14.	 The Mental Capacity Act enables a person aged 18 or over to appoint an attorney 
to look after their health and welfare decisions if they should lack the capacity to 
make such decisions in the future. Under a personal welfare LPA, the attorney – if 
they have the authority to do so – can make decisions that are as valid as those made 
by the person themselves. The LPA must be made in the form, and meet the criteria, 
set out in the regulations,39 and it must be registered with the Office of the Public 
Guardian before it can be used. 


15.	 The LPA may specify limits to the attorney’s authority, and the LPA must specify 
whether or not the attorney has the authority to make decisions about life-sustaining 
treatment. Healthcare practitioners directly involved in the care or treatment of a 
person who lacks capacity should not agree to act as that person’s attorney other 
than in exceptional circumstances (for example if they are the only close relative of 
the person). If the person lacks capacity and has created a personal welfare LPA, the 


39 Mental Capacity Act 2005 (Lasting Powers of Attorney, Enduring Powers of Attorney and Public 
Guardian) Regulations 2007, SI 2007, 2161 and 
www.publicguardian.gov.uk/forms/Making-an-LPA.htm 
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2 Adults without capacity 


attorney will have the authority to make decisions and consent to or refuse treatment 
as set out in the LPA. Healthcare practitioners should read the LPA if it is available, 
in order to understand the extent of the attorney’s power. 


16.	 The attorney must follow the statutory principles under the Mental Capacity Act and 
make decisions in the best interests of the person lacking capacity. If the decision is 
about life-sustaining treatment, the attorney must not be motivated by a desire to 
bring about the person’s death. Attorneys also have a legal duty to have regard to the 
guidance in the Mental Capacity Act (2005) Code of Practice. If there is a dispute 
that cannot be resolved, eg between the attorney and a doctor, it may have to be 
referred to the Court of Protection. More information about LPAs is given in chapter 
7 of the Code of Practice.40 


Court appointed deputies 


17.	 If a person lacks capacity to make a decision relating to their personal welfare, 
then the Court of Protection can make an order making a decision on their behalf. 
Alternatively, the Court of Protection can appoint a deputy to make decisions on 
behalf of the person who lacks capacity. The Mental Capacity Act makes it clear that 
in such situations it is preferable for the Court of Protection to make the decision if at 
all possible, and that if a deputy is appointed, then their powers should be limited in 
scope to what is absolutely necessary. 


18.	 The court must ensure that any deputy appointed has the necessary skills and abilities 
and is prepared to take on the duty and responsibility of the role. Both the court and 
any deputy must follow the statutory principles of the Act and make decisions in the 
person’s best interests. 


19.	 Deputies for personal welfare decisions will only be required in the most difficult 
cases, where important and necessary actions cannot be carried out without the 
court’s authority or where there is no other way of settling the matter in the best 
interests of the person who lacks capacity. For example, a deputy could be appointed 
to make ongoing decisions, having consulted all relevant parties. This could be useful 
where there is a history of family disputes. 


20.	 If a deputy has been appointed to make treatment decisions on behalf of a person 
who lacks capacity then it is the deputy rather than the healthcare professional who 
makes the treatment decision. A deputy cannot go against a decision of an attorney 
under an LPA made before the person lacks capacity. Deputies must follow the 
Mental Capacity Act’s statutory principles and must make decisions in the person’s 
best interests. A deputy cannot refuse consent to the provision of life-sustaining 


40 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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Reference guide to consent for examination or treatment 


treatment. More information about the powers of the Court of Protection and 
the role of deputies is given in chapter 8 of the Code of Practice.41 


Independent mental capacity advocates 


21.	 The Mental Capacity Act has, since April 2007 in England and since October 
2007 in Wales, introduced a duty on NHS bodies to instruct an IMCA in serious 
medical treatment decisions when a person who lacks capacity to make a decision 
has no one who can speak for them, other than paid staff. In matters that meet the 
definition of serious medical treatment,42 IMCAs are only able to represent and 
support people whose treatment is arranged by the NHS. They have the right to 
information about an individual and can see relevant healthcare records. 


22.	 The duties of an IMCA are to: 


•	 support the person who lacks capacity and represent their views and interests 
to the decision-maker 


•	 obtain and evaluate information, both through interviewing the person and 
through examining relevant records and documents 


•	 obtain the views of professionals providing treatment for the person who 
lacks capacity 


•	 identify alternative courses of action 


•	 obtain a further medical opinion, if required, and 


•	 prepare a report (that the decision-maker must consider). 


23.	 IMCAs are not decision-makers for the person who lacks capacity. They are 
there to support and represent that person and to ensure that decision-making for 
people who lack capacity is done appropriately and in accordance with the Mental 
Capacity Act. More information is given at www.dh.gov.uk/imca and in chapter 10 
of the Mental Capacity Act (2005) Code of Practice.43 


Consent forms 


24.	 Where treatment is provided to a person who lacks capacity following a best 
interests decision, any consent form should not be signed by someone else unless they 
have a personal welfare LPA that authorises them to make the decision in question, or 


41 www.publicguardian.gov.uk/mca/code-of-practice.htm 
42 See Mental Capacity Act (2005) Code of Practice, chapter 10, paragraph 10.42 et seq. for 


further information on what is regarded as ‘serious medical treatment’. www.publicguardian. 
gov.uk/mca/code-of-practice.htm 


43 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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2 Adults without capacity 


they are a court appointed deputy with similar authority. It is good practice to note 
either in the records or on a ‘patient unable to consent’ form why the treatment was 
decided to be in the patient’s best interests. 


Referral to court 


25.	 The Mental Capacity Act established the Court of Protection to deal with 
decision-making for adults (and children in a few cases) who may lack the capacity 
to make specific decisions for themselves. The Court of Protection deals with serious 
decisions affecting personal welfare matters, including healthcare, which were 
previously dealt with by the High Court. In cases of serious dispute, where there is no 
other way of finding a solution or when the authority of the court is needed in order 
to make a particular decision or take a particular action, the court can be asked to 
make a decision. 


26.	 The courts have identified certain circumstances when referral should be made 
to them for a ruling on lawfulness before a procedure is undertaken. These are: 


•	 decisions about the proposed withholding or withdrawal of ANH from patients 
in a permanent vegetative state 


•	 cases involving organ, bone marrow or peripheral blood stem cell donation by 
an adult who lacks the capacity to consent (see chapter 3 for information on 
children) 


•	 cases involving the proposed non-therapeutic sterilisation of a person who 
lacks the capacity to consent to this (eg for contraceptive purposes), and 


•	 all other cases where there is a doubt or dispute about whether a particular 
treatment will be in a person’s best interests. 


27.	 Other cases likely to be referred to the court include those involving ethical 
dilemmas in untested areas (such as innovative treatments for variant CJD44), or 
where there are otherwise irresolvable conflicts between healthcare staff, or between 
staff and family members. More information about the powers of the Court of 
Protection and the cases that should be referred to the court is given in the Mental 
Capacity Act (2005) Code of Practice and in a Court of Protection Practice 
Direction.45 


28.	 The courts have stated that neither sterilisation which is incidental to the 
management of the detrimental effects of menstruation nor abortion need 
automatically be referred to court if there is no doubt that this is the most appropriate 


44 Simms v An NHS Trust [2002] EWHC 2734 (Fam) 
45 www.publicguardian.gov.uk/docs/09E_-_Serious_Medical_Treatment_PD.pdf 
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Reference guide to consent for examination or treatment 


therapeutic response. However, these procedures can give rise to special concern 
about the best interests and rights of a person who lacks capacity. The need for such 
procedures occasionally arises in relation to women with a severe learning disability. 
It is good practice to involve as part of the decision-making process a consultant 
in the psychiatry of learning disability, the multidisciplinary team and the patient’s 
family, and to document their involvement. Less invasive or reversible options should 
always be considered before permanent sterilisation. Where there is disagreement as 
to the patient’s best interests, a reference to court may be appropriate. 


29.	 It should be noted that, in the future, the courts may extend the list of procedures 
concerning which referral to the court is good practice. 


30.	 Although some procedures may not require court approval, their appropriateness 
may give rise to concern. For example, some patients with learning disability 
may exhibit challenging behaviour, such as biting or self-injury. If such behaviour 
is severe, interventions such as applying a temporary soft splint to the teeth or 
using arm splints to prevent self-injury are exceptionally considered, within a wider 
therapeutic context. As with hysterectomies undertaken for menstrual management 
purposes, great care must be taken in determining the best interests of such patients as 
distinct from dealing with the needs of carers and others who are concerned with the 
individual’s treatment. 


Research 


31.	 The Mental Capacity Act sets out a legal framework for involving people who lack the 
capacity to consent to taking part in research. The Act provides for when such research 
can be carried out and for safeguards to protect people involved in the research who 
lack capacity, for example ensuring that the wishes and feelings of the person who 
lacks capacity are respected. Anyone setting up or carrying out such research will need 
to make sure that the research complies with the provisions set out in the Act and will 
need to follow the guidance given in chapter 11 of the Mental Capacity Act (2005) 
Code of Practice.46 The Act does not include clinical trials, which are covered by 
the Medicines for Human Use (Clinical Trial Regulations) 2004. 


32.	 The Act requires that a family member or unpaid carer must be consulted about any 
proposal and agree that the person who lacks capacity can be part of the research. If 
such a person cannot be identified, then the researcher must nominate a person who 
is independent of the research project to provide advice on the participation of the 
person who lacks capacity in the research. The person consulted should be asked for 
advice about whether the person who lacks capacity should participate in the research 
project and what, in their opinion, the person’s wishes and feelings about taking 


46 www.publicguardian.gov.uk/mca/code-of-practice.htm 
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2 Adults without capacity 


part would be likely to be if they had capacity. The person’s past or present wishes, 
feelings and values are most important in deciding whether they should take part in 
research or not. If the person without capacity shows any sign that they are not happy 
to be involved in the research, then the research will not be allowed to continue. 


33.	 Healthcare professionals may be providing care or treatment for a person who 
is taking part in a research project, and may be asked for their views about what 
the person’s feelings are or need to advise the researchers if the person seems 
upset about any aspect of the research. 
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3 Children and young people 


1.	 The legal position concerning consent and refusal of treatment by those under the 
age of 18 is different from the position for adults. For the purposes of this guidance 
‘children’ refers to people aged below 16 and ‘young people’ refers to people 
aged 16–17. 


Young people aged 16–17 


2.	 By virtue of section 8 of the Family Law Reform Act 1969, 47 people aged 16 or 17 
are presumed to be capable of consenting to their own medical treatment, and any 
ancillary procedures involved in that treatment, such as an anaesthetic. As for adults, 
consent will be valid only if it is given voluntarily by an appropriately informed 
young person capable of consenting to the particular intervention. However, unlike 
adults, the refusal of a competent person aged 16–17 may in certain circumstances be 
overridden by either a person with parental responsibility or a court (see paragraphs 
14–18 below). 


3.	 Section 8 of the Family Law Reform Act 1969 applies only to the young person’s own 
treatment. It does not apply to an intervention that is not potentially of direct health 
benefit to the young person, such as blood donation or non-therapeutic research on 
the causes of a disorder. However, a young person may be able to consent to such 
an intervention under the standard of Gillick competence, considered below (see 
paragraph 6 et seq.). 


4.	 In order to establish whether a young person aged 16 or 17 has the requisite capacity 
to consent to the proposed intervention, the same criteria as for adults should be used 
(see chapter 1, paragraph 2). If a young person lacks capacity to consent because of 
an impairment of, or a disturbance in the functioning of, the mind or brain then the 
Mental Capacity Act 2005 will apply in the same way as it does to those who are 18 
and over (see chapter 2). If however they are unable to make the decision for some 
other reason, for example because they are overwhelmed by the implications of the 
decision, then the Act will not apply to them and the legality of any treatment should 
be assessed under common law principles. It may be unclear whether a young person 
lacks capacity within the meaning of the Act. In those circumstances, it would be 
prudent to seek a declaration from the court. More information on how the Act applies 


47 www.opsi.gov.uk/RevisedStatutes/Acts/ukpga/1969/cukpga_19690046_en_2#ptH1g8 
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3 Children and young people 


to young people is given in chapter 12 of the Mental Capacity Act (2005) Code of 
Practice.48 


5.	 If the 16/17-year-old is capable of giving valid consent then it is not legally necessary 
to obtain consent from a person with parental responsibility for the young person 
in addition to the consent of the young person. It is, however, good practice to 
involve the young person’s family in the decision-making process – unless the young 
person specifically wishes to exclude them – if the young person consents to their 
information being shared. 


Children under 16 – the concept of Gillick competence 


6.	 In the case of Gillick , the court held that children who have sufficient 
understanding and intelligence to enable them to understand fully what is involved in 
a proposed intervention will also have the capacity to consent to that intervention.49 


This is sometimes described as being ‘Gillick competent’. A child of under 16 may 
be Gillick competent to consent to medical treatment, research, donation or any 
other activity that requires their consent. 


7.	 The concept of Gillick competence is said to reflect a child’s increasing 
development to maturity. The understanding required for different interventions 
will vary considerably. Thus a child under 16 may have the capacity to consent 
to some interventions but not to others. The child’s capacity to consent should 
be assessed carefully in relation to each decision that needs to be made. 


8.	 In some cases, for example because of a mental disorder, a child’s mental state may 
fluctuate significantly, so that on some occasions the child appears Gillick competent 
in respect of a particular decision and on other occasions does not. In cases such as 
these, careful consideration should be given as to whether the child is truly Gillick 
competent at the time that they need to take a relevant decision. 


9.	 If the child is Gillick competent and is able to give voluntary consent after receiving 
appropriate information, that consent will be valid and additional consent by a person 
with parental responsibility will not be required. It is, however, good practice to 
involve the child’s family in the decision-making process, if the child consents to their 
information being shared. 


10.	 Where advice or treatment relates to contraception, or the child’s sexual or reproductive 
health, the healthcare professional should try to persuade the child to inform his or her 
parent(s), or allow the medical professional to do so. If however the child cannot be 


48 www.publicguardian.gov.uk/mca/code-of-practice.htm 
49 Gillick v West Norfolk and Wisbech AHA [1986] AC 112 
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persuaded, advice and/or treatment should still be given if the healthcare professional 
considers that the child is very likely to begin or continue to have sexual intercourse 
with or without advice or treatment, and that unless they receive the advice or 
treatment then the child’s physical or mental health is likely to suffer. 


11.	 If the child seeks advice or treatment in relation to abortion and cannot be persuaded 
to inform her parent(s), every effort should be made to help the child find another 
adult (such as another family member or a specialist youth worker) to provide support 
to the child.50 


the requirement of voluntariness 


12.	 Although a child or young person may have the capacity to give consent, this is 
only valid if it is given voluntarily. This requirement must be considered carefully. 
Children and young people may be subject to undue influence by their parent(s), 
other carers or a sexual partner (current or potential), and it is important to establish 
that the decision is that of the individual him or herself. 


Child or young person with capacity refusing treatment 


13.	 Where a young person of 16 or 17 who could consent to treatment in accordance 
with section 8 of the Family Law Reform Act 1969, or a child under 16 but Gillick 
competent, refuses treatment, it is possible that such a refusal could be overruled if 
it would in all probability lead to the death of the child/young person or to severe 
permanent injury. 


14.	 In the case of Re W (a minor) (medical treatment) ,51 the court stated that it has 
jurisdiction to override a refusal of a child/young person, at least where they seek to 
refuse treatment in circumstances that will, in all probability, lead to the death of 
the child/young person or to severe permanent injury; or where there is a serious and 
imminent risk that the child/young person will suffer grave and irreversible mental or 
physical harm. 


15.	 The courts have, in the past, also found that parents can consent to their competent 
child being treated even where the child/young person is refusing treatment.52 


However, there is no post-Human Rights Act 1998 authority for this proposition, 
and it would therefore be prudent to obtain a court declaration or decision if faced 
with a competent child or young person who is refusing to consent to treatment, to 
determine whether it is lawful to treat the child. 


50 Axon v Secretary of State for Health [2006] EWHC 37 (Admin) 
51 Re W (a minor) (medical treatment) [1992] 4 All ER 627 
52 Re R (a minor) (wardship: medical treatment) [1991] 4 All ER 177 
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3 Children and young people 


16.	 Where the treatment involved is for mental disorder, consideration should be given to 
using mental health legislation. 


17.	 The changes made to section 131 of the Mental Health Act 1983 by section 43 of the 
Mental Health Act 2007 mean that when a young person of 16 or 17 has capacity 
(as defined in the Mental Capacity Act 2005) and does not consent to admission for 
treatment for mental disorder (either because they are overwhelmed, do not want to 
consent or refuse to consent), they cannot then be admitted informally on the basis 
of the consent of a person with parental responsibility (see chapter 36 of the Code of 
Practice to the Mental Health Act 1983, as amended 200853). 


18.	 A life-threatening emergency may arise when consultation with either a person 
with parental responsibility or the court is impossible, or the person with parental 
responsibility refuses consent despite such emergency treatment appearing to be in 
the best interests of the child. In such cases the courts have stated that doubt should 
be resolved in favour of the preservation of life, and it will be acceptable to undertake 
treatment to preserve life or prevent serious damage to health. 


Child lacking capacity 


19.	 Where a child under the age of 16 lacks capacity to consent (ie is not Gillick 
competent), consent can be given on their behalf by any one person with parental 
responsibility (if the matter is within the ‘zone of parental control’54) or by the court. 
As is the case where patients are giving consent for themselves, those giving consent 
on behalf of child patients must have the capacity to consent to the intervention in 
question, be acting voluntarily and be appropriately informed. The power to consent 
must be exercised according to the ‘welfare principle’: that the child’s ‘welfare’ or 
‘best interests’ must be paramount. Even where a child lacks capacity to consent on 
their own behalf, it is good practice to involve the child as much as possible in the 
decision-making process. 


20.	 Where necessary, the courts can overrule a refusal by a person with parental 
responsibility. It is recommended that certain important decisions, such as 
sterilisation for contraceptive purposes, should be referred to the courts for guidance, 
even if those with parental responsibility consent to the operation going ahead. 


53 www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/ 
DH_084597 


54 The concept of the ‘zone of parental control’ derives largely from case law from the European 
Court of Human Rights in Strasbourg. Chapter 36 of the Code of Practice to the Mental Health 
Act 1983, as amended, gives guidelines about what may fall in the zone, which will depend 
on the particular facts of each case 
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Reference guide to consent for examination or treatment 


21.	 The European Court of Human Rights judgment in a case where doctors treated 
a child contrary to his mother’s wishes, without a court order (Glass v United 
Kingdom 55), made clear that the failure to refer such cases to the court is not only 
a breach of professional guidance but also potentially a breach of the European 
Convention on Human Rights. In situations where there is continuing disagreement 
or conflict between those with parental responsibility and doctors, and where the 
child is not competent to provide consent, the court should be involved to clarify 
whether a proposed treatment, or withholding of treatment, is in the child’s best 
interests. Parental refusal can only be overridden in an emergency. 


22.	 The Children Act 1989 sets out persons who may have parental responsibility. These 
include: 


•	 the child’s mother 


•	 the child’s father, if he was married to the mother at the time of birth 


•	 unmarried fathers, who can acquire parental responsibility in several different 
ways: 
–	 For children born before 1 December 2003, unmarried fathers will have 


parental responsibility if they: 
{{ marry the mother of their child or obtain a parental responsibility order 


from the court 
{{ register a parental responsibility agreement with the court or by an 


application to court 
–	 For children born after 1 December 2003, unmarried fathers will have 


parental responsibility if they: 
{{ register the child’s birth jointly with the mother at the time of birth 56 


{{ re-register the birth if they are the natural father 
{{ marry the mother of their child or obtain a parental responsibility order 


from the court 
{{ register with the court for parental responsibility 


•	 the child’s legally appointed guardian 57 


•	 a person in whose favour the court has made a residence order concerning 
the child 


•	 a local authority designated in a care order in respect of the child 


55 Glass v The United Kingdom – 61827-00 [2004] ECHR 103 
56 Under section 111 of the Adoption and Children Act 2002, unmarried fathers who register their 


child’s birth jointly with the mother will automatically acquire parental responsibility 
57 Under section 5 of the Children Act 1989, courts may appoint a guardian for a child who has 


no parent with parental responsibility. Parents with parental responsibility may also appoint 
a guardian in the event of their own death 
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3 Children and young people 


•	 a local authority or other authorised person who holds an emergency protection 
order in respect of the child. Section 2(9) of the Children Act 1989 states that a 
person who has parental responsibility for a child ‘may arrange for some or all of 
it to be met by one or more persons acting on his or her behalf ’ . Such a person 
might choose to do this, for example, if a childminder or the staff of a boarding 
school have regular care of their child. As only a person exercising parental 
responsibility can give valid consent, in the event of any doubt then specific 
enquiry should be made. Foster parents do not automatically have parental 
responsibility. 


23.	 Consent given by one person with parental responsibility is valid, even if another 
person with parental responsibility withholds consent. However, the courts have 
stated that a ‘small group of important decisions’ should not be taken by one person 
with parental responsibility against the wishes of another, citing in particular non-
therapeutic male circumcision and immunisation.58 Where persons with parental 
responsibility disagree as to whether these procedures are in the child’s best interests, 
it is advisable to refer the decision to the courts. It is possible that major experimental 
treatment, where opinion is divided as to the benefits it may bring the child, might 
also fall into this category of important decisions, although such a case has not yet 
been considered in the English courts. 


24.	 Where there is doubt about whether a parent is acting in the interest of the child 
or young person, then the healthcare practitioner would be unwise to rely on 
the parent’s consent, for example if a child alleges abuse and the parent supports 
psychiatric treatment for the child. The Government’s guidance Working Together to 
Safeguard Children covers situations involving parental consent where abuse or neglect 
is suspected.59 


25.	 In order to consent on behalf of a child, the person with parental responsibility 
must themselves have capacity. Where the person with parental responsibility for a 
child is themself under 18, they will only be able to give valid consent for the child’s 
treatment if they themselves are Gillick competent (see paragraphs 6–11 above). 
Whether or not they have capacity may vary, depending on the seriousness of the 
decision to be taken. 


58 Female circumcision is always prohibited, under the Prohibition of Female Circumcision Act 
1985; Re J [2000] 1 FLR 571 at 577; Re B (a child) sub nom in Re vaccination/MMR litigation: 
A v B : D v E sub nom in Re C (a child) (immunisation: parental rights) : in Re F (a child) 
(immunisation: parental rights) (2003) 


59 HM Government (2006) Working Together to Safeguard Children: A guide to inter-agency 
working to safeguard and promote the welfare of children. London: HM Government. 
www.dh.gov.uk/en/PublicationsandStatistics/Publications/PublicationsPolicyAndGuidance/ 
DH_4007781 
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Reference guide to consent for examination or treatment 


26.	 Where a child is a ward of court, no important step may be taken in the life of the 
child without the prior consent of the court. This is likely to include more significant 
medical interventions but not treatment for minor injuries or common diseases 
of childhood. 


27.	 In an emergency, it is justifiable to treat a child who lacks capacity without 
the consent of a person with parental responsibility, if it is impossible to obtain 
consent in time and if the treatment is vital to the survival or health of the child. 


Research 


28.	 Where children lack capacity to consent for themselves, parents may give consent 
for their child to be entered into a trial where the evidence is that the trial therapy 
may be at least as beneficial to the patient as the standard therapy. It may also 
be compatible with the welfare principle for a person with parental responsibility 
to give consent to a research intervention that is not strictly in the best interests of 
the child, but is not against the interests of the child either. Such an intervention 
must involve only minimal burden to the child. 


29.	 Decisions about experimental treatment must be made in the child’s best interests 
(see chapter 1, paragraph 40). 


Using children as bone marrow donors 


30.	 This is covered by the Human Tissue Authority’s code of practice on donation 
of allogeneic bone marrow and peripheral blood stem cells for transplantation, 
and healthcare professionals should consult this for detailed information on the 
legal requirements and how to proceed.60 


60 Human Tissue Authority (2006) Code of Practice – Donation of allogeneic bone marrow and 
peripheral blood stem cells for transplantation. Code 6. London: Human Tissue Authority. 
www.hta.gov.uk/legislationpoliciesandcodesofpractice/codesofpractice.cfm 
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4 Withdrawing and withholding 
life-sustaining treatment 


General principles 


1.	 A healthcare professional’s legal duty is to care for a patient and to take reasonable 
steps to prolong their life. Although there is a strong presumption in favour of 
providing life-sustaining treatment, there are circumstances when continuing or 
providing life-sustaining treatment stops providing a benefit to a patient and is 
not clinically indicated. There is no legal distinction between withdrawing and 
withholding life-sustaining treatment. A person with capacity may decide either 
contemporaneously or by a valid and applicable advance decision that they have 
reached a stage where they no longer wish treatment to continue. If a person 
lacks capacity, this decision must be taken in their best interests and in a way 
that reflects their wishes (if these are known). 


2.	 The legal principles around consent are the same for all medical interventions, 
including decisions to withdraw or withhold life-sustaining treatment, but the issues 
surrounding seriously ill or dying patients are necessarily more grave and sensitive. 
Persons with the capacity to do so can make such decisions for themselves. If the 
person is an adult who lacks capacity to make such decisions then the provisions of the 
Mental Capacity Act 2005 will apply to these, as to other decisions. When making a 
best-interests decision in relation to life-sustaining treatment, healthcare professionals 
should be aware that the Mental Capacity Act requires that the healthcare professional 
must not be motivated by a desire to bring about the person’s death. 


3.	 Sometimes decisions will need to be made immediately – for example whether 
it is appropriate to attempt resuscitation after severe trauma.61 In an emergency 
situation, where there is doubt as to the appropriateness of treatment, there should 
be a presumption in favour of providing life-sustaining treatment. When more 
time is available and the patient is an adult or child without capacity, all those 
concerned with the care of the patient – relatives, partners, friends, carers and the 
multidisciplinary team – can potentially make a contribution to the assessment. 
The discussions and the basis for decisions should be recorded in the notes. 


4.	 Legally, the use of artificial nutrition and hydration (ANH) constitutes medical 
treatment. Thus the legal principles that apply to the use of ANH are the same 


61 See circular Health Service Circular 2000/28 for further guidance on resuscitation decisions. It 
advises that NHS trusts should have appropriate resuscitation policies in place. www.dh.gov.uk/ 
en/Publicationsandstatistics/Lettersandcirculars/Healthservicecirculars/DH_4004244 
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Reference guide to consent for examination or treatment 


as those that apply to all other medical treatments, such as medication or ventilation. 
Decisions about the proposed withholding or withdrawal of ANH from a patient in a 
permanent vegetative state should be referred to court (see chapter 2, paragraph 26). 
The courts have confirmed that the current case law in this area is compatible with 
the Human Rights Act 1998.62 


5.	 There is an important distinction between withdrawing or withholding treatment 
that is of no clinical benefit to the patient or is not in the patient’s best interests, 
and taking a deliberate action to end the patient’s life. A deliberate action that is 
intended to cause death is unlawful. Although there is a strong presumption in favour 
of providing life-sustaining treatment, there are circumstances when continuing 
or providing life-sustaining treatment stops providing a benefit to a patient and is 
not clinically indicated. Healthcare professionals should discuss the situation with a 
patient with capacity and agree if and when the patient no longer wishes treatment 
to continue. If the patient lacks capacity, this decision must be taken in their best 
interests and in a way that reflects their wishes, beliefs and values (if these are known). 
Suitable care should be provided to ensure that both the comfort and dignity of the 
patient are maintained. 


adults and children with capacity 


6.	 Except in circumstances governed by the Mental Health Act 1983, if an adult with 
the capacity to make the decision refuses life-sustaining treatment, or requests that 
it be withdrawn, practitioners must comply with the person’s decision, even if it 
may result in the person’s death. If a refusal is ignored, they will be treating the 
person unlawfully.63 


7.	 The case of Burke v GMC established that an adult patient with capacity does 
not have the legal right to demand treatment that is not clinically indicated. Where 
a patient with capacity indicates his or her wish to be kept alive by the provision 
of ANH, the doctor’s duty of care will require them to provide ANH while such 
treatment continues to prolong life. A patient cannot demand that a healthcare 
professional do something unlawful such as assisting them to commit suicide. 


8.	 If a child with capacity makes such a request or refusal it is possible that such a refusal 
could be overruled if it would in all probability lead to the death of the child or to 
severe permanent injury (see chapter 3, paragraph 13). Moreover, the courts consider 
that to take a decision which may result in the individual’s death requires a very high 
level of understanding, so that many young people who would have the capacity to 


62 NHS Trust A v M, NHS Trust B v H [2002] Fam 348 Fam Div 
63 Re B (adult: refusal of medical treatment) [2002] 2 All ER 449 
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4 Withdrawing and withholding life-sustaining treatment 


take other decisions about their medical care would lack the capacity to make such 
a grave decision. 


9.	 Refusal of treatment by a child with capacity must always be taken very seriously, 
even though legally it is possible to override their objections. It is not a legal 
requirement to continue a child’s life-sustaining treatment in all circumstances. For 
example, where the child is suffering an illness where the likelihood of survival even 
with treatment is extremely poor, and treatment will pose a significant burden to the 
child, it may not be in the best interests of the child to continue treatment. 


adults and children lacking capacity 


10.	 If a child lacks capacity, it is still good practice to involve the child as far as is possible 
and appropriate in the decision. The decision to withdraw or withhold life-sustaining 
treatment must be made in the best interests of the child. The best interests of a child 
in the context of the withholding of medical treatment should be interpreted more 
broadly than medical interests, and should include emotional and other factors. There 
is a strong presumption in favour of preserving life, but not where treatment would 
be futile, and there is no obligation on healthcare professionals to give treatment that 
would be futile. If there is disagreement between those with parental responsibility 
for the child and the clinical team concerning the appropriate course of action, a 
ruling should be sought from the court as early as possible. This requirement was 
emphasised in the Glass judgment (see chapter 3, paragraph 21). 


11.	 A person with parental responsibility for a child or young person is legally entitled to 
give or withhold consent to treatment. A person with parental responsibility cannot 
demand a particular treatment to be continued where the burdens of the treatment 
clearly outweigh the benefits for the child. If agreement cannot be reached between 
the parent(s) and the healthcare professionals, a court should be asked to make a 
declaration about whether the provision of life-sustaining treatment would benefit 
the child. In exceptional cases, the court has been willing to authorise the withdrawal 
of life-sustaining treatment against the parents’ wishes.64 However, the views of the 
parents are given great weight by the courts and are usually determinative unless 
they conflict with the child’s best interests. 


12.	 If an adult lacks capacity, and has not made a valid and applicable advance decision to 
refuse life-sustaining treatment, the provisions of the Mental Capacity Act will apply 
and the decision must be based on the best interests of the adult, again involving 
the person as far as this is possible. 


64 Re C (medical treatment) [1998] 
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Reference guide to consent for examination or treatment 


13.	 As with all decisions made under the Mental Capacity Act, before deciding to withdraw 
or withhold life-sustaining treatment, the healthcare professional must consider the 
range of treatment options available in order to work out what would be in the person’s 
best interests. All of the factors set out in the Mental Capacity Act (2005) Code of 
Practice should be considered, and in particular the healthcare professional should 
consider any statements that the person has previously made about their wishes and 
feelings about life-sustaining treatment. Healthcare professionals should also refer 
to relevant professional guidance when making decisions regarding life-sustaining 
treatment. 


14.	 Where a patient had indicated, while they had capacity, his or her wish to be kept 
alive by the provision of ANH, the doctor’s duty of care will require the doctors to 
provide ANH while such treatment continues to prolong life. Where life depends 
upon the continued provision of ANH, ANH will be clinically indicated. If the 
patient lacks capacity, all reasonable steps that are in the person’s best interests should 
be taken to prolong their life. Although there is a strong presumption in favour of 
providing life-sustaining treatment, there are circumstances when continuing or 
providing life-sustaining treatment stops providing a benefit to a patient and is not 
clinically indicated.65 


65 Burke v the General Medical Council [2005] 3 WLR 1132 
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5 other exceptions to the 
principles 


1.	 Certain statutes set out specific exceptions to the principles noted in the previous 
chapters. These are briefly noted below. Those concerned with the operation of such 
statutes should consult more detailed guidance. 


2.	 Part 4 of the Mental Health Act 1983 (‘the 1983 Act’) sets out circumstances in 
which persons liable to be detained under the Act may be treated without consent 
for their mental disorder. The 1983 Act has no application to treatment for physical 
disorders unrelated to the mental disorder, which remains subject to the common law 
principles described in previous chapters, even where the person concerned is detained 
under the Act. The Mental Health Act Code of Practice offers guidance on consent 
and medical treatment in this context.66 


3.	 Neither the existence of mental disorder nor the fact of detention under the 1983 
Act should give rise to an assumption of incapacity. The person’s capacity must be 
assessed in every case in relation to the particular decision being made. The capacity 
of a person with a mental disorder may fluctuate. 


4.	 Significant amendments to the 1983 Act have been made by the Mental Health 
Act 2007.67 The 1983 Act will continue to provide legal authority, within certain 
limits and subject to certain safeguards, to treat detained patients for mental disorder 
without consent. Except in emergencies, however, it will no longer be permissible to 
use the 1983 Act to administer electro-convulsive therapy (ECT) to a patient who 
has capacity to consent to it, but who does not. Additionally, if a person made an 
advanced decision when they had capacity, saying that they never wished to receive 
ECT and the hospital knows about this, then the treatment cannot be given. The 
only exception would be in an emergency if it was immediately necessary to save a 
patient’s life or to prevent a serious deterioration of the patient’s condition. 


5.	 In addition, except in emergencies it will not be permissible to administer ECT as 
a treatment for mental disorder in any circumstances to any child or young person 
under the age 18 (whether or not they are otherwise subject to the 1983 Act) unless it 


66 Department of Health (2008) Code of Practice: Mental Health Act 1983. London: DH. 
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/ 
DH_084597 


67 Mental Health Act 2007. www.opsi.gov.uk/acts/acts2007/pdf/ukpga_20070012_en.pdf 
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Reference guide to consent for examination or treatment 


has been independently approved in accordance with the 1983 Act. Further guidance 
is given in the Mental Health Act Code of Practice.68 


6.	 There will also be a new procedure by which certain patients discharged from 
detention under the 1983 Act can be made subject to community treatment orders 
(CTOs), making them liable to recall to hospital for further treatment if necessary. 
While patients are subject to CTOs they may only be treated for mental disorder in 
accordance with the 1983 Act. Unless they have been recalled to hospital, it will not 
be permissible to treat such patients without their consent if they have the capacity to 
consent to the treatment in question but do not do so. Treatment for mental disorder 
of patients subject to CTOs who lack capacity to consent will be permitted, subject 
to the rules set out in the new Part 4A of the 1983 Act. 


7.	 It will remain the case that no-one (whether or not detained under the 1983 Act) 
may be given neurosurgery for mental disorder (‘psychosurgery’) or have hormones 
surgically implanted in order to reduce male sex drive, unless they consent to the 
procedure and it has been independently approved in accordance with section 57 
of the 1983 Act. 


8.	 None of these changes will affect the principle that treatment for physical disorders, 
unrelated to the mental disorder for which the patient is receiving compulsory 
treatment, does not come within the scope of mental health legislation. 


9.	 The Public Health (Control of Disease) Act 1984 provided that, on an order made 
by a magistrate, persons suffering from certain notifiable infectious diseases could be 
medically examined, removed to and detained in a hospital without their consent. 
A magistrate when ordering the detention of a person in a hospital could not order 
that a person undergo medical treatment. The treatment of such persons must be 
based on the common law principles previously described. The 1984 Act is now 
amended by the Health and Social Care Act 2008. Under part 2A there is express 
provision prohibiting regulations under new sections 45B or 45C from legislating 
for the administering of medical treatment by force. Nor will there be power for a 
magistrate to order compulsory treatment under new section 45G, which gives powers 
to magistrates to make orders in relation to persons who pose a threat to the health 
of others. 


68 Department of Health (2008) Code of Practice: Mental Health Act 1983. London: DH. 
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/ 
DH_084597 
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Ministerial foreword



This National Service Framework (NSF) for Longterm Conditions marks 
a real change in the way health and social care bodies and their local 
partners will work with people with longterm conditions to plan and 
deliver the services which they need to make their lives better. 


The NHS has a tremendous record in saving lives and combating illness. 
Deaths from cardiovascular disease and cancer have fallen by 27% and 
12% respectivelyi. But that is not enough. For many people living with 
conditions such as multiple sclerosis or Parkinson’s disease the main 
issue, until science can find a cure, is improving the quality of their lives, 
supporting them to manage their symptoms and live as independently as 


possible. We now need to build on what the NHS and social services have achieved and develop services 
which can respond better to the needs of this group of people. The NHS Improvement Plan: Putting 
People at the Heart of Public Services sets a new strategic model for management of longterm conditions 
through self care, disease management and case management. This NSF is a further demonstration of 
the priority health ministers attach to improving the lives of people with longterm conditions by: 


• giving people choice, through services planned and delivered around their individual needs; 


• supporting people to live independently and play their full part in society; 


• coordinating partnership working between health and social services and other local agencies. 


This NSF also builds on Supporting People with Long Term Conditions – An NHS and Social Care Model 
to support local innovation and integration, which introduces new management arrangements for 
transforming service delivery for people living with longterm conditions. The NSF aims to make this 
new approach a reality for people living with longterm neurological conditions. It is a very important 
step in delivering this strategic shift in the way in which health and social care organisations work 
together to support people with longterm conditions. 


The NSF focuses on neurological conditions and its quality requirements are based on evidence from 
services for people with neurological conditions. But that focus on neurology highlights and sets in clear 
context issues which are also relevant to the millions of people living with other longterm conditions 
such as arthritis. For instance, in showing the difference which can be made by putting people with 
longterm neurological conditions at the heart of their own care, the NSF demonstrates the importance 
of the personcentred approach for everyone who uses health and social care services. Similarly, the 
evidence in the NSF about the value of improving access to assistive technology and of opening up 
palliative care for people with neurological conditions can also apply to other people living with 
disabilities and persistent pain. 


i	 Department of Health statistics supplied in January 2005 show that the death rate from cardiovascular disease in people under 75 
years of age has fallen by 27% since the 1995–1997 baseline. The death rate from cancer in people under 75 years of age has also 
fallen by 12.2% compared with the 1995–1997 baseline. 
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The National Service Framework for Longterm Conditions 


Change cannot happen overnight. It will take time to train staff and develop new facilities and 
services. That is why we are giving commissioners and providers up to 10 years to implement fully the 
recommendations of this NSF. However, there are changes which can be made to bring improvements in 
the shorter term. The NSF Good Practice Guide we are providing for care service professionals, together 
with the report of the Modernisation Agency Action on Neurology programme, will provide practical 
help to transform services. We will ensure that everyone living with a longterm condition, and their 
families and carers, will be able to understand what help and support they can expect. Finally, we are 
working with the Health Care Commission and the Commission for Social Care Inspection to help 
them review and monitor service change. 


John Reid 
Secretary of State for Health 
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Executive summary



Introduction 


1.	 This National Service Framework (NSF) for Longterm Conditions is a key tool for delivering the 
government’s strategy to support people with longterm conditions outlined in the 
NHS Improvement Plan: Putting People at the Heart of Public Services. 


2.	 The NSF aims to build on proposed changes in NHS management and commissioning to bring about a 
structured and systematic approach to delivering treatment and care for people with longterm conditions. 
It should be read alongside National Standards, Local Action: The Health and Social Care Standards and 
Planning Framework 2005/6 – 2007/8, which promises consistently high standards of NHS care across 
the country, and Supporting People with Long Term Conditions – An NHS and Social Care Model to 
support local innovation and integration. The forthcoming Green Paper on the future of social care for 
adults in England will consult on how more joinedup, responsive social care services may be achieved to 
enable people to live independently in the community. The NSF applies to health and social care services 
working with local agencies involved in supporting people to live independently, such as providers of 
transport, housing, employment, education, benefits and pensions. 


3.	 At the heart of this NSF are the 11 quality requirements (QRs) set out in detail in Chapter 2. These are 
drawn from and mapped against the core and developmental standards in National Standards, Local 
Action, and are to be fully implemented by 2015. 


4.	 Chapters 3, 4 and 5 explain how these QRs could be delivered. They cover models for clinical 
neuroscience networks for commissioning and service delivery, initiatives to support local delivery 
and guidance on taking the next steps. Further advice is available in the accompanying 
NSF Good Practice Guide (see www.dh.gov.uk/longtermnsf ). 


5.	 The NSF does not address individual neurological conditions separately as there are so many elements of 
service provision common to different conditions. However, where appropriate, the QRs have a separate 
section addressing the needs of people with rapidly progressing neurological conditions, such as motor 
neurone disease, because of the need for services to respond quickly. 


6.	 Although this NSF focuses on people with neurological conditions, much of the guidance it offers can 
apply to anyone living with a longterm condition. Commissioners are therefore encouraged to use this 
NSF in planning service developments for people with other longterm conditions. 


7.	 Implementing this NSF will contribute to the following Public Service Agreement targets: 


•	 to improve health outcomes for people with longterm conditions by offering a personalised 
care plan for vulnerable people most at risk; 


•	 to reduce emergency bed days by 5% by 2008 through improved care in primary care and 
community settings for people with longterm conditions; 


•	 to improve access to services, ensuring that by 2008 no one waits more than 18 weeks from GP 
referral to hospital treatment, including all diagnostic procedures and tests. 
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The National Service Framework for Longterm Conditions 


8.	 The NSF fully supports the concept of choice set out in Building on the Best: Choice, responsiveness and 
equity in the NHS. This aims to ensure that all people have a choice of when, where and how they are 
treated from onset of illness until the end of life. 


The quality requirements (QRs) 
9.	 The QRs are based on currently available evidencei, including what people with longterm neurological 


conditions told us about their experiences and needs. 


•	 Quality requirement 1: A personcentred service 
People with longterm neurological conditions are offered integrated assessment and planning of 
their health and social care needs. They are to have the information they need to make informed 
decisions about their care and treatment and, where appropriate, to support them to manage 
their condition themselves. 


•	 Quality requirement 2: Early recognition, prompt diagnosis and treatment 
People suspected of having a neurological condition are to have prompt access to specialist 
neurological expertise for an accurate diagnosis and treatment as close to home as possible. 


•	 Quality requirement 3: Emergency and acute management 
People needing hospital admission for a neurosurgical or neurological emergency are to be 
assessed and treated in a timely manner by teams with the appropriate neurological and 
resuscitation skills and facilities. 


•	 Quality requirement 4: Early and specialist rehabilitation 
People with longterm neurological conditions who would benefit from rehabilitation are to 
receive timely, ongoing, high quality rehabilitation services in hospital or other specialist settings 
to meet their continuing and changing needs. When ready, they are to receive the help they 
need to return homeii for ongoing community rehabilitation and support. 


•	 Quality requirement 5: Community rehabilitation and support 
People with longterm neurological conditions living at homeii are to have ongoing access to 
a comprehensive range of rehabilitation, advice and support to meet their continuing and 
changing needs, increase their independence and autonomy and help them to live as they wish. 


•	 Quality requirement 6: Vocational rehabilitation 
People with longterm neurological conditions are to have access to appropriate vocational 
assessment, rehabilitation and ongoing support, to enable them to find, regain or remain in 
work and access other occupational and educational opportunities. 


•	 Quality requirement 7: Providing equipment and accommodation 
People with longterm neurological conditions are to receive timely, appropriate assistive 
technology/equipment and adaptations to accommodation to support them to live 
independently, help them with their care, maintain their health and improve their quality 
of life. 


i The evidence base for the NSF as a whole is described in Annex 2. 
ii ‘Home’ in this context means the place where the individual chooses to live, which may be their own accommodation or may be a 


residential or care home. 
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The National Service Framework for Longterm Conditions 


•	 Quality requirement 8: Providing personal care and support 
Health and social care services work together to provide care and support to enable people with 
longterm neurological conditions to achieve maximum choice about living independently 
at homei. 


•	 Quality requirement 9: Palliative care 
People in the later stages of longterm neurological conditions are to receive a comprehensive 
range of palliative care services when they need them to control symptoms, offer pain relief, and 
meet their needs for personal, social, psychological and spiritual support, in line with 
the principles of palliative care. 


•	 Quality requirement 10: Supporting family and carers 
Carers of people with longterm neurological conditions are to have access to appropriate 
support and services that recognise their needs both in their role as carer and in their own right. 


•	 Quality requirement 11: Caring for people with neurological conditions in hospital or 
other health and social care settings 
People with longterm neurological conditions are to have their specific neurological needs met 
while receiving treatment or care for other reasons in any health or social care setting. 


Delivering change 


10.	 These QRs are designed to put the individual at the heart of care and to provide a service that is 
efficient, supportive and appropriate at every stage from diagnosis to end of life. The emphasis 
throughout this NSF is on supporting people to live with longterm neurological conditions, 
improving their quality of life and providing services to support independent living. The Department 
of Health (DH) is committed to ensuring policies are properly funded. As the NSF places no new 
requirements on local authorities and they, with their partners, are able to set their own pace of change 
within the 10 year implementation period according to local priorities, DH expects individual local 
authorities to take the NSF forward within their existing spending plans. 


11.	 Implementing this NSF by 2015 will improve services significantly, not just for those with neurological 
conditions but also for many other people living with longterm conditions. 


12.	 This NSF is supported by a webbased NSF Good Practice Guide, a NSF Information Strategy, a leaflet for 
the public and glossary of terms (see www.dh.gov.uk/longtermnsf ). 


i	 ‘Home’ in this context means the place where the individual chooses to live, which may be their own accommodation or a 
residential or care home. 
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1 Setting the scene



Introduction 


1.	 This National Service Framework (NSF) for Longterm Conditions has been developed with the advice of 
an independent External Reference Groupi. It sets out quality requirements (QRs) and evidencebased 
markers of good practice which suggest how the NSF could be implemented locally to improve health 
and social care services for people with longterm neurological conditions and their carers. It aims to 
promote quality of life and independence by ensuring they receive coordinated care and support that is 
planned around their needs and choices. The QRs cover treatment, care and support from diagnosis to 
end of life. A NSF Good Practice Guide, a NSF Information Strategy, a leaflet for the public and glossary 
of terms are available online (see www.dh.gov.uk/longtermnsf ). 


2.	 The NSF applies to health and social care services. However, people with longterm neurological 
conditions also need support with a range of issues including transport, housing, employment, 
education, benefits and pensions. For this reason, arrangements for working together with a full range of 
other agencies are vital to support people to live independently and to deliver key elements of the NSF. 


3.	 The NSF does not address individual neurological conditions separately as there are so many elements 
of service provision that are common to different conditions. However, where appropriate, the QRs 
have a separate section addressing the needs of people with rapidly progressing neurological conditions 
(eg motor neurone disease) because of the need for services to respond quickly. 


4.	 Although this NSF focuses on people with neurological conditions, much of the guidance it offers can 
apply to anyone living with a longterm condition. Commissioners are therefore encouraged to use this 
NSF in planning service developments for people with other longterm conditions. 


How this NSF fits into the changing NHS 


5.	 The NSF is a key element within a wider package of initiatives to improve services for people living with 
longterm conditions. In particular, the NSF should be viewed in the context of: 


•	 The NHS Improvement Plan: Putting People at the Heart of Public Services; 


•	 National Standards, Local Action – The Health and Social Care Standards and Planning 
Framework 2005/6 – 2007/8; 


•	 Supporting People with Long Term Conditions – An NHS and Social Care Model to support local 
innovation and integration; 


•	 The Prime Minister’s Strategy Unit’s project: Improving the Life Chances of Disabled People; 


•	 The Public Health White Paper: Choosing Health; 


•	 The forthcoming Green Paper on the future of social care for adults in England. 


i Details of the External Reference Group, including terms of reference, are given in Annex 1. 
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6.	 Chapter 3 of The NHS Improvement Plan: Putting People at the Heart of Public Services and Supporting 
People with Long Term Conditions – An NHS and Social Care Model to support local innovation and 
integration demonstrate the high priority that the government gives to improving care and support and 
quality of life for people with longterm conditions. This NSF is the next step in delivering real change 
in services. 


7.	 The NSF builds on the management strategy described in Supporting People with Long Term Conditions 
– An NHS and Social Care Model to support local innovation and integration in exploring how 
personcentred care planning, information and support, self care, disease management and case 
management can be put into practice to transform services for people living with longterm neurological 
conditions. Although there is substantial common ground between the NSF and this strategy, it is 
important to preserve the neurological focus in implementing the NSF and make sure that it retains 
its own discrete identity under the umbrella of the broader longterm conditions programme. 


8.	 The NSF fully supports the concept of choice set out in Building on the Best: Choice, responsiveness and 
equity in the NHS. This aims to ensure everyone has a choice of when, where and how they are treated 
and the right to choose where they wish to die. The NSF will also help to deliver Choosing Health, the 
government’s White Paper on improving public health in England. Choosing Health aims to provide 
information, advice and support to give people the opportunity to make healthy choices and change 
their lifestyles to improve their physical, sexual and mental health and their wellbeing. 


9.	 This NSF concentrates on adult services but also takes account of other relevant NSFs, particularly those 
for children and older people. As a result, it highlights the fact that transition issues (eg when someone 
needing ongoing care moves from children’s to adult services) need to be properly addressed to ensure 
continuity of care, support through life changes and that access to services is based on need, not age. 


Standards, targets and assessment 


10.	 The NSF supports the NHS in working with social services and their partners at local level to plan and 
deliver services for people with longterm neurological conditions in line with the national standards set 
out in National Standards, Local Action – The Health and Social Care Standards and Planning Framework 
2005/6 – 2007/8. 


11.	 These standards include a requirement (Standard D2 on clinical and cost effectiveness) for people to 
receive effective treatment and care that conforms to nationally agreed best practice, particularly 
as defined in NSFs. Other standards particularly relevant to this NSF include those cited under 
‘Patient Focus’ (access to information, care planning and self care) and ‘Accessible and Responsive Care’. 
The QRs in this NSF are drawn from and mapped against these national core and developmental 
standards and this is indicated in a footnote on the first page of each QR. 


12.	 National Standards, Local Action emphasises that all health and social care organisations, including NHS 
Foundation Trusts, should regard NSFs as part of their developmental standards. Their performance will 
be assessed not just against how they do on national targets but increasingly on whether they are 
delivering high quality standards across a range of areas, including NSFs. This NSF is for 
implementation over 10 years and local bodies can set their own pace of change within this period, 
according to local priorities. However, the Planning Framework makes clear that the NHS and local 
authorities will need to demonstrate that they are making progress in planning and developing the levels 
of service quality described in the NSF over the course of the three year planning period (2005/8). 
In due course, the Healthcare Commission and the Commission for Social Care Inspection (CSCI) 
may undertake thematic reviews of progress, jointly where appropriate. 
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13.	 Implementing this NSF will contribute to the following Public Service Agreement (PSA) targets: 


•	 to improve health outcomes for people with longterm conditions by offering a personalised 
care plan for vulnerable people; 


•	 to reduce emergency bed days by 5% by 2008 through improved care in primary care and 
community settings for people with longterm conditions; 


•	 to improve access to services ensuring that, by 2008, no one waits more than 18 weeks from 
GP referral to hospital treatment (with all diagnostic procedures and tests completed during 
this period). 


14.	 The NSF is supported by a webbased NSF Good Practice Guide, a NSF Information Strategy, a leaflet for 
the public and glossary of terms (see www.dh.gov.uk/longtermnsf ). 


15.	 This NSF is based on the current body of evidence. Randomised controlled trials and other quantitative 
methodologies are not necessarily best suited to research questions about quality of life. Therefore, a 
new typology has been developed (and agreed with the Department of Health’s Research and 
Development Division) for this NSF to review the evidence available. It separates judgements of research 
quality from descriptions of research design. This research typology is set out in detail in Annex 2 and a 
full list of references that support the QRs is in Annex 3. Evaluating services over time will be crucial to 
delivery, including considering the need for a primary research programme where appropriate. This 
evaluation will be most effective if it is based on sharing expertise within and between agencies and on 
building user and carer experience into service review and development. 


Background 


What are longterm neurological conditions? 


16.	 A ‘longterm neurological condition’ results from disease of, injury or damage to the body’s nervous 
system (ie the brain, spinal cord and/or their peripheral nerve connections) which will affect the 
individual and their family in one way or another for the rest of their life. 


17.	 Longterm neurological conditions can be broadly categorised as follows: 


•	 suddenonset conditions, for example acquired brain injury or spinal cord injury, followed by 
a partial recovery. (Note: stroke for all ages is covered in the NSF for Older People); 


•	 intermittent and unpredictable conditions, for example epilepsy, certain types of headache or 
early multiple sclerosis, where relapses and remissions lead to marked variation in the care needed; 


•	 progressive conditions, for example motor neurone disease, Parkinson’s disease or later stages 
of multiple sclerosis, where progressive deterioration in neurological function leads to increasing 
dependence on help and care from others. For some conditions (eg motor neurone disease) 
deterioration can be rapid. (Note: dementia for all ages is covered in the NSF for Older People); 


•	 stable neurological conditions, but with changing needs due to development or ageing, for 
example postpolio syndrome or cerebral palsy in adults. 


18.	 There is a wide variety of longterm neurological conditions and people have very different experiences. 
Conditions may be present at birth (eg cerebral palsy) and some of these may be associated with varying 
degrees of learning disability. Other conditions appear in childhood (eg Duchenne’s muscular dystrophy) 
or develop during adulthood (eg Parkinson’s disease). 
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19.	 The time course of conditions also varies widely. The average time between diagnosis and death for 
someone with motor neurone disease is 14 months, while someone with multiple sclerosis may live with 
the condition for decades. Even within specific conditions, the needs of individuals, for example for 
social care support, vary widely. A key feature of this NSF, therefore, is supporting people with longterm 
neurological conditions to live independently, often for many years. 


How many people are affected? 


20.	 Taken together, neurological conditions are common. For example, 8 million people in the UK suffer 
from migrainei. Altogether, approximately 10 million people across the UK have a neurological 
conditionii. These account for 20% of acute hospital admissions and are the thirdmost common 
reason for seeing a GP. Around 17 people in a population of 100,000iii are likely to develop 
Parkinson’s disease, and two people in a population of 100,000 experience a traumatic spinal injury 
every yeariv. An estimated 350,000 people across the UK need help with daily living because of a 
neurological condition and 850,000 people care for someone with a neurological conditionii. 


How are people affected? 


21.	 The diagnosis or onset of a longterm neurological condition generally marks the beginning of profound 
changes in the life of the person and the lives of their carer, family and friends. It may affect 
relationships, career prospects, income and expectations for the future. 


22.	 Longterm neurological conditions can cause a range of different problems for the individual, including: 


•	 Physical or motor problems, such as paralysis, inability to walk, fatigue, incontinence, sexual 
difficulties and, for some people, impairment of all motor functions. 


John (30) lives in Sheffield and was diagnosed with motor neurone disease in March 2001. He now uses a 
wheelchair fulltime because his balance is very poor. John also has major muscle wasting in his shoulders, 
arms and hands and has little use left in them. 


Motor Neurone Disease Association 


• Sensory problems, such as loss of vision or hearing, pain and altered sensation. 


Gary was a young, active tetraplegic for nine years before developing appendicitis leading to peritonitis 
and death. Because of the lack of feeling associated with paralysis, he was unable to feel or complain of 
pain in the abdomen. He was admitted to a district general hospital. Like all individuals with tetraplegia, 
he did not exhibit the usual symptoms and signs associated with appendicitis and peritonitis. The diagnosis 
was made on postmortem. 


Midlands Centre for Spinal Injuries 


i	 See the epidemiological table at Annex 4. Note: stroke and dementia for all ages are covered in the NSF for Older People. 
ii	 Neuro numbers – a brief review of the numbers of people in the UK with a neurological condition. April 2003. The Neurological 


Alliance. 
iii	 Journal of Neurology, March 2002, Vol 249, number 3, pp. 260–265. 
iv	 Spinal Injury Association reports 666 new patient admissions (equivalent to about 2/100,000) to spinal injury centres in the UK 


and Ireland in 2000. 
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•	 Cognitive/behavioural problems, such as: lapses in memory and attention; difficulties in 
organisation, planning and problemsolving; confusion; apathy; disinhibition and lack of 
insight into difficulties. People with these problems may need additional support to make 
decisions and take responsibility for their own care. 


Four years ago, Louise noticed that Robert’s behaviour was becoming uncharacteristically erratic. He was 
verbally aggressive, and his behaviour in company and at work was insensitive. Robert denied there was 
anything untoward. After a year, multiple sclerosis was diagnosed, by which time Robert’s confusion was 
more marked and his mobility was affected. Robert and Louise both stopped work as Robert couldn’t be 
left alone. Robert continues to deny that anything is seriously amiss. Their daughter has become 
withdrawn and is badly affected by Robert’s temper outbursts. 


We’re in This Together, Carers UK, 1999 


•	 Communication problems, such as difficulties in speaking or using language to communicate 
and in fully understanding what is said or written. People with these problems may need 
additional support to access information or to communicate their needs and wishes. 


“Sometimes people found it difficult to understand me. I got very frustrated – especially when they just 
smiled, or nodded and pretended they knew what I was saying. In the end I just stopped trying – I 
wouldn’t answer the phone and I stopped going out. That was before I started speech therapy. Now I’ve 
learned techniques to help me control my breathing and I speak more clearly. I’m much more confident 
and last month I rejoined the local bowls club.” 


Parkinson’s Disease Selfcare Manual, 2000 


•	 Psychosocial and emotional effects of the condition for the individual, such as potential 
personality changes after a brain injury and the emotional and psychological effects of living 
with a longterm condition generally on the individual, their carer and family. These can 
include stress, depression, loss of selfimage and cognitive/behavourial issues, which may lead 
to relationship breakdown if not addressed. 


“I wish I could still say that I felt something for John, but he’s a completely different person to the husband 
I married... I feel like I’m sharing a bed with a complete stranger ... I don’t know how long I can bear it.” 


Wife of a man with severe brain injury 


Who will benefit from this NSF? 


23.	 Although this NSF focuses on the needs of people living with neurological conditions, it will make an 
important contribution to delivering the government’s overall strategy to improve NHS and social care 
support for all people living with longterm conditions. 


24.	 The quality requirements are derived from research and expert evidence specific to neurological 
conditions, but many elements of them are relevant to people with other longterm conditions, 
for example: 


•	 prompt diagnosis; 


•	 providing information and support; 


•	 personcentred care and choice; 
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•	 providing information and support for the safe and effective use of medicines; 


•	 care planning and integrated service provision involving different agencies, including closer 
working between health and social services; 


•	 planning and liaison when people make transitions between services; 


•	 supporting self care and considering health promotion needs; 


•	 prompt access to treatment which complies with National Institute for Clinical Excellence 
(NICE) guidelines and timely referral for appropriate specialist intervention; 


•	 rehabilitation and support in the community and vocational rehabilitation; 


•	 providing equipment and adapted accommodation; 


•	 equitable assessment for fully funded NHS continuing care and adult social care under 
Fair Access to Care Services; 


•	 providing palliative care to people who have conditions other than cancer; 


•	 supporting carers; 


•	 managing longterm conditions effectively when in hospital (or other settings) for other 
problems. 


Improving service delivery 


Specialised services 


25.	 In the Department of Health’s guidance for commissioning specialised services, certain elements of 
neurological services are designated as ‘specialised’. These include neurology, neurosurgery, rehabilitation 
for adults with brain injury and complex disability. 


26.	 In many areas, this has resulted in the concentration of such services in specialist centres. There are 
several ‘hubandspoke’ and outreach models where staff from the specialist centres spend part of their 
time working in local hospitals and in the community. In some cases this has led to a clinical network 
which supports the development of local expertise and enables more treatment to be delivered closer to 
home, while still retaining access to specialist services for those who need them. 


Local services 


27.	 Other services are commissioned and provided locally. These include community rehabilitation 
(and sometimes specific neurorehabilitation); community equipment services; personal care services 
and respite provision. Close collaboration between health and social services is key to assessing local 
needs and commissioning coordinated care. 


28.	 General practice plays an important role in service delivery along the entire care pathway. 
Wherever primary care is mentioned in this NSF, it includes all health and social care professionals 
who are involved with people with longterm neurological conditions in community settings. 
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The bigger picture 


29.	 Consultation with service providers, people with longterm neurological conditions and their carers has 
revealed examples of high quality services (see the Longterm Conditions NSF: Good Practice Guide) but 
also great variation in levels of provision across the country. There is also evidence that people within 
black and minority ethnic communities experience greater difficulty in accessing neurological services. 


30.	 Recent snapshot information from four local authorities (Richmond, West Sussex, Bath and 
Northeast Somerset and Essex) suggests that 50% of people aged 18–65 receiving social services 
support have a neurological condition. If this were representative across England, it would equate to 
about 63,000 people aged 18–65 with a neurological condition getting such help. This extrapolated 
figure suggests a significant level of unmet need across the countryi. Supporting people with longterm 
neurological conditions to apply for Direct Payments; assessments for social care services in line with 
guidance on Fair Access to Care Services and prompt and fair assessment of eligibility for fully funded 
NHS continuing care could help meet this need and is addressed in QR8. Steps to ensure equity and 
consistency of criteria and assessment processes, which include taking account of the needs of people 
with longterm neurological conditions, will be part of ongoing work to improve the provision of NHS 
continuing care. 


Improving services 


31.	 One of the distinguishing characteristics of this NSF is that it is about supporting people with longterm 
neurological conditions to live as independently as possible. The need to address some fundamental 
issues about how people wish to live – whether at home, with their families or in residential care – has 
guided the development of the QRs. These QRs set out a clear vision of how to improve the quality, 
consistency and responsiveness of services and personalised care. They cover: 


•	 providing information and coordinated personcentred care (QR1); 


•	 improving access to neurological services for diagnosis and treatment (QR2); 


•	 improving care of people experiencing a neurological or neurosurgical emergency (QR3); 


•	 improving access to rehabilitation services so that people disabled as a result of a neurological 
condition can achieve and maintain the greatest possible level of independence and social 
inclusion (QR4–6); 


•	 providing flexible services and packages of care to help people live as independently as possible 
according to their own choices (QR7–8); 


•	 improving palliative care services for people in the later stages of their illness (QR9); 


•	 supporting families and carers (QR10); 


•	 providing appropriate neurological care in hospital and other health and social care settings 
(QR11). 


32.	 Underpinning all of these QRs is the need at all times to: 


•	 challenge discrimination and reduce inequalities, including those faced by black and minority 
ethnic communities, who may find it difficult to access neurological services; 


•	 treat people with longterm neurological conditions with respect and dignity and listen to and 
act on their views regardless of their age, disability, race, gender, sexual orientation and religion 
or beliefs. 


i Source: Jeff Jerome, Director of Social Services, Richmond Social Services. 


13 







79950COI NSF 7/3/05 4:05 pm Page 15


2 Quality requirements



Introduction 


1.	 This NSF aims to transform the way health and social care services support people with longterm 
neurological conditions to live as independently as possible. It puts the people who have these 
conditions, along with their family and carers, at the centre of care by setting out evidencebased quality 
requirements (QRs) from diagnosis to endoflife care. These are underpinned by evidencebased 
markers of good practice which suggest how the NSF could be implemented locally. These QRs, 
together with the NSF Good Practice Guide, NSF Information Strategy, leaflet for the public and glossary 
(see www.dh.gov.uk/longtermnsf ), will help health and social care professionals and their partners plan 
and deliver responsive, personcentred services, taking into account the needs and choices of individuals. 


2.	 The QRs focus on the needs of people living with longterm neurological conditions but much of their 
content applies equally to people with other longterm conditions. Anyone involved in care and service 
planning and provision for this larger group will find this document useful. 


3.	 Where appropriate at the end of each of the QRs, there is a short section setting out how the markers of 
good practice apply to people with rapidly progressing conditions because of the need for services to 
respond quickly. 


An overview of the quality requirements 


QR1: A personcentred service 


4.	 QR1 underpins all the other QRs. The delivery of this ‘core’ requirement will improve the coordination 
of services and address many of the key issues service users and voluntary organisations have identified. 
These include information and the need for a holistic, integrated, interdisciplinary approach to care 
planning, review and service delivery involving a range of agencies. 


QR2 and QR3: Prompt diagnosis, appropriate referral and treatment 


5.	 QR2 and QR3 set out how people with longterm neurological conditions are identified and referred to 
appropriate specialist healthcare services as quickly and with as few intermediate steps as possible. Prompt 
action at this stage can reduce neurological damage, slow down the rate of disease progression, increase 
survival rates and improve the person’s quality of life. In particular, these QRs aim to ensure that: 


a.	 there is early recognition of neurological symptoms both in primary care and acute and 
emergency settings; 


b.	 people who present with neurological symptoms are referred to specialist services quickly and the 
care pathway allows direct referral to a specialist in accordance with locally agreed protocols; 


c.	 people receive a prompt diagnosis; 
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d.	 people receive emergency care from staff with appropriate neurological and resuscitation skills 
and facilities; 


e.	 appropriate treatment is jointly agreed with individuals and begins as soon as possible; 


f.	 people receive safe and effective medicines, the use of which has been jointly agreed between 
healthcare professionals and the person. 


QR4 to QR6: Rehabilitation, adjustment and social integration 


6.	 Neurological conditions can result in profound life changes. Skilled rehabilitation teams can help people 
make major physical, emotional, social and environmental adjustments so they can become more 
independent and enjoy a better quality of life. Rehabilitation can also prevent deterioration and 
secondary complications such as pressure sores. 


7.	 Multidisciplinary teams of health and social care professionals usually deliver rehabilitationi. These teams 
can work in different ways depending on the setting and person’s needs: 


a.	 Multidisciplinary working: some teams consist of a group of different professionals working 
alongside one another towards a common goal, for example, a review clinic offering a thorough 
reassessment of needs by a multidisciplinary team. Their interventions are delivered in parallel 
rather than in close collaboration. 


b.	 Interdisciplinary working: this involves teams taking a more integrated approach. They work 
together towards a set of agreed goals, often undertaking joint sessions. Team members have a 
fuller understanding of other members’ roles and skills and can work together in a holistic way, 
ensuring the various treatments complement each other. This approach is often seen in settings 
where staff are able to collaborate on a regular basis, for example, working in specialist 
neurorehabilitation teams, either in inpatient rehabilitation units or in the community. 


8.	 QR4 addresses early and specialist neurorehabilitation in the context of inpatient or residential settings, 
with planned, coordinated transfer to the community and reaccess as needed. QR5 addresses 
rehabilitation at home and in the community. It includes supporting people as they adjust to change 
and take part in leisure and other social activities. QR6 addresses work and vocational rehabilitation. It 
includes supporting people to remain in, begin or return to employment or other occupational activity. 


QR7 to QR11: Lifelong care and support for people with longterm neurological conditions, 
families and carers 


9.	 People often live with their condition for decades, so providing well coordinated, longterm support is 
at least as important to their quality of life as prompt diagnosis and early treatment of the condition. 


10.	 Many people find it difficult to maintain an independent life, particularly in the face of increasing 
disability. This can lead to longterm social and psychological difficulties for them and their families and 
carers. Providing personal care, support, equipment and accommodation planned around their needs 
and wishes can help them to retain their independence and remain in their own homes. QR7 addresses 
the provision of equipment and home adaptations. 


11.	 QR8 addresses assessment of personal care and support. The assessment needs to take account of the 
person’s physical, cognitive, psychological and emotional difficulties. It also needs to cover family 
circumstances, religious, cultural and ethnic needs. People’s preferences about care setting, the scope 
for help and support to prevent deterioration, social isolation and increased dependence will also be 
important. 


i	 Health and social care professionals on the team can include: doctors, nurses, physiotherapists, occupational therapists, 
speech and language therapists, social workers, pharmacists, dietitians, psychologists, chiropodists, podiatrists, orthoptists, art, 
drama and music therapists, clinical scientists, prosthetists, orthotists and counsellors. This list is not exhaustive. 
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12.	 QR9 addresses the need for palliative care services for people in the advanced stages of neurological 
conditions and the importance of enabling people to make choices about endoflife care. 


13.	 QR10 addresses the need to offer information, advice and support to families and carers. 


14.	 QR11 addresses the provision of care in other settings, for example, during treatment for 
nonneurological health problems. Good planning can ensure that the management of the 
neurological condition and the person’s self care are not compromised. 
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Quality requirement 1: A personcentred servicei 


Aim 


1.	 To support people with longterm neurological conditions in managing their condition, maintaining 
independence and achieving the best possible quality of life through an integrated process of education, 
information sharing, assessment, care planning and service delivery. 


Quality requirement 


2.	 People with longterm neurological conditions are offered integrated assessment and planning of their 
health and social care needs. They are to have the information they need to make informed decisions 
about their care and treatment and, where appropriate, to support them to manage their condition 
themselves. 


Rationale 


Integrated assessment and care planning 


3.	 People with neurological conditions can experience a wide range of complex physical, sensory, 
cognitive, psychological, emotional, behavioural and social difficulties1–4, with a broad range of needs. 
An integrated approach to assessment of care and support needs and to the delivery of services is key to 
improving the quality of life of people with longterm neurological conditions. There is evidence that: 


a.	 the most effective support for people with longterm neurological conditions is provided when 
local health and social services teams communicate; have access to uptodate case notes and 
patientheld records and work together to provide coordinated services5–9. Social services tend 
to provide the greater part of support for people with relatively severe disabilities; 


b.	 an integrated system of assessment and care planning can prevent unnecessary reassessment and 
repetition of basic information. It also helps to ensure that case notes are complete and people 
are receiving appropriate services10,11; 


c.	 broadbased and holistic assessment by health and social care services6,12 can lead to successful 
interventions, rehabilitation and care. These can: limit the development of predictable 
secondary consequences of disease13,14; increase the effectiveness of earlier rehabilitation; 
promote improved quality of life for people, their families and carers15,16 and improve 
opportunities for social participation; and 


d.	 people with longterm neurological conditions have improved health outcomes and a better 
quality of life when they are able to access prompt and ongoing advice and support from 
practitioners with dedicated neurological expertise, such as specialist nurses. This can cover: 
managing their medicines; treatment of specific symptoms; help to understand their condition 
and its current and future management17. Specialist advice and treatment can be cost neutral and 
may reduce admissions and length of stay and improve wellbeing18–21. 


i	 This quality requirement supports Standards: C9, C11, D5, D6 and D7 – Governance; C13, C16, D8, D9 and D10 – Patient 
focus; C5a, C6 and D2 – Clinical and cost effectiveness; C17, C18 and D11 – Accessible and responsive care; C20 – 
Care environment; C22a, C23 and D13 – Public health. Public Service Agreement Objective II: improve health outcomes 
for people with longterm conditions and; Objective IV: improve the patient and user experience. 
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Developing integrated care planning and review 


4.	 The care planning process needs an integrated multidisciplinary team of people who have the appropriate 
training, expertise and skills and who are able to crossrefer to provide coordinated care12,17,22,23. 


5.	 Successful care planning is personcentred and recognises that needs will change over time10,11,24–28. 
It may be a simple or complex process depending on the condition and the range of services needed9,26,27. 
The care plan needs to be developed and agreed with the person and, subject to their agreement, with 
their carers and/or an advocate. The care plan is owned by the person, and the relevant multidisciplinary 
team members review it regularly with them. The professional developing the care plan has a role to help 
the person navigate their way around the health and social care system29. 


6.	 The care planning process is likely to include: 


a.	 assessing immediate needs and potential future needs, including risk assessment; 


b.	 assessing support needed to: 


•	 maintain opportunities for independent living; 


•	 delay deterioration in physical or mental health; and 


•	 prevent social exclusion; 


c.	 reviewing treatment plans (see QR2); 


d.	 considering services and support to enable people to play a full, inclusive role in society, 
including housing, transport, benefits, education, careers advice, employment and leisure; 


e.	 reviewing information provision, including its timing and level of detail to ensure it is useful 
and appropriate; 


f.	 considering health promotion issues such as sexual health, weight management and smoking 
cessation and providing access to a full range of health promotion services; 


g.	 taking account of identified nonneurological health issues; 


h.	 considering any care and support provided by family members/carers and how this might 
change over time (see QR10). 


7.	 Some people with more complex needs requiring skilled multidisciplinary input from a number of 
different agencies will need an identified person who coordinates care. The job title of such people 
currently varies (eg a care coordinator, case manager or community matron). This role includes 
developing a comprehensive care plan involving a range of agencies and may involve arranging access 
to appropriate health and social care services. Ideally, services need to be commissioned from a pooled 
budget with the care plan acting as a ‘passport’ to services. 


8.	 Assessment and care planning are ongoing processes, dictated by the changing needs of the person and 
their family and carers. Regular monitoring and review processes are needed to ensure that: 


a.	 people know how to access services through selfreferral if their needs change. This may be 
through a practitioner with a special interest or another named contact; 


b.	 no equipment or services are withdrawn before a thorough reassessment of a person’s needs has 
been undertaken; 
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c.	 there is continuity of health and social care services when a person’s needs change or they move 
between services (eg between children’s and adult services or when they move home to another 
area). For example, the transition of people with childhoodonset conditions such as muscular 
dystrophy or cerebral palsy from children’s to adult services needs detailed care planning (see 
Standard 4 of the NSF for Children, Young People and Maternity Services30). Commissioners and 
service providers need to ensure appropriate services are in place to meet these people’s continuing 
needs and to provide support for making life transitions. Standard 1 of the NSF for Older People31 


states that people will access services based on need, not their age – so that, for example, older 
people who have or develop neurological conditions have access to specialist neurological services 
as well as to services for older people; 


d.	 there is enough flexibility to allow for both planned reviews and unplanned reviews when a 
person’s condition suddenly deteriorates or their circumstances change (eg due to the illness 
of a carer); 


e.	 people’s information needs are reviewed regularly, recognising that the need for information will 
change over time (see below); 


f.	 people have timely, regular medication reviews (see QR2). 


Information, advice, education and support 


9.	 To become full partners in care, people have said that they need information, advice, education and 
support. People often live with a longterm neurological condition and its impact for decades. Over that 
time many become experts in their condition and its management. Their knowledge, based on personal 
experience, can help professionals to support them32. 


10.	 The Expert Patient programme33 is a self management programme which aims to improve quality of life 
by developing the confidence and motivation of people to use their own skills and knowledge to take 
effective control over life with a longterm condition. In general, these ‘experts’ report that their health 
is better, they cope better with fatigue, feel less limited in what they can do and are less dependent on 
hospital care. The programme suggests that such people will need to know how to: 


a.	 recognise and act on symptoms; 


b.	 make most effective use of medicines and treatments, including those approved by the 
National Institute for Clinical Excellence (NICE); 


c.	 understand the implications of professional advice; 


d.	 access social and other services including transport; 


e.	 manage work and access the resources of the employment services; 


f.	 access chosen leisure activities; 


g.	 develop strategies to deal with the psychological effects of illness. 


11.	 Not everyone with a longterm neurological condition will want to participate actively in their own care 
or be capable of managing their condition to this extent, particularly in the later stages when they may 
develop physical or communication difficulties. However, most will want to be involved in decisions 
about their care; to choose which treatment best suits their needs, and to share responsibility for 
managing their own condition in partnership with professional staff. 
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12.	 Providing good information and education benefits the person by improving opportunities for choice 
and levels of independence34 and can reduce consultation rates33,35. However, for any information and 
education to be effective, they need to be tailored to suit people’s needs and circumstances and to be 
assessed at every review or interaction with health and social care professionals. Evidence from research 
and people’s experience when they use services shows that: 


a.	 providing good quality information (eg, on the condition, its treatment and progression and on 
relevant local services) is most effective if it is available at diagnosis or onset and on an ongoing 
basis as necessary32,36; 


pathway


b. people value having a single point of contact to help them access appropriate information 
and advice about their condition and the services available, at each stage of the care 


37–39,40(G20). This contact could be one of a range of professionals in the specialist 
neurological or rehabilitation team, or a care coordinator; 


c.	 some people, particularly those with cognitive problems or relatives who may still be in a state 
of shock, may not understand or retain information at diagnosis40,41.They may value the chance 
to discuss this information later with a doctor, nurse or allied health professional or with 
voluntary organisations; 


d.	 information also needs to be updated over time (eg when new treatment options become 
available32,42,43, when the person’s service needs or circumstances change41,44, or at times of 
transition, eg from children’s to adult services); 


e.	 staff at all levels benefit from training to ensure that they give information effectively and 
sensitively45–47 (eg taking into account language and cultural needs of people from black 
and minority ethnic groups48,49 and the needs of people with sensory and cognitive 
impairments32,39,45); 


f.	 information works best when it is available in a range of different formats for people with 
longterm neurological conditions and their carers; 


g.	 local education and training programmes such as ‘newly diagnosed courses’ organised by health 
and social care professionals and voluntary sector organisations can improve people’s knowledge 
about their condition and treatment options and support independence. 


Special needs of people with rapidly progressing conditions 


13.	 The timing and appropriateness of information is particularly important in cases where the disease 
progresses rapidly (eg motor neurone disease). The challenge is to ensure that the person and their 
family are informed about the current stage and prepared for how rapidly their care and support needs 
may change. 


14.	 People with rapidly progressing conditions may benefit from specialised services, including nutritional 
management, home ventilatory support, communication aids and electronic assistive technology. Good 
care planning across all agencies will ensure a rapid and flexible response to changing needs so that these 
services can be provided promptly. 
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Evidencebased markers of good practice for QR1 


Evidence 


grade 


There is timely integrated assessment involving all relevant agencies leading to individual RA 
ans9,12,17,50,51 whcare pl ich:	 Expert 


•	 cover current and anticipated needs (including health, social, emotional and cultural

needs);



•	 are held by the person and regularly evaluated and reviewed with them by the clinical 
team. Review is based on clinical need, including selfassessment (see QR2); and 


•	 ensure that staff have access to all relevant records and background information about 
the person’s condition, test results and previous consultations. 


2 Arrangements are in place to ensure that: Expert 


• all people with longterm neurological conditions have a named point of contact for 
advice and information. 


• people with complex needs who require skilled input from a number of professionals 
have a named individual (eg a care coordinatori, case manager or community matron) 
who is responsible for coordinating the input from all relevant agencies and producing 
a care plan37–39,40(G20). 


3 The care assessment and planning process ensures that appropriate services are available to RC 
provide support for life transitions and to enable people with longterm neurological Expert 
conditions to receive continuity of care (eg when they transfer to adult health or social 
care services or across geographical service boundaries51–55, or following a change in 
circumstances such as the death of a carer). 


Local arrangements for providing information ensure that:	 RC 


•	 people receive timely, qualityassured, culturally appropriate information in a range of Expert 


formats40,41,45,46,48,51,56 on: 


–	 all relevant aspects of service provision; 


t43,44,56,57;–	 the condition and how best to manage i


–	 wider social inclusion issues (eg employment and transport58). 


•	 health and social care professionals, people with longterm neurological conditions and 
carers receive appropriate training on effective ways to provide and use information. 
Assessment of information needs is part of review and any interaction with health and 
social services. 


5 People with longterm neurological conditions and their carers can access education and RA 
self management programmes, tailored to their individual needs51,59,60 and these are Expert 
available at different stages of the condition33,36,42,61. 


i	 A care coordination role has been described in Department of Health guidance, Effective Care Coordination: Modernising the Care 
Programme Approach, which integrated the Care Programme Approach with care management in mental health 
(see www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAnd 
GuidanceArticle/fs/en?CONTENT_ID=4009221&chk=k0eztB). 
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Quality requirement 2: Early recognition, prompt 
diagnosis and treatmenti 


Aim 


1.	 To ensure that people presenting with neurological symptoms or a neurological condition receive the 
correct diagnosis and appropriate treatment as soon as possible. 


Quality requirement 


2.	 People suspected of having a neurological condition are to have prompt access to specialist neurological 
expertise for an accurate diagnosis and treatment as close to home as possible. 


Rationale 


Recognition and diagnosis 


3.	 There is evidence that people with longterm neurological conditions have improved health outcomes 
and better quality of life when they are able to access prompt specialist expertise to obtain a diagnosis 
and begin treatment1–3. 


4.	 The NHS Improvement Plan: Putting People at the Heart of Public Services and National Standards, Local 
Action: The Health and Social Care Standards and Planning Framework 2005/6 – 2007/8 state that, by 
December 2008, no one should wait longer than 18 weeks from GP referral to hospital treatment. 


5.	 Every year around one person in ten consults their GP about a neurological symptom4. Their first point 
of contact may be by other routes (eg NHS Direct, a walkin centre, or other health and social care 
professionals in the community, such as nurses, allied health professionals and pharmacists). 


6.	 Most neurological symptoms will have a nonserious cause and it is important that those people who are 
showing early symptoms of a neurological condition are diagnosed quickly and accurately. Individuals 
and their families and carers can experience distress and anxiety while waiting for a diagnosis. Early 
diagnosis can reduce this and lead to earlier treatment and effective management. This can slow disease 
progression and, in some cases, may even prevent death5. 


7.	 Some neurological conditions can present a particular challenge for early identification as they lack clear, 
simple diagnostic features (eg early Parkinson’s disease is often mistaken for arthritis, normal ageing or 
stroke6). It is, therefore, important for people who may have a longterm neurological condition to have 
a specialist assessment in line with national guidelines3,79. This can help prevent wrong or delayed 
diagnosis in conditions such as epilepsy, which has been shown to be misdiagnosed in around one in 
four cases10,11. 


i	 This quality requirement supports Standards: C5a and D2a – Clinical and Cost Effectiveness; and D11a – Accessible and 
Responsive Care. It also supports the Public Service Agreement: Objective III: Improve access to services to ensure that by 2008 
no one waits more than 18 weeks from GP referral to hospital treatment. 
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8.	 Improved diagnosis can result from: 


a.	 primary care teams collaborating more closely with their linked neurologists; 


b.	 improved training in recognising important symptoms for all staff likely to have contact with 
people first presenting with neurological problems12; 


c.	 triage of patients so that clinicians with the most appropriate skills, including practitioners with 
a special interest, evaluate people13,14; 


d.	 agreed protocols for timely referral for specialist neurological assessment and diagnostic tests 
as appropriate, which allow tests to be prebooked and avoid unnecessary duplication of tests; 


e.	 specialist clinics (eg in primary care settings) as close to people’s homes as possible. 


9.	 Some conditions (eg multiple sclerosis or motor neurone disease) will need further investigations before 
a final diagnosis can be made. In this situation, a plan can be agreed with the person for their 
investigations at the same time as booking appointments for the tests. All tests need to be completed 
as soon as possible and the person seen again by the neurologist without delay. 


10.	 Some conditions may be genetic in origin (eg Huntington’s disease). Whenever a genetic condition is 
diagnosed, or when a genetic opinion can inform a diagnosis, the person needs to be referred to a 
geneticist15. The person and their family can then be offered counselling and information about the 
implications of their condition so that they can make informed decisions about testing, treatment and 
other life choices (eg issues around having children). 


Information at diagnosis 


11.	 As part of the process of diagnosis, people need information about their condition and an opportunity to 
talk through the implications for them. This may involve attending a ‘newly diagnosed’ course run by 
health and social care professionals and voluntary sector organisations. Giving information at diagnosis 
is part of an ongoing process of meeting information needs and encouraging people to manage their 
condition themselves (see QR1). 


12.	 The way in which a diagnosis is given can significantly affect the psychological wellbeing of the person 
and their family. Training for staff in the sensitive breaking of bad news3(R1,R2) can make a difference to 
how people and their family cope. Adopting a communications policy can also improve the way bad 
news is delivered16,17. 


Treatment 


13.	 Once the person has a diagnosis, early treatment can often reduce or delay the impact of the condition 
on their life. The process of multidisciplinary assessment and care planning needs to begin as soon as it 
is required (see QR1)3,7–9. People need access to the full range of treatment and support services 
identified as best practice in NICE guidance3,7,18,19. People need information about treatment options, 
their effectiveness and any potential problems and side effects so they can make informed choices. 


14.	 Using medicines effectively is vital to managing many longterm neurological conditions, particularly 
Parkinson’s disease and epilepsy. However, research shows that around 50% of medicines for longterm 
conditions are not taken as prescribed20 and that people’s beliefs and preferences about medicines are the 
most important factor in how they use them21. Therefore, as well as providing information, it is essential 
that health professionals: 


a.	 discuss the person’s views and preferences with them; 


b.	 reach a shared agreement about the proposed form of treatment; 
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c.	 make sure that people have the physical and cognitive skills to manage their medication 
themselves, or that there are appropriate arrangements to ensure that people take their 
medicines correctly; 


d.	 provide contact details so that the person can get in touch straight away if they experience any 
problems with their medicines; 


e.	 contact the person soon after treatment is started to ensure that there are no problems in taking 
their medicine. 


15.	 People may also need advice and support in managing side effects or if they are considering stopping 
treatment, for example during pregnancy, and should have the opportunity to discuss this with their 
health professional22–24. Regular reviews of medication are important. These may be face to face for 
those who need them, especially those taking three or more medicines, with a skilled reviewer (eg an 
appropriately trained pharmacist). This is to assess: how they are taking their medicines; whether they 
are tolerating them and the impact (both positive and negative) of medicines on their condition and on 
other aspects of their lives. The reviewers can agree adjusting medication with the person25. 


16.	 The multidisciplinary team in the neurology clinic (eg neurologists, specialist nurses, social workers, and 
a range of therapists and psychologists) can support people, help them manage their symptoms and refer 
them for rehabilitation, if necessary before the diagnosis is confirmed. The team can also identify what 
emotional and spiritual support people might need. 


17.	 Some people with longterm neurological conditions may need planned clinical reviews to monitor their 
condition and unplanned reviews if they deteriorate suddenly or develop complications. The need for 
review can be agreed as part of the care planning process (see QR1). 


18.	 People tell us that they value ongoing specialist advice from people who understand their condition. 
Specialist practitioners could provide this. Specialist nurses are shown to provide effective and cost 
effective advice and care for people with progressive conditions such as multiple sclerosis or Parkinson’s 
disease1,26,27. 


Special needs of people with rapidly progressing conditions 


19.	 Recognising symptoms is a particular problem in rapidly progressing conditions. Early diagnosis can 
significantly improve the person’s quality of life in terms of access to appropriate support, treatment and 
other healthcare and social services28,29. Referral protocols for diagnosis, such as nonstandard referral 
routes (eg telephone, email, and rapid access neurology assessment clinics), are needed when a GP 
suspects a rapidly progressing condition, in order to speed up both the referral and diagnostic processes. 
After initial diagnosis, fasttracked referral to specialist multidisciplinary services experienced in the 
needs of people with rapidly progressing conditions can improve the person’s quality of life. People need 
treatment, care and equipment to be provided quickly, with services responding flexibly to changing 
needs. 


20.	 People with rapidly progressing longterm neurological conditions may develop respiratory difficulties 
and respiratory failure. Staff can prepare them for this by discussing with them the possibility of early 
referral and treatment options. These could include noninvasive ventilation, tracheostomy ventilation 
and relieving symptoms with drugs. People with these conditions may also need support with advance 
directives on preferred treatment for symptoms towards the end of their life. 
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Evidencebased markers of good practice for QR2 


Evidence 


grade 


There is improved access to specialist neurological expertise through:	 RB 


•	 training for frontline staff to improve recognition of neurological symptoms3,6,7,10–12; Expert 


•	 shared protocols for referral for further specialist assessment so that people receive 
mes14,30–32;appropriate priority within locally agreed target ti


•	 guidelines on the management of genetic disorders including referral to genetic

services15;



•	 multidisciplinary neurology clinics run in hospital and community settings where

possible;



•	 communication routes for GPs to obtain rapid specialist neurological advice about

urgent clinical problems.



2 Diagnostic services are effectively designed and have sufficient capacity to enable prompt RA 
diagnosis. Services should be delivered according to NICE guidelines and take account of Expert 
agreed national guidance3,7,9,18 and protocols for delivering diagnosis, using staff trained in 
delivering ‘bad news’. 


There is improved access to appropriate treatments and:	 RA 


•	 treatment available to people includes all those approved by NICE3,7; Expert 


•	 early integrated assessment and care planning (see QR1) ensure timely access to 
treatment and to multidisciplinary support, if necessary before diagnosis is confirmed; 


•	 individuals receive appropriate information before starting medication to enable

informed choice and are supported to manage side effects or any other problems



ng2224they may be havi . 


4 All people with longterm neurological conditions have prompt access to ongoing specialist RB 
neurological advice and treatment. Specialist nurses and practitioners with specific Expert 
knowledge of longterm neurological conditions are available to support people in the 
community1,26,27. 


There is improved access to treatment review that ensures:	 Expert 


•	 processes are in place to provide review and monitoring of treatment appropriate to 
individual need (see QR1); 


•	 people taking medicines on a longterm basis have access to regular medication reviews 
to enable them to get the most out of treatment25. For some people, especially those 
taking three or more medicines, it may be appropriate to have a facetoface review. 
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Quality requirement 3: Emergency and acute 
managementi 


Aim 


1.	 To improve the treatment of people who develop a neurosurgical or neurological emergency, preventing 
avoidable illness and death. 


Quality requirement 


2.	 People needing hospital admission for a neurosurgical or neurological emergency are to be assessed 
and treated in a timely manner by teams with the appropriate neurological and resuscitation skills 
and facilities. 


Rationale 


3.	 Over one million people attend accident and emergency departments each year with a head injury. 
Trauma is the most common cause of death in people under 40. Approximately 50% of deaths in this 
group are due to head injury. Severe head injury has a 20–30% mortality rate. Variations in service 
provision to manage head injuries and other neurosurgical emergencies1 can lead to complications, 
avoidable death, increased disability and greater dependence2,3. 


4.	 Evidence shows that people who experience neurosurgical and neurological emergencies have better 
outcomes in terms of survival rates, fewer avoidable complications and impairments and less risk of 
death and as a result achieve better independence, when: 


a.	 they receive early and effective initial resuscitation2,4–9; 


b.	 they receive early treatment, for example admission to a specialist spinal cord injury centre 
within one day of injury reduces both mortality and overall length of stay4; 


c.	 there is timely access to appropriate neuroimaging (eg MRI and CT scans) which meets local 
and national standards3. 


d.	 they receive care on wards staffed by teams who have themselves, or have rapid access to, 
neurological expertise and skills and where protocols are in place to monitor their condition and 
identify potentially lethal progressive complications, such as blood clots or raised pressure in the 
brain2,7,8,10; 


e.	 they receive early assessment in the acute setting by a multidisciplinary neurological 
rehabilitation team to identify rehabilitation needs and a care plan which includes providing 
appropriate early treatment and support to prevent secondary complications such as 
contractures11,12(G43, G43–77) (see QR1 and QR4); 


available


f. those needing more complex specialist interventions have timely access to a specialist 
neuroscience centre where prompt intervention can be made (within four hours or less for head 
injuries) and where neurosurgical and neurocritical care with protocol based treatment are 


4,11,13–16. This has been shown to increase favourable outcomes from 40% to 60%15; 


i	 This quality requirement supports Standards: C5a and D2a – Clinical and Cost Effectiveness; and Standard C19 and D11 – 
Accessible and Responsive Care. 


28 







79950COI NSF 7/3/05 4:05 pm Page 29


The National Service Framework for Longterm Conditions 


g.	 protocols are in place so that people who are not admitted to hospital for conditions such as 
head injury and who do not make a complete recovery know how and when to access services. 
Referral for multidisciplinary assessment, including psychometric testing, to detect and treat 
ongoing cognitive and emotional difficulties may be appropriate3,12(G33–38),17. Referral for further 
assessment and support from mental health services may be needed; 


h.	 treatment is provided according to NICE guidelines and takes account of nationally agreed 
standards and guidelines3,12,18; 


i.	 neurologists and neurosurgeons are available to give timely, expert advice to accident and 
emergency departments. 


5.	 Increased capacity at spinal cord injury centres1,19–21 and specialist neuroscience centres, including an 
increase in dedicated neurosurgical and neurological critical care beds, can result in better outcomes for 
people by: 


a.	 speeding up transfer or reducing the current wait for admissions to facilities that provide 
specialist management and care19,22; and 


b.	 preventing people being returned too early or transferred to inappropriate wards and facilities in 
district or local services following specialist intervention. This is estimated to apply to more 
than 50% of people1. 


Information 


6.	 In an emergency situation, people and their families need information about their condition to be given 
quickly and calmly so that they can become involved, as appropriate, in planning their treatment and 
ongoing care. When they are transferred between settings, both the person and their family need to 
know whom to contact for information. 
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Evidencebased markers of good practice for QR3 


Evidence 


grade 


Acute and emergency management of sudden onset neurological conditions complies with RA 
NICE guidelines and takes account of nationally agreed standards and guidelines3,12,18. Expert 


Local hospitals accepting people with a neurosurgical or neurological emergency have RA 
appropriate resources to treat, manage and review individuals presenting with a 


ng2,4,6–9,11,15,16:sudden onset neurological condition, includi


•	 trained staff/teams (A&E, medical assessment, acute medical, neurological) to ensure 
that people with acute neurological symptoms receive prompt neurological assessment; 


•	 appropriate facilities and links to a specialist neuroscience centre and spinal cord injury 
centre for prompt expert opinion if necessary; 


•	 protocols of care agreed with specialist spinal cord injury, neuroscience and

neurorehabilitation centres.



There are protocols in place which comply with NICE guidelines on head injury and take RA 
account of nationally agreed standards and guidelines, for people with acquired brain injury Expert 


3,12(G3338),17.not admitted to hospital


Transfer to specialist centres is available when needed, and:	 RA 


•	 specialist neuroscience centres and spinal cord injury centres have the capacity, staff Expert 


and facilities to accept prompt transfer of people who need more specialist 
standards4,11,15,16,20,22;management and to conform to national 


•	 protocols are in place to support prompt transfer of people to district or local services 
when specialist intervention is no longer needed. 


Local hospitals admit people transferred from specialist neuroscience centres to suitable Expert 
wards or facilities where any necessary ongoing neurological care, supervision or 
rehabilitation can be appropriately provided22, involving senior specialist medical staff 
and other staff with neurological expertise. 
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Quality requirement 4: Early and specialist

rehabilitationi



Aim 


1.	 To ensure that people who develop a neurological condition achieve the best possible recovery and 
rehabilitation. 


Quality requirement 


2.	 People with longterm neurological conditions who would benefit from rehabilitation are to receive 
timely, ongoing, high quality rehabilitation services in hospital or other specialist setting to meet their 
continuing and changing needs. When ready, they are to receive the help they need to return homeii for 
ongoing community rehabilitation and support. 


Rationale 


3.	 People who suddenly become disabled as a result of a neurological condition may initially be unable to 
manage safely at home and may need the services of a specialist inpatient unit to help them make the 
best possible recovery. Timely, good quality rehabilitation offers these people the chance to achieve goals 
for independent living. Early rehabilitation also reduces the risk of developing preventable secondary 
complications and reduces length of stay in hospital and readmission rates. 


4.	 People benefit most from specialist neurorehabilitation if they are: 


a. assessed by a multidisciplinary specialist neurorehabilitation team as early as possible in the 
acute care setting, to provide specialist support and advice to prevent secondary complications 
developing1(G39,G43); 


b.	 transferred without delay to an appropriate neurorehabilitation facility1(G41),2–4; and are 


c.	 able to reaccess specialist inpatient neurorehabilitation to meet their changing needs1(G8, G13). 


Benefits of specialist inpatient neurorehabilitation 


5.	 Evidence shows that: 


a.	 rehabilitation in specialised settings for people with traumatic brain or spinal cord injury 
is effective and provides value for money in terms of reducing the length of stay in hospital 
and reducing the costs of longterm care2,5–7; 


b.	 early transfer to specialist centres2 and more intense rehabilitation programmes8–10 are 


ury
cost effective, the latter particularly in the small group of people who have high care costs due to 


5,11very severe brain inj ; 


c. continued coordinated multidisciplinary rehabilitation in the community improves longterm 


ury
outcomes12 and can help to reduce hospital readmissions13. Benefits are similar for people with 


14,15.severe behavioural problems following brain inj


i This quality requirement supports Standards: C5a and D2 – Clinical and Cost Effectiveness; and Standard D10 – Patient Focus. 
ii ‘Home’ in this context means the place where the individual chooses to live, which may be their own accommodation or may be a 


residential or care home. 
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6.	 Providing adequate properly staffed and resourced neurorehabilitation services can help to avoid: 


a.	 bed closures, waiting lists and difficulties in providing appropriate services for people with more 
complex needs1,16; 


b.	 premature discharge home from acute wards or inpatient neurorehabilitation settings, which 
can mean increased levels of dependence and risk of readmission1; 


unit
c. prolonged occupancy of acute beds by people waiting for admission to a neurorehabilitation 


17–19; 


d.	 preventable secondary complications, which bring further health problems and increased length 
of stay in hospital20,21. 


Effective specialist inpatient neurorehabilitation 


7.	 Specialist inpatient neurorehabilitation services form a vital link with both acute hospital care and the 
community as they can: 


a.	 support staff to deliver early rehabilitation in the acute setting before transferring the person to 
the specialist inpatient unit; and 


b.	 provide programmes after a period of inpatient neurorehabilitation to support transition back 
into the community through coordinated care planning in close collaboration with providers 
of community rehabilitation and support (see QR5). 


8.	 People with complex needs may require ongoing access to specialist neurorehabilitation as their needs 
change. For some people, planned readmissions to the inpatient unit over a number of years may be 
the most appropriate way of meeting their changing needs. Those who have additional health conditions 
may also need to access specialist neurorehabilitation and special arrangements may be necessary to 
meet their full range of needs (eg renal dialysis). 


9.	 A few people with very severe and complex disabilities (eg those in persistent vegetative or 
lowawareness states, or with severe cognitive or behavioural problems) may need highly specialised 
and structured service provision over a prolonged period. Such highly specialised inpatient facilities are 
likely to serve the populations of several strategic health authorities, or may have national status22. 


10.	 An effective specialist neurorehabilitation facility will: 


a. be staffed by a team of expert professionals who work as a coordinated interdisciplinary team 


activities
to enable people to transfer the skills acquired during therapy sessions to their daily living 


1(G14–16,G23),23–25; 


b.	 deliver well planned, goalorientated1(G24–26),26 neurorehabilitation at the appropriate intensity 
for the person9,10,27,28; 


c.	 support the person, their family and carers to contribute to planning the rehabilitation 
process1(G21,G23,G88),26; 


d.	 have strong links to the community, including social services and housing departments to 
provide a coordinated transition of care. Good practice can include flexible admission policies 
to allow graded transition to the community with practice periods at home1(G8, G86) and 
inreach/outreach arrangements29,30; 


e.	 work with wheelchair centres and integrated community equipment services to coordinate 
provision of specialist equipment to meet people’s changing needs (see QR7)1(G145–148),31; 
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f.	 involve housing, social services and other relevant agencies in early discharge planning and 
ensure that appropriate services are available1(G169–171). 


Information 


11.	 People and their carers need information on the services and support available so they can take part in 
setting and meeting rehabilitation goals and manage the impact of their condition on their lives1(G30–32). 


Special needs of people with rapidly progressing conditions 


12.	 People with rapidly progressing conditions may need brief periods of inpatient neurorehabilitation to 
help with the rapid and coordinated provision of: 


•	 multidisciplinary assessment, integrated care planning and training of carers; and 


•	 highly specialist equipment (eg integrated electronic technology), which they can use to control 
their environment, their ability to move around within it and to communicate with the outside 
world. 
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Evidencebased markers of good practice for QR4 


Evidence 


grade 


Rehabilitation is provided which complies with NICE guidelines and takes account of other RA 
nationally accepted guidance1,3236. Expert 


There is improved access to rehabilitation and:	 RA 
Expert 


y


• rehabilitation is provided:

24;
–	 earl


–	 at high intensity appropriate to need9,10,27,28; 


ng


– by a coordinated interdisciplinary team23,24;

1(G40, G84),34(R51); and
– in an appropriate specialist setti


– on an ongoing or reaccessible basis to people with changing needs1(G13); 


–	 with specialist equipment (including wheelchairs and seating support systems) 
red1(G145148);where requi


•	 trained rehabilitation, nursing or allied health professions staff support people to apply 
es1(G1416),25;the skills acquired during therapy sessions in routine daily living activiti


•	 the person, their family and the rehabilitation team all work towards the same agreed 
s1(G21,G2326),26;goal


ty for those who need them
• inpatient rehabilitation programmes are followed by ongoing rehabilitation and support 


1(G8,G86,G166,G169),12,29,30 (see QR5). in the communi


Seamless transition of care is provided through:	 RA 


• integrated working with other care professionals/teams1(G7–9);	 Expert 


•	 inreach/outreach arrangements between: 


–	 specialist neurorehabilitation and acute care services; and 


ces1(G86,G170),29,30.–	 inpatient and community based specialist neurorehabilitation servi


Specialist rehabilitation services are provided to meet the needs of people with very severe	 Expert 
es1(G4),22,and complex disabiliti including: 


•	 profound and complex disabilities (eg vegetative or lowawareness states, high or

complete spinal cord injury or severe brain injuries);



• severe cognitive and behavioural problems needing a structured environment;



• other longterm medical problems needing intervention.
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Quality requirement 5: Community rehabilitation 
and supporti 


Aim 


1.	 To enable and support people with longterm neurological conditions to lead a full life in the 
community. 


Quality requirement 


2.	 People with longterm neurological conditions living at homeii are to have ongoing access to a 
comprehensive range of rehabilitation, advice and support to meet their continuing and changing needs, 
increase their independence and autonomy and help them to live as they wish. 


Rationale 


Benefits of high quality community rehabilitation 


3.	 People with longterm neurological conditions face many complex challenges in attempting to live as 
they would wish. At different times, they can experience physical, emotional, psychological and social 
difficulties. These can limit their ability to participate in society1–5 and can lead to social isolation, 
anxiety and depression6–9. These problems can cause increased dependency on care services and can 
affect partner and sexual roles10–14, as well as placing an additional burden on family and friends. 
These effects are longterm and people and their families may need ongoing intervention and support 
appropriate to their needs15–17. 


4.	 Research shows that: 


a.	 community rehabilitation centred on a person’s home18 and employing the full range of 
disciplines can provide cost effective services that help people reintegrate into the community. 
Increased independence can mean lower care costs overall19. Improved wellbeing and 
adjustment20 lessens the burden on carers and reliance on services, prevents unnecessary hospital 
admissions and can lead to substantial savings over the long term; 


b.	 community rehabilitation for people with longterm neurological conditions reduces the 
restrictions they experience in daily living, maintains their independence and enables social 
participation18,21–23; 


c.	 intensive day rehabilitation programmes delivering holistic management of cognitive, 
behavioural and emotional problems following acquired brain injury help people to cope better 
at home and in the community20,22,24,25; 


d.	 targeted rehabilitation programmes can increase participation in social and leisure activities26,27 


and reduce inappropriate behaviour28. Counselling and psychological support to help people 
adjust to altered personal, family and social circumstances29,30 are highly valued by people with 
longterm neurological conditions and their families31. 


i	 This quality requirement supports Standards: D2b and c – Clinical and Cost Effectiveness; and Standard C22a – Public Health. 
ii	 ‘Home’ in this context means the place where the individual chooses to live, which may be their own accommodation or may be a 


residential or care home. 
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5.	 There are many different models for providing multidisciplinary health and social services rehabilitation 
and support in the community. They include: 


a.	 outreach from specialist centres; 


b.	 day centre and outpatient programmes; 


c.	 rehabilitation in the home and local environment provided by specialist community 
neurorehabilitation teams; 


d.	 community teams providing rehabilitation and support to people with many different 
conditions. 


6.	 Good community rehabilitation has a lot in common with good social care support. Rehabilitation is 
most effective in helping people live as independently as possible and improving their quality of life 
when health and social care bodies work collaboratively with each other32, with people and their families 
and with other agencies. 


7.	 In developing responsive and high quality rehabilitation in the community, key issues to consider 
include: 


a.	 integrating health and social care provision. This will help, in particular, to develop care 
coordination, a single point of contact for people and communication between agencies; 


b.	 providing staffing levels to enable more people to benefit from specialist neurorehabilitation 
and longterm rehabilitation and support in the community; 


c.	 improving levels of knowledge, expertise and skills among generic community teams to enable 
them to support people with longterm neurological conditions; 


d.	 organising services to provide specialist support, perhaps by making staff with neurological 
expertise an integral part of the community team or by providing support through networking 
arrangements with specialist community neurorehabilitation teams and outreach services 
(see Chapter 3); 


e.	 developing links with specialist rehabilitation/neurology services and GP services; 


f.	 providing care and support in the longerterm based on clinical need delivered by care 
professionals with appropriate experience (see QR8). 


8.	 Existing good practice and evidence suggest that good quality, fully integrated rehabilitation and social 
care includes: 


a.	 providing appropriate information and education about the condition, practical advice, support 
and skills training for the person, their family and carers33–35,36(G32,G82),37(R4), and access to family 
or sexual counselling if needed (see QR1); 


b.	 coordinating health and social care resources to support people who have speciallydesigned 
programmes to prevent them developing secondary complications and to help them maintain 
their current skills and abilities and provide specialist equipment35,36(G3,G5); 


c.	 providing appropriate social care support, including appropriate personal care both in and 
outside the home, which takes account of cognitive or behavioural problems that may affect 
the person’s ability to care for themselves36(G133–135),38 (see QR8); 


d.	 interventions that focus on wider social participation, such as leisure and recreational activities 
including those provided by the voluntary sector36(G149–151),39(R70),40; 
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e.	 supporting the person with practical problemsolving (including joint working across agencies) 
to: increase their participation in the local community; develop their local support networks and 
help them to access housingrelated support services36(G170),39(R79); 


f.	 developing protocols to help coordination and collaboration with other specialist 
health services (eg mental health) to provide appropriate support for vulnerable 
people36(G123–125),39(R144. R145). 


Special needs of people with rapidly progressing conditions 


9.	 The needs of people with rapidly progressing conditions can change almost overnight9. For this reason, 
community rehabilitation providers need to offer a rapid and coordinated service to provide care and 
support, including specialist emotional support, for the person and their family as their needs and 
circumstances change. 


37 







79950COI NSF 7/3/05 4:05 pm Page 38


3 


2 


1 


The National Service Framework for Longterm Conditions 


Evidencebased markers of good practice for QR5 


Evidence 


grade 


There is improved access to community rehabilitation through:	 RA 


•	 flexible, individualised programmes of community rehabilitation and support which are Expert 


focused on individual goals beyond basic daily care and promote participation in a full 
es33,36(G141–157),39(R70–80);range of life rol


ronment


• interventions provided according to individual need may include:

18,26,31;
–	 rehabilitation and support centred on the person’s home and envi


–	 holistic outpatient or day rehabilitation programmes21–25,40. 


ty36(G166–169) Local multidisciplinary rehabilitation and support are provided in the communi	 RB 
ence36(G14,G15,G18); and: by professionals with the right skills and experi	 Expert 


•	 involve health and social services working together; 


•	 include access to specialist neurological expertise (eg neurorehabilitation,

neuropsychology) to address the full range of practical and emotional



enges18,29,30,36(G16),39(R70–80);chall


need36(G13),39(R76–78).•	 are available in the longer term based on clinical 


on


members and carers
Providers of community rehabilitation and support services support people and their family RA 


36(G166–170),39(R3–6) to: Expert 
17,18;•	 live with a longterm neurological conditi


on17,18,31;•	 develop knowledge and skills to manage their conditi


•	 achieve a sense of wellbeing and make longterm psychological adjustments to

altered personal, family and social circumstances17,18,29,30;



•	 provide proactive intervention, where relevant, to maintain function and prevent

deterioration as the condition progresses.
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Quality requirement 6: Vocational rehabilitationi 


Aim 


1.	 To enable people with a longterm neurological condition to work or engage in alternative occupation. 


Quality requirement 


2.	 People with longterm neurological conditions are to have access to appropriate vocational assessment, 
rehabilitation and ongoing support to enable them to find, regain or remain in work and access other 
occupational and educational opportunities. 


Rationale 


3.	 Returning to work is extremely important to many people with longterm conditions. It can improve 
their quality of life and help them maintain their independence. People may need vocational 
rehabilitation or support to: 


a.	 enter training or work opportunities; 


b.	 remain in or return to their existing job; 


c.	 identify and prepare for suitable alternative work options; 


d.	 plan withdrawal from work at an appropriate time, conserving pension and other rights; 


e.	 access appropriate alternative occupational and educational opportunities. 


4.	 People with longterm neurological conditions often experience major restrictions in their ability to work 
and can find it difficult to find suitable employment that offers the flexibility and understanding that 
they need. Some conditions may also have subtle effects on a person’s fine motor skills, cognitive 
functioning and organisational abilities which may limit their capacity to work in the competitive job 
market1–3. 


5.	 Vocational rehabilitation for people with longterm neurological conditions needs to include both local 
rehabilitation services and more specialised neurological rehabilitation services. 


Local rehabilitation services 


6.	 Local community rehabilitation providers, working closely with appropriate professionals, 
eg Jobcentre Plus, employers, NHS Plus and other providers of occupational health services and 
other agencies, eg independent and voluntary organisations, need to provide: 


a.	 a basic vocational assessment with the aim of helping people to develop workrelated skills; 


b.	 informed guidance about available options, including advice on welfare rights and benefit 
entitlements; 


i	 This quality requirement supports Standards: C5, C6 and D2 – Clinical and Cost Effectiveness; C7e, C11, D4 and D5 – 
Governance; C16 – Patient Focus; C17, C18 and D11 – Accessible and Responsive Care. It also supports Public Service Agreement 
Objective II: improve health outcomes for people with longterm conditions. 
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c.	 practical support to manage problems in the workplace; 


d.	 liaison and advice to employers to adjust work duties, patterns or environments as appropriate; 


e.	 advice on retiring on health grounds; 


f.	 referral to specialist vocational services. 


Specialist vocational rehabilitation 


7.	 Vocational rehabilitation for some people with longterm neurological conditions works best when it 
includes services specifically designed for this group. Ideally, this involves specialist multiagency 
rehabilitation services that can address more complex needs that cannot be met by local rehabilitation 
services alone and provide ongoing personalised support over a longer period. 


8.	 There is evidence that: 


a.	 specialist brain injury vocational programmes are successful (50–70% of people in work)4–8. 
Such programmes are demonstrably costeffective4,8, with costs recovered in around 20 months, 
and there are longterm benefits over seven years or more9,10; 


b.	 holistic intensive day rehabilitation programmes improve the chances of people with acquired 
brain injury returning to work5,11–13; 


c.	 while the strongest research evidence has been gathered in people with brain injuries, there is 
corroborative evidence for the benefits of vocational rehabilitation in people with spinal cord 
injury14, epilepsy15, and multiple sclerosis16,17 (eg Job Raising Program in USA with 71% of 
participants employed at longterm followup)18. 


9.	 Specialist vocational rehabilitation services of this kind can work alongside and in partnership with local 
rehabilitation services. They can provide a specific programme of vocational support, including specialist 
assessment, training, counselling, job preparation and job retention services for those who need 
them. They may also provide occupational and educational opportunities as an alternative to paid 
employment. They have a valuable role to play in advising, supporting and training local employment 
and rehabilitation services in recognising and addressing the needs of people with longterm neurological 
conditions. 


10.	 Vocational rehabilitation and support can be improved with19(R65–69),20(G158–165),21: 


a.	 better coordination of services and information sharing across relevant agencies involved in 
vocational rehabilitation/support (including health, social services, Department for Work 
and Pensions/Jobcentre Plus, and the independent/voluntary sectors); 


b.	 more vocational rehabilitation services specifically designed to meet the needs of people with 
a longterm neurological condition to avoid referral to inappropriate and unsuitable services 
(a recent survey mapping specialist vocational rehabilitation services for people with brain 
injuries in the UK indicated that current provision may be only 10% of the estimated 
requirement22); 


c.	 a greater focus within the NHS and other agencies on helping people remain economically 
active; 


d.	 more local authority ‘Welfare to Work’i initiatives to provide opportunities for disabled 
people23,24; 


i	 Department for Work and Pensions programmes which offer practical advice and support to disabled people and their employers to 
overcome workrelated obstacles resulting from disability. 
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e.	 more sheltered or adapted work environments for people who are unable to engage in 
competitive employment23,24; 


f.	 recognition of the role of voluntary services in helping people into work or alternative 
occupation, in partnership with other agencies21. 


Special needs of people with rapidly progressing conditions 


11.	 People with rapidly progressing longterm neurological conditions need prompt access to appropriate 
vocational advice. People who are in work may need particular advice about leaving work on medical 
grounds and about pension arrangements, to ensure their and their family’s financial arrangements 
remain secure. 
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Evidencebased markers of good practice for QR6 


Evidence 


grade 


Coordinated multiagency vocational rehabilitation is provided which takes account of Expert 
ce19(R65–69),20(G158–165),21.agreed national guidance and best practi


Local rehabilitation services are provided which:	 RA 


•	 address vocational needs during review of a person’s integrated care plan and as part Expert 


of any rehabilitation programme (see QR5 and QR6)11–14,16,17,25; 


•	 work with other agencies to provide: 


–	 vocational assessment; 


–	 support and guidance on returning to or remaining in work; 


–	 support and advice on withdrawing from work; 


•	 refer people with neurological conditions who have more complex occupational needs 
ces19(R65–69),20(G158–165),21.to specialist vocational servi


3	 Specialist vocational services are provided for people with neurological condition to address RA 
more complex problems in remaining in or returning to work or alternative occupation Expert 


ng4–10,14,16–18:includi


•	 specialist vocational assessment and counselling; 


•	 interventions for job retention, including workplace support; 


•	 specific vocational rehabilitation or ‘work preparation’ programmes; 


•	 alternative occupational and educational opportunities; 


•	 specialist resources for advice for local services21. 


oyment
Specialist vocational rehabilitation services routinely evaluate and monitor longterm RA 


3,5,26,27.vocational outcomes, including the reasons for failure to remain in empl
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Quality requirement 7: Providing equipment and 
accommodationi 


Aim 


1.	 To provide people with longterm neurological conditions with appropriate equipment and adaptations 
to their accommodation to give them greater independence and choice about where and how they live. 


Quality requirement 


2.	 People with longterm neurological conditions are to receive timely, appropriate assistive 
technology/equipment and adaptations to accommodation to support them to live independently; 
help them with their care; maintain their health and improve their quality of life. 


Rationale 


3.	 People with longterm neurological conditions can find it difficult to maintain their independence in the 
face of increasing disability. Providing uptodate and appropriate assistive technology/equipment and 
home adaptations can help people to live with their condition and promote social inclusion and 
independence1. 


4.	 New ways of delivering services such as integrated occupational therapy services, joint assessment by 
health and social care and the single assessment process are examples of how appropriate assessment can 
help with effective care planning, provide coordinated and timely equipment and adaptations, and 
avoid unnecessary duplicate assessments. 


Providing equipment 


5.	 Assistive technology/equipment for people with longterm neurological conditions falls into three main 
categories2,3: 


a.	 equipment to help with mobility, sensory impairment or daily living activities (eg walking, 
bathing or reaching aids, telecare)4; 


b.	 more specialist, custombuilt equipment for those with complex needs to support independence 
and participation in the home or work place (eg environmental controls, computer equipment, 
communication aids or other electronic assistive devices)2,3,5–7; 


c.	 equipment to prevent deterioration (eg special seating or standing aids). 


6.	 There is evidence in adult populations and people with brain injury that assistive technology/equipment 
and home environmental interventions improve independence and quality of life8–11 and reduce 
frustration11. Providing appropriate equipment is also cost effective: it can reduce the costs of care at 
home and in residential care settings9–11; it can reduce the development of further health problems 
(eg immobility and contractures) at low cost compared with other forms of healthcare1 and in some cases 
it can improve the opportunities for employment12. 


i	 This quality requirement supports Standards: C4b and c – Safety; C5a and c, D2a–d – Clinical and Cost Effectiveness; D10 – 
Patient Focus. It also supports PSA Objective II: supporting people with longterm conditions through a personalised care plan 
and IV: support for older people to live independently in their own homes with an improved quality of life including provision of 
equipment and adaptations. 
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7.	 In addition, specific types of equipment have particular benefits for people with longterm neurological 
conditions. Providing communication aids can support social participation and prevent the potential 
development of depression. Providing appropriate seating systems can prevent unnecessary complications 
(eg spasticity, deformity and pressure sores) developing which can leave the person confined to bed 
or result in hospital admission13, causing distress and reduced quality of life. For people with paralysis 
in the legs who cannot stand unsupported, using a standing frame regularly reduces bone 
demineralisation14; improves the management of spasticity and provides psychological benefits6,15. Where 
two people are needed to transfer and position the person in a standing frame, the additional cost of 
providing an electric standing frame may be offset by savings in care costs. Providing a fall detector as 
part of a telecare package means people with epilepsy know that if they have a seizure when they are 
alone, a call centre would be alerted. 


8.	 Holistic assessment needs to take account of the home environment, lifestyle and the need for practical 
advice on how to use assistive technology/equipment. This can ensure that people use any larger, 
expensive or more complex items regularly, appropriately and effectively16,17. 


9.	 In assessing the needs of people with longterm neurological conditions for 
assistive technology/equipment, local and specialist equipment services need to consider: 


a.	 providing specialist professional assessment and assistive technology/equipment to meet 
complex needs coordinated with other interventions (eg rehabilitation: see QR4 and QR5) 
to maintain people’s abilities and prevent deterioration. This may include providing equipment 
on trial. Equipment requirements need to be included in the integrated care plan18 (see QR1), 
together with a record of who is responsible for each item of equipment and whom to contact 
for repairs and maintenance; 


b.	 training and support for people and carers to use the equipment. People with cognitive 
problems may need more time to learn how to use new equipment and more intensive support 
or practice to use it effectively5,7; 


c.	 how to respond to changing needs over time (eg people with rapidly progressing conditions 
need regular review and equipment provided flexibly)13; 


d.	 providing a responsive collection and repair service and a loaned replacement if equipment 
breaks down13. Loans can be provided at very little extra cost if services have enough equipment 
resources and if equipment is efficiently tracked and recycled; 


e.	 the changing needs of carers due to ageing, illness and the demands of paid employment 
(see QR10). 


10.	 The Integrating Community Equipment Services (ICES) project has resulted in joint health and social 
services community equipment stores which address inequities of equipment provision. Some models of 
good practice support an advisory/information service to encourage people to assess their own needs and 
advise them on using Direct Payments to buy their own basic items of equipment where appropriate, or 
using vouchers for wheelchairs. This promotes people’s choices and allows professional assessment and 
statutory provision to focus on more complex items of assistive technology/equipment. 


Providing accommodation 


11.	 While providing equipment can improve some aspects of a person’s environment, providing suitable 
housing (eg a single storey building) or modifications to the current home (eg specially adapted showers 
and toilets, kitchen worktops and appliances at wheelchair height, elevators and stair lifts) can meet 
other specific needs18,19. Appropriate or appropriately adapted accommodation can improve the person’s 
independence and comfort. It can also reduce the need for statutory care and support; the risk of 
injury (eg from falls) and the amount of time spent in residential or hospital care and the resulting 
loss of independence. 
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12.	 Social services need to work closely with housing/accommodation and Supporting Peoplei services to 
provide suitable adapted or purposebuilt accommodation and/or support in making adaptations, 
including: 


a.	 timely access to assessment and provision of Disabled Facilities Grants and ‘supported living’ 
schemes (see QR8); 


b.	 facilities appropriate for ‘supported living’ schemes (see QR8). 


13.	 A ‘lifetime homes’ approach to new building, ie houses that already are, or can be adapted to meet the 
person’s need as the condition progresses, has benefits and authorities may wish to look to see whether 
this approach can be incorporated easily into their schemes. 


14.	 The government also believes that there are benefits in compiling a register held by the local authority 
(including those owned and managed by registered social landlords, voluntary and private sector 
providers) of all adapted accommodation and their facilities, which can be matched against the needs 
of individuals, for the most effective recycling of adapted properties. The government is revising the 
Code of Guidance on the Allocation of Accommodation to make it clearer that under the choice based 
lettings schemes local authorities need to carefully consider the needs of disabled tenants. 


Information 


15.	 People with longterm neurological conditions need information about how to get assessment and 
funding for: 


a.	 assistive technology/equipment and training in how to use, maintain and repair it safely; 


b.	 adaptations to current accommodation; 


c.	 alternative, more suitable accommodation. 


Special needs of people with rapidly progressing conditions 


16.	 Rapidly progressing conditions can present a particular challenge for services that provide home 
adaptations and assistive technology/equipment. Services need to anticipate, identify and regularly 
review the needs of people with rapidly changing conditions. Providing fasttrack equipment can make 
sure that specialist equipment is prescribed and delivered promptly; maintained in full working order 
and exchanged flexibly as a person’s needs change. 


i	 The Office of the Deputy Prime Minister’s (ODPM’s) Supporting People programme promotes strategically planned, 
housingrelated support services. The programme offers vulnerable people the opportunity to improve their quality of life through 
maintaining or increasing their ability to live independently. It also helps to prevent problems that can lead to social exclusion, 
hospitalisation, institutional care or homelessness by providing highquality, cost effective and timely support (see Chapter 4). 
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Evidencebased markers of good practice for QR7 


Evidence 


grade 


nes
Assistive technology/equipment is provided and maintained in accordance with nationally Expert 


13,20.agreed standards and guideli


People with longterm neurological conditions have access to integrated community and RA 
specialist assistive technology/equipment services which work closely with neurology and Expert 


de1,2,5–11,13:rehabilitation services to provi


•	 specialist assessment and advice to help them select the most appropriate assistive

technology/equipment for their needs and lifestyle;



•	 support in using direct payments for equipment and vouchers for wheelchairs; 


•	 assistive technology/equipment to maintain their health, help with their care, and

support independence;



•	 more specialist equipment on temporary loan or trial; 


•	 systems for tracking and recycling equipment to increase cost efficiency or temporary 
provision; 


•	 regular and ongoing review of their assistive technology needs, especially in response 
to changing need, including the needs of their carers, where appropriate. 


3 Assistive technology/equipment needs are documented in a person’s integrated care plan18 


(see QR1). 
Expert 


4 There are specific arrangements for joint funding of specialist assistive technology provision 
(eg communication aids, electric standing frames and special seating aids)1. 


Expert 


5 Social services work closely with housing/accommodation and Supporting People services to 
provide timely, suitably adapted or purposebuilt accommodation21. 


Expert 
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Quality requirement 8: Providing personal care 
and supporti 


Aim 


1.	 To ensure that people with longterm neurological conditions are able to choose where and how they live. 


Quality requirement 


2.	 Health and social care services work together to provide care and support to enable people with 
longterm neurological conditions to achieve maximum choice about living independently at homeii. 


Rationale 


Choice and supported living 


3.	 Exercising choice and control over one’s own life is fundamental to a sense of dignity and independence. 
Whatever physical or cognitive limitations people with longterm neurological conditions may have, 
they retain preferences, ambitions and commitments which they hope to fulfil. 


4.	 The availability of a wide range of care and support options allows people with longterm neurological 
conditions to make choices and select the services that suit them and will meet their changing needs1,2. 
Any practical help needs to be based on supporting their individual aspirations to live independently and 
take part in society3. 


5.	 People with greater care needs or those in the later stages of illness often prefer to stay at home and use 
community support services, rather than having to go into a care home. 


6.	 Health and social care services need to follow guidance issued on choice of accommodation4. 
In addition, people need to be offered a range of accommodation options which can include: 


a.	 reliable, flexible short or longterm care in the person’s home tailored to their needs; 


b.	 appropriate respite care at home or in specialised settings. Respite care is a key factor in enabling 
care to be provided at home over a long period1,5. User organisations have also drawn attention 
to the need for appropriate respite care3; 


c.	 longerterm care settings (eg specialised care homes suited to the needs of people with longterm 
neurological conditions and which also meet their individual cultural and personal 
requirements); and 


d.	 supported living options where people are enabled to live in individual accommodation, or with 
peers in group homes, with support available on site or nearby. Evidence shows these schemes 
offer good community integration and quality of life for both the person and their 
family/carers, while avoiding the need for more expensive options2,6–10. 


i	 This quality requirement supports Standards: C5a–c and D2a–c – Clinical and Cost Effectiveness; C11 – Governance; Standard; 
C22 a and c – Public Health. It also supports PSA Objective II: supporting people with longterm conditions through a 
personalised care plan and improved care in primary care and community settings and IV: support for older people to live 
independently in their own homes through personcentred, needsbased care services. 


ii	 ‘Home’ in this context means the place where the individual chooses to live, which may be their own accommodation or may be 
a residential or care home. 
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7.	 Direct Payments schemes have also proved effective in allowing people greater choice over the nature 
and timing of care, as well as over who provides it. It is a legal requirement that everyone receiving 
community care services should be offered Direct Payments. 


Improving access to support in the community 


8.	 The holistic assessment described in detail in QR1 will identify people’s needs for community care and 
support. The assessment also needs to take account of the type and amount of care which carers are 
willing and able to provide and how this might change over time (see QR10). 


9.	 It is easier to deliver continuity of care and provide appropriate support at identified times during the 
day and night when all the agencies involved (social care, the NHS and the voluntary and independent 
sectors) work together to support the person in the home. Care staff need to be aware of the person’s 
care plan and deliver care in a way that allows them to retain as much independence, choice and control 
as possible. 


10.	 The following are key elements of successful home care: 


a.	 providing rehabilitation and support in the community (see QR5) with a range of therapies 
(eg physiotherapy, occupational therapy, speech and language therapy and clinical psychology). 
Providers of community rehabilitation and support services can train those providing daytoday 
support (eg healthcare staff, personal care staff or carers), to make sure that rehabilitation 
(eg wearing splints to manage spasticity) becomes part of everyday life and helps to maintain 
the person’s health and wellbeing and prevent their condition deteriorating; 


b.	 providing appropriate support from general practice and community nursing teams; 


c.	 coordinating planned home care between all agencies involved, including social care and the 
NHS and voluntary and independent sectors; 


d.	 specialist neurological and rehabilitation services, experienced care providers and people with 
longterm neurological conditions and carers providing training and supervision for care staff in 
the needs of people with longterm neurological conditions; 


e.	 developing close links with palliative care services; 


f.	 providing a range of community and domiciliary healthcare services including (eg dentistry, 
ophthalmology, psychology, chiropody and pharmacy) to help people maintain their basic 
health and wellbeing at home. 


Improving access to care 


11.	 People with longterm neurological conditions also need: 


a.	 greater flexibility in the nature and timing of care and who provides it to meet their own and 
their family’s varying needs and active support to operate Direct Payments through Direct 
Payment support services to increase this flexibility; 


b.	 active support to ask for an assessment for community care services in line with guidance on 
Fair Access to Care Services (introduced in April 2003 to determine eligibility for adult social 
care)11. Assessments of community care needs should be holistic, determining the person’s 
overall level of need by taking into account their physical, cognitive, behavioural and emotional 
requirements and what support they need to participate in society and to fulfil family roles. 
Risk assessment can also be an integral part of the process to identify the extent to which 
providing support could prevent a decline in the person’s physical or mental health; 
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c.	 removing any eligibility barriers to receiving a prompt initial or screening assessment for fully 
funded NHS continuing care which will normally identify whether it is appropriate to proceed 
to fuller assessment; 


d.	 prompt and fair assessment of eligibility for fully funded NHS continuing care, based on 
clinical and care needs12. This assessment should to be holistic, taking into account the many 
complex needs of people with longterm neurological conditions (eg daily care needs, spasticity 
management, communication, cognitive, emotional and behavioural problems). Assessors need 
to be trained to take account of the needs of people with longterm neurological conditions 
when they are assessing for NHS continuing care. Steps to ensure equity and consistency of 
criteria and assessment processes, which include taking account of the needs of this group, will 
be part of ongoing work to improve the provision of NHS continuing care; 


e.	 prompt reassessment of eligibility for both social and healthcare when needs change; 


f.	 access to the Supporting People programme which provides housingrelated support for 
vulnerable people. 


Information 


12.	 People with longterm neurological conditions, their carers and families need to have information about the 
full range of personal care and supported living options available to them locally. It is important to inform 
people that they are entitled to have their needs assessed and to explain how to get an assessment. They also 
need to be aware of and supported in accessing Direct Payments where appropriate. 


Special needs of people with rapidly progressing conditions 


13.	 People with rapidly progressing conditions find their care needs increase over a short period of time. 
Specific plans drawn up at an early stage need to ensure flexible care and respite arrangements; 
continuity in and training of care staff (eg to manage ventilation at home and other specialist equipment 
or particular care needs) and close communication between care teams and specialist neurological and 
palliative care services. 
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Evidencebased markers of good practice for QR8 


Evidence 


grade 


1 Health and social services work together to provide the full range of accommodation, care 
and support options and facilities to maximise choice4; and 


where day or residential care or supported living are provided, they are in suitable settings 
for people with neurological conditions3,8,9,13. 


RA 
Expert 


2 Care in all settings is provided by appropriately trained nursing, therapy and care staff with 
experience in managing longterm neurological conditions; and 


care staff receive support and advice from community rehabilitation and support providers 
(see QR5) and other specialist neurological, palliative care and rehabilitation services as 
appropriate3. 


Expert 


3 Health and social care services work together to provide programmes of care that help the 
person to remain as independent as possible as their condition progresses13–15. 


RA 
Expert 


People with longterm neurological conditions have equitable access to services and Expert 
assessments based on their need for health and social care support (with prompt 
reassessment when needs change), and are supported in applying for: 


•	 Direct Payments16,17, to increase their control and choice over their care; 


•	 fully funded NHS continuing care that takes account of the particular needs of

longterm neurological conditions, including physical, communication, cognitive,

behavioural and emotional problems12;



•	 adult social care delivered under the Fair Access to Care Services scheme based

on need11;



•	 help from the Supporting People Programme which provides housingrelated support 
for vulnerable people; and 


staff administering these assessments and schemes are aware of the particular needs

of people with neurological conditions (eg for social inclusion, independent living,

preventative care).
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Quality requirement 9: Palliative carei 


Aim 


1.	 To provide people in the advanced stages of longterm neurological conditions with highquality 
palliative care services. 


Quality requirement 


2.	 People in the later stages of longterm neurological conditions are to receive a comprehensive range of 
palliative care services when they need them to control symptoms; offer pain relief and meet their needs 
for personal, social, psychological and spiritual support, in line with the principles of palliative care1. 


Rationale 


3.	 People of all ages who are in the advanced stages of longterm neurological conditions may need 
specialised palliative care servicesii 2,3. These services promote physical, psychosocial and spiritual 
wellbeing and emphasise quality of life and good symptom control4–7. Palliative care services take a 
wholeperson approach, respect patient autonomy and favour open and sensitive communication. 
They can also support a person’s family and carers in bereavement. Because of the protracted nature 
of longterm neurological conditions, people may need palliative care over an extended period of time 
to alleviate distressing symptoms and improve their quality of life. The situation is particularly difficult 
for younger adults nearing the end of their lives. Families and staff may need additional personal support 
in caring for them. 


4.	 The NICE guidance for supportive and palliative care for adults with cancer1 sets out the benchmark 
of palliative care services. While this guidance is orientated towards cancer, many of the principles and 
recommendations apply to other longterm conditions. Many of the symptoms experienced in the 
advanced or final stages of certain longterm neurological conditions are similar to those in other 
conditions such as cancer8 (eg in terms of pain and breathlessness)3,5,9. However, there are some issues 
and interventions that are specific to longterm neurological conditions. For example: 


a.	 managing pain arising from spasticity or neuropathic pain needs a different approach from 
managing cancer pain9,10; 


b.	 noninvasive ventilation may be needed to improve breathing3,5,9; 


c.	 cognitive and communication problems may limit the person’s ability to describe their 
experience, express their choices and take part fully in counselling or other support and 
staff need training to communicate with them effectively3,4,7; 


d.	 there may be issues around mental capacity and consent and the need for advance directives. 


i	 This quality requirement supports Standards: C5a and c and D2 – Clinical and Cost Effectiveness; and D9 and 10 – Patient Focus. 
It also supports the PSA Objective II: supporting people with longterm conditions through a personalised care plan. 


ii	 Specialised palliative care is delivered by professionals who specialise in this field and who work with patients and families with 
complex needs (eg consultants in palliative care medicine, palliative care nurse specialists and staff working in hospices). Other staff 
also provide care for patients and their families (eg GPs, district nurses, hospital doctors, social workers, allied health professionals 
and staff in care homes). These staff are often considered to be ‘generalist’ in relation to palliative care. 


51 







79950COI NSF 7/3/05 4:05 pm Page 52


The National Service Framework for Longterm Conditions 


5.	 Research shows that palliative care is effective in improving both symptom control and quality of 
life in cancer1 and is costeffective in comparison with standard hospital and community care at the 
end of life11–15. There is also evidence that similar approaches are effective in longterm neurological 
conditions3,4,16,17 and that people and their families value this care. There is evidence for the effectiveness 
of interventions to control pain9,10,16,18,19, breathlessness3,9,20 and specific neurological symptoms such 
as spasticity4,5,19. 


6.	 Currently only a small number of services and facilities offer specialised and comprehensive care for 
people in the advanced stages of neurological conditions. Social care staff, domiciliary or care home staff, 
rather than NHS staff provide most daytoday care in the community. These staff would benefit from 
training in palliative care to support them in caring for people with severe motor, sensory, cognitive 
and/or communication impairments17. 


7.	 Therefore, people in the advanced stages of longterm neurological conditions, as well as their families 
and carers, need access to specialised services and teams like those caring for people with cancer. 
Hospices, specialist palliative care hospital teams, day hospitals offering mainstream and complementary 
treatments and respite beds within a hospice setting could provide this care2,6,17,21–23. Because of the 
protracted nature of some neurological conditions, services need to be designed in a way which 
acknowledges that people will often need a longer, though initially less intensive engagement with 
palliative care services17 than people with cancer. 


8.	 NICE guidance on palliative care emphasises the importance of coordinated planning and care between 
all agencies to provide continuity of appropriate care1. Professionals working in neurology, rehabilitation 
and palliative care need to work closely together and with primary care staff and care providers, 
including nonNHS care staff (social care, domiciliary and home care staff ), combining their expertise to 
support people in the advanced stages of longterm neurological conditions. This could be achieved by: 


a.	 specialist palliative care teams (medical/nursing/allied health professionals/pharmacy) working 
alongside specialist neurology and neurorehabilitation teams (eg in joint clinics). This would 
help promote more consistent shared practice; 


b.	 providing training in: 


•	 palliative care skills for neurologists, neurology specialist nurses and neurorehabilitation 
teams; 


•	 relevant aspects of neurology and neurorehabilitation for specialised palliative care 
teams and general practice and community nursing teams (eg how to deliver care for 
people with severe motor, sensory, cognitive and communication impairments); 


•	 palliative care skills for staff providing care in people’s own homes, in hospitals, and 
in care homes24; 


•	 pain control and the medicines to control pain; 


c.	 involving palliative care services in the networks described in Chapter 3. 


9.	 The government’s Command Paper Building on the Best: Choice, Responsiveness and Equity supports 
people’s right to choose where they want to die. There is evidence that palliative care for people with 
neurological conditions can be provided effectively in a home environment if a coordinated team 
approach is adopted25 and recent studies have highlighted that most people would prefer to die at 
home26. However, current information suggests that the proportion of endoflife care provided at home 
is comparatively low and decreasing, although levels vary across the country27. It is important that people 
with longterm neurological conditions are able to exercise choice on this issue. 
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10.	 It is also important that people with longterm neurological conditions benefit from the innovations 
in generalised palliative care practice that are being implemented in the community, hospitals and in 
other care settings. The Department of Health’s NHS End of Life Care Initiative28 will invest £12 
million over three years (2004/2007) to improve care for people coming to the end of their lives and will 
extend palliative care services to meet the needs of all people regardless of diagnosis. This initiative aims 
to spread existing best practice identified in the NICE guidance in improving endoflife care including: 


a.	 the Macmillan Gold Standards Framework 29 in GP practices, community nursing teams, other 
primary care settings and care homes which describes good practice guidelines for the last 
12 months of life; 


b.	 the Liverpool Care Pathway for the Dying 30 in district general hospitals, all primary care settings 
and care homes which deals with the last 72 hours of life; and 


c.	 the Preferred Place of Care 24 in district general hospitals, all primary care settings and care homes 
which empowers people to choose where they would prefer to die. 


Information 


11.	 It is important that people with longterm neurological conditions and their carers have information 
about the full range of palliative care services that are available to them locally and how to access them 
throughout their illness. Professionals need this information to support people effectively. 


12.	 When people are considering their choices about endoflife issues, it is essential that information to 
support their decision making is conveyed with sensitivity. 


Special needs of people with rapidly progressing conditions 


13.	 People with rapidly progressing conditions benefit from early referral to palliative care services soon after 
diagnosis as symptoms may arise very quickly and survival may be short. This is particularly important 
for people with motor neurone disease who may lose their ability to speak, making it much more 
difficult for them to take part in full discussions about their care plan. 
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Evidencebased markers of good practice for QR9 


Evidence 


grade 


1 Specialised neurology, rehabilitation and palliative care multidisciplinary teams and providers RA 
work together to provide care for people with advanced longterm neurological Expert 
conditions2,6,17,21–23. 


2 People with advanced longterm neurological conditions have access to specialised and RA 
generalised palliative care services which support them in their home or in a specialised Expert 
setting according to their choice and needs3,4,9,15,16 and in line with national best practice 
guidelines1,24,29; and 


specialised neurological and community rehabilitation services (see QR5) provide support, 
advice and training for all staff delivering palliative care in the community. 


Staff providing care and support in the later stages of a longterm neurological condition RB 
have appropriate training so that: Expert 


s17,24.• neurologists and neurorehabilitation teams are trained in palliative care skill


• all staff providing care for people in the advanced stages of neurological illness are 


care
trained in both the management of longterm neurological conditions and palliative 


17,24. 
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Quality requirement 10: Supporting family

and carersi



Aim 


1.	 To provide support and services to carersii of people with longterm neurological conditions, which 
recognise their needs both in their role as carers and in their own right. 


Quality requirement 


2.	 Carers of people with longterm neurological conditions are to have access to appropriate support and 
services that recognise their needs both in their role as carer and in their own right. 


Rationale 


3.	 Family members and friends who care for and support people with longterm neurological conditions 
are often vital to the progress, wellbeing and quality of life of the person1,2. Most choose to take on this 
role willingly but it is important that health and social care services enable them to exercise choice, 
support them effectively and protect their health and independence. 


4.	 Family relationships and roles change and carers can be put under severe financial and psychological 
pressure, particularly where there are cognitive, emotional and behavioural problems3–14. The whole 
family can become increasingly isolated8,9,12,13,15–17. Partners in particular often become the sole financial 
provider and organiser of care and support as well as coping with the responsibilities of running a family. 
This can result in deterioration in their own physical and mental health. Children can be profoundly 
affected and may also need support8,17–22. It is important to ensure that children do not take on 
inappropriate caring responsibilities. 


5.	 Some conditions (eg multiple sclerosis and brain and spinal cord injuries) typically affect younger people. 
The person often has a normal life expectancy, so will need longterm care and support 
(for up to 40–50 years)1,23. This may mean planning alternative support systems as the carers 
themselves get older24. 


6.	 Carers often need training and support to acquire new skills (eg in moving and handling the person, 
using equipment to help daily living activities9,25,26 and managing cognitive and behavioural difficulties2). 
They may need the opportunity to work in partnership with specialist teams1,2,17,27–29. Carers may also 
need information on the role of medicines in the management of longterm neurological conditions and 
pharmacists can play an important role in providing this support. 


helpful


7. Family members and other carers may need help to adjust to changes, especially those of a cognitive 
or behavioural nature. A wholefamily approach, which includes siblings and children, may be 


2,9,10,24,27,29–33. Current service models include designated familyspecialist clinicians, 
carers’ support workers and peersupport networks including those provided by the voluntary 
sector29,33–37. 


i	 This quality requirement supports Standards: D2b – Clinical and Cost Effectiveness; D9 – Patient Focus. It also supports 
compliance with the Carers and Disabled Children Act 2000 and Carers (Equal Opportunities) Act 2004. 


ii	 Carers look after family, partners or friends in need of help because they are ill, frail or have a disability. The care they provide is 
unpaid (definition: Carers UK). See also the Carers Recognition and Services Act 1995, the Carers and Disabled Children Act 
2000 and the Carers (Equal Opportunities) Act 2004. 
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8.	 The importance of the role and needs of carers has been recognised and reflected in legislation and 
government initiatives since 199538–40, in reports by national carers’ organisations41–43 and in a range 
of good practice guidelines40,44–46. 


9.	 The Carers (Equal Opportunities) Act 2004 will be implemented from April 2005. It places on local 
councils a duty to inform carers of their right to an assessment and stipulates that all assessments need to 
take account of the carer’s needs or wishes to work or participate in training or leisure activities. The Act 
will promote better joint working between councils and the health service to ensure support for carers 
is delivered coherently. Improvements to services for carers of people with longterm neurological 
conditions need to be made in this context. There is scope to: 


a.	 identify more carers who need support (eg carers from black and minority ethnic communities 
report significant problems in accessing carers’ services)16,44,47,48; 


b.	 develop voluntary sector and local authority carers’ projects that focus specifically on the needs 
of carers of people with longterm neurological conditions9,37,45,48,49; 


c.	 improve the training of health and social care professionals in awareness of the needs of carers, 
in the effects of cognitive impairments and in personcentred care planning9,24,47,50. 


10.	 Evidence shows that there is a lot that can be done to reduce stress levels and improve carers’ quality of 
life, including: 


a.	 offering an integrated assessment of carers’ health, social care and other needs, as well as the 
support they need in their caring role, together with a designated contact person (irrespective of 
whether the person with the longterm neurological condition recognises or accepts their 
own need for statutory services)1,13,17,23,38–40. This assessment needs to form the basis of a written 
care plan drawn up and implemented in discussion with the carer and reviewed regularly. The 
assessment identifies each person’s needs and takes account of how providing services to one 
member of the family could benefit the family as a whole; 


b.	 giving carers a choice about the nature and extent of their caring and support role1,38–40; 


c.	 involving carers in planning and implementing (with appropriate training) the care plan for the 
person for whom they provide care. This would be done with the consent of the person to any 
disclosure of personal information1,25,48,51(see QR1); 


d.	 providing timely information about the condition and its effects1,9,16,24,48,51–55; 


e.	 providing information about conditionspecific rehabilitation and support networks1,6,9,15,16,24 


and other services which are available both for the carer(s) and the person for whom they are 
caring (see QR1); 


f.	 providing support and advice on relationships, physical and emotional wellbeing; bereavement; 
safety; welfare benefits; employment; education; training; leisure and breaks1,3,6,9,10,13,24,49,51,53,54; 


g.	 providing regular breaks and breaks at short notice during emergencies when usual care 
arrangements have broken down (see QR8). The support offered during these breaks needs to 
be flexible and able to meet the needs of people with longterm neurological conditions, 
including highly dependent people. The service also needs to be available across a range of 
settings on a longterm or shortterm basis as needed9,16,24; 


h.	 establishing more culturally appropriate and accessible16,44,47,48 services that specifically address 
the needs of carers of people with longterm neurological conditions; 
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i.	 providing carer awareness training as an integral part of training and ongoing professional 
development for all those working with carers of people with longterm neurological conditions 
(see also 9c above)9,24,47,50. 


Special needs of people with rapidly progressing conditions 


11.	 Where the condition progresses rapidly, it is important that the response from services acknowledges the 
urgency of carers’ needs and the physical and emotional demands that are placed on them. Protocols will 
need to be in place to support carers of people with rapidly progressing conditions, including regular 
planned respite care6,49. 


i	 Services for carers must meet the requirements of the Carers and Disabled Children Act 2000 and the Carers (Equal 
Opportunities) Act 2004. 
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Evidencebased markers of good practice for QR10 


Evidence 


grade 


Carers of people with longterm neurological conditions:	 RB 


•	 can choose the extent of their caring role and the kinds of care they provide1,38–40; Expert 


•	 are offered an integrated health and social care assessment at diagnosis and all future 
interactions1,17,38–40, together with information that addresses their needs; 


•	 are offered a written care plan agreed with them and reviewed regularly; 


•	 have an allocated contact person. 


Involving carers is part of the planning process so that:	 RA 


• all carers are treated as partners in care and helped to acquire appropriate skills to Expert 


e9,25,support them in their caring rol including how to move and handle the caredfor 
ng9,25,26. 


st teams


person and how to use equipment to help in daily livi
1,2,17,2729.•	 carers are given the opportunity to work in partnership with speciali


A range of flexible, responsive and appropriate services1 is provided for all carers which: RA 


•	 deals effectively with emergency situations16; Expert 


•	 can support highly dependent people at short notice; 


y8,17–21; 


ngs


• provides appropriate support for children in the famil

16,24;
•	 provides carers with breaks across a range of setti


•	 is culturally appropriate (eg to the needs of black and minority ethnic 
es)16,44,47,48.communiti


4 Carers who need help to adjust to changes especially of a cognitive or behavioural kind RB 
have access to support based (where appropriate) on a wholefamily approach and Expert 
delivered (where necessary) on a conditionspecific basis and in partnership with the 
voluntary sector2,10,24,27,29–33,35,37; and 


current service models are evaluated to inform future good practice7,10,11,27,33,37. 


5 Staff working with people with longterm neurological conditions receive carer awareness Expert 
education and training which involves carers in planning and delivery9,24,47,50. 
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Quality requirement 11: Caring for people with 
neurological conditions in hospital or other health 
and social care settings 


Aim 


1.	 To provide people with appropriate neurological care at all times while they are having treatment or care 
in any health or social care setting. 


Quality requirement 


2.	 People with longterm neurological conditions are to have their specific neurological needs met while 
receiving care for other reasons in any health or social care setting. 


Rationale 


3.	 People with longterm neurological conditions often have complex problems needing a carefully 
integrated care plan for their condition and any secondary complications (see QR1). When a person is 
admitted to hospital or another unfamiliar care setting (eg for an unrelated illness or for respite care), 
it is important that their normal neurological care plan continues as far as possible. For example: 


a.	 people with Parkinson’s disease need their medication at specific times to control their 
symptoms properly. Failure to achieve this can result in poorer control of their symptoms and 
further medical problems developing1,2; 


b.	 people who normally selfmedicate will need help to continue to do so while in hospital 
or other care settings if they are able to; 


c.	 people with spinal cord injury may need to follow certain procedures to maintain bladder and 
bowel continence. These may be different from local or national continence guidance because 
of the specific nature of their problem. Failure to follow these particular procedures can result in 
incontinence and constipation leading to increased spasticity and other neurological problems; 


d.	 some people with longterm neurological conditions may need specialist aids and equipment 
(eg communication aids, equipment for noninvasive ventilatory support or for alternative 
feeding, walking aids, or specialist wheelchairs) to help them continue to function effectively 
during their stay in a hospital or care facility3; 


e.	 people who have behavioural, cognitive and/or communication problems (eg due to a brain 
injury) have particular needs of which staff may have little experience 3,4,5(R1,R2); 


f.	 certain people with progressive conditions may have written advance directives specifying those 
interventions they do not want during the later stages of their illness6. 
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4.	 Making sure that neurological needs are met will help to avoid unnecessary complications like 
contractures7 and pressure sores which can result in delayed discharges home8; the need for more health 
and social care support at home and in extreme cases death. Neurological needs can be met by: 


a.	 recognising the person’s (and their carer’s) understanding and experience of their own needs 
and consulting them on managing their condition9,10. Interpreter services may be needed in 
some instances to enable the person or their carer to communicate (eg if English is not their 
first language or if they have a sensory impairment); 


b.	 in the case of planned admissions, making the person’s neurological care plan (which might 
include information on current medication2, care programme, handling procedures11, and 
advance directives) available to all staff so that appropriate arrangements can be made before 
the admission12. Where appropriate, the person’s own specialist equipment can go with them 
to the hospital/care facility and staff there need to be adequately trained in how to use it3,12; 


c.	 in the case of emergency admissions, having clear protocols for liaison with specialist teams 
(eg spinal cord injuries centres (SCICs), neuroscience centres or community teams); 


d.	 getting advice about meeting the specific needs of people with neurological conditions from 
specialist staff or people who will be familiar with the disease, its impact and management and 
the person themself 2,4,5,11,12 (eg the identified key named person such as a care coordinator or 
case manager; members of the family or a carer; the neurological team; staff involved with 
the individual in the community and in specialist neuroscience centres and SCICs13). These 
specialists could be invited to provide support, information and training to generalist staff so 
they can develop a better understanding of the needs of people with 
longterm neurological conditions11,12; 


e.	 providing nonneurological treatment in neurological settings for people with particularly 
complex neurological needs (eg some people with spinal cord injuries may prefer to have 
investigations and treatment in SCICs14 where they know their neurological needs will be met). 


Information 


5.	 People with longterm neurological conditions who need treatment for other unrelated conditions 
need to know how their neurological needs will be met in the nonspecialist setting and who will be 
coordinating their care. They also need to be offered the opportunity to discuss any implications of 
their treatment on their neurological condition11. 


Special needs of people with rapidly progressing conditions 


6.	 In addition to the above, if people with rapidly progressing conditions experience respiratory difficulties 
while they are in hospital, staff need to get advice from the neurological and respiratory care teams. 
They need to discuss treatment options and implications with the person and their carers. 
Emergency tracheostomies need to be avoided if possible. 
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Evidencebased markers of good practice for QR11 


Evidence 


grade 


Whenever the person is managed in a nonneurological setting (eg a general hospital ward RB 
ty)12,13,15:or care facili	 Expert 


•	 the integrated neurological care plan is available to all staff (see QR1); 


•	 there is close liaison with their usual neurological care team. 


Arrangements are in place to ensure that neurological needs can be met in all settings: RA 


•	 planned admission: Expert 


there are preadmission interviews to establish any special needs, including equipment 
provision, communication aids4 and transport12,16. 


•	 emergency admission:



protocols are in place for liaison with:



–	 the person’s community care team; and 


–	 any relevant specialist team (eg neurosciences centre or SCIC15). 


•	 there is evidence of appropriate consultation between teams. 


3 There is effective consultation with the person about their management2–5,11,12,15 and, where RA 
appropriate, involvement of family/carers who are familiar with the person’s care needs; and Expert 


interpreters are available for people who need them. 


4 Specialist neurosciences, rehabilitation and spinal cord injury services are involved in RC 
providing advice and training for staff in general hospital and other care settings11,17,18. Expert 
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neuroscience networks 


Introduction 


1.	 The quality requirements (QRs) have clearly shown that people with longterm neurological conditions 
frequently have complex needs requiring intervention or support from a range of different services. 
Some services are commissioned locally and others through specialised commissioning arrangements. 
Implementing this NSF successfully and providing good quality services depend on: 


a.	 coordinating service commissioning and delivery; 


b.	 working collaboratively; 


c.	 sharing information. 


Neuroscience Networks 


2.	 Establishing neuroscience networks to coordinate the planning, commissioning and provision of 
services will contribute to implementing this NSF successfully. The networks need to: 


a.	 engage all stakeholders, including clinical and other staff, commissioners, managers, 
voluntary organisations, people with longterm neurological conditions and their carers; 


b.	 work across traditional service boundaries and models of care; 


c.	 have clear leadership, management and accountability arrangements. 


3.	 Networks of this type can provide a structure for service planning and delivery, promote continuity of 
care and support staff by targeting resources where they are most needed. The aims of such networks 
are usually: 


a.	 integrated care; 


b.	 improved clinical outcomes; 


c.	 cost effective services; 


d.	 improved experience for people using health and social care services; 


e.	 equity of service provision. 


Managed clinical networks 


4.	 This chapter suggests key features of a neuroscience network, including: 


•	 arrangements for commissioning integrated services; 


•	 clinical network groups, which enable clinicians to work collaboratively to provide access to a 
wide range of services, support each other through training and the development of clinical 
skills and improve quality of care through systematic audit and evaluation of clinical practice. 
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These functions could combine to become a ‘managed neuroscience clinical network’, bringing together 
both commissioners and providers in the delivery of high quality integrated services (see optional model 
of network on page 67). 


•	 Stakeholder or partnership groups can support the network and provide a forum to work 
together to address a range of related issues and help identify and develop networkwide 
priorities. 


5.	 A collaborative, multiagency approach to commissioning and delivering services for people with 
longterm neurological conditions makes it easier to provide coordinated and equitable services 
throughout the care pathway. Existing network models (eg cancer, cardiac and renal) are good 
examples of collaborative working between a range of key stakeholders. For a neuroscience network these 
might include: 


•	 primary care trusts (PCTs) and their specialised commissioning groups (SCGs); 


•	 acute trusts; 


•	 foundation trusts; 


•	 mental health trusts; 


•	 neuroscience centres and spinal cord injury centres (SCICs); 


•	 community and home care providers; 


•	 rehabilitation services; 


•	 local authority services (eg social services, housing, transport and education); 


•	 Supporting People Commissioning Body; 


•	 voluntary and independent sector organisations; 


•	 people with longterm neurological conditions and their carers. 


Within a managed clinical network all of these stakeholders make up the network board (see optional 
model of network on page 67). 


6.	 The size and structure of the network will depend on the population served, local circumstances and 
geography (eg rural, urban or inner city location). Occasionally the network may extend beyond a 
strategic health authority (SHA) boundary. A PCT explicitly leads such a collaborative network and 
SHAs are responsible for developing them and ensuring appropriate engagement from organisations. 
Foundation trusts would be encouraged to join the network. The network needs to take account of 
current commissioning arrangements and involve all agencies in strategic planning. Networks will need 
to consider the effects on existing service models of payment by results; the expanded GP commissioning 
role; the legally binding contracts between PCTs and foundation trusts and their different accountability 
arrangements and increasing choice. The following features could be incorporated into the managed 
neuroscience clinical network: 


a.	 support by a network management team, including a clinical director, manager and 
administrative support (as with cancer); 


b.	 one designated lead PCT within an SHA boundary with responsibility for developing the 
commissioning framework for all services for people with longterm neurological conditions 
(including joint commissioning arrangements with social services and other agencies). This 
framework could form part of the annual accountability agreements between PCTs and their SHA; 
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c.	 appropriate collaborative commissioning arrangements for specialised services, set out in the 
Department of Health’s Guidance on Commissioning Arrangements for Specialised Services 
(March 2003). The guidance requires PCTs to adopt a collaborative approach through their 
SCGs to commissioning neurology, neurosurgery, specialised neurorehabilitation and spinal 
injury services. Collaborative commissioning arrangements allow neurology services to be 
commissioned from regional centres; 


d.	 collaborative commissioning to help share costs and reduce both administrative work and the 
unpredictability of casebycase commissioning for lowvolume, highcost episodes of care. 
This would allow funding to be equally distributed across the network and help people with 
highly complex needs (eg those in a vegetative or lowawareness state) to have fair access to 
specialist services; 


e.	 PCT commissioning of local services (eg services provided to people at home). Existing models 
of joint commissioning (ie arrangements formed between PCTs and social services in local 
partnership boards and the Supporting People Commissioning Body), could form part of the 
commissioning network for services in the community and at home; 


f.	 clear accountability and financial arrangements, which may include pooled budgets and 
Health Act flexibilities, for all the agencies involved in the network for the delivery of the 
NSF. Where social services departments do not have separate teams for people with longterm 
neurological conditions, they will need internal lead management arrangements. 


Network clinical groups 


7.	 Within managed neuroscience clinical networks, multiagency, multidisciplinary clinical groups can 
support the work of the network and improve integrated service delivery across the whole care pathway 
from diagnosis to endoflife through: 


a.	 clinical guidelines to promote best practice in primary care, local hospitals, neuroscience centres 
and SCICs and by GPs and other health and social care professionals; 


b.	 referral protocols to achieve appropriate access to hospitalbased services, other specialised 
services (including neuroscience centres) and highly specialist interventions that are not 
appropriate for every centre (eg epilepsy surgery) and for return to primary care as needed; 


c.	 twoway liaison for advice and support through email, telemedicine or other interactive 
communication; 


d.	 close communication between hospital staff and communitybased teams 
(through inreach/outreach working) to promote exchange of experience and good practice 
and to ensure smooth transition between services; 


e.	 flexible hospital admission and discharge policies that allow the person to make a graded 
transition from hospital to community. This is especially relevant for people adjusting to newly 
acquired disability and for those who have had a long stay in hospital; 


f.	 support from specialist services for generalist services to develop expertise in treating, caring and 
supporting people with longterm neurological conditions (eg specialist neurorehabilitation 
community teams supporting a community rehabilitation team; or a SCIC or neuroscience 
centre supporting staff and patients in a local hospital); 


g.	 collaboration between networked specialist services and centres which is likely to focus on a 
particular condition or need. 
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8.	 Network clinical groups can: 


a.	 link hospital and community services; 


b.	 support joint working in the community between all agencies involved; 


c.	 allow specialist service providers to work together; 


d.	 provide effective support for local, more generalist services. 


9.	 Specialist providers involved in network clinical groups need enough time to fulfil their specialist 
assessment and consultancy role in addition to managing their own complex caseload. Time will be 
needed for: 


a.	 advice and training for generalist staff; 


b.	 specialist assessment and planning to initiate appropriate programmes of care and support to 
be delivered by generalist teams; 


c.	 collaborative working with generalist teams to make sure people with longterm neurological 
conditions receive appropriate local services; 


d.	 consultancy work to help redesign and develop local services. 


Measuring performance 


10.	 The Healthcare Commission and the Commission for Social Care Inspection may carry out 
performance reviews jointly where appropriate to assess progress on local implementation of: 


a.	 the NSF, both in terms of its clinical indicators, as defined in Better Metrics

(see www.osha.nhs.uk/) and any locally agreed targets;



b.	 relevant National Institute for Clinical Excellence clinical guidelines and appraisals; 


c.	 other national standards and audit measures. 


Summary 


11.	 The key elements of goodquality, managed neuroscience clinical networks for integrated service 
provision are: 


a.	 coordination and integration of: 


–	 multiagency service commissioning and delivery in a geographical area covering all 
stages of care; 


–	 multidisciplinary service provision supported by network clinical groups; 


b.	 partnerships between managers from different organisations to promote joinedup services and 
make the best use of resources; 


c.	 collaborative working that recognises the role of specialised neurological services in 
complementing the work of nonspecialised services in delivering appropriate treatment/support 
to people with longterm neurological conditions in all settings. 
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4 National support for local action



1.	 This chapter signposts initiatives that can support local delivery of the Longterm Conditions National 
Service Framework (NSF). 


National modernisation programmes 


Action on Neurology (QRs 1– 5, 8 and 10) 


2.	 The Department of Health (DH) has been working with the NHS Modernisation Agency on the 
Action on Neurology programme to develop new ways of working to improve access and quality of 
care for people with neurological conditions. The outcomes of the programme will be available in their 
final report (see www.modern.nhs.uk/actionon). 


Neuroscience Critical Care Report (QR3) 


3.	 The Modernisation Agency published the Neuroscience Critical Care Report – 
Progress in Developing Services (August 2004) as part of its Critical Care Programme 
(see www.modern.nhs.uk/criticalcare/5021/7117/20040%20DoHNeurosciences.pdf ). 


National underpinning programmes 


Finance 


4.	 Record extra resources for the NHS were announced in the 2003 Budget. As a result, DH was able to 
announce revenue allocations for 2003/06 of £148 billion to primary care trusts (PCTs) over three years 
– a total cash increase of 30.83%. This gave PCTs three years of certainty of funding for the first time. 


5.	 On 9 February 2005, DH announced a further £135 billion for the next two years 2006/7 and 2007/8 – 
a cash increase of 19.5%. This will again give PCTs certainty of funding for the next three years. 


6.	 In addition, as part of the recently announced Local Government Finance Settlement, DH notified 
local authorities (LAs) of £11,448 million of revenue funding for adult personal social services (PSS) for 
2005/6. This reflects an 8% increase in the total funds (revenue and capital) allocated for adult PSS 
when compared with 2004/5 unadjusted figures. PSS allocations are currently made to LAs on an 
annual basis. 


Workforce 


7.	 In planning and delivering neurological and community services, it is important that there are enough 
staff with the right skills and experience who are well led, supported and deliver high quality care. DH 
has established the Longterm Conditions Care Group Workforce Team (LTC CGWT) which is taking a 
national view on the health and social care workforce pressures of this NSF. The responsibility for 
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supporting the CGWTs has been transferred to Skills for Health, who are also developing a competency 
framework on behalf of the LTC CGWT, defining the skills and knowledge needed to deliver the NSF. 
It will support service redesign and assessment of skill mix 
(see www.dh.gov.uk/PolicyAndGuidance/HumanResourcesAndTraining/ModernisingWorkforce 
PlanningHome/CGWTLongTerm/fs/en). 


The nursing profession 


8.	 Several initiatives highlight the contribution of nurses to support the delivery of this NSF, including: 


a.	 Making a Difference. Strengthening the nursing, midwifery and health visiting contribution to health 
and healthcare. The New NHS (1999) (see www.dh.gov.uk/nurstrat.htm). 


b.	 The Chief Nursing Officer’s 10 Key Roles for Nursing (1999). The NHS Plan requires NHS 
employers to empower appropriately qualified nurses, midwives and therapists to undertake a 
wider range of clinical tasks. 


c.	 Liberating the Talents describes continuing care, rehabilitation, managing longterm conditions 
and delivering the NSFs as core functions for all nurses in primary and community care 
(see www.dh.gov.uk/cno/liberatingtalents). 


d.	 Nurse Prescribing, including: 


–	 Independent Prescribing for Nursing (see www.dh.gov.uk/nurseprescribing); 


–	 Supplementary Prescribing (see www.dh.gov.uk/supplementaryprescribing); 


–	 Patient Group Directions (see www.groupprotocols.org.uk). 


e.	 Case Management/Community Matrons. The NHS Improvement Plan: Putting People at the 
Heart of Public Services (2004) sets out the government’s intention that by 2008 there will be 
3,000 community matrons using case management techniques for planning and coordinating 
the care of people with highintensity needs. Community matrons will be key to delivering the 
Public Service Agreement target for longterm conditions. 


Allied health professions (AHPs) 


9.	 A number of initiatives highlight the contribution that AHPs can make to support the delivery of this 
NSF, including: 


a.	 Meeting the Challenge: A Strategy for the Allied Health Professions (2000) illustrates how the role 
of AHPs can be developed and supported and the central role they have to play in delivering the 
NHS Plan and NHS Improvement Plan 
(see www.dh.gov.uk/PublicationsandStatistics/Publications/Publicationspolicyandguidance). 


b.	 The Chief Health Professions Officer’s 10 Key Roles for AHPs (2003) describes the current roles of 
AHPs and examines the potential for new roles to be developed 
(see www.dh.gov.uk/AboutUs/HeadsofProfession/ChiefHealthProfessionsOffice). 


c.	 Extending nonmedical prescribing to a range of healthcare professionals including AHPs 
(see www.dh.gov.uk/PolicyandGuidance/MedicinesPharmacyandIndustry/ 
PrescriptionsandPrescribing/SupplementaryPrescribing). 


d.	 The National Primary and Care Trust (NatPaCT) SelfAssessment Tool for AHPs (2003) highlights 
significant issues for the delivery, modernisation and commissioning of AHP services 
(see www.natpact.nhs.uk/cms.php?pid=2). 
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Pharmacy profession and medicines management 


10.	 Several initiatives have been developed which will increase the contribution that pharmacy can make to 
support the delivery of this NSF. 


a.	 A Vision for Pharmacy in the New NHS (July 2003) emphasises the contribution of pharmacy 
to high quality, personcentred NHS services in community pharmacies, other primary care 
settings and hospitals 
(see www.dh.gov.uk/Consultations/ClosedConsultations/ClosedConsultationsArticle/fs/en? 
CONTENT_ID=4068353&chk=Y2fMuy). 


b.	 The Chief Pharmaceutical Officer’s 10 Key Roles (July 2003) focuses on the role of the pharmacy 
profession in providing high quality services to people 
(see www.dh.gov.uk/Consultations/ClosedConsultations/ClosedConsultationsArticle/fs/en? 
CONTENT_ID=4068353&chk=Y2fMuy). 


c.	 Extending prescribing: a framework is being developed for independent prescribing by 
pharmacists, in particular for people with longterm conditions 
(see www.dh.gov.uk/PolicyAndGuidance/MedicinesPharmacyAndIndustryServices/ 
Prescriptions/SupplementaryPrescribing/fs/en). 


d.	 The new contractual framework for community pharmacy, which will be implemented in 2005, 
will provide services such as repeat dispensing, medicine usage review, signposting and support 
for self care (see www.dh.gov.uk/PublicationsAndStatistics/Publications/ 
PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?cCONTENT 
_ID=4091867&chk=h2R9wL). 


e.	 The medicines management collaborative, which is hosted by the National Prescribing Centre, 
provides medicines management schemes to help people get the most from their medicines. 
The collaborative programme currently covers 146 PCTs, involving around 14,000 GPs and 
4,900 community pharmacies. It has the potential to ensure over 27 million people across these 
PCTs can get help to make better use of their medicines (see www.npc.ppa.nhs.uk/mms/). 


Medicines management 


11.	 DH has published Management of Medicines: A resource to support implementation of the wider aspects 
of medicines management for the National Service Frameworks for Diabetes, Renal Services and 
Longterm Conditions (July 2004). It offers practical support for PCTs and NHS trusts 
(see www.dh.gov.uk/assetRoot/04/08/87/55/04088755.pdf ). 


Medicines Partnership 


12.	 DH is funding the Medicines Partnership based at the Royal Pharmaceutical Society. 
It has developed two guides to help people prepare for review consultations 
(see www.medicinespartnership.org/medicationreview/focusonyourmedicines): 


•	 Focus on your Medicines, which is suitable for all conditions; 


•	 Focus on your Health for People with Epilepsy, which includes an epilepsy diary for the person to 
complete and questions to consider. 
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13.	 Medicines Partnership also offers an interactive website to help people with multiple sclerosis who are 
considering diseasemodifying drugs make an informed decision about treatment options 
(see www.msdecisions.org.uk). 


14.	 Medicines Partnership is also running a major study to develop community pharmacists with a special 
interest in Parkinson’s disease who can support people to understand and manage their medicines. 
The project aims to lead to a framework for pharmacists with a special interest in specific neurological 
conditions (see www.medicinespartnership.org/projects/currentprojects/pdproject). 


Medicines information project 


15.	 The Medicines Partnership, NHS Direct Online, the Medicines and Healthcare products Regulatory 
Agency (MHRA) and the pharmaceutical industry are collaborating on a new, independent, 
comprehensive source of medicines information for people, linked to information about conditions 
and treatment options. They have already developed a complete set of ‘medicines guides’ for epilepsy. 
Further conditions will be added over the next two to three years. The guides are available through 
NHS Direct Online (see www.medguides.medicines.org.uk/). 


Practitioners with a special interest (PwSI) 


16.	 Practitioners with special interests, including GPs (GPwSI), nurses (NwSI) and AHPs (AHPwSI) and, 
in future, pharmacists, make it possible to provide a wide range of services in local community settings. 
The PwSI approach is being extended with further frameworks for healthcare scientists and other key 
staff (see www.dh.gov.uk/PolicyandGuidance/OrganisationPolicy/PrimaryCare/ 
GPswithSpecialInterests/fs/en. NatPaCT has also produced documentation and support on PwSIs: 
www.natpact.nhs.uk/cms/165.php). 


Research and development 


17.	 DH has funded shortterm research studies focusing on user/carer experience and sudden brain injury 
to support the development of the NSF. There is funding for a longerterm, more intensive programme 
of research to support implementation of the NSF and examine its impact on the management of 
longterm neurological conditions. 


NSF for Longterm Conditions Information Strategy 


18.	 The NSF Information Strategy is a webbased resource for use alongside the NSF. It is designed to 
signpost tools, evidence and other sources of information which will help implement and deliver the NSF 
(see www.dh.gov.uk/longtermnsf ). 
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Other initiatives 


Supporting people with longterm conditions 


19.	 The NHS Improvement Plan: Putting People at the Heart of Public Services and the policy document 
Supporting People with Long Term Conditionss – An NHS and Social Care Model to support local innovation 
and integration (January 2005) demonstrate the government’s commitment to improving the care and 
quality of life for people with longterm conditions. 


20.	 There is a strong emphasis on primary care, particularly on proactive primary care teams and informed 
patients working together and on multidisciplinary teamworking across health and social care 
partnerships. People with longterm conditions will be supported to manage their condition themselves 
(self care). By March 2008, 3,000 community matrons will be in place to plan, manage and coordinate 
care for people with highly complex needs who are living at home. 


21.	 There is substantial common ground between the NSF and the longterm conditions strategy 
(eg, around personcentred care planning, information and support, self care and disease management). 
However, it is important to preserve the neurological focus in implementation and to ensure that this 
NSF retains its own discrete identity under the umbrella of the broader longterm conditions 
programme. 


Information for choice (QR1) 


22.	 Almost 90% of people who responded to the Building on the Best patient choice survey stated that they 
need the right information at the right time in order to make choices and decisions about their personal 
health and healthcare. The Information for Choice strategy, Better information, better choices, 
better health, sets out a wide range of national and local actions designed to improve, by 2008, the 
range, quality and accessibility of information and support for users and professionals in giving, 
receiving and using health information. This will affect the way information around all longterm 
conditions is generated and communicated. 


Improving the life chances of disabled people 


23.	 This Prime Minister’s Strategy Unit project has significant overlaps with the NSF. It addresses the needs 
of all disabled people and the barriers they face, while recognising that many of these people would not 
define themselves as disabled. The final report, which is agreed government policy, assesses the extent to 
which disabled people are experiencing adverse economic and social outcomes in the UK; identifies why 
this is happening and what the implications are and assesses what can be done to improve the situation. 
The report emphasises choice and control for independent living, as well as rehabilitation, support and 
incentives for disabled people to get and retain employment. A new Office for Disability Issues will 
coordinate work on the policy recommendations (see www.strategy.gov.uk/output/Page5046.asp). 


Valuing People 


24.	 This is the government’s strategy to support all people with learning disabilities including those 
with epilepsy. Adults with learning disabilities and epilepsy will benefit from both this NSF and 
Valuing People. The key principles of Valuing People are rights, choice, independence and inclusion 
(see www.valuingpeople.gov.uk/). 
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Independence Matters 


25.	 The social model of disability recognises that social and environmental barriers limit opportunities for 
disabled people to take part in society on an equal basis with other people. Using this model, the 
Social Services Inspectorate (SSI) (now the Commission for Social Care Inspection, CSCI) published 
Independence Matters in December 2003. This overview report brings together the findings from a 
national programme of inspections into social care services for physically and sensory disabled people aged 
16–64 years provided by local councils with social services responsibilities and the information held by the 
SSI as part of its performance monitoring process on the progress and achievements of all local councils. 


26.	 The report contains an action checklist of questions to help local councils with social services 
responsibilities to audit their progress in responding to the national agenda for social care services for 
physically and sensory impaired people (see www.dh.gov.uk/publications and follow links). 


Equality and human rights 


27.	 DH and the Disability Rights Commission have produced a leaflet called ‘You can make a difference’, 
to improve disabled people’s experience of hospital services and give practical suggestions for how NHS 
staff can meet the needs of disabled service users 
(see www.dh.gov.uk/PolicyAndGuidance/EqualityAndHumanRights/EqualityAndHumanRightsArticle/ 
fs/en?CONTENT_ ID=4089269&chk=MnDYP/). 


Further guidance on equality issues, including addressing age discrimination is at: 


www.dh.gov.uk/PolicyAndGuidance/EqualityAndHumanRights/fs/en. 


www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/OlderPeoplesServices/ 
OlderPeopleArticle/fs/en?CONTENT_ID=4071271&chk=coj27b. 


Transforming diagnostic services (QR2 and QR3) 


28.	 Work is now under way nationally to address the need to increase speed of access to diagnostic services 
in the priority areas of pathology, imaging, endoscopy and physiological measurement services. 


General medical services contract (QRs 1, 2 and 9) 


29.	 The new primary care contracting routes introduced a Quality and Outcomes Framework (QOF) to 
reward practices that provide an enhanced level of care in particular clinical areas. Epilepsy is one of 
these areas. GP practices can also negotiate with their PCT to deliver enhanced services to a higher 
specified standard for certain conditions. Multiple sclerosis is one such condition and already has a 
nationally negotiated specification for enhanced services 
(see www.dh.gov.uk/PolicyAndGuidance/HumanResourcesAndTraining/ModernisingPay/GPContracts/fs/en). 


The Primary Care Neurology Society (PCNS) 


30.	 PCNS is a new network organisation supporting primary care professionals with an interest in 
neurology. It will offer information on new developments in clinical management and care 
across a range of neurological conditions (see www.pcns.org.uk). 
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Integrating community equipment services (QR7) 


31.	 Community equipment services can provide a wide range of equipment that covers home nursing, 
minor home adaptations, communication aids and other electronic equipment for people with 
longterm neurological conditions. The integration of health and social services equipment services 
across the country is almost complete and will reduce duplication and provide equipment more 
efficiently (see www.icesdoh.org). 


Electronic assistive technology (EAT) (QR7) 


32.	 EAT can contribute to reducing care costs and improving the quality of life for many people with 
longterm neurological conditions. The EAT project will produce guidance by April 2005 and additional 
funding for EAT will be available from April 2006. 


Wheelchair services (QR7) 


33.	 From 2002 to May 2004, the DH Wheelchair Service Collaborative (in partnership with the NHS 
Modernisation Agency and the Audit Commission) involved 44 wheelchair services in England in a 
programme to improve services. Further information and a good practice guide are available (see 
www.modern.nhs.uk/scripts/default.asp?site_id=44). 


Direct Payments (QR8) 


34.	 Direct Payments increase people’s independence and choice by giving them control over the way the 
services they receive are delivered. There is now a duty on councils to make a Direct Payment to people 
who want them. The Direct Payments Development Fund, worth £3 million a year over the next three 
years supports voluntary and community organisations to increase takeup of direct payments (see 
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/ FinanceAndPlanning/DirectPayments/fs/en). 


Fully funded NHS continuing care (QR8) 


35.	 ‘Fully funded NHS continuing care’ describes a package of care arranged and funded solely by the NHS 
and provided free to the person. Eligibility is based on assessment of a person’s mental and physical 
healthcare needs, not on the diagnosis of a specific condition. Following national guidance 
(Health Circular (HSC) 2001/015, Local Authority Circular (LAC) (2001/18), all strategic health 
authorities (SHAs) are responsible for setting eligibility criteria in their area and have recently reviewed 
them to ensure their legal compliance. 


Fair Access to Care Services (FACS) (QR8) 


36.	 FACS guidance was introduced in April 2003 to provide those councils with social services 
responsibilities with a framework for determining eligibility for adult social care. Councils use the 
framework to describe the circumstances that make people with disabilities, impairments and difficulties 
eligible for help (see www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/ 
SocialCare/FairAccessToCare/fs/en). 
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Palliative care strategy (QR9) 


37.	 DH has allocated £4 million a year over the three years 2004/05 to 2006/07 to support an endoflife 
programme. This will enable SHAs to build on work already developed for cancer patients by training 
and supporting staff to provide high quality endoflife care to all patients, regardless of diagnosis, who 
are approaching the end of their life. 


Carers strategy (QR10) 


38.	 The Carers (Equal Opportunities) Act 2004 will come into force on 1 April 2005. It will: 


a.	 ensure that all carers know they are entitled to an assessment of their needs; 


b.	 place a duty on councils to consider carers’ outside interests (work, study or leisure) when 
carrying out an assessment; and 


c.	 promote better joint working between councils and the NHS to ensure support for carers 
is delivered coherently. 


Beacon Councils for Supporting Carers (QR10) 


39.	 The Office of the Deputy Prime Minister (ODPM) leads the Beacon Council Scheme. It aims to 
identify the bestperforming authorities, who then act as centres of excellence in particular fields. 
Supporting Carers is one of the themes in the sixth round of the scheme (see www.idea.gov.uk/beacons/). 


National Institute for Clinical Excellence (NICE) 


40.	 NICE has published clinical guidelines in several areas for people with longterm neurological 
conditions, including early head injury, multiple sclerosis and epilepsy. It has also produced technology 
appraisals on drugs for motor neurone disease, multiple sclerosis and epilepsy for adults and children. 
NICE also offers guidance on interventional procedures in neurosurgeryi. It has also carried out an audit 
of epilepsyrelated deaths (May 2002). DH’s epilepsy action plan in response to this audit is available 
online (see www.publications.doh.gov.uk/cmo/epilepsy/intro.htm). 


41.	 Future publications include a clinical guideline on Parkinson’s disease (March 2006) and a technology 
appraisal for multiple sclerosis drugs. Further details can be found on the NICE website 
(see www.nice.org.uk). 


i	 NICE interventional procedures include: deep brain stimulation for Parkinson’s disease; vagus nerve stimulation for refractory 
epilepsy in children; stereotactic radiosurgery for trigeminal neuralgia using the gamma knife; subthalamotomy for Parkinson’s 
disease; selective peripheral denervation of cervical dystonia, and supraorbital mini craniotomy for intercranial aneurysm; coil 
embolisation of ruptured and unruptured intracranial aneurysms. 
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Other related government initiatives 


42.	 People with longterm neurological conditions have needs that go beyond health and social services, 
requiring coordination within a broader strategic framework. The principal initiatives of this type are 
Local Strategic Partnerships and Local Area Agreements. 


•	 Local Strategic Partnerships (LSPs) 
Although not statutory, LSPs exists in almost all parts of the country and represent the key local 
partnership for bringing together local authorities, service providers and the private, voluntary 
and community sectors. LSPs aim to coordinate local service provision better and will support 
the delivery of this NSF. Information on LSPs can be obtained on a regional basis from 
individual government offices or from the Office of the Deputy Prime Minister (ODPM) 
website (see www.odpm.gov.uk). 


•	 Local Area Agreements (LAAs) 
Local Area Agreements represent a radical new approach to improve coordination between 
central government and local authorities and their partners, working through the Local Strategic 
Partnerships. They will rationalise some funding streams from central government, help join 
up public services more effectively and provide greater flexibility for local solutions to local 
circumstances. They will be structured around three blocks: children and young people; safer and 
stronger communities and healthier communities and older people. Outcomes and indicators 
will be agreed between central government and local authorities and their partners for each 
block. There are currently 21 pilot LAAs. Government has announced a further phase of 
40 agreements to be in place by April 2006. Information on implementation of LAAs is 
available online (see www.odpm.gov.uk/localvision). 


•	 Housing – Supporting People 
The Supporting People programme offers vulnerable members of the community the 
opportunity to improve their quality of life through increasing or maintaining their ability to 
live independently. It promotes housingrelated support services which are strategically planned, 
high quality and cost effective. These can help to prevent problems that lead to social exclusion, 
hospitalisation, institutional care or homelessness by effective and timely support. 


The programme is administered at a local level by the 150 toptier (ie county and unitary) local 
authorities, who commission and manage housingrelated support services based on local needs 
and priorities through partnerships with Probation and Primary Care Trusts. The latter have a 
key role to play in ensuring that local Supporting People services complement local relevant care 
and health services, so that they support health as well as housing objectives and targets. 


Through Supporting People, people with longterm conditions may be able to access services 
such as community alarm systems, help in organising adaptations and help in claiming benefits 
and emotional support. This can have a positive impact on people’s lives by enabling them to 
make choices about where and how they live, improving their quality of life and maintaining 
their independence for as long as possible. Through this housing related support, there can also 
be a positive impact on: 


–	 improved health and mobility; 


–	 reducing admissions to hospital; 


–	 reducing length of stay and delayed discharge from hospital; 


–	 reducing visits to A&E; 


–	 improving access to primary care services for vulnerable people; 
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–	 increasing use of treatment services; and 


–	 promoting stability in lives which gives the chance to plan ahead. This can reduce 
psychological distress. 


Further details are available online (see www.spkweb.org.uk). 


•	 Benefits 
Information about benefits and services for disabled people and carers can be found online 
(see www.dwp.gov.uk). The website allows people to claim Carer’s Allowance electronically 
and download claim forms for Attendance Allowance or Disability Living Allowance (see 
www.jobcentreplus.gov.uk for information on all programmes specifically for disabled people). 


•	 Employment: Access to work/work preparation 
Jobcentre Plus programmes specifically aimed at disabled people can be viewed online 
(see www.jobcentreplus.gov.uk under ‘Help for disabled people’). 


•	 Transport 


Accessible public transport 
The government is committed to ensuring that all public transport is accessible to disabled 
people, including wheelchair users. Regulations under the Disability Discrimination Act setting 
access standards for new trains, buses and coaches have already been implemented and similar 
standards for taxis are being developed. 


Personal mobility 
The government is supporting a network of mobility centres which provide advice, information 
and assessment to disabled people wanting to start or return to driving or to find out about 
adapted vehicles to meet their needs either as a driver or a passenger. 


Concessionary travel schemes 
The government has introduced a national minimum standard for local authority concessionary 
travel schemes in England. This means that there must be, in every area, travel concession 
arrangements which offer at least half fare reductions for older and disabled people for travel on 
local buses within the travel concession authority’s area. Authorities are free to offer a more 
generous scheme if they wish. 


Further details can be found online (see www.dft.gov.uk/stellent/groups/dft_mobility/ 
documents/sectionhomepage/dft_access_page.hcsp). 


•	 Children 


Every Child Matters: Change for Children 
This is a programme of change to improve the outcomes for all children and young people 
to be taken forward in 150 local authority areas, supported by a national framework. 
Further details can be found online (see www.everychildmatters.gov.uk). 
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5	 Next steps: Implementing the 
NSF for Longterm Conditions 


Introduction 


1.	 This NSF will form part of the developmental standards set out in 
National Standards, Local Action: The Health and Social Care Standards and Planning Framework 
2005–2008. The aim is to implement the NSF over 10 years, with the pace determined by local 
priorities. Over the course of the threeyear planning period covered by the Planning Framework, the 
NHS and local authorities will be expected to demonstrate that they are making progress in planning 
and developing the levels of service quality described in the NSF and other related national strategies. 
Both the Healthcare Commission and the Commission for Social Care Inspection may carry out 
improvement reviews to assess progress, jointly where appropriate. 


2.	 This chapter does not prescribe how local health and social services should implement the NSF but 
outlines early steps they can take over the next three years in collaboration with a range of agencies 
and other local stakeholders listed in Chapter 3. The NSF Good Practice Guide is available online (see 
www.dh.gov.uk/longtermnsf ). It can be used to support local implementation and includes examples 
of good practice, service models and links to relevant websites. The NSF Information Strategy and 
glossary are also available online at the same address. 


3.	 The key areas to focus on during implementation are: 


a.	 making progress in delivering each quality requirement (QR); 


b.	 building capacity in staffing, facilities, equipment and range of service providers to ensure access 
to appropriate services for people with longterm neurological conditions; 


c.	 developing a more integrated approach to delivering services with an increase in working with a 
range of agencies and using joint budgets. 


4.	 All stakeholders will need to draw on: 


a. ongoing work on service modernisation, including guidance on workforce and role redesign, 
Supporting People with Long Term Conditions – An NHS and Social Care Model to support local 
innovation and integration, diagnostic services work, the Action on Neurology programme and 
Neuroscience Critical Care Report (see Chapter 4); 


b.	 the evidence base for the quality requirements, including the examples of service models and 
provision in the good practice guidance; 


c.	 National Institute for Clinical Excellence (NICE) clinical guidelines on multiple sclerosis, 
epilepsy, early management of acute brain injury, supportive and palliative care for adults with 
cancer and guidance for improving outcomes in children and young people with cancer; 


d.	 previous NSFs, particularly the NSF for Older People, the NSF for Children, Young People 
and Maternity Services and the NSF for Mental Health. 
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Suggested early action 


5.	 This section outlines a range of possible early actions to help organisations prepare for and start 
implementing the NSF. Primary care trusts (PCTs) can consider: 


a.	 setting up managed neuroscience clinical networks (Chapter 3) involving relevant stakeholdersi 


and service users (networks need to be formalised with identified leadership and financial and 
accountability arrangements in place); 


b.	 holding a stakeholder event to identify and agree local implementation priorities; 


c.	 setting up a local implementation team to take the agreed NSF priorities forward; 


d.	 setting up integrated planning and commissioning arrangements with social services departments 
and other PCTs, with agreements for shared financial responsibility, including pooled budgets. 


e	 influencing the provision of housingrelated support for this group of people through their role 
on local Commissioning Bodies as part of the Supporting People Commissioning Framework. 


6.	 Other possible early actions across the whole health and social care system include: 


Assessing and auditing local services, skills and training needs 


a.	 using the longterm conditions selfassessment tool for PCTs and social services developed 
by the Modernisation Agency to identify services needed for people with longterm 
neurological conditions and provide an overview of local delivery of the NSF QRs 
(see www.natpact.nhs.uk/cms.php?pid=2). The NSF Good Practice Guide can also inform 
this audit; 


b.	 auditing existing local services for people with longterm neurological conditions across all local 
organisations delivering care to establish a baseline; 


c.	 analysing and profiling the skills of the local workforce (see Skills for Health longterm 
neurological conditions project at www.skillsforhealth.org.uk/content/project.php?p=53); 


d.	 identifying key training needs for all local agencies working within health, social services and 
the voluntary sector. As well as taking advantage of any national educational initiatives, this 
could also lead to a local education programme for all agencies involved, built around the NSF 
and run with the support of the local workforce development confederation; 


Redesigning services 


e.	 redesigning services, including developing local protocols and pathways of care and considering 
new patterns of working and skill mix, perhaps integrating trust and local social services 
department staff in specific multidisciplinary teams. Relevant strategies include: 


•	 the National Primary Care Development Team chronic disease ‘collaborative’ process 
(see www.natpact.nhs.uk/cms/2.php); 


•	 practitioners with special interests initiative; 


•	 Supporting People with Long Term Conditions – An NHS and Social Care Model to 
support local innovation and integration; 


i	 Including: people with longterm neurological conditions; carers; the voluntary sector; acute trusts; foundation trusts; mental 
health trusts; social services; care trusts; local authority agencies such as housing, transport, education and vocational training; 
the independent sector. 
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•	 the Department of Health’s diagnostic services work to increase diagnostic capacity and 
reduce waiting times. 


Other actions 


7.	 Other actions that will help to implement the NSF successfully include: 


a.	 implementing the NHS Modernisation Agency’s Action on Neurology and Neuroscience 
Critical Care projects; 


b.	 implementing existing NICE guidelines and monitoring progress across primary care, local 
hospitals, neuroscience and spinal cord injury centres. This could be linked with improving 
medicines management for all longterm neurological conditions; 


c.	 developing Expert Patient programmes and ‘newly diagnosed courses’ with the voluntary sector 
for people with longterm neurological conditions; 


d.	 using the new general medical services (GMS) contract to deliver national enhanced services for 
multiple sclerosis in the appropriate PCT area and to support epilepsy care using the new GMS 
quality outcomes framework and future performance indicators; 


e.	 using personal medical services (PMS) contracts to develop specific expertise in neurology to 
meet local needs; 


f.	 providing improved information locally for professionals, people who use services and carers on 
all aspects of longterm neurological conditions; 


g.	 liaising with national and local service providers for information technology to ensure that 
the design of local electronic systems (eg electronic booking), meets the needs of people with 
longterm neurological conditions; 


h.	 reviewing local implementation of the eligibility criteria for fully funded NHS continuing care 
and adult social care to ensure it is in line with national guidance and meets the needs of people 
with longterm neurological conditions; 


i.	 developing integrated care planning and assessment processes using guidance from 
the Modernisation Agency (work in progress due for publication in April 2005) 
(see www.natpact.nhs.uk/cms/2.php). 
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ERG terms of reference



To advise the Secretary of State in confidence on the development of a National Service Framework 
(NSF) for Longterm Conditions with a focus on neurological services, making recommendations on the 
areas in which standards might be set and on the content of the implementation guide. 


The NSF will: 


•	 set standards and define health and social care models for the diagnosis, treatment and care of 
people with neurological conditions. This will include identifying and tackling some generic 
issues that will benefit everyone with a longterm condition; 


•	 provide an implementation guide based on processes, key interventions and service models that 
have worked in practice (linked wherever possible to National Institute for Clinical Excellence 
guidelines and appraisals); 


•	 recommend national and local performance indicators and outcome measures as a means of 
monitoring and benchmarking progress. 


The ERG recommendations must be: 


•	 user and carercentred, taking into account both health and social care needs and building on 
the principles of the NHS Plan; 


•	 based on robust evidence or, where robust evidence does not exist, built on the best evidence 
available or on a broad consensus of best practice; 


•	 affordable and offer best value in the use of resources, making explicit where interventions will 
be cost and quality effective in both the short and longer term; 


•	 set within the context of other policy initiatives, including the other NSFs, and taking into 
account the implications of new health and social care organisational arrangements; 


•	 focused primarily within the NHS and social care but linked across to employment and other 
relevant government department policy areas. 
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Research and evidence 


1.	 This National Service Framework (NSF) is based on the current body of evidence. Over the next few 
years, the body of evidence will grow as new models of service provision are developed and evaluated and 
new treatments are assessed. 


2.	 Randomised controlled trials and other quantitative methodologies are not necessarily best suited to 
research questions involving longterm outcomes, varied populations with complex needs and assessment 
of impact on quality of life rather than cure. Existing tools which put a numerical score on ‘quality of 
life’ also often bear little relation to an individual’s own definition of actual quality of life. Longitudinal 
studies and well conducted qualitative research are therefore equally likely to be appropriate methods 
to evaluate the interventions that are recommended as part of this NSF. 


3.	 In response to these issues, the External Reference Group (ERG), set up to advise ministers on the NSF, 
developed a new typology to assess systematically the evidence currently available to support the quality 
requirements (QRs) and agreed this with the Department of Health Research and Development 
Directoratei. The typology: 


a.	 reflects the value placed on the opinions of service users and their families/carers, as well as the 
views of professionals, when assessing the evidence to support the QRs; 


b.	 is based on the principle that qualitative, quantitative and mixed studies can have equal validity 
when used in the appropriate context, rather than suggesting that there is an implicit hierarchy 
among research designs; 


c.	 emphasises the quality of the study design, the integrity of its conclusions, and their relevance 
to the population served by this NSF. 


Evaluation of evidence 


4.	 Each piece of evidence cited in the NSF has been reviewed and given either an ‘E’ or an ‘R’ rating: 


E: reflects expert (user/carer/professional) evidence; 


R: reflects researchbased evidence. 


Expert evidence 


5.	 This is evidence expressed through consultation or consensus processes rather than formal research 
designs. It could be professional opinion, or that of users and/or carers or other stakeholders. 
References are described as E1 user expert opinion or E2 professional expert opinion. Where there 
is expert evidence supporting the markers of good practice, this is indicated as expert in the 
evidence grade. 


i This aspect of development was undertaken by the Research and Evidence Group chaired by Professor Lynne TurnerStokes. 
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Research evidence 


6.	 This is evidence gathered through formal research processes. Each piece of researchbased evidence 
supporting the markers of good practice has been awarded a rating based on three categorisations: 
Design, Quality and Applicability. The first part indicates the category of research design; the second 
indicates whether the study was of high, medium or low quality, using scoring criteria with a maximum 
score of 10 and the third indicates whether the study relates directly or indirectly to 
longterm neurological conditions. 


7.	 Design has been classified according to the categories listed in Table 1 below. 


Table 1: Categories of research design 


Primary researchbased evidence 


P1 Primary research using quantitative approaches 


P2 Primary research using qualitative approaches 


P3 Primary research using mixed methods (qualitative and quantitative) 


Secondary researchbased evidence 


S1 Metaanalysis of existing data analysis 


S2 Secondary analysis of existing data 


Reviewbased evidence 


R1 Systematic reviews of existing research 


R2 Descriptive or summary reviews of existing research 


8.	 Quality has been assessed using five questions with a possible score on each question of 0, 1 or 2 – 
giving a maximum score of 10, as indicated in Table 2 below. 


Table 2: Quality assessment 


Each quality item is scored as follows: 
Yes = 2, In part = 1, No = 0 Score 


1 Are the research question/aims and design clearly stated? 


2 Is the research design appropriate for the aims and objectives of the research? 


3 Are the methods clearly described? 


4 Is the data adequate to support the authors’ interpretations/conclusions? 


5 Are the results generalisable? 


Total	 /10 


High quality research studies are those which score at least 7/10.

Medium quality studies score 4–6/10.

Poor quality studies score 3/10 or less.
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9.	 Applicability has been classified as: 


Direct Studies that focus on people with longterm neurological conditions 


Indirect Extrapolated evidence from populations with other conditions 


So, for example: 


•	 a wellconstructed qualitative study, scoring 8/10 and demonstrating the benefits of a given 
intervention in people with multiple sclerosis would be classified as: P2 High Direct; 


•	 an underpowered randomised controlled trial scoring 5/10 on quality assessment, demonstrating the 
benefits of palliative care in people with cancer would be classified as: P1 Medium Indirect. 


Grade of research evidence 


10.	 Each individual marker of good practice has then been given an overall evidence grade of A, B or C, 
based on the quality of all the evidence supporting it and how much of it was directly relevant. The 
overall grade of evidence was calculated using the table below. 


Table 3: Grade of evidence 


Grade of evidence Criteria 


Research grade A: • 
• 


more than one study of high quality score (≥7/10); and 
at least one of these has direct applicability. 


Research grade B: • one study of high quality score (≥7/10) which is of direct applicability. 
or 
• more than one study of high quality score (≥7/10) which are of 


indirect applicability 
or 
• 
• 


more than one study of medium quality score (4–6/10); and 
at least one of these has direct applicability. 


or 
• 


• 


one study of medium quality score (4–6/10) which is of direct 
applicability; and 
one study of high quality score (≥7/10) which is of indirect applicability. 


Research grade C:	 • one study of medium quality score (4–6/10) which is of direct applicability. 
or 
• studies of low quality score (2–3/10) only. 
or 
• studies of indirect applicability only; and 
• no more than one is of high quality score (≥7/10). 
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11.	 The overall weight that can be placed on the available evidence is therefore signposted by an indicator 
that combines a description of the type of evidence with an overall rating of the quality and applicability 
of any researchbased evidence. Where guidelines which summarise research evidence are quoted to 
support a marker of good practice, the evidence rating for that specific section of the guidance is used 
and this may mean that the overall evidence grade is lowered. The development, testing and application 
of the typology is being written up in detail for publication. 


For example: 


a marker of good practice might carry the following indicator – Expert, RA. This indicates that there is 
expert opinion to support this statement as well as research of high quality, derived directly within the field 
of study. This would suggest that considerable weight could be placed on the findings of this evidence. 
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ANNEX 4 
Incidence and prevalence of some 
neurological conditions in the UKi 


Condition Incidence Prevalence Approximate 
(new cases per (cases per 100,000 total numbers 
year per 100,000 of population) 
of population) 


Cerebral palsy N/k 186 110,000 


CharcotMarieTooth disorder N/k 40 23,600 


Dystoniaii N/k 65 38,000 


Early onset dementiaiii N/k N/k 18,000 


Epilepsyiv 24–58 430–1,000 182,750–425,000 


Essential tremor N/k 850 500,000 


Huntington’s disease N/k 13.5 6,000–10,000 


Migrainev (England) 400 15,000 8,000,000 


Motor neurone disease 2 7 4,000 


Multiple sclerosisvi 3–7 100–120 52,000–62,000 


Muscular dystrophy N/k 50 30,000 


Parkinson’s disease 17 200 120,000 


Postpolio syndrome N/k N/k 120,000 


Spinal cord injuryvii 2viii 50 36,000 


Spina bifida and congenital hydrocephalus N/k 24 14,000 


Young onset strokeix 55x N/k N/k 


Traumatic brain injury leading to 175 1,200 420,000 
longterm problemsxi requiring admission with longterm upto 65 years 


to hospital problems 


i	 Unless indicated otherwise, this table is based on figures in Neuro numbers: a brief review of the numbers of people in the UK with a 
neurological condition. This table includes a selected number of neurological conditions. See publication for details on other 
conditions such as ataxia, brain tumour, GuillainBarré syndrome and narcolepsy. Where additional and comparable information 
has become available it is added with a footnote. 


ii	 Primary idiopathic, ie not associated with another condition. 
iii	 For Alzheimer’s disease/dementia, the incidence is 25,000 per 100,000 in over 65s, prevalence 1,000 per 100,000 in the 


general population and approximate total numbers 700,000. Alzheimer’s disease and other dementias are covered in the 
National Service Framework (NSF) for Older People. 


iv	 Figures for England and Wales from National Institute for Clinical Excellence (NICE) guidelines. 
v	 Steiner TJ et al. (1999) Epidemiology of migraine in England. Cephalagia, 19: 305–6. 
vi	 Figures from NICE guidelines for England and Wales. 
vii	 Kurtzke JF (1978) Epidemiology of spinal cord injury, Neurologia Neurocirugia Psiquiatria, 18: 157–91. 
viii	 The Spinal Injury Association gives 666 new patient admissions to spinal cord injury centres in the UK and Ireland in 2000 


(equivalent to about 2 in 100,000). 
ix	 For stroke in all ages the incidence is 204, prevalence 800, and approximate total numbers 300,000. Stroke is covered in the 


NSF for Older People. 
x	 Admissions to hospitals in England 2002/03. 
xi	 Figures for working age adults in England from a study by Professor Alan Tennant, Professor of Rehabilitation Science, University 


of Leeds, commissioned by the NSF Research and Evidence Group. 
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3          Making every contact count


How do we make the most of  each and every opportunity to help people improve their health 
and wellbeing? Making every contact count (MECC) is an approach to improving health and 
reducing health inequalities developed by the NHS and local government. 


Every contact with a customer should be seen as an opportunity to encourage healthier 
lifestyle choices. But tackling sensitive issues such as weight loss, smoking cessation or 
alcohol abuse requires expertise, confidence and knowledge in order to deliver the message 
effectively.


Making every contact count including behaviour change interventions, can lead to 
improvements in people’s health and well-being, reduce avoidable premature mortality linked 
to poor lifestyle choices, reduce health wellbeing and help people better manage long term 
conditions. 


There needs to be an explicit recognition to be fully effective a ‘whole system’ approach is 
necessary in which all staff  working with the public signpost and provide information on a 
wide range of  services that can improve people’s health. These include leisure and recreation, 
welfare benefits advice, housing, social care, routes to employment, education and training, 
home safety and so on.


Public health made the formal transfer to local government in April 2013. This resource 
commissioned by the Local Government Association (LGA) describes how public health in 
a number of  councils has started to use the opportunities of  a local government setting to 
improve health and wellbeing. The case studies were chosen because they show a range of  
ways in which public health in councils is approaching MECC. They include councils spread 
across England, covering both rural and urban environments and with varying levels of  
deprivation and affluence.


We look forward to seeing many more such examples of  local energy and innovation in the 
months and years to come, and seeing the measurable impact it will have. The challenge for us 
all is not just to identify good practice, but to champion and share it.


 
 
 
 
 
 


Councillor Izzi Seccombe 
Chair 
Community Wellbeing Board


Foreword
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Case study: 
Wigan


Wigan has sought to spread the word about 
the importance of  healthy lifestyles by training 
up champions from all walks of  life – from fire 
crews and council workers to local sports 
clubs and members of  the public. 


Key messages
•	 Be prepared to adapt training to suit your 


audience.


•	 Offer specialised programmes in areas 
such as cancer to refresh what is on offer.


•	 Encourage participants to set realistic 
goals – it will help create momentum and 
help increase motivation.


The context
The borough of  Wigan forms part of  Greater 
Manchester and is home to about 320,000 
people. As well as incorporating the town of  
Wigan, the borough also covers Leigh and a 
host of  smaller towns and villages.


Overall, deprivation is higher than average. 
The borough is in the fifth most deprived local 
authority areas in the country, according to 
the 2010 Index of  Deprivation. There are over 
12,000 children living in poverty. 


The health of  people in Wigan is mixed 
compared with the England average. Life 
expectancy is steadily increasing in line 
with national and regions trends with latest 
figures showing that men can expect to live 
77.4 years and women 80.8. However, this 
is currently 1.8 years less than the average 
for men in England and 2.2 years less for 
women. 


Variations in life expectancy by deprivation 
show how within the borough there are stark 
inequalities in life chances depending on 
where people live. Men living in the most 
deprived communities live on average 9.4 
years less than those in the least deprived. 
For women the gap is 8.5 years less. 


Lifestyle factors such as poor diet, lack of  
exercise, smoking, alcohol consumptions 
above sensible levels and drug taking all 
contribute to this. Obesity and smoking rates 
are both above the national average. In some 
of  the most deprived communities nearly half  
of  people smoke.


The story so far
Wigan’s approach to improving the health of  
people in the area does what it says on the 
tin. The programme is called Making Health 
Everyone’s Business – and that is just what it 
has done.


Since the scheme was launched in 2008 
by the primary care trust a whole range of  
people have been trained to become health 
champions from public sector staff  and 
amateur sports clubs to local residents. In 
total, more than 1,000 people have been 
trained in the last six years. About two 
thirds have been public sector employees 
from council workers and fire crews to staff  
working for the NHS.


The role of  the health champions varies 
depending on the setting. It can involve 
initiating health chats, distributing leaflets and 
posters, instigating activity programmes and 
supporting environment changes, such as 
having bike racks installed.
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Kate Ardern, Wigan’s director of  public 
health, says the scheme plays an important 
role in improving health and wellbeing of  
people across the borough.


“The best results and the best outcomes are 
when other people champion public health 
and it’s seen as mainstream core business 
not just something the public health team do.


My conversations with colleagues always 
start with me asking them what are the issues 
they’re dealing with which keep them awake 
at night and actively listening for what the 
connection might be – and there always is – 
to a health and wellbeing priority. 


All the while I’m thinking through where 
there’s an opportunity to make common 
cause and that requires me to be flexible, 
pragmatic and adapt the message, content 
and language appropriately making it relevant 
to the audience and context.” 


The scheme is coordinated by a team of  five 
health improvement practitioners.


They train people in the Royal Society 
of  Public Health level two award in 
understanding health improvement.


The training takes a day to do and is either 
offered as a one-day course or two half-days 
depending on what works best for those 
participating. The first session is spent on 
what is meant by health and wellbeing, which 
is followed by advice on how to communicate 
with people and where to signpost them to for 
help and support. 


However, there is also a website which details 
what support is available locally so they 
can refer people to that as they get on with 
championing good health.


Time is also spent on dealing with the specific 
issues such as alcohol, smoking, sexual 
health, nutrition and physical activity and the 
importance of  goal setting for making positive 
lifestyle changes for health benefits. 


Health improvement practitioner Gwen 
Derbyshire says: “We always say it is 
important to set realistic goals. If  you aim for 


things that can be achieved it encourages the 
individual to continue.


“But there is a double-effect. As well as 
getting the champions to spread the word 
about the importance of  health, we have also 
found it gets them thinking about their own 
lifestyles.”


One of  the health champions, Marie, and 
her partner, Jamal, are proof  of  that. They 
decided to take part in dry January after she 
did the training. Half  way through the month 
they noticed they were sleeping better and 
even went to the gym on a Sunday morning at 
10am, which was unheard of.


After 31 days they had lost 8lbs and they 
realised much of  their alcohol consumption 
was “pure bad habit”. They are now drinking 
again, but much less than they used to. 


Marie says: “What has really stuck in my mind 
is the fact that there are six doughnuts per 
bottle of  wine. It really works when you can 
visualise all that sugar.”


Meanwhile, the work with local sports clubs 
has also involved grants of  up to £1,800 – 
administered by public health and Wigan 
Borough Sports Council – to enable them to 
pay for practical changes to help support the 
health improvement push. This can involve 
anything from purchasing jacket potato ovens 
or pasta boilers to improving facilities. In 
total 64 health champions have been trained 
across 52 different clubs. 


It has led to a variety of  innovations. For 
example, Wigan and Leigh Wrestling Club 
has started a circuit-training programme for 
parents to do while waiting for their children’s 
class to finish. Twenty-seven people are now 
regularly taking part.


Wigan Rugby Union has overhauled its 
cooking facilities and employs a qualified 
cook to work on junior match days. The 
kitchen now serves baked potatoes with 
various fillings, including chilli, bolognese and 
beans, while pasta bakes and rice dishes are 
also served. Turnover has increased six-fold, 
while a recent survey of  parents showed 98 
per cent were satisfied with what was on offer.
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Liz Fisher, the health improvement practitioner 
who has overseen a lot of  the work with 
sports clubs, says: “They have been really 
enthusiastic about what they can do. I think 
they recognise that sports clubs should take 
a lead on this. Quite often the food served 
at these clubs is not the healthiest. Pies and 
chips are often the staple food, but with just a 
little investment the meals can be much more 
healthy – and popular.”


The success of  the programme has also 
been demonstrated by an evaluation, 
which was carried out by the North West 
Public Health Observatory, Liverpool’s 
John Moores University and the Centre for 
Public Health. It concluded Making Health 
Everyone’s Business was a “very valuable 
source of  influence” with a reach which was 
“considerable”.


But more recently the scheme has started 
looking at broadening its approach. The 
health practitioner team now runs courses to 
train up champions in specific areas. There is 
the cancer champion course, which teaches 
people to recognise the signs and symptoms 
of  the disease, and one to teach people how 
to offer brief  interventions on alcohol.


Another programme – heart start – is run in 
partnership with the British Heart Foundation 
and North West Ambulance Service. It 
teaches people practical skills such as 
performing CPR and putting someone 
in the recovery position as well as using 
defibrillators.


Several hundred people have already 
completed these tailored courses. One of  
them is Joyce, who did the cancer champion 
training after surviving the disease herself. 
She has now set up a support group for 
people with breast cancer and spreads 
messages about the importance of  self-
awareness, taking part in screening and 
the need for early detection across the 
community.


The health practitioner team is also on hand 
to offer bespoke training where needed, 
as Ms Fisher explains. “We are currently 
looking at delivering health champion training 


incorporating dementia training with refuse 
collectors. They actually came to us and said 
they noticed some of  the older residents were 
getting confused about the different types of  
bins. It is not just about us telling them what to 
do. We have people coming to us with ideas 
too.”


Contact: liz.fisher@wigan.gov.uk and gwen.
derbyshire@wigan.gov.uk



mailto:liz.fisher@wigan.gov.uk

mailto:gwen.derbyshire@wigan.gov.uk
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Case study:
Salford


Salford has sought to harness the power 
of  its 15,000-strong frontline workforce by 
supporting staff  to make every contact 
count by giving staff  the skills to initiate 
conversations and deliver brief  interventions 
in a bid to improve the health and wellbeing 
of  the local population.


Key messages
•	 Getting the language right is essential if  


you are going to connect with people.


•	 Make it as simple as possible for staff  to 
signpost and refer residents on for help.


•	 Remember it is an ongoing effort – continue 
supporting and training frontline workers.


Context
Salford is a compact, inner city area within 
the wider sub region of  Greater Manchester. 
It has a population of  just under 240,000 
people.


It has always had high levels of  deprivation, 
which have now been compounded by the 
impact of  the economic downturn. Salford 
is ranked as the second most deprived area 
within Greater Manchester and the fifteenth 
most deprived nationally. 


While the overall health and wellbeing of  
people living in Salford is improving, it is 
improving at a slower rate than many areas 
in England and so the gap between Salford 
and England for life expectancy at birth is 
increasing. Currently, life expectancy for men 
is 74.8 and for women 79.9. It means people 
in Salford live about three years less than the 


national average and in parts of  the city this 
figure can be as high as eight to 10 years. 


There are also wide variations in the health 
and wellbeing of  people. In terms of  
premature mortality, there were 2,542 early 
deaths between 2010 and 2012, placing 
Salford 147th out of  150 areas across 
England. People living in Salford are more 
likely to die early from cardiovascular disease, 
cancer and respiratory disease than those 
living in more affluent parts of  the country. 


While individual lifestyles contribute to these 
illnesses, people’s health and wellbeing 
is also affected by where they live, their 
neighbourhood and community identity, their 
socio-economic status, as well as their level 
of  access to quality services. These wider 
wellbeing factors are summarised in Salford’s 
joint strategic needs assessment.


Children’s health and wellbeing is poorer than 
the national average. Children and young 
people in Salford are more likely to have an 
early pregnancy, misuse alcohol, smoke, 
have an unhealthy weight and experience low 
emotional wellbeing than those living in more 
affluent parts of  the north west of  England.


The story so far
There are more than 15,000 front-line public 
sector workers in Salford. They span a wide 
range of  different organisations from the local 
hospital and council to housing providers, 
Citizens Advice and voluntary sector groups. 
Their influence in terms of  health and 
wellbeing is potentially enormous.
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A partnership between the council and 
these organisations has sought to harness 
that through the Making every contact count 
(MECC) programme.


Since its launch in 2012, more than 1,500 
staff  have been trained and given support to 
help local residents make a positive change 
to their lives, though initiating conversations, 
responding to wellbeing needs and 
signposting to local support. This involves 
addressing issues such smoking, healthy 
eating, exercise, drinking, debt, housing, 
benefits and employment.


David Herne, Salford’s Director of  Public 
Health, says: “Every day staff  have thousands 
of  opportunities to help people make positive 
changes to their lives – whether it’s the people 
working in customer care or housing officers. 
It is not just health staff  that can make a 
difference.


Really it’s about building on the work staff  
already do in many ways. We are not 
looking for all frontline staff  to be experts in 
behaviour change, but we do want them to 
feel comfortable and confident talking to and 
engaging with people – encouraging them 
to take action to improve their health and 
wellbeing.


A lot of  it is about giving people the skills and 
confidence to address these issues and to 
know what to do next. It is about connecting 
with the public and using the right language 
to do this effectively.”


The programme has been overseen by 
a project board, which includes senior 
managers from the NHS and council, 
including Mr Herne. There is also a 
stakeholder group, which includes wider 
representation from the participating 
organisations. This acts as the forum for 
discussion and design of  individual aspects 
of  the scheme.


MECC is offered to staff  through a website 
and learning workshops. The focus is on 
getting everyone to a core level in terms of  
their skills to use MECC and their knowledge 
about where to signpost to. This includes 


an understanding of  wellbeing, factors that 
influence wellbeing, behaviour change, skills 
to initiate conversations and background 
knowledge of  health issues from alcohol to 
cancer.


Any frontline worker can sign up to MECC, 
complete an on-line assessment, attend a 
two-hour induction and generate their own 
learning plan on the website. As well as web 
resources, there are extra workshops to 
support learning. 


Part of  the deal for anyone registering with 
MECC and using the learning tools is that 
they keep a record of  how they put it into 
practice and the types of  conversations 
they have with their clients. The intention is 
to include this monitoring information in an 
annual review of  MECC, which in turn helps 
us to understand the potential difference the 
programme is making.


Public Health Manager Robert Green 
says: “The training gives the staff  help with 
where they can signpost people on to. We 
are fortunate in Salford to have a range of  
provision and support for people around 
wellbeing, whether that is through services, or 
community support. However this does create 
a problem around knowing where to signpost 
to. So to make this more simple we have set 
up a portal which staff  can use to advise 
people or refer people to.”


The Way 2 Wellbeing website includes a 
wellbeing checker and individual sections 
designed to provide useful advice and 
information about what local services 
are available. The site covers a range of  
wellbeing areas, from alcohol, housing, 
smoking and money management. 


“The important thing is for people to be 
able to access the right service, the first 
time,” says Mr Green. “This website helps 
them do just that. We have designed it so 
that it encourages the user to explore their 
wellbeing and to seek out core information 
about what they can do, to manage their 
wellbeing. The site also provides a number 
of  key messages so that we can focus 
someone’s journey in the website.”
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The programme has also been designed so 
that staff  can be kept constantly updated with 
information and developments.


Mr Green says: “We can send out little 
briefings. For example, if  there is a new 
government policy we can say to staff  ‘in 
your area this is likely to be a major issue in 
the coming months, this is what you should 
know’. It helps us create a really responsive 
frontline workforce.”


But what has been the impact of  the 
programme? There is an acknowledgement 
that there is more work to do to reach out to 
greater numbers of  staff. However, there are 
encouraging signs among those that have 
taken part, which range from hospital workers 
to area wardens.


The experience of  Ann Lyons, a teacher at 
Eccles Sixth Form Centre, is typical of  how 
staff  have been able to help.


The teacher noticed one of  her pupils had 
started to access the hardship fund. “He was 
coming down more and more, borrowing 
money he was not able to pay back. His 
appearance had become more dishevelled. 
He just wasn’t himself. I found out he had 
been thrown out of  the family home. By 
talking to him, showing him what was out 
there we gave him the confidence to access 
the information himself.”


Ms Lyons also put him into contact with 
Salford Opportunities, which helps teenagers 
who have been made homeless. They were 
able to find him accommodation in a hostel. 
As a result of  the initial conversation and 
signposting, the young man was able to 
complete his course and he has now gone to 
university.


Health staff  have also benefited too. They, of  
course, are used to addressing the health 
needs of  patients, but the MECC training has 
also allowed them to see the wider picture, as 
one of  Salford’s district nurses, Sarah Rust, 
explains. 


She gives the example of  a 70 year old 
patient who had been diagnosed with lung 
cancer, but was also worried about his 
benefits.


“I advised him that I would be able to find 
him a contact number for the welfare rights 
team so they could come and make sure he 
was getting the correct amount of  money. I 
contacted him a few weeks later and he said 
they had been out to see him and his benefits 
had now been increased. He is living much 
more happily and is now able to make ends 
meet with his money.”


Contact: david.herne@salford.gov.uk



mailto:david.herne@salford.gov.uk





10          Making every contact count


Case study: 
South Tyneside


South Tyneside Council is tackling health 
inequalities by tapping into the potential of  its 
3,500-strong workforce. From social workers 
to refuse collectors, staff  from across the 
organisation are being trained to offer brief  
health advice and support to local residents.


Key messages
•	 The potential of  your workforce to deliver 


health advice and champion public health 
is enormous.


•	 Make sure the training you give staff  is 
appropriate to their positions.


•	 Change and evaluate as you go along.


Context
South Tyneside is a metropolitan borough 
in the Tyne and Wear area in north east 
England.


It is bordered by four other boroughs – 
Newcastle-upon-Tyne and Gateshead to 
the west, Sunderland in the south and North 
Tyneside to the north. 


It has a population of  about 155,000. 
Compared to England, the population 
of  South Tyneside has a slightly higher 
proportion of  older people with 21 per cent 
above state pension age compared with 19 
per cent across England.


It is forecast that the number of  people above 
65 will rise from 27,000 in 2009 to 39,000 
in 2030 – an increase of  41 per cent. The 
number of  people in South Tyneside aged 
over 85 years – those with the greatest care 
needs – will increase by 75 per cent from 
3,700 to 6,500 over the same period.


The council’s most recent joint strategic 
needs assessment predicts this will place a 
significant burden on demand for health and 
care services. Already South Tyneside has 
the highest percentage – 17.3 per cent – of  
households occupied by single older people 
in the north east.


On a host of  lifestyle factors – obesity, 
physical activity and diet measures – South 
Tyneside performs worse than the national 
average. The biggest problem is perhaps 
smoking with over one in four people smoking 
compared to just over one in five nationally.


Unsurprisingly, life expectancy is significantly 
worse than the England average. For men 
it is 76.6 years compared to 78.3 and for 
women 80.8 compared to 82.3. Within the 
area, there are wide variations – 7.7 years for 
men between the most deprived and least 
deprived and 12.2 for women.


Three wards Beacon and Bents (74.2), 
Monkton (73.1) and Primrose (73.9) have 
some of  the lowest rates in the country.


In terms of  deprivation, South Tyneside is 
ranked as the 56th most deprived, according 
to the 2010 Index of  Deprivation. Over half  of  
children – 13,000 – live in low-income families. 


The story so far
In the lead up to the transfer of  public health 
into local government, regular meetings 
were held between South Tyneside’s Director 
of  Public Health Amanda Healy and the 
council’s corporate directors.


The aim was to prepare for the transition so 
the senior leadership ‘could hit the ground 
running’. Discussions naturally turned to how 
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the drive to address health inequalities could 
be developed further.


As always the challenge was how to reach 
out to the most disadvantaged communities. 
The solution was found from within – as a plan 
was hatched to turn the council’s workforce 
into an army of  ‘health champions’.


“It just came to us really,” says Ms Healy. “We 
thought what better way to reach out into the 
community. We employ about 3,500 people 
– 70 per cent of  whom live locally. If  every 
member of  staff  delivered brief  advice to just 
10 people, 35,000 residents could be helped. 
That, of  course, could make a tremendous 
difference.”


So following the transfer in April 2013, the 
public health team launched the Every 
Contact a Health Improvement Contact 
programme.


The scheme has involved training staff  from 
across the council to engage residents in 
‘health change conversations’. This can 
involve everything from smoking, healthy 
eating and physical exercise to wider issues 
such as debt advice and housing.


Ms Healy says: “The idea is to equip staff  with 
the skills and confidence to address health 
issues. It is about starting a conversation and 
then knowing where to signpost and refer 
people on to.


A lot of  staff  were already doing something, 
but they were not always addressing the 
whole issue. For example, social workers 
who are helping older people get walking 
aids may not then be having the conversation 
about where the person was going to walk. 
If  we can get them talking about that and 
knowing where the local walking group is it 
could make a real difference to the individual. 


Or another example is the customer care 
staff  who deal with people who ring up 
with problems paying the rent. They would 
normally put them in touch with debt advice 
services, but these people may also be 
miserable and have low-level mental health 
problems. So, it is about making those links 
and knowing where they can advise people to 
go.”


To get the programme started, the concept 
was promoted across the council with 
members of  the public health team giving 
presentations to individual departments, 
before the training programme was rolled out.


The training has been delivered in workshop 
settings by members of  the public health 
team in partnership with the organisational 
development team. More recently, a 
commissioned training provider has been 
appointed, First Contact Clinical, which 
specialises in behavioural change. There are 
two levels of  training: 


•	 Level one – a one-hour introductory 
session, which is suitable for staff  who 
have limited contact with the public, such 
as business support and the legal team, 
or have a transitory relationship with the 
public, for example refuse collectors.


•	 Level two – a two to three-hour session, 
which covers fundamental areas of  health 
and its wider determinants, behaviour 
change models and motivational 
interviewing techniques. It is suitable for 
staff  that have a greater level of  contact 
with the community. 


So far 550 employees have been through 
the workshops and the training is now in 
the process of  being rolled out to partner 
organisations such as the fire service, local 
housing provider and voluntary sector groups.


Ms Healy also hopes in the future the 
programme will help influence the healthy 
schools work. “We would like to tailor it for 
teaching assistants and catering staff  as 
well as for teachers - they could perhaps 
get some dedicated coaching on emotional 
wellbeing and child obesity. We have to look 
at how we can maximise the contacts we all 
have with people.”
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Library staff  will also be under going the 
training in the coming year with a view to 
them playing a key role in promoting Change 
for Life work and running awareness-raising 
campaigns, such as the local stop smoking 
week.


The programme has also led to some staff  
going on to get even more training to allow 
them to actually deliver services. For example, 
staff  at some of  the children’s centres in 
South Tyneside are now running smoking 
cessation support services.


But ensuring the programme is as effective 
as possible is also an essential component 
of  the programme. The council has 
commissioned Sunderland University to carry 
out an evaluation of  how the first year has 
gone.


“You want to learn as you go along,” says 
Ms Healy. “We are seeing this as a five-year 
project so it is important to learn as we go 
along. In time we hope to see the numbers 
being referred to and using services 
increase.


But already we have found that some staff  in 
particular need support around how to have 
the conversations. They can understand why 
it is important, but bringing it up with people 
is another matter so we have been trying to 
address that.”


However, it is clear the programme has 
already had an immediate effect on some 
staff  by influencing their own behaviour.


This has been particularly noticeable 
within the street cleansing team based in 
area management. Since completing the 
workshops, four members of  staff  – David 
Bloomfield, John Bowen, Ian Ellis and John 
Graham – have completely altered their 
lifestyles. Between them they have lost nearly 
15 stone.


Supervisor Mr Bloomfield, 60, says after he 
had the training he went for an NHS health 
check, which showed he had high blood 
pressure and cholesterol.


He says that the one of  the key messages he 
took from the workshop was the importance 
of  not eating too much.


“My weight was creeping up. But after seeing 
what a decent portion size should be and 
how much food you should actually have on 
your plate, I’ve now lost nearly two and a half  
stone.”


Such achievements have enabled the 
council to win the first Local Government 
Chronicle public health award sponsored 
by the National Institute of  Health and Care 
Excellence.


Professor Mike Kelly, NICE’s director of  public 
health and a member of  the judging panel, 
describes them as “worthy winners”.


He says: “Their commitment to improving 
health is truly ground-breaking and inspiring, 
especially in the way they managed to 
galvanise staff  at every level from senior 
corporate officers to elected members and 
those working on the frontline.”


But the programme has also had other knock-
on effects with evidence emerging individual 
departments are becoming more aware of  
their wider responsibilities for health in the 
new set-up. For example, a member of  the 
public health team has been appointed to the 
group drawing up the new housing strategy.


Ms Healy says: “We always hoped it would 
have this sort of  influence. Of  course, there 
have been times when some staff  may have 
been thinking ‘what’s this got to do with me?’ 
But the reaction has really been very good on 
the whole. 


The beauty of  this programme has been that 
it is helping get everyone who works for the 
council involved in the effort and that should 
stand us in good stead in the future with other 
work.”


Contact: amanda.healy@southtyneside.
gov.uk
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Warwickshire’s public health teams have 
shown their commitment to making every 
contact count by aiming to get all frontline 
staff  – whether employed by the council, NHS 
or voluntary sector – trained up over the next 
five years. 


Key messages
•	 Making the programme part of  staff  


contracts ensures buy-in from across the 
front-line.


•	 Make it clear to staff  what you are trying to 
achieve.


•	 Provide prompts to the frontline with 
information about why behaviour change 
is important and where people can go for 
help.


•	 It does not mean having a health 
conversation with every person, only when 
appropriate.


Context
Warwickshire is an average sized county 
covering 2,000 sq metres in the West 
Midlands. It has a population of  more than 
545,000 – a figure which has risen by 8 per 
cent in the past decade. Like many areas, 
the biggest rises have been seen in the older 
population groups.


Most of  the population live in the north and 
centre of  the county, with the south mainly 
rural. It is split into five districts – North 
Warwickshire, Nuneaton and Bedworth, 
Rugby, Warwick and Stratford-upon-Avon.


The county does not include any cities, 
although borders parts of  Coventry and 
Birmingham.


Warwickshire has relatively low levels of  
deprivation with under 15 per cent of  children 
classed as living in poverty, which is below 
the national average.


But there are signs inequalities are widening. 
All of  the top 13 most deprived areas in 
the 2007 Index of  Deprivation have shown 
considerable deteriorations in the rankings 
in the 2010 version. The difference in life 
expectancy between the area with the worst 
life expectancy, Abbey Ward in Nuneaton at 
75, and the one with the best, Leek Wootton 
in Warwick at 88, is 13 years.


In areas with the lowest life expectancy, 
unhealthy behaviours are undoubtedly a 
contributory factor.


One in four adults in the county are obese 
– this equates to 110,000 people, a figure 
which is rising each year. Even in the areas 
where physical activity levels are highest only 
a third of  people are doing the recommended 
amount.


Meanwhile, there are 32,000 people in 
Warwickshire who are drinking so much that 
it is harming their health and 130,000 people 
who smoke with 1,000 babies a year born to 
mothers who do. 


Teenage pregnancy rates are higher than 
Warwickshire’s neighbours with one teenager 
a day becoming pregnant. Half  end up in a 
termination. This is despite the fact teenage 
conception rates have fallen by more than 12 
per cent since the late 1990s. The number of  
sexually transmitted infections is also on the 
rise, climbing by a fifth since 2003.


Case study:  
Warwickshire
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The story so far
Making every contact count was identified as 
a priority in Warwickshire in the 2011 Director 
of  Public Health annual report.


Within a year, a programme to achieve just 
that was being launched across the county 
in partnership with the public health team in 
Coventry. It focussed initially on NHS hospital 
and community services, but that was to 
prove just the start of  what has now become 
a county-wide programme for all frontline 
staff.


Already 2,000 NHS staff  have been trained, 
but it is now well on its way to be extended 
to council staff  and also key partners, such 
as the leisure trust, housing providers and 
voluntary sector groups such as Age UK.


In fact, it has become so much of  a priority 
that it is now written into the contracts of  front-
line staff  – including the county and four of  
the five districts – that they should do some 
form of  Making every contact count (MECC) 
training.


The aim is that 20 per cent of  frontline staff  
will get the training each year so that within 
five years the entire workforce, including 
those employed by voluntary sector groups, 
will be using it.


MECC focuses on six key areas. They are: 


•	 stopping smoking 


•	 maintaining a healthy weight 


•	 being physically active


•	 drinking within sensible limits


•	 looking after sexual health 


•	 improving mental health.


Jane Dowsett, the health improvement 
commissioning and performance lead for 
Warwickshire County Council, says: “Soon 
after public health’s move to local government 
I met with Warwickshire’s learning and 
development manager. We decided MECC 
was a good opportunity for staff  to help 
improve health and wellbeing. 


We think it is vitally important that individuals 
are given the opportunity to consider the 
impact of  their health behaviour and be given 
the chance to change.


But that is not just the responsibility of  
health staff, it’s something everyone can get 
involved in from people working in customer 
care to housing officers. In fact anyone on 
the frontline that comes into contact with the 
public can make a difference. For example, 
library staff  have a huge potential to change 
behaviour, they talk to residents a lot. People 
may be coming into libraries asking for books 
about stopping smoking or stress – that is the 
perfect opportunity.”


The approach adopted by Warwickshire is 
based on the theory that there are four levels 
of  MECC. They are: 


•	 Level zero: influencing behaviour through 
technology, such as websites, plasma 
screens and tablets as well as the more 
traditional leaflets and posters.


•	 Level one: brief  advice lasting about five 
minutes, involving raising the issue and 
signposting the individual to what support 
is available.


•	 Level two: brief  interventions lasting 
between five to 20 minutes to discuss 
motivations to changing behaviour and 
formulating plans.


•	 Level three: the brief  intervention by 
a specialist to help support behaviour 
change. Can last up to 50 minutes.


The training that is being offered to staff  en 
masse across the local authorities will focus 
on level one. It comprises of  an e-learning 
package. There is the basic 30 minute 
training, which can then be followed up by a 
two hour classroom based session. For those 
who want to become MECC champions – and 
spread best practice around the workforce 
– there is a four hour face to face training 
workshop.
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To help staff  feel confident delivering brief  
advice conversation cards have been 
produced. They include prompts about how 
to raise issues, such as “physical activity is 
really important, how active are you day to 
day?”


They also set out why an issue is important, 
like pointing out that obesity is linked to 
conditions such as heart disease and cancer, 
and what advice should be followed, such as 
the recommendation that adults take part in 
30 minutes of  moderate activity five or more 
days a week and that that can be broken 
down into shorter chunks.


Ms Dowsett says: “It is all about supporting 
staff  to have these conversations. It is a new 
way of  working.


I like to think of  MECC as a bit of  a pebble 
in the pond. You are not sure which contact 
makes a difference, but the hope is eventually 
one will.


By utilising the reach of  our frontline staff  
I think we can make a real difference 
to the health and wellbeing of  the local 
populations.”


And it is easy to see why. There are more than 
33,000 staff  working across the NHS, public 
sector and voluntary sector in Warwickshire.


If  each staff  member delivered MECC just 
10 times a year there would be a third of  a 
million opportunities to change behaviour 
and even if  just one in 20 went on to make a 
positive change to their behaviour as a result 
a total of  16,500 people would improve their 
health and wellbeing.


Those who have already taken part report 
it has changed the way they approach their 
jobs. 


Pharmacist Andy McKenna says: “Having 
completed the every contact counts training 
I have changed my opinion on the role 
of  pharmacists and the part they play in 
delivering public health messages.


I have always felt uncomfortable discussing 
intimate lifestyle choices such as eating 
habits, smoking or sexual health.


However, having completed this short piece 
of  training I feel equipped with the skills to 
raise these difficult topics with the patient 
groups where brief  opportunistic advice 
could make a difference.


This is particularly useful for pharmacists 
delivering medicine use reviews. However, I 
believe that every member of  the pharmacy 
team has a part to play in voicing these 
important messages.”


Dr John Linnane, the Director of  Public 
Health, says the attitude of  Mr McKenna and 
others like him illustrates how the workforce 
can make a huge difference.


 “I believe that frontline staff  are in 
an excellent position to have a health 
conversation with the general public and 
raise health issues and signpost people 
to services. If  all the frontline staff  in 
Warwickshire have a conversation with their 
clients we could have a major positive impact 
on the health of  the people of  Warwickshire.”


Contact: janedowsett@warwickshire.gov.uk
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Making every contact count programmes 
have been under way in Derbyshire for the 
last five years. But now the public health 
team at Derbyshire County Council want to 
build on the work being done in the NHS and 
other parts of  the public sector by creating 
a county-wide programme to promote good 
health.


Key messages
•	 Train staff  in their teams – this helps to 


create buy-in and enthusiasm from the 
start.


•	 Look to integrate MECC with other health 
improvement services to create a fully 
integrated approach.


•	 Remember not every contact has to 
become a health improvement opportunity, 
it is important staff  pick and choose the 
right moments.


Context
Derbyshire is a largely rural county covering 
over 2,500 sq km. It has eight district councils 
and is home to more than 750,000 people.


The county has a higher proportion of  older 
people than average. The number of  people 
aged over 65 makes up 18.6 per cent of  
Derbyshire’s population. The average for 
England and Wales is 16.4 per cent. 


What is more, the proportion of  older people 
in Derbyshire is growing and increasing at 
a faster rate than the rest of  the country. 
By 2033 28 per cent of  the population in 


Derbyshire will be aged over 65, 15 per cent 
over 75 and six per cent over 85. 


Levels of  deprivation in Derbyshire are 
generally lower than the national average. 
However, this varies across the county with 
the greatest deprivation in the more densely 
populated eastern side of  the county. The 
gap between life expectancy for men living in 
the most deprived areas and least deprived is 
7.7 years and for women it is 5.6 years. 


However, overall people in Derbyshire enjoy 
good health and a good sense of  wellbeing. 
The overall life expectancy at birth for men 
– at 78.8 years – and women – at 82.5 years 
– is broadly in line with the national average, 
reflecting relatively low levels of  heart 
disease, stroke and cancer.


However, on some measures, including 
diabetes, adult obesity, smoking in pregnancy 
and breastfeeding initiation, performance 
is worse. Social care needs are high too. 
Currently there are just over 28,000 people 
with acute needs – nearly a fifth of  the older 
population. This figure is predicted to rise to 
over 30,500 by 2015.


The story so far
Making every contact count has been 
gradually evolving in Derbyshire over the past 
five years. From its beginnings at Derbyshire 
Community Health Services NHS Trust it has 
spread across the region and is now used by 
a variety of  NHS bodies and even the local 
fire service.


Case study:  
Derbyshire
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But following the move of  public health 
into local government plans are now 
being put in place to create a truly county-
wide programme. In October Derbyshire 
County Council’s cabinet agreed to create 
a programme that will see MECC offered 
across a wide range of  organisations in both 
the public and voluntary sectors.


As part of  the process – known as the 
Integrated Wellbeing Approach – MECC will 
become part of  a universal integrated health 
and wellbeing service. It will sit alongside 
other health improvement services, such as 
stop smoking support, weight management 
programmes, health trainers and health 
champions. It is anticipated MECC will often 
be the gateway for people to access the 
support they need.


A budget of  £40,000 has been set aside to 
oversee the creation of  MECC and tenders 
are in the process of  being sent out to 
appoint a delivery partner for the training 
programme with the aim of  launching a 
Derbyshire-wide programme towards the end 
of  the year.


In many ways, MECC is being seen as a 
natural evolution of  the push of  recent years. 
While health improvement is commonly 
associated with issues such as healthy 
eating, maintaining a healthy weight, sensible 
drinking and physical activity, the public 
health team wants to ensure MECC also 
covers the wider determinants such as 
housing or financial support.


An internal website will be created to advise 
staff  about what services are available to help 
people to help them signpost those who need 
support to the right place.


Councillor Dave Allen, Derbyshire County 
Council’s Cabinet Member for Health and 
Communities, says it is not about getting staff  
to initiative discussions with every person they 
come into contact with.


“There are nearly 23,000 health and social 
care employees in Derbyshire. If  each of  
them took just one opportunity a week to 
promote health and wellbeing it would create 


more than a million opportunities a year to 
support vulnerable residents.


This project is not about telling people what 
to do and how to live their lives but about 
making the most efficient use of  the staff  and 
resources we already have to ensure these 
obvious opportunities to support people in 
their own homes every day aren’t missed.


The focus will be on the individual which 
is why it’s essential staff  from all these 
organisations work closely together and have 
a good understanding of  how to link people 
to the services they need.”


When you look at the impact MECC has had 
in the areas of  Derbyshire that have adopted 
it already, it is easy to understand why there is 
such a desire to extend it.


MECC was originally piloted by Derbyshire 
Community Health Services NHS Trust five 
years ago in a partnership with the public 
health team, which was then part of  the local 
primary care trust.


The driver was the 2009 report by Lord Darzi, 
Transforming Community Services, which 
called for frontline staff  to be trained to 
promote health.


Staff  from wheelchair services and 
intermediate care were the first ones to get 
MECC training, but since then it has been 
delivered to more than 3,000 staff  at the trust.


Linda Saxe, the trust’s workforce health and 
wellbeing project manager, says: “What was 
interesting about the pilots was that we found 
both teams were actually doing it in their own 
ways, although the intermediate care team 
was more focused on the medical aspects of  
it, such as rehabilitation.


So what we have tried to do with the training 
is to ensure it is being done in a consistent 
way across the organisation. It has become 
completely embedded in our culture now. We 
believe it so important.”
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The trust has taken a novel approach to the 
training, which is delivered via a half-day 
workshop. Whole teams – from porter and 
manager to doctor – are invited to attend 
together.


It certainly seems to have paid off. A survey 
of  156 staff  who took part last year illustrated 
the impact the training has. Some 88 per cent 
said they “strongly agreed” or “agreed” that 
they were in a position to promote health and 
wellbeing afterwards.


Ms Saxe says: “We have found doing the 
training like this is a really good way to get 
the whole team enthusiastic about MECC. 
It seems to be the best way to get results. 
But as well as encouraging staff  to promote 
health it has got them thinking about their own 
health.”


The trust has now trained up 65 workplace 
health champions and by next year the 
numbers should top 100. “It has ignited a 
passion for this work, which is great to see. 
Staff  recognise they can make a difference 
and that has spurred them on to do more,” 
adds Ms Saxe.


Similar programmes are also under way 
at Derbyshire Healthcare NHS Foundation 
Trust, which runs mental health services, 
Derby Hospitals NHS Foundation Trust and 
Derbyshire Fire and Rescue Service.


The impact of  MECC can be seen in day-to-
day interactions that frontline staff  are having 
every day. Take the care given to Mr X by Dr 
Fleur Kellett and her team at the Wheatbridge 
dental clinic for example. Mr X attended the 
clinic as he was unable to wear his dentures 
because of  a broken tooth. He was also 
suffering from a dry mouth. 


His treatment required several visits to the 
clinic, during which staff  began to spend 
extra time with him. While under the care of  
the service, it became obvious he had wider 
health and social problems. 


He had family problems, mobility difficulties 
and his home environment was unsuitable. 
But through contact with the dental service 
he ended up getting a home assessment 


by social services leading to a number of  
adaptations being made and extra support 
from his GP.


Dr Kellett says: “His added social 
complexities are an illustration of  the 
problems many members of  our community 
can face. Taking time to listen to a patient 
is very important and although we cannot 
solve problems outside of  our skill set we can 
signpost and refer to services that can.”


In fact, making every contact count has 
become so ingrained that assessments of  the 
home environment in terms of  whether the 
patient can stand properly to brush their teeth 
and see in the mirror have become routine for 
the clinic.


Contact: cath.bedford@derbyshire.gov.uk



mailto:cath.bedford@derbyshire.gov.uk
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Carers and personalisation: improving outcomes 


Introduction 

“Historically there has often been too much of a divide between the user and the carer, whereas the 
physical and emotional well-being of both are inextricably linked.”  
Dame Philippa Russell, Chair, Standing Commission on Carers 


If we are to meet the challenges of both financial constraint and population change, we must work more 
effectively, making better use of what we know and what we have. This means harnessing the vast 
knowledge and expertise of carers themselves, alongside that of those they support, and integrating 
support arrangements wherever possible, both across statutory, voluntary and community organisations, 
and within the family or other contexts in which care and support are provided. 


“Opening up public services to challenge is a core component of the Big Society and carers’ knowledge 
and expertise will be vital in holding local commissioners and care providers to account. Big Society is 
also about encouraging people from all walks of life to play a more active part in society - developing a 
society that is more responsive and accessible to the needs of carers should be a key strand.” 1 


This short paper offers signposts for better practice and outcomes. It will be of interest to carers and 
those they support, and to all others engaged in providing carers’ support, including 
personalisation/transformation leads in councils. The material can be used to stimulate progress on the 
achievement of outcomes both for carers and for personalisation more generally, consistent with the  
A Vision for Adult Social Care: Capable Communities and Active Citizens. It includes examples to 
illustrate how the principles of personalisation have been applied, emphasising the value of finding ways 
forward that make sense and work best locally.  


One of the challenges of personalisation is to enable commissioners, providers, carers and those they 
support to develop ‘can do’ thinking around care and support that is at once responsive, creative and 
sustainable. Such a systems-wide transformation, enabling care and support arrangements that are person 
centred and self-directed, requires that family members and carers, other than in very specific 
circumstances, have to be regarded as experts and care partners. Recognised, valued and supported: next 
steps for the Carers Strategy (HM Government, 2010) emphasises the importance, in the context of the 
recent Spending Review, of involving carers in delivering on Quality, Innovation, Productivity and 
Prevention (QIPP) workstreams such as end of life care and long-term conditions. 


The personalisation of services and support promotes choice, control and independence for carers, 
tailoring solutions around the individual and the family. Important elements of personalisation are active 
citizenship, the promotion of stronger communities and preventative action. The agenda applies equally 
to carers and those they support and reflects the interdependence that exists between them. 


1 HM Government Recognised, valued and supported: next steps for the Carers Strategy November 2010 
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“Personalisation means that all services and support available to carers should be tailored to their 
specific needs as far as possible: for example, that advice and information should be inclusive of all, 
including disabled carers, young and older carers, inter-generational carers and carers from ethnic 
minority groups, and that universally available services should be flexible in their approaches in order 
to respond to the variety of ways in which those with caring responsibilities can be supported.”2 


If we are to achieve this, there is a need to: 


• 	 recognise the expertise of, and work in genuine partnership with, carers at all levels of 
service design and delivery; 


 
• 	 enable carers to design and direct their own support, have access to direct payments and be 


engaged in the support plan of the person they care for and the assessment where 
appropriate; 


 
• 	 wherever possible, establish whole family approaches3 that ensure there is integrated support 


planning that benefits everyone involved; 


•	 fully recognise the differing social and emotional impacts of providing support to another 
person and that these do not necessarily correlate to the number of hours spent, or the tasks 
undertaken, in providing care; and 


•	 develop a range of support options and opportunities to match the diverse needs of carers 
(including those who do not choose to identify themselves as carers) and the outcomes they 
wish to achieve in their lives. 


Many people who provide care do so for a member or members of their family, while others support 
friends and neighbours. Providing unpaid support to family members or friends is a major contributing 
activity to the health and welfare of our society. Each caring relationship is unique to those individuals 
involved, and this needs to be a fundamental consideration in any work with carers and those they 
support. However, it is possible to identify some key themes in personalising support for carers and 
some general principles about how to support and sustain the relationship between those involved. Each 
of the following chapters is based on a key theme and lists key practice statements that councils, NHS 
organisations and local partners can make use of in addressing local needs and expectations, and in 
determining what is likely to work well in their locality. 


2 Recognised, valued and supported: next steps for the Carers Strategy (HM Government 2010)
 
3 In this document ‘whole family approaches’ is used as an umbrella term and is inclusive of those caring arrangements made
 
between people, such as friends or neighbours. 
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1. Carers as expert care partners and 
whole-family approaches 
“An effective community-based approach is achieved when councils and their partners…actively 
involve people, carers, families and communities in the design, development, delivery and review of 
innovative care and support arrangements to maximise choice and independence and utilise the 
widest range of resources.” 4 


To recognise carers as expert care partners is to value both their role in providing support and the wider 
knowledge and skills they possess as individuals. Doing so greatly increases the likelihood of more 
personalised, responsive, and high-quality outcomes for those being supported, and makes carers’ 
valuable and informed contribution available to other carers, service providers and commissioners. To 
maximise the benefits of these partnerships, training and development opportunities are as important for 
carers as they are for those employed in the health and social care workforce.  


The activity and impact of providing unpaid support is best understood in its context, as a relationship 
rooted in family, friendship or local community. While there may be specific differences between these 
contexts, the basic principles apply across them all. For simplicity, we refer to them all here as ‘whole- 
family approaches’. 


Too often, carers have experienced a lack of co-ordination between the assessment of need for the 
person they support and both their own role in meeting that person’s needs, and the support they might 
need in order to maintain that role. At best this is unnecessarily time consuming and wasteful of 
resources, and at worst it can lead to inaccurate assessments of individual needs for support and 
mistaken assumptions about the willingness and ability of carers to provide levels of care, which can 
have a detrimental effect on the health and well-being of all concerned.  


“I am making my first steps giving support to people I care deeply about. I see the personalisation of 
services as a fantastic opportunity. My hope is that this approach will enable me to show my love for my 
family members in this very practical way for as long as it is needed.” (A family carer) 


There is clear evidence of the effectiveness of whole-family approaches in addressing the most complex 
needs, and of the value of mediation and negotiation between family members when needed. Initiatives 
such as Family Group Conferencing can address issues such as risk, reliability or incompatible 
preferences that have frequently prevented whole-family working, and can also demonstrate the positive 


4 Putting People First Consortium (2010) Think local, act personal: Next steps for transforming adult social care. A proposed sector-wide 
commitment to moving forward with personalisation and community-based support 
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value of dispute resolution. All families and those involved in caring relationships based on friendship or 
neighbourliness should have access to these opportunities when required.  


“The facilitative skill will be to listen to all interested parties, resolve potential conflicts and arrive at a 
mutually acceptable plan that has taken the needs of carers into account”5 


Key practice points: 


•	 Whole-family approaches are the starting point – recognising the interdependence that most 
of us have with those closest/most important to us.  


•	 Wherever possible and to the greatest extent possible, carers’ expertise is recognised and 
utilised in assessing, planning and reviewing support to the person they care for, and in 
determining and meeting their own support needs. 


•	 Where it is not physically possible to work with people as a ‘family’, that interrelationship is 
still recognised, even where entirely separate assessments/plans etc are conducted. 


•	 In whatever setting or circumstance carers seek help or advice, they are routinely asked what 
level of support they are both willing and able to provide to the person they care for. 


•	 Carers are an integral part of the design, delivery and evaluation of every aspect of carers’ 
support and services. 


Practice examples: carers as expert care partners 


Ealing Carers Connect: working together for independent living 
Ealing Carers Connect is a carer-led organisation providing support to carers and formed by a 
consortium of four organisations in the London Borough of Ealing:  
• Ealing Centre for Independent Living 
• Ealing Mencap 
• Ealing Crossroads 
• Alzheimers Concern Ealing 
Sian Vasey, Director of Ealing Centre for Independent Living, believes that user-led organisations of 
disabled people and of carers need to work together. She says:  
“carers' organisations and disabled people’s organisation's have broadly the same goals – independent 
living for disabled people. Working together we can pursue our common cause more effectively. Many 
disabled people are also carers and many carers are also disabled people. Putting people into boxes 
doesn’t work. Let's acknowledge that disability is not only experienced by people with impairments it 
ripples out to a much wider community. Let’s work together to deliver a ‘one stop shop’ for disabled 
people and their families.” 
www.ecil.org/index.asp?pageID=183   


5 Association of Directors of Adult Social Services (ADASS) (2010) Making resource allocation work in a financial environment: Good 
practice for personalised financial resource allocation 
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All Together Better 
All Together Better is a national course that will identify, train, support and sustain a national network of 
champions in personalisation, building new alliances that will become powerful and make a real 
difference. A network of people who think that life could be better for those who need extra support and 
who want to improve the way things are now – but don’t always know where to start. 
It is for family carers and people who provide support through social care, health services, education, 
leisure, and other providers. The tailor-made programme is based on existing family leadership 
development courses that have a proven track record, including Partners in Policymaking, Sharing 
Knowledge and Kindred Spirits. It comprises six 2-day residential sessions.  
Email: admin@in-control.org.uk 
www.in-control.org.uk 


Cheshire East Joint Strategic Needs Assessment (JSNA) 
In Cheshire East, the findings of local research by the Alzheimer’s Society into the views of people with 
dementia and their families were used to inform the JSNA. The research was funded by the Central and 
Eastern Cheshire NHS Primary Care Trust. 
Under the heading ‘Headlines of challenging health and social care findings’, the Executive Summary 
says: 
“The top three recommendations from a consultation with people with dementia and their families was 
to increase public and professional awareness and understanding of dementia, earlier diagnosis and 
intervention and provision of more information to families about dementia and the services available.” 
www.cheshireeast.gov.uk/pdf/JSNA%20Executive%20Summary%200910%20Final%2020100423.pdf 


Co-production with carers in Nottinghamshire 
A co-production team of 10 carers, with a wide range of expertise and experience, worked with two 
carers assessment workers and two social workers to produce a Carers Assessment and Support Plan 
process. They addressed key questions, such as ‘How do we assess the ‘impact of caring’?’ and ‘How do 
we assess for meaningful carer outcomes?’, and produced proposals for a coherent and effective process 
that focused on risks to the sustainability of the caring role. 
“… what may not be a substantial amount of care to a 25-year-old carer may be otherwise if provided 
by a seven or 87-year-old carer. Likewise if the caring task is physically demanding, then the question of 
what is or is not substantial will depend in part on the physical strength of the carer; again, if the carer 
has recently recovered from a serious mental illness, then even five hours’ care may be substantial to 
him or her. A morning or evening caring task will be substantial to a carer who works nine to five but 
not necessarily for one who does not – and so on.” 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/CarersExpertPartners/?parent=8213&child=8233 


9 



www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/CarersExpertPartners/?parent=8213&child=8233

www.cheshireeast.gov.uk/pdf/JSNA%20Executive%20Summary%200910%20Final%2020100423.pdf

www.in-control.org.uk





 
 


 


 


Practice examples: whole-family approaches 
 
Doncaster council: whole-family approaches 
The two examples which follow are illustrative of Doncaster Council’s use of a whole-family approach. 
 
Megan 
A small amount of funding was provided to pay a tutor to teach basic sign language to a whole family 
including an aunt in their own home. The aim was to enable the family to better support Megan who has  
dual sensory loss and complex medical difficulties. Previously only Megan’s parents had basic sign 
language skills which created frustration and relationship difficulties within the family. This small 
amount of funding has made a significant difference to the family.  Communication and relationships 
have improved with the family carers being better able to support Megan and each other.  Megan’s 
confidence and self esteem have been raised as she was involved in the delivery of the training to the  
family.  One family member has gone on to further develop his skills by passing a Level 2 sign language  
course. 
 
John 
John who has a learning disability lives at home with his mum.  Unfortunately mum’s health is 
deteriorating and she has recently been diagnosed with dementia. Not only did this mean she could no 
longer continue to provide all the care and support her son needed, it was apparent she would need care  
support herself in the near future. 
Ordinarily different care agencies would have been used to provide for mother and son’s care with 
workers in the learning disability team accessing a specialist care agency. However as a result of the  
case going to a risk panel, the idea of using the same agency was explored. During John’s assessment it 
was evident his care needs could be met by a generic rather than specialist agency. Whilst the agency  
was a little unsure at the beginning, with extra support from  the learning disability team the agency 
found they could meet the needs of both John and his mum. This joined up way of providing care 
resulted in a better outcome for John and his mum and was more cost effective for the council. 
 


Soldiers, Sailors, Airmen and Families Association (SSAFA) Forces Help Support Group for the 
Families of Injured Service Personnel (FISP)   
The SSAFA Forces Help provides families with the opportunity to meet and talk with others whose 
relatives have been injured while serving in the Armed Forces. It meets regularly, offering mutual 
support and allowing families to share experiences, information and advice. Other Service charities have 
been able to provide short breaks for carers of Service personnel when a need has been identified which 
cannot be fulfilled through the Local Authority.  
 www.ssafasupportgroups.org.uk/group/fisp  
 
 
Family Group Conference service, Essex 
Essex Social Care provides a Family Group Conference (FGC) service where they and family members 
are very concerned about the welfare of a child or adult and an FGC may be the best way of deciding on 
action. The FGC approach is based on the belief that families can usually find their own solutions to the 
difficulties they are facing and that children, young people or vulnerable adults have a right to have their 
families involved in their future planning. 
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“I think we got more out of it than the other meetings we have gone to. We managed to talk more about 
what we wanted to talk about.” 6 (a family member) 
www.essexcc.gov.uk/vip8/ecc/ECCWebsite/dis/gui.jsp?channelOid=14181&guideOid=15001 


Family Action – Rochdale Young Carers 
This is a dedicated young carers service working with 80 families a year. This service also has 
experience of managing personalised budgets for young carers over 16. It is currently delivering a new 
Family Group Conference service across Rochdale for all young carers up to 21. This service also 
provides crisis planning and pre-assessment, which encourages communication between family 
members, and supports them to recognise the role they can take in managing their lives and turning 
negatives into positive opportunities. 
www.family-action.org.uk 


The Whole Family Pathway 
Developed by The Children’s Society in partnership with the Disabled Parents Network and The 
Princess Royal Trust for Carers, the Whole Family Pathway is a resource designed to: 
•	 encourage and support the effective implementation of interagency, whole-family assessments and 


service delivery at local practice levels; and 
•	 promote joint working between adult and children’s services. 
“Young carers do not care in isolation from the rest of their family. Although they 
need support for themselves, their needs should also be considered in the context of 
their whole family.” 
www.youngcarer.com/pdfs/Whole%20Family%20Pathway%2010th.pdf 


The Coventry Carers’ Centre: inclusive, whole-family working 
“We work with carers from age five upwards, and are therefore able to look holistically at the whole- 
family situation and help the whole family to deal with the caring situation they find themselves in. 
We also have no artificial boundaries concerning the condition of the person who is being cared 
for. Many people have a variety of conditions that are categorised to different work streams in health 
and social care and which can impact on the support that carers receive, too. We work around the 
people involved, irrespective of service divisions, in a seamless way. 
“We usually work intensively with an individual/couple/family for up to six sessions, during which time 
we aim to ensure that they are empowered to link into all the services they need to carry on caring, for 
as long as they choose to do so. This often involves bringing in other agencies from the public, private 
and third sectors. When required, we are flexible with respect to the number of support sessions. Carers 
are able to access the wealth of our other services – support groups, carers’ breaks, stress-relieving 
therapies etc – after the initial intensive work.” (Pauline Dye, Centre Manager) 
www.coventrycarers.org.uk 


6 Mutter, R., Judge, N., Flynn, L. and Hennessey, J. (2002) Supporting people together: Family Group Conference in mental health 
services. Research findings and practice development. Chelmsford: North Essex Partnership NHS Foundation Trust. 
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Carers and personalisation: improving outcomes 


Working together to support young carers: a model local memorandum of understanding  
Children and young people who care have the same rights as all children and young people, and those 
providing support and services should be pursuing the same outcomes for them. They should be able to 
learn, achieve, develop friendships and enjoy positive, healthy childhoods just like other children. Care 
services should be delivered in ways that sustain families, avoid the need to take on inappropriate caring 
roles and prevent further inappropriate caring. 
The Association of Directors of Adult Social Services (ADASS) and the Association of Directors of 
Children’s Services (ADCS) have published a model text for a local joint Memorandum of 
Understanding between statutory directors for children’s services and adult social services. The aim is to 
offer a firm basis for working together, and working in partnership with health and third sector partners, 
to support young carers. The document provides for variations to reflect local circumstances. 
www.adass.org.uk/images/stories/MOU%20Working%20Together%20to%20support%20young%20car 
ers.pdf 
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Carers and personalisation: improving outcomes 


2. Early intervention and prevention 


 “We place a huge premium on efficient, effective and integrated service delivery alongside 
partnership working to support the contribution of individuals, their families, carers and the wider 
community – reducing the need for acute health and care support.” 7 


Caring is a universal activity. Much ‘caring activity’ is simply an integral part of the day-to-day lives of 
people who do not require any additional support to be able to continue with that activity outside of their 
own support networks. However, circumstances arise in all our lives which might potentially endanger 
our ability to continue, in the short or longer term, to provide such support, and it is at that point that 
people require easily accessible information, advice and signposting. The more widely this is available, 
the greater the chances that people will be able to find their own solutions to immediate difficulties. As 
such, universal services are the first line of prevention. Because many people are not aware of carers’ 
services, one important consideration is the need to communicate information in such a way that people 
who do not recognise themselves as ‘a carer’ can still access and use it.  


A joint paper by ADASS and The Princess Royal Trust for Carers, Supporting carers – early 
interventions and better outcomes (2010)8, contains five key messages: 


•	 Early intervention is integral to personalisation. 


•	 Applying early intervention thinking to the support of carers can lead to better value for 
money and better outcomes. 


•	 There is an evidence base to support the claim that carer support can create savings for adult 
services. 


•	 Considering carer support in the context of major care pathways such as hospital discharge, 
falls, dementia and stroke could generate systems-wide efficiencies. 


•	 Systematic information collection from service users and carers would improve both the 
evidence base and the investment of limited resources in health and social care. 


In this context, providers of public services, such as transport, leisure, education, housing and health, 
and local employers and businesses, need to have a good understanding of the needs of carers so that 
they can tailor their approach to better meet them. 


7 Putting People First Consortium (2010) Think local, act personal: Next steps for transforming adult social care. A proposed sector-wide 
commitment to moving forward with personalisation and community-based support 
8 http://static.carers.org/files/commissioning-better-outcomes-for-carers-may-10-5079.pdf 
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Carers and personalisation: improving outcomes 


Key practice points: 


•	 Accurate, up-to-date and reliable information and advice is easily available from a broad 
range of sources to any member of the community who might require it to support them in 
their caring responsibilities and to help them make informed decisions.  


•	 There is a programme of activity aimed at widening awareness and understanding of carers 
and improving responsiveness across the whole community, including services such as 
transport, leisure, education, housing, health, and local employers and businesses. 


•	 There is a range of services and support that is available to all carers, regardless of their 
eligibility for, or use of other care and support services. 


Practice example: providing early support to people experiencing difficulties maintaining their 
caring role 


Kirklees Carers Gateway 
Kirklees Carers Gateway sits inside the local authority’s Assessment and Support team. It aims to stop 
carers rising up the tariff of care by early intervention and timely support. This has resulted in increased 
referrals for carer’s assessments (almost a threefold increase) and a range of support being offered, 
including the use of direct payments. Through outreach in black and minority ethnic (BME) community 
centres, an increase of 57% in referral for assessment was achieved. ‘Looking after Me’ courses have 
been set up specifically designed for BME carers, including being delivered in alternative languages 
such as Urdu. 
“I cannot praise enough the brilliant care and understanding that I have received from Mohammed. I 
have struggled as a full-time carer for seven years, without any support. Knowing that someone genuine 
and caring is there at the end of the telephone helps me to carry on.” (Mrs S., Kirklees) 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Assessment/?parent=8214&child=8255 


Carers Association Southern Staffordshire (CASS) 
“CASS is very adaptable as an organisation and believes that if a caring role (no matter how small) is 
having a detrimental effect on the person who is ‘looking after’ someone with an illness or disability 
then they can gain our support… CASS as an organisation does not keep strictly to the ‘time’ criteria as 
each individual case is different and the impact caring has on each individual is different.” 
(Carers Association Southern Staffordshire) 
www.carersinformation.org.uk/faq.ihtml 
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Carers and personalisation: improving outcomes 


Birmingham: The Good Neighbour Centre, Quarterly Carers Support Evenings 
This innovative African Caribbean mental health initiative provides carers with the opportunity to relax, 
reflect, and receive practical support which includes support to access necessary services and to know 
their rights as carers. It encourages sharing among Carers. 
“We acknowledge that many people are caring for family members, relatives and or friends in one way 
or another and may not be aware of what support is available to them.”   
thegoodneighbourcentre@live.co.uk 


Practice examples: promoting carers identification and support in primary care settings 


Tameside and Glossop: Joint Carer Champion training 
“Carers see general practice as the ‘first port of call’ when they are helping to look after someone. All 
levels of general practice staff are in a key position to help identify carers, recognise their value and 
refer them for support.” 
Joint Carer Champion training is a unique scheme offering integrated working that is valued by both 
staff delivering the training and those receiving it. Attendees get added value as professional barriers are 
broken down and together they share one aim – to support patients who are carers and patients who have 
carers. 
The training is offered to all general practice staff on a rolling programme, and is suitable for all levels 
of general practice staff, including practice nurses and GPs.  
Trainees are given the opportunity to look at current barriers and offered possible solutions, with best 
practice models being identified which can help them support their carers. 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Carerawarenessstafftraining/?parent=8217&child 
=8358 


The Children’s Society Include Project, Hampshire: GP surgery pack 
In response to requests from young carers that notice boards in GP surgeries display up-to-date 
information about support and resources for young carers and their families, a pack has been circulated 
to practice managers and GP partners to highlight the support needs of young carers which includes: 
•	 a poster for display in the waiting area, with space for details of the local project/agency offering 


support to young carers or the nominated person in the practice;  
•	 a poster for use on a staff notice board;  
•	 a ‘quick checklist’ for supporting and signposting young carers;  
•	 a leaflet for healthcare professionals, ‘Supporting young carers and their families’; and  
•	 contact details for further information and training. 
“I quite often go in with my mother when she goes to the doctor but they still don’t recognise that fact 
that I’m a young carer and still don’t pay attention or give time to that matter.” (Young carer) 
www.youngcarer.com/showPage.php?file=1118349009.htm 
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Carers and personalisation: improving outcomes 


Practice examples: providing information to people outside of health and social care 


Employers for Carers 
Employers for Carers is a forum for employers to help them retain the 1 in 7 employees in their 
workforce caring for a family member. It promotes the business benefits of supporting carers and 
provides advice and support on carer-friendly policy and practice. Employers for Carers can help 
businesses to remain competitive, with a healthy and productive workforce. 
“Good businesses need good people. In the current economic climate, there has never been a more 
important time to focus on the benefits of retaining skilled workers rather than incurring the costs of 
recruiting and re-training new staff.” 
www.employersforcarers.org/Home 


Young carers at school 
The Princess Royal Trust for Carers, in partnership with The Children’s Society, has produced 
Supporting Young Carers, a resource to help schools across the UK to develop a deeper understanding 
of the issues faced by young carers in order to support this vulnerable group of pupils more effectively. 
“Young carers are supported more effectively through collaborative work amongst all staff… so please 
work hand-in-hand with your colleagues to utilise the ideas and to create and implement your action 
plans for young carers.” 
http://professionals.carers.org/young-carers/articles/schools-resource-pack,6282,PR.html 
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Carers and personalisation: improving outcomes 


3. Making self-directed support 
processes work for carers 


Research is starting to show that self-directed support and personal budgets can have a positive impact 
on carers as well as on people using services.9 10 Personal budgets can contribute to greater 
independence for both the carer and the person they support, and enable carers to have a life outside 
caring. 


The following are two short examples of how personal budgets and direct payments can produce 
positive outcomes for carers: 


In Salford, Andrez juggles working full time as a fork lift truck driver with being the main carer for 
both his parents. Andrez’s father has had a stroke and his mother has dementia. Andrez’s hobby is to go 
deep-sea fishing, but owing to his caring responsibilities he hasn’t been able to think about doing this of 
late. 
By having a carer’s assessment and the opportunity to think about what was important to him, Andrez 
received a personal budget as a direct payment to fund fishing tackle and expenses for trips. 


In Lancashire, Sheila found it difficult to leave her home on a regular basis due to her caring role. She 
was keen to ensure that she remained the sole carer and that her husband did not go into traditional 
respite care. The ‘Time for Me’ fund provided the money for a new sewing machine. Sheila set up her 
spare bedroom as a workshop and began to develop her sewing skills. Eventually, friends started to ask 
her to make clothes or undertake repairs. This developed into a small business which is currently 
flourishing. 


This section of the guide focuses on the processes of self-directed support. It identifies good practice in 
ensuring that these processes are personalised so that they are inclusive of carers and responsive to their 
needs. Five stages in the process of self-directed support are outlined as follows:  


1. First contact 
2. Assessment 
3. Resource allocation 
4. Support planning 
5. Review. 


9 Social Policy Research Unit, University of York (2008) Evaluation of the Individual Budgets Pilot Programme: Final report; Social 
Policy Research Unit, University of York (2009) The Individual Budgets Pilot Projects: Impact and outcomes for carers 


10 Carr S & Robbins D (2009) SCIE Research Briefing 20: The implementation of individual budget schemes in adult social care London: 
SCIE 
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Carers and personalisation: improving outcomes 


1.	 First contact 


People come into contact with local councils and health services for a variety of reasons. Often the 
presenting issue is only a small part of the picture. This first contact provides an ideal opportunity to 
identify if people have caring responsibilities themselves, or if they have a carer, and to provide further 
information, advice, signposting or assessment. For local authorities, once the process of undertaking a 
community care assessment commences there is a duty to consider whether the person has any carers 
and, if so, to consult them if appropriate.11 In particular, it is important to have processes in place to 
identify children and young people who are taking on caring responsibilities. Staff need to be ‘carer 
aware’, and there need to be systems and processes in place which ensure that appropriate questions are 
asked and that staff are knowledgeable about responding to enquiries for information or further help. 
There need to be proactive systems that outreach into the community, as well as reactive ones. 


Key practice points: 


•	 There is an ongoing programme of carer awareness-raising throughout the council, NHS and 
partners, which is helping to ensure that the importance and value of carers is recognised at 
all levels and throughout organisations in the local community. The programme includes 
senior management, leaders and elected council members as well as people on front-line 
services. 


•	 There is an active approach to identifying carers and their needs at an early stage. 


•	 Carers’ needs matter and are regarded as ‘everyone’s business’. Investment in carer-specific 
expertise and leadership helps to ensure this approach. 


Practice examples: first contact 


The Triangle of Care – Carers included: a guide to best practice in acute mental health care 
Developed by The Princess Royal Trust for Carers and the National Mental Health Development Unit 
with carers of people using acute mental health services, the Triangle of Care describes a therapeutic 
alliance between the person using acute services, staff members and carers that promotes safety, 
supports recovery and sustains well-being. It suggests that six key elements are present for carers when a 
person receives acute care services: 
•	 Carers and the essential role they play are identified at first contact or as soon as possible thereafter. 
•	 Staff are ‘carer aware’ and trained in carer engagement strategies. 
•	 Policy and practice protocols about confidentiality and sharing information are in place. 
•	 Defined post(s) responsible for carers are in place. 
•	 A carer introduction to the service and staff is available, with a relevant range of information across 


the acute care pathway. 
•	 A range of carer support services is available. 


11 Department of Health (2004) The Community Care Assessment Directions 2004 
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Carers and personalisation: improving outcomes 


“Success in achieving change depends upon staff becoming willing ‘champions’ for better partnership 
working and being able to challenge practice that excludes carers. A more inclusive attitude for carers 
and families should be promoted, where they are listened to and really heard and consulted more 
closely.” 
http://professionals.carers.org/health/articles/triangle-of-care,6802,PR.html 


 
The South West London and St George’s Carers, Families and Friends Strategy 2010–13  
This strategy was developed by listening very closely to people’s stories. The issue of stigma in mental 
health came over very strongly as an inhibitor to getting on with one’s own life. This can be overcome 
by both practical and emotional support: advice on getting back to or keeping work; advice on how to 
communicate effectively with health professionals to feel more assured about the care being provided; 
and training staff and holding them to account to Quality Standards that at their heart see carers, families 
and friends as people in their own right with strengths and entitlements to services and common 
courtesy. 
www.swlstg-tr.nhs.uk/_uploads/documents/publications/carers_strategy.pdf  


2.  Assessment 
 
There are two main aspects to assessment that are important to carers. There is the assessment of the 
person needing support and there is the assessment of the needs of the person with caring 
responsibilities. It is important that, while the individuality of the people concerned is respected, the 
interdependencies of achieving the desired outcomes are also recognised. A whole-family approach (see 
section 1 of this report) is more likely to achieve effective and sustainable outcomes. Working with 
carers as partners and taking a collaborative approach enables the contribution of carers to be a positive 
element in working towards a support plan and not a punitive method of reducing payment. The 
facilitative skill is to listen to all parties, resolve potential conflicts and arrive at a mutually acceptable 
plan that takes the needs of carers into account. 


It is very important that no assumptions are made about the willingness or ability of carers to continue 
with support. “Inappropriate assumptions about how much support carers are willing and able to 
provide can lead to an underestimation of eligible needs.”12 


It is also important that there is an assessment of the carer’s own needs13 so that they have an 
opportunity to look at how caring is affecting them and how they can look after themselves and have a 
life outside caring, including looking at work, training and leisure opportunities. 


12 Department of Health (2010) Guidance on eligibility criteria for adult social care 2010 
13 Section 1 of the Carers Equal Opportunities Act, 2004, places a duty on social services authorities to inform carers of their right to a 
carers assessment. 
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Carers and personalisation: improving outcomes 


These two assessments should normally take place concurrently so that the carer’s assessment can 
inform the community care assessment (as required by the Carers (Recognition and Services) Act 1995). 
Bringing the two assessments together as routine has the advantage of ensuring that carers’ needs are 
looked at in all instances and become a matter of concern for all care managers. Referral to a specific 
carers’ organisation or specialism can be appropriate for some carers and, while it may be appropriate 
for individuals to have private time for discussing their needs, the assessment process should always be 
co-ordinated. Whole-family approaches are appropriate in many circumstances. The Princess Royal 
Trust for Carers, in Putting people first without putting carers second, makes the following point: 


“Where families wish to, they should have the option of being assessed for eligibility as a whole family, 
rather than having to negotiate separate assessments and eligibility for each individual…. For most, it 
would be easier to achieve a package that tackled all of their needs in a coherent way.” 14 


Key practice points: 


•	 Carers are routinely involved in the assessment of the person needing support to provide 
their expertise and knowledge and their views of what works what does not. Carers are 
always asked which, if any, aspects of caring they are happy to continue with or not.  


•	 Carers are made aware of the opportunity to have an assessment in their own right, even 
where the person they care for does not wish to have a community care assessment. 


•	 Carers’ assessments put carers in control through self-directed approaches, with access to 
support or advocacy as required. 


•	 Young carers can benefit from specialist (age appropriate) assessment. 


•	 Approaches to assessment are co-ordinated and information resulting from separate 
assessments is brought together by care managers to help inform support planning and 
identify those carers providing high levels of support. 


•	 Systems are in place to ensure that assessment can take place in a timely way. 


•	 Assessments of carers look beyond the caring role to consider the carer’s needs for 
employment, training and a life beyond caring. 


•	 Risks to carers of sustaining their caring role are always considered when making decisions 
on eligibility for community care services. 


14 The Princess Royal Trust for Carers and Crossroads – Caring for Carers (2009) Putting people first without putting carers second 
http://professionals.carers.org/health/health-and-wellbeing,808,PP.html 
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Carers and personalisation: improving outcomes 


Practice examples: Assessment 


Surrey: developing personal budgets with carers 
Surrey County Council has developed its arrangements for personal budgets with the involvement of 
carers throughout. As a result, the carer’s assessment has been embedded in the main Supported Self-
Assessment to ensure that these are routinely undertaken. It also reinforces the right of carers to be 
consulted in the service user’s assessment and other statutory obligations (e.g. information provision, 
eligibility criteria that include risk to carers).  
www.carersnet.org.uk/sds/budget.html 


Torbay: self-assessment 
Torbay Care Trust wants to encourage carers to receive appropriate support as easily as possible. One 
way is through self-assessment, either on their own or with support. Torbay’s self-assessment form 
includes both an assessment of needs and some information about how to meet these needs. Carers only 
need to fill in as much as is useful to them. Self-assessment is seen as an ongoing process, not a one-off 
event. 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Assessment/index.cfm?rateContent=8B048EFEC 
BE64FE76045E0109DE0C2F1&score=4&cid=0&parent=0&child=0 


Lincolnshire: trusted assessors 
Carers in Lincolnshire said they want easier access to assessment and choice of who assesses them. In 
response to this, the Council developed a system for training people in the voluntary sector as trusted 
assessors for carers. This helps to widen access and speed up response times. Each completed 
assessment is checked by the Council and consistency, quality and outcome are assured through a 
telephone assessment of carers’ experiences and sampling of completed assessments. 
The assessment process is outcome focused and was developed with carers, who mapped the questions 
under seven outcomes that carers identified as being the most important to them. 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Assessment/?parent=8214&child=8494 


3. Resource allocation 


Resource allocation is about deciding the amount of funding to provide for people. Resource allocation 
systems (RAS) are the systems that councils use to determine the indicative amount of money for the 
personal budget. 


Once an assessment of a person’s needs take place, a council will take into account the availability of 
support from carers in the process of determining the final resource allocation. However, it must 
ascertain that the carer is both willing and able to continue to provide this support before adjusting the 
allocation. There needs to be a well-understood and consistent way of allowing adjustments to the 
indicative budget. 
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Carers and personalisation: improving outcomes 


There are further allocations of resources that can be made to carers in their own right. These can come 
from health or council funds and are sometimes pooled. In all cases of resource allocation there should 
be a fair and transparent system. 


Key practice points: 


•	 The Supported Self-Assessment Questionnaire asks both what is the extent to which support 
is available to meet the service user’s needs and whether the providers of this support are 
willing and able to continue doing so. 


•	 There is a question and adjuster relating to each personal care question/domain. This allows 
greater flexibility to relate support to individual domains of need, enables the views of the 
carer/s to be more accurately understood, and enables the collection of useful information 
that can be used at a later date. 


•	 The local mechanism for adjusting the resource allocation takes into account the availability 
of support, and the willingness and ability of carers to continue to provide this support.  


•	 Adjustments to the resource allocation based on the carer’s willingness and ability to provide 
support are not applied until after a carer’s assessment, and the process ensures that resource 
allocation systems cannot be signed off until a carer’s assessment is available. 


•	 No reductions are made to resource allocation on the basis of support provided by carers 
aged under 16 and careful consideration is given to the level of involvement of carers aged 
16-18 in order to protect their rights as young people. 


•	 There is a transparent and equitable system for allocating resources for support required by 
carers in their own right, to enable them to maintain their caring role. The system is 
proportionate and does not involve overly time-consuming or bureaucratic processes. 


•	 There is maximum choice and control in the use of resources for carers. Specific resources 
for carers are allocated as personal budgets where appropriate and wherever possible carers 
have the option to receive direct payments. 


More detailed information on resource allocation systems can be found at: 
www.puttingpeoplefirst.org.uk/Topics/Browse/Finance/Resourceallocationsystems/ 
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Carers and personalisation: improving outcomes 


Practice examples: resource allocation 


London Borough of Richmond’s assessment process 
Richmond’s new assessment process has more emphasis on the carer. It incorporates the following:  
•	 Identifying and understanding the contribution of carers to meeting a service user’s needs, along 


with how much care they are able to and willing to commit to providing on an ongoing basis.  
•	 Understanding the carer’s contribution and how that is calculated towards the support the service 


user requires as part of their RAS. 
•	 Understanding the amount of support and/or resource a carer needs to ensure that they are able to 


maintain their caring role.  
Carers are involved in the assessment of the person they care for along with all relevant parties. The 
carer’s assessment ensures that the need of the carer is also taken into consideration, and the 
identification of young carers is included in this assessment. Carers are also included in the development 
of support planning for the service user. There is a carer’s RAS for allocating specific resources to 
ensure support to carers to balance their role with pursuing a life of their own. Breaks for carers are 
included within the service user’s RAS. 
http://www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Assessment/?parent=8214&child=8493 


Surrey Supported Self Assessment and Resource Allocation System 
In Surrey, the Supported Self Assessment and Resource Allocation System captures information about 
the support that the carer needs to continue to care on an ongoing basis. The main RAS looks at 
substituting for support from the carer (paying for the carer to have some time away from caring). The 
personal budget for the service user will therefore often include a specific amount to help carers support 
the service user (sharing the care to sustain the caring situation). However, it does not provide (give 
points) for things that promote the carer’s social inclusion or make financial allocations to address 
carers’ one off needs. Resources for this can be allocated separately through a carer’s personal budget.  
There is also discretion to transfer all or part of a Community Care Service to the carer as a ‘Carers 
Service’ where this is not being used for intimate personal care. The guidance emphasises that, where a 
full Supported Self Assessment is being undertaken, assessors should discuss with the family the use of 
any element within the main RAS identified for a carer’s needs. 
www.carersnet.org.uk/sds/pb.pdf 


4.	 Support planning 


Once people know how much money they have (resource allocation), a support plan needs to be 
developed that describes how they want to spend it. The local council will need to agree that the support 
plan meets the eligible needs and is in line with achieving the agreed outcomes (or personal goals) that 
the person wants to achieve. The growing number of people who are using their own money (as self- 
funders) may have particular difficulty in identifying reliable sources of information and advice. They 
may find support planning particularly useful when making decisions about the most appropriate and 
affordable local options for care and support for their relative. Support plans can be made for the person 
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Carers and personalisation: improving outcomes 


receiving support and for the person providing it. Support plans are more likely to work well when they 
are co-ordinated and when a whole-family approach is taken. There are interdependencies between a 
carer and the person they support, so it is important to make sure that arrangements and plans do not 
have unintended consequences. Often small changes can make a plan produce better outcomes for 
everyone following discussion and negotiation with those concerned. Pragmatic solutions are often more 
effective and a more efficient use of resources than prescriptive approaches. 


Key practice points: 


•	 Support planning takes into account the needs of both the person needing support and the 
carer so that there is an integrated approach that makes best use of resources and delivers 
effective outcomes for everyone involved. 


•	 Where appropriate, services and support needed to sustain the caring role are included as 
part of the personal budget of the person requiring support.  


•	 Support planning for carers includes problem solving, information and advice. These are 
available to carers regardless of eligible needs. 


•	 No assumptions are made about the willingness or ability of carers to take on responsibilities 
of managing the money, employing staff, procuring support or services etc, and there is a 
range of good support options available to assist with this.  


•	 Carers are given information and advice on the range of good support options available to 
assist them and have a choice as to the level of responsibility they wish to exercise. 


Practice examples: support planning 


Hounslow: effective outcomes through taking a whole family approach to using a personal budget.  
Mr Aslam was involved in a serious road traffic accident that resulted in a brain injury. He has been left 
physically disabled and unable to communicate. He is completely reliant on others for all his care needs. 
His wife does all his care for him as she does not want anyone else to do his personal care; she has tried 
paid care workers in the past but did not like them. Now with a personal budget the council is supporting 
Mrs Aslam in her caring role as well as meeting his outcomes. The support plan was agreed as part of a 
best interest decision. As well as specific activities to meet Mr Aslam’s outcomes, the support plan was 
written with a whole family approach and included:  
•	 private English lessons in the family home for Mrs Aslam to enable her to communicate with other 


agencies on behalf of the family;  
•	 a taxi to take their 3 young children to school and back, as Mrs Aslam finds it difficult to do this and 


care for her husband; 
•	 saving for a family holiday instead of Mr Aslam going to respite whilst the rest of the family go 


away. 


24 







 
 


 


 


  
 
 


 


 
 
 
 


  
 
 


  
 
 


 
 


Carers and personalisation: improving outcomes 


Crossroads Care, Oxfordshire 
This brokerage service provides a holistic, whole-family approach, supporting individuals and their 
carers to use their personal budgets to maintain their family life by recognising that each has their own 
needs for support. 
“You have given my son’s life back. Since his brain injury he was sat at home; now he goes to the gym, 
for long walks, swimming and is enjoying life to the full. Your personal assistants are wonderful – I 
have a break when he is out for eight hours at a time to do what I want to do.” 
“Mrs L phoned – she had a wonderful break and her husband had a fantastic time going to music 
therapy, something she was too tired to do. She had her hair done… never known anything like this 
service before.” 
www.oxfordshirecrossroads.org.uk 


Carers Gloucestershire: volunteers 
Carers Gloucestershire has proved a cost-effective and accessible mechanism to support carers. Carers 
Gloucestershire has been able to attract other funding and has a volunteer workforce to support its 
delivery. This helps to give added value to the investment from the public sector and includes their 
Advice and Advocacy Service, which provides help such as: 
• working alongside the carer to find the best possible solution;  
• exploring all possibilities; 
• writing letters or making phone calls on the carer’s behalf; and  
• attending meetings with the carer and speaking on their behalf if they so wish.  
www.carersgloucestershire.org.uk 


Carers FIRST, Kent 
Kent has adopted a carer-led model of support for carers. Carers FIRST is an independent, charitable 
organisation supporting and helping carers with funding support from Kent Social Services and other 
sources. Carers FIRST aims to give comprehensive help to all carers, through access to information and 
resources, discussion, advocacy, one-to-one support, and groups where they can meet other carers in 
similar situations. It also provides young carers with support groups and activities, as well as a 
befriending service for carers and older people. 
http://www.carersfirst.org.uk/?page=home 


5. Reviews  


An outcome-focused review is part of the self-directed support process. It is a way of carrying out 
reviews that puts the main focus on the results being achieved for the person being cared for and their 
family. The purpose of an outcome-focused review is to: 
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•	 review progress in using a personal budget to achieve the outcomes set out in the person’s 
support plan; 


•	 share learning about what has been tried and has worked or not worked; 
•	 identify next steps to achieve these goals; 
•	 update the support plan; 
•	 make clear if the person’s support needs, or the carer’s willingness and ability to provide 


previously agreed support, have changed; and 
•	 help the council to check if the person is still eligible for social care.15 


It is important that reviews focus on both the person in need of support and the person providing it. 
Responding to a carer’s needs may require a change in the support plan of the person who receives care, 
for example: 


•	 additional support if a carer is not able to continue with a previous or assumed level of caring; or 
•	 other changes to accommodate a carer’s needs where the individual’s support plan impacted 


adversely on the carer, and the changes can be made in line with the individual’s wishes. 


Carers with their own personal budget should have specific reviews of how well agreed outcomes are 
being met. Information from reviews can help to inform commissioning plans and improve provision. 


The situation of carers and those they support may change dramatically between one review and another. 
In some cases major transitions may happen between reviews – for example, a young disabled person 
who leaves education and moves to adult services or a person whose long-term condition changes 
significantly – and outcomes about independent living may need to be adjusted in the context of end of 
life care. 


Key practice points: 


•	 There are systems in place to review carers’ needs and respond to changes, and to react to 
emergency situations. 


•	 Carers’ needs are routinely reviewed alongside the needs of the person they support, or more 
frequently if required, using an outcome-focused approach. 


•	 Carers’ needs are an important part of the review stage of the person they support. 


•	 There are systems to assess demand and gaps in provision for carers. Information on the 
choices, spending patterns and outcomes of carers with personal budgets is collected to 
inform commissioning and improve provision. 


15 Bennett, T., Cattermole, M. and Sanderson, H. (2009) Outcome-focused reviews: A practical guide. London: Department of Health 
www.supportplanning.org/Support_Planning_Downloads/OutcomeFocusedReviews2.pdf 
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Carers and personalisation: improving outcomes 


Practice example: reviews 


Islington Carers Centre (ICC) 
ICC has recently started a transition project for young adult carers aged 16–25, which is sponsored 
privately. This project aims to introduce young carers to adult services by providing information and 
activities in a way that is age appropriate. This user-led group is part facilitated by a paid worker. 
Services include access to the ICC internet café, information and advice on hand, mentoring, a legal 
advice service (in planning), social trips, peer group support, training opportunities, and access to grants 
and hardship funds. 
www.islingtoncarerscentre.org 
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Carers and personalisation: improving outcomes 


Giving people more choice and control through personalisation means that councils, with their partners, 
need to move away from traditional block contracts, increasing the number of personal budgets and the 
use of direct payments to manage all or part of them, and supporting the growth of a market in the 
services that people want. In response to this, the market and providers need to ensure that a range of 
quality, personalised support is available.  


The new partnership agreement Think local, act personal: Next steps for transforming adult social care 
identifies the critical role of market and provider development in ensuring that a range of quality, 
personalised support is available. It states that councils should: 


Facilitate a broad range of choice in the local care and support market, including 
housing options, and personalise the way in which care and support services are 
delivered wherever people live. 


In 2010, ADASS and The Princess Royal Trust for Carers published Commissioning better outcomes for 
carers – and knowing if you have. This paper encourages commissioners, and consequently providers, to 
focus on the following question: 


How will you, carers and people more generally know if you have improved outcomes 
for people who give and receive care and support? 


This paper offers a simple model to help local commissioners, working in partnership, to respond to this: 


How to do it 
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1. Identify and engage stakeholders 


2. Understand carers’ needs and outcomes 


3. Assess how you measure up 


4. Make changes, commission and improve 
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Carers’ leads and personalisation leads have a joint interest in promoting these ways of working. The 
information gained in this way, if collected consistently and systematically, can help councils to identify 
local needs and make better use of resources. 


Key practice points:16 


•	 There is strong engagement of carers in setting the direction for local commissioning and 
service development and in holding the commissioning authority to account. Information on 
carers is included within Joint Strategic Needs Assessments. 


•	 The development of a sound, co-produced evidence base about the needs of carers, the 
choices they would like to make in meeting those needs and how effectively they are 
achieving their desired outcomes. Gaps in market provision are identified and communicated 
to suppliers and local people. 


•	 There are constructive relationships with providers about carers’ needs, based on a shared 
view of the outcomes to be achieved; a common understanding of any constraints and an 
equitable distribution of risk; and making targeted support available to suppliers to help them 
to adapt and respond, while developing a local infrastructure that supports carers to have 
choice and control. 


•	 There is a well-publicised range of person-centred support for carers in the local community 
from many different providers, enabling carers to have maximum choice and control about 
how agreed outcomes are met.  


Practice examples: market and provider development 


Adults Supporting Adults (ASA) Lincolnshire At Home Day Service for people with dementia 
This service, established with Carers’ Grant funding, provides support from 10am to 3pm, delivered in 
the provider’s home and the local community. The ASA matching process ensures that provider and 
client(s) are compatible, with one provider supporting up to three people at a time, depending on 
people’s needs. Some people use the service to maintain skills such as cooking, gardening, or simply 
eating together and using cutlery. Isolated older people welcome the manageable social experience in a 
consistent, familiar setting.  
The service also provides a break for family carers. One family member used the time to change her 
mother-in-law’s bed – if her bed was changed while she was at home, she thought it was being stripped 
in readiness for her to leave. Family carers and providers use a communication book to share 
information about any issues and to share the clients’ activities during the week, which assists 
conversation when the client returns home. 
The service is offered to clients with mild to moderate dementia, but clients often build up a rapport with 
the provider, which means that support can continue as their dementia progresses, in one case for eight 
years. All providers receive training in moving and handling, basic first aid and dementia awareness, 


16 For more information see Department of Health (2010) Practical approaches to market and provider development 
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which is Alzheimer’s Society and Skills for Care approved. All providers, who are self-employed, are 
Criminal Records Bureau checked, as are any family members who will be involved in support. 
Providers are insured and their homes are health and safety checked. They receive monthly supervision 
and are re-approved every two years through the panel process.  
www.naaps.org.uk/en/small-community-services/ 


Book Your Own Breaks, Hertfordshire 
Book Your Own Breaks is a partnership between Hertfordshire County Council, Slivers of Time, 

Crossroads Care Hertfordshire and Carers in Hertfordshire. The project enables carers to book care 

workers on line at anytime, and to get the particular support worker they want at the time and location of 

their choosing without having to deal directly with payment and administration.  

As the site effectively shows carers their available budget and actual cost of the care, they are able to 

monitor and track their own expenditure against allocated budget with minimal paperwork required. 

Following a successful first six months, it is also being piloted in children’s services for parent carers, 

and being taken up by other councils. 

“This booking puts me back in control of my life and is a huge support” (carer) 

“I’m not very computer literate; however the system is easy to follow” (carer’s support worker)
 
www.bookyourownbreaks.com/
 


Carer Relief Service, East Riding 
East Riding’s Carer Relief Service includes three services, all of which support carers in East Riding. 
These are the Carers Emergency Cover, Carer Relief Sitting Service and Flexible Breaks Service. 
Bringing together these three services under one management structure provides greater efficiency and 
effectiveness. The Carer Relief Service is tailored to the individual circumstances and needs of the carer. 
It offers more choice, independence and control with the aim of improving well-being. 
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Opportunities/?parent=8215&child=8331 
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Carers’ emergency card schemes 
Carers UK conducted a snapshot survey of local authorities and found only about 30 such schemes out 
of 150 local authorities in England. Skilled workers assist the carer to draw up their emergency plans. 
The plans are held by the scheme, which provides a 24-hour response service. Carers carry a card with 
the scheme’s telephone number and a unique PIN to avoid any personal details appearing on the card. If 
an emergency arises, the carer or someone with them calls the scheme, which can then arrange 
replacement care based on the plan.  
 
An example of a carers emergency card scheme is North East Lincolnshire’s Carers Emergency Alert 
Card scheme, which also shows how additional benefits can be linked to the card.  
www.puttingpeoplefirst.org.uk/Topics/Browse/Carers/Opportunities/?parent=8215&child=8330  
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Foreword 
 
By Jane Cummings, Chief Nursing Officer for England, and Viv Bennett, Director of Nursing, 
Department of Health and Lead Nurse, Public Health England. 
 
To be a nurse, a midwife or member of care staff is an extraordinary role. What we do every 
day has a deep importance. We are key to the drive to enable people to stay healthy and well 
for longer through promoting health and well-being, and supporting independence. We help 
people to recover from illness, sometimes when they are at their most vulnerable. We support 
hundreds of thousands of people in living with illness. We provide care and comfort when 
people’s lives are coming to an end.  
 
We care for everyone, from the joy at the beginning of new life to the sadness at its end. We 
do so in the privacy of people’s homes, in the local surgery, in the community, in care homes, 
in hospices, and in hospitals. We support the people in our care and their families when they 
are at their most vulnerable. We have the clinical expertise, compassion and humanity with 
which to shape the culture of our health service and our care and support system. We are 
proud to be part of a remarkable health and care service, making a difference to people’s lives 
each and every day.  
 
There are big challenges. People also encounter care that falls short of what they have a right 
to expect, sometimes by a long way - we will all have seen such care in the course of our 
working lives. We know we miss too many opportunities to support people keep well, 
connected and healthy. And society and the health, care and support system is changing fast, 
and we will need to prepare to meet the changing needs and work in new ways. 
 
We have the self-confidence to acknowledge these realities. We also have the professional 
commitment, which drives our determination to tackle them, to ensure that we address head on 
the challenges facing our professions and care staff today and in the future. We have the 
potential to transform the care, advice and support that people receive from us. We all joined 
our professions to make a difference. We must never underestimate our significance. As health 
and social care changes what does not alter is the fundamental human need to be looked after 
with care, dignity, respect and compassion. To achieve this the enduring values of nursing and 
care must underpin our work.  
 
Our draft vision was underpinned by six fundamental values: care, compassion, competence, 
communication, courage and commitment - with six areas of action to support professionals 
and care staff to deliver this excellent care. You agreed that clearly stating these enduring 
values and behaviours in nursing, midwifery, care and support was timely and important. You 
provided feedback that enabled us to produce the final version of the 6Cs. We have set these 
out in this, our completed vision and strategy for nurses, midwives and care staff. Your 
responses emphasized the need for real actions as being key to achieving real improvements 
for people in our care and for the development and support of local leaders - nurses, midwives 
and registered managers and these too are shown in our strategy. 
 
In particular we need to work together to ensure we meet the needs of older people - the 
largest group of people who use services - and treat them with the dignity and respect that they 
deserve in joined up health, care and support services. 
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We need to strengthen our capacity to prevent ill health and delay dependency in the first 
place and learn new skills in supporting people to manage their own health and well-being, and 
in particular, when they have long term conditions. 
 
We would like to thank everyone who contributed throughout the engagement period – 
participating in conferences, meetings and online, taking part in social media debates, and 
responding to the engagement documents. We look forward to continuing to work with you in 
making the vision and strategy a reality. 
 
 
 


“As Chief Nursing Officer for England, I want to make sure we give our 
patients the very best care with compassion and clinical skill, ensure pride 
in our professions and build respect. The response from staff since my 
appointment has confirmed that nurses, midwives and care staff feel the 
same. The actions set out in this vision and strategy, which have been 
developed with you, will change the way we work, transform the care of 
our patients and ensure we deliver a culture of compassionate care.”  
 
Jane Cummings, Chief Nursing Officer for England 
NHS Commissioning Board 


 
 
 


“As the lead nurse for public health in England, it has been a privilege to 
develop this vision and strategy with so many of you. Nurses, midwives, 
and care staff share in your ambition to support people to have the best 
possible health outcomes. Making the 6Cs real across all our services and 
taking actions to make every contact count for health and wellbeing, will 
make a difference to individual people and to the public’s health.”  


 
Viv Bennett, Director of Nursing 
Department of Health and Lead Nurse, Public Health England 
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Introduction 
 


Context 
 
The context for health care and support is changing. Most significantly, with people living 
longer, we have a greater number of older patients and people to support, many with multiple 
and complex needs, and with higher expectations of what health, care and support can and 
should deliver. Delivering health and care support and services involves us working with 
people in a new partnership, offering and engaging with people in making choices about their 
health and care, and supporting ‘no decision about me without me’. 
 
In response and in parallel, the roles of nurses, midwives and care staff have significantly 
changed. We have learned new skills and our responsibilities have increased accordingly, 
some of this driven by our desire to develop our roles and better training of staff, and some by 
greater access to and use of technology. Nurses, midwives and care staff work in 
multidisciplinary teams, where individuals have specific tasks and responsibilities, but 
increasingly they work together as a team to support and care for patients and people in a 
variety of settings from hospitals, to care homes and in their own homes. 
 
These changes are set in a broader social and economic context of greater demand for health, 
care and support and the need to make the most and best of every penny available for 
people’s care. 
 
The health, care and support system provides people with often good and often excellent 
service. But this is not universal. There is poor care, sometimes very poor. As professionals 
and care staff, we are as shocked by the failings at Mid Staffordshire and Winterbourne View 
as the public are. Such poor care is a betrayal of what we all stand for.  
 
We must strive for the best care for all patients and people we support, and we must ensure 
that we are delivering quality of care as well as quality of treatment.  
 
This strategy sets out our shared purpose as nurses, midwives and care staff to deliver high 
quality, compassionate care, and to achieve excellent health and wellbeing outcomes. It builds 
on the enduring values we have set out and for the pledges and rights of the NHS Constitution, 
which patients, the public and staff should and will expect. Every patient and person we 
support can and should expect high quality; we want that too and will deliver it. 
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Engagement process and what you said  
 
The vision and strategy builds on what you said to us. In September, we published our draft 
vision for nursing, midwives and care-givers, and asked you to help us develop it. We have 
been delighted by the response we received, and the conversations that document has started.  
Over 9000 nurses, midwives, care staff and patients were involved in our engagement exercise, 
which ran for eight weeks, with the professions, patients, users of the service, members of the 
public, stakeholders and other ‘thought forming groups’. The engagement process made use of 
face to face events, online questionnaires, email and postal questionnaires, as well as new 
digital engagement through Twitter and other online forums. 
 
The questions focused on: 
 


1. What the six values and behaviours meant personally to individuals  


2. What steps were needed to embed these values and behaviours  


3. Would a focus on the six priority areas deliver the vision and what additional factors may 
be missing  


4. Identifying the national and local initiatives currently supporting the six priority areas  


5. How partnership working between the health and care sector can be strengthened 


6. What obstacles might there be to delivering the vision  


7. The terminology used and were the terms “care givers “ and “people we care for”  


 
The purpose of the engagement was two-fold. Firstly, we wanted to get wider views on the 
6Cs: care, compassion, competence, communication, courage and commitment. We wanted to 
test whether these would resonate with staff and patients and form the common language of 
our vision. As a result of this feedback we changed the term care-giver to care staff. 
 
Secondly, we wanted to test responses to six areas of action that (underpinned by the 6Cs of 
value and behaviour) will enable ongoing improvements in care and services for all patients 
and service users. The strategy will be developed incorporating these responses. 
 
A key part of our engagement process was ensuring that the strategy addressed equality 
issues under the Equality Act 2010, considering it from the point of view of both the people 
receiving care and those giving it. This is particularly important when it is considered that many 
patients or service users could fall within the scope of the Act (for example, the age profile of 
patients and service users means that they are more likely to have age-related hearing loss; 
over half (55%) of people over 60 have a hearing loss which rises to 90% of people over the 
age of 81). Above all, the engagement process served to remind us that understanding the 
diversity of the people we care for, and their specific needs, is key to delivering good quality 
care. In addition, in terms of staff well-being and the culture in which we operate, failure to 
include all sectors of our diverse workforce is planning to fail. It is clear from the vision that the 
responsibility under the diversity and equality agenda is recognised and shared, not just by 
Department of Health (DH) and by the NHS Commissioning Board (NHS CB), but by all our 
health and care delivery partners.  
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The wealth and richness of the response and debate as part of the consultation on the draft 
vision was overwhelming, and demonstrates the passion that we have in our community to 
work together to deliver compassionate care for our patients and the people we help. 
The breadth and range of views reflect the diverse community of staff that we are, but there 
were many common threads. Your responses have sent clear messages which have shaped 
the vision and strategy in this document. They were: 
 


1. Making the 6Cs part of everything we do 
There is widespread support for the 6Cs and the six areas of action. They all carry equal 
weight, and naturally focus on putting the people we care for at the heart of everything 
we do. If we want the 6Cs to be universally adopted and embraced by everyone 
involved in commissioning and delivering care, they need to be an explicit part of 
planning guidance, NHS Operating Plans and future plans across the NHS, Public 
Health and Social Care. 
 


2. Change delivered by frontline staff 
Front line staff are our change champions. Front line staff who responded were very 
positive about the 6Cs, and felt that good support from local leaders would harness the 
passion and energy for improvement. Everyone working in the commissioning and 
delivery of health, care and support should take personal action and responsibility for 
delivering the 6Cs at every opportunity. Success in all organisations is only achievable if 
front line staff are empowered to drive and support change, both in its development and 
implementation.  
 


3. Leadership at every level 
Strong and effective leadership is essential at all levels in all organisations to set clear 
expectations, to support staff in the delivery of the 6Cs, to manage performance, to 
champion change and create an environment where the courage to speak out is 
welcomed and encouraged. 
 


4. Training and development of all staff reflecting the 6Cs 
The 6Cs are relevant to all staff, and should be embedded throughout career pathways, 
including recruitment, education and training, organisational culture and the appraisal 
and development of staff. 
 


5. Creating the right culture 
Creating the right organisational culture, where people are encouraged to go the extra 
mile and challenge the status quo, working to improve quality and patient and user 
experience, is crucial to embedding the 6Cs and promoting an environment in which 
staff can help deliver the best care for people. 
 


6. Communicating our vision 
A clear communication strategy needs to be in place to ensure this vision is understood 
throughout the workforce. The way this is delivered to front line staff needs to win hearts 
and minds to ensure positive change. 
 


7. Doing this collaboratively with others 
Collaboration is hugely important at all levels and across all settings as it underpins 
excellent care and the work needed to deliver the vision. Working with others in our 
teams is at the core, and our stakeholders and partners must feel involved to ensure 
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best practice is shared, resources are utilised effectively and the maximum shift in 
culture is achieved. 
 


8. Supporting staff health and wellbeing 
The health and well-being of staff is essential. Treating each other well is fundamental. 
The link between the values and behaviours that staff are shown by their employers, 
managers and peers and the way they in turn treat others, including their patients and 
users of the service, is very clear. Ensuring staff feel valued, cared for and 
communicated with is essential.  
 


9. Shared decision making and communications with patients and the people we 
support 
Patient and service user choice and clear communication with patients and the people 
we care for is crucial to ensure they are partners in their care and they share decision 
making with the team providing their care. All the people in our care need to have a 
voice, choice and control. 
 


10. Releasing time to care and reducing bureaucracy 
The level and burden of bureaucracy needs to be addressed. Actions included in the 
vision and strategy should have a clear benefit and demonstrate how they will improve 
patient care. We must use agile innovation to deliver the positive changes so that front 
line staff can spend as much time as possible with patients and service users. 
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Vision  
 
Above all, during our conversations and discussions over the past two months, it has become 
clear that our six fundamental values - care, compassion, competence, communication, 
courage and commitment (the “6Cs”) resonate strongly with both staff and people who use our 
services, across the whole range of health and care settings. These are the values that 
motivate us to want to work in health and care in the first place. Importantly, staying connected 
to these values is what gives us the strength to keep doing this challenging work every day. 
You also said that the vision will not become reality simply by publishing a document. Frontline 
staff are the people who can and will make change happen.  
 
Many of you told us about your sense of privilege in being a nurse or midwife. With that 
privilege comes professional responsibility, and all nurses and midwives by demonstrating the 
6Cs in practice can renew their professionalism and public confidence in our professions. The 
6Cs are not just the business of nurses, midwives and care staff. They are the business of all 
health and care staff: from doctors, to porters, to physiotherapists, to care workers and 
managers.  
 
For staff to make this vision a reality they need to be in supportive organisational cultures. All 
the people working in health and care are contributing to the same aims, to provide high quality, 
compassionate care and treatment, and to achieve the best possible health and wellbeing 
outcomes for each of the people we care for. The evidence on what enables us to do that is 
overwhelming. To ensure that patients receive good care, we all need to care about our 
colleagues. If we feel supported and cared about, we are enabled to support and care about 
our patients.  
 
Leadership is key. Leaders and managers need to create supportive, caring cultures, within 
teams, within organisations and in the system as a whole, in the way that organisations relate 
to each other. Leaders at every level have a responsibility to shape and lead a caring culture. 
 We talked in our draft vision about the emotional labour of care. This is something we have 
also heard much about over the last two months, and something that we urgently need to find 
ways to address. Working in healthcare and in the care sector, caring for vulnerable, sick and 
dying people, is inherently stressful and emotionally demanding. Time and space is needed for 
individuals and teams to reflect, to share experiences and seek support and to build emotional 
resilience.  
 
We all have a part to play. The Care Quality Commission (CQC) has a major role in ensuring 
services are provided appropriately and with quality outcomes across health and social care, 
The Nursing and Midwifery Council (NMC) has an important regulatory role for nurses and 
midwives in all health and care sectors. In the NHS, Monitor has an important regulatory role, 
and the National Trust Development Agency (NTDA) has an important role to support 
organisations to become Foundation Trusts who provide high quality care and outcomes, and 
those who commission and provide services have improving quality and outcomes for patients 
at the heart of all they do. Health Education England (HEE) and Skills for Care will ensure 
quality education and development of the future workforce. 
 
Our vision encompassed improved health outcomes now and in the future, and Public Health 
England (PHE) will provide leadership across the system to ensure that our services and 
professions play their full role in improving the health and well-being of the population. 
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There is also a growing recognition, in all levels of the health, care and support system, that we 
have to change our culture if we are to change our care. The reports on Winterbourne View 
and Mid Staffordshire will be a call to action for everyone, Government, the NHS 
Commissioning Board, the NMC, the Care Quality Commission, the trades unions and all the 
other players in the system, to get behind staff and support them in their professional instincts 
for compassion. This vision will form a vital part of that wider response.  
 
The full implementation plans for this vision and strategy will be available by 31 March 2013. 
This strategy will run over three years, and the plan for implementation of these areas action 
will be over this timeframe. Some of the actions in this document are subject to piloting, further 
testing and appraisal after which further recommendations will be considered. Action areas will 
be within the current budgets and subject to the normal business planning processes. NHS CB 
is not looking to include further funding within the current tariff. 
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The 6Cs 
 
We have revised the draft definitions of the 6Cs based on what you told us during the 
engagement.  
 
The values and behaviours covered by the 6Cs are not, in themselves, a new concept. 
However, putting them together in this way to define a vision is an opportunity to reinforce the 
enduring values and beliefs that underpin care wherever it takes place. It gives us an easily 
understood and consistent way to explain our values as professionals and care staff and to 
hold ourselves to account for the care and services that we provide. 
 
Each of these values and behaviours carry equal weight. Not one of the 6Cs is more important 
than the other five. The 6Cs naturally focus on putting the person being cared for at the heart 
of the care they are given.  
 
The revised definitions are: 
 
Care 
Care is our core business and that of our organisations, and the care we deliver helps the 
individual person and improves the health of the whole community. Caring defines us and our 
work. People receiving care expect it to be right for them, consistently, throughout every stage 
of their life. 
 
Compassion 
Compassion is how care is given through relationships based on empathy, respect and dignity 
- it can also be described as intelligent kindness, and is central to how people perceive their 
care. 
 
Competence  
Competence means all those in caring roles must have the ability to understand an individual’s 
health and social needs and the expertise, clinical and technical knowledge to deliver effective 
care and treatments based on research and evidence. 
 
Communication 
Communication is central to successful caring relationships and to effective team working. 
Listening is as important as what we say and do and essential for "no decision about me 
without me". Communication is the key to a good workplace with benefits for those in our care 
and staff alike. 
 
Courage  
Courage enables us to do the right thing for the people we care for, to speak up when we have 
concerns and to have the personal strength and vision to innovate and to embrace new ways 
of working. 
 
Commitment 
A commitment to our patients and populations is a cornerstone of what we do. We need to 
build on our commitment to improve the care and experience of our patients, to take action to 
make this vision and strategy a reality for all and meet the health, care and support challenges 
ahead. 
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Delivering the vision  
 
As well as the clear focus on developing and communicating the 6Cs, our consultation 
proposed six areas of action where we can concentrate our effort and create impact for our 
patients and the people we support. The action areas are: 
 


1. Helping people to stay independent, maximising well-being and improving health 
outcomes 


2. Working with people to provide a positive experience of care 


3. Delivering high quality care and measuring the impact of care 


4. Building and strengthening leadership 


5. Ensuring we have the right staff, with the right skills, in the right place 


6. Supporting positive staff experience 


 
Your input has been reflected to further shape the action areas and what we can do 
individually, locally and nationally. 
 
As individuals, the way in which we live and demonstrate the 6Cs has an immediate and direct 
impact on our patients and the people we support every minute of every day. Every action 
counts and we can really make a difference now. 
 
To support us as individuals, local organisations and national bodies including regulators, such 
as CQC, NMC and Monitor, will act to provide the leadership, create the environment and give 
the highest priority to enabling the culture for compassionate care. The remainder of this 
strategy sets out what each of us can do, as well as the support we need to enable this to 
happen. 
 
The valuable reflections, discussions and comments that you had and made, have been 
reflected in this strategy and action plan. Your views and suggestions will be further reflected 
as we produce implementation plans for the action areas set out here. 
 


Action area one: Helping people to stay independent, maximise well-being and 
improving health outcomes 
 
‘Care is our business’ means action at individual, family and population level. It means 
prevention, early intervention and health promotion as well as treatment of ill health. This 
means maximising the contribution of nurses midwives and carers to improving the publics’ 
health and to ensuring that people get both a positive experience and the best possible 
outcomes from care. It also means working across health and care boundaries to provide 
support and services which enable people to remain active, connected and independent in 
their own homes, or another place of their choice, for as long as they are able, and it means 
joining up health and care services to provide the integrated care that people want. 
 
Many of the actions across all areas have application in social as well as in health care and in 
providing integrated services for people. The systems, organizations and practitioner networks 
are, however, very different. This is the first vision and strategy to explicitly seek to reach 
nurses and care staff in the care and support system, and thus we are at an earlier stage of 
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engagement. We have, therefore, presented the actions to be developed with the care and 
support system under action area one and referenced in other areas where we will work with 
this sector to consider how actions may have relevance for improving care elsewhere. 
 
Action area one is thus concerned with achieving our aims around wellbeing and covers both 
public health and care and support. The area includes the strategies developed for specific 
conditions and those developed by professional groups for their areas of practice. 
 


Public Health 
 
Nurses, midwives and care staff make significant contributions to improving and protecting the 
public’s health. This is not always recognised, and we know that there is more to be done so 
that we can: 
 


 Deliver evidence-based care and extend evidence through research 


 Explicitly demonstrate our impact on outcomes  


 Make ‘every contact count’ to promote health and well-being at individual, family and 
community level across all care pathways 


 Support people to remain independent 


 Maximise the contribution of specialist community public health nursing and midwifery 


 


Social Care 
 
Nurses and care staff in the care sector are central to achieving high quality care for some of 
our most vulnerable citizens. People’s need for care and support is changing – and the 
business of care is changing too. Demand for services for long-term care and support into very 
old age will grow and there is clear need to support people to stay as well as possible for as 
many of those years as possible. What is also clear is that we need to think about health and 
care in new ways and deliver integrated services to people, families and communities. We 
have begun to work with the care sector on how elements of this strategy can support those in 
social care and can build positive partnerships to achieve joined up care in local services. As 
stated this will include looking across the action areas to understand when and how actions 
could support improvements in social care settings. What people who use services want is a 
seamless service where people on the ground work well together in spite of different structures 
and systems – it is about improved relationships between NHS and non-NHS staff as well as 
the wider voluntary and third sectors. 
 
To maximise well-being and improve health outcomes, each of us can: 
 


 Develop skills as health promoting practitioners, making every contact count for people 
we care for and in professional contacts with carers and communities 


 Contribute to the ‘Dementia Challenge’ to improve support for people affected by 
dementia 


Local organisations can support by:  
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 Promoting every ‘contact counts’ to improve health and wellbeing as part of the role of 
all clinical and care staff 


 Developing an approach for specific services’ contribution to long term health and 
wellbeing  


 Considering how to maximise organisational support to staff to maximise their own 
health and wellbeing 


 Encouraging nurses and midwives to be part of work between local partners and with 
the Health and Wellbeing Board to improve local health outcomes 


 Supporting nurses, midwives and care staff to maximise their contribution to the 
‘Dementia Challenge’ 


 Enabling midwives to deliver innovative, evidence-based, cost-effective, quality care 
across all sectors 


 Supporting midwives to embrace a greater public health role 


 Ensuring practice is supported by appropriate technology to optimise information 
sharing and decision-making with people in their care. 


 
This will be further supported by national bodies: 
 


 From April 2013, Public Health England will lead public health and promote and develop 
nursing and midwifery roles in prevention and health promotion  
 


 PHE will, in partnership with DH and working with an expert advisory group, develop 
and demonstrate the significant nursing, midwifery and care contribution to public health, 
including work on research, evidence, inequalities and outcomes  
 


 PHE, working with the National Institute for Health and Clinical Excellence (NICE) and 
expert public health nurses, will produce accessible evidence for nurses and midwives 
providing individual and community interventions, and will consider metrics to assess 
the impact of public health nursing and midwifery on improving health outcomes 
 


 PHE, working with DH, will draw up recommendations for nurses and midwives to make 
‘every contact count’ and work with HEE on education to underpin health promoting 
practice  
 


 DH, NHS CB, PHE and Health Education England (HEE) will maximize the impact of 
specialist community public health nurses through Health Visiting Call to 


Action/Implementation’ and school nursing development¹  
 


 DH and NHS CB will draw up a vision and strategy for community nursing, based on the 
6Cs and the six actions, and will develop practice nurse contribution through practice 


nursing forums¹  
 


 DH, with the midwifery profession/professional bodies, will be reviewing the 
recommendations of the public health chapter from Midwifery 2020 to map the 
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contribution of midwives to public health (e.g. screening programmes, working with 
vulnerable women and families, increasing breast feeding rates) and to scope the 
potential for a midwifery public health career pathway  


 
 DH will lead a programme working across the range of organisations in health, care and 


support to maximise the nursing and midwifery contribution to the ‘Dementia Challenge’ 
and develop a model for the contribution to the Dementia Challenge from community 


action, to acute and specialist, care to end life care¹.  
 


 DH will develop a model for the nursing and midwifery contribution to ‘no health without 


mental health’, set specific actions for implementation¹ and work with learning disability 


nurses to reduce the health inequalities experienced by people with a learning disability¹. 
 
To help people stay independent, each of us can: 
 


 Use our skills at building relationships to help stimulate greater integration of health, 
care and support in meaningful ways.  


 
Local organisations can support by:  
 


 Working in a culture in which the values and behaviours of the 6Cs enable us to do the 
best for the people in our care. 


 
Further support will come from national bodies: 
 


 DH will actively engage with nurses, care staff, local government, professionals in social 
care and care home managers during 2012/13 in social care to make real their 
contribution to the vision and strategy 


 DH will ensure alignment with relevant initiatives in the white paper Caring for Our 
Future 


 DH and NHS CB will lead work on the nursing contribution to the Adult Social Care 
Outcomes Framework 2013/14 


 DH will build on its current relationships to establish a viable and on-going network of 
nurses and care staff across social care settings to help maximise their contribution to 
public health, well-being and improving health outcomes. 


 


Action area two: Working with people to provide a positive experience of care 
 
Quality of care is as important as the quality of treatment. When a person reflects on their 
contact with a nurse, midwife or member of care staff, they think about other issues as well - 
the environment they received care in; whether they were treated kindly, with respect and 
dignity and whether they had to tell their story more than once. The people that we care for, 
and in many instances their families and carers, are our partners in care and our practice must 
reflect that. 
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This action area is concerned with ensuring that service users are treated with dignity, 
empathy and respect, which is something that we all want for ourselves and our loved ones. 
This requires us to listen to feedback and act on it, and to design services to enable people to 
be involved in their care.  
 
This action area supports the implementation of the ’Friends and Family Test’ for inpatients 
from April 2013 and maternity services from October 2013, and we will consider how it can be 
expanded to further groups of inpatients and people who use mental health, primary and 
community services.  
 
Each of us can: 


 Actively seek out, listen to and act on patient and carer feedback, identifying any 
themes or issues and ensuring the patient’s voice is heard.  


 Support the roll out of the Friends and Family Test in all acute hospitals and emergency 
departments from April 2013 and in all maternity settings from October 2013 


 Measuring and improve staff experience using the Family and Friends Test thus 
improving patient experience. 


 
Local organisations can support by: 
 


 Reviewing the options for roll out of the Friends and Family Test across all settings 


 Commissioners and NHS Trust Development Authority (NTDA) working with providers 
to ensure rollout and improve the experience of patients as reported in the Friends and 
Family Test 


 Providers using the published results of the Friends and Family Test to improve patient 
experience and work with public forums and patient groups to further continuous 
improvement 


 Commissioners and Providers using their professional and clinical networks to actively 
share examples of good practice which can be replicated by others. 


 
We will be further supported by national bodies: 
 


 NHS CB will lead on work to provide options for rapid feedback from patients through 
the Friends and Family Test across all services funded by the NHS. This will include 
community, primary and mental health services 


 NHS CB will continue the work across the NHS for a range of different sources of 
feedback and develop methods of synthesising this data to build a rich picture of patient 
experience, including views on the 6Cs in action  


 NHS CB will lead work with key stakeholders including patient organisations across the 
NHS and care and support sectors to develop strong patient experience measures for 
specific groups, especially children and young people, those with dementia and 
vulnerable adults in all settings 


 NHS CB will support local services in using these measures to seek the views of the 
most vulnerable and those without a strong voice and prioritise improving the 
experience of NHS funded services for them 
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 NHS CB will provide leadership for the NHS in England through regional and local 
teams to improve the reported experiences of patients. They will link with the CQC, and 
other regulators and adopt the NHS Change Model as the overarching approach to 
quality improvement 


  NHS CB will lead work with key stakeholders on the development and implementation 
of effective integrated care and identify strong patient experience measures that can be 
used between settings and sectors 


  NHS CB will build on the existing evidence and use that to work with patients and 
service users to find the best way of ensuring they are partners in their own care, and 
are at the heart of the decision making process. 


 


Action area three: Delivering high quality care and measuring the impact 
 
We want to deliver care that is evidence-based. To do this we need to measure the right thing 
and measure outcomes to drive improvement. Measurement should focus on the experience of 
the person using the service, the outcomes of care, and should be transparent. 
 
This action area is concerned with the ability to measure what we do and the commitment and 
courage to publish data so that commissioners, staff, patients and the public are able to see 
what is being measured and what is being done to improve care. The burden and cost of data 
collection should be assessed and the role of technology to reduce this as far as possible 
should be reviewed. Metrics should also be developed with staff, patients, service users and 
key partners across the health, care and support systems. 
 
The area should learn from work already undertaken, in particular: 
 


 The task and finish group, commissioned by the CNO, which examined the 
measurement of nursing quality and with the National Nursing Research Unit at Kings 
College 


 The North England Transparency of Care Project that reviewed how collecting and 
publishing data in a transparent fashion could lead to improvements in quality. 


 
Each of us can: 


 Support the measurement of care that we and others provide in order to learn, improve, 
and highlight the positive impact we have on patients and the people we care for. 


 


Local organisations can support by:  
 


 Commissioners and providers publishing and discussing quality metrics and impact on 
patient outcomes at each Board meeting 


 Commissioners and providers developing options to enable staff to gain the knowledge 
and skills necessary to understand and interpret data 


 Providers reviewing the recommendations of NHS North of England and considering the 
rollout of the public reporting of the incidence of pressure ulcers, falls and patient and 
staff experience 
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 Providers and commissioners supporting the NHS CB in the development and rollout of 
the Safety Thermometer in other settings 


 Reviewing the use of lean methodology and technology to ensure measurement and 
data collection is streamlined, effective and simple. 


 


 
This will be further supported by national bodies: 
 


  NHS CB will support the publication of “High Quality Care Metrics for Nursing” by the 
National Nursing Research Unit 


  NHS CB will lead on the identification of metrics and indicators, which reflect 
compassion and effective care 


 CQC will consider how to integrate the care metrics into its regulatory processes 


  NHS CB will review options and system levers including the use of the Information 
Centre's information powers and the use of Commissioning for Quality Innovation 
payment framework (CQUIN) to implement new metrics from 2014/15 


  NHS CB will work with stakeholders to commission the development of the Safety 
Thermometer in all settings, including mental health, learning disability, children and 
young people 


  NHS CB, in conjunction with the CQC, will lead on the publication of information that 
identifies the quality of care and informs patients and the public 


 DH will publish “Provider Quality Profiles” on NHS Choices where people will be able to 
view comparative information, aggregated from a range of sources about the quality of 
care at every registered care home and home care service in the country 


 NHS North of England will complete their review of the publication of the incidence of 
pressure ulcers and falls, an evaluation of the care provided together with patient and 
staff experience in the North West and make recommendations for further rollout. 


 


Action area four: Building and strengthening leadership 
 
Our leaders must have the skills they need to deliver. We know that there is a correlation 
between strong leadership, a caring and compassionate culture and high quality care. It is not 
just about looking up to your line manager and beyond. We all have a role to play in providing 
leadership within our teams and upwards to our leaders and our Boards. 
 
This action area is concerned with the support and empowerment of nurses, midwives and 
registered managers in social care to lead change locally and motivate their teams to improve 
the experience and outcomes of the people using their services.  
 
This action area recommends: 
 


 A national leadership development programme that will underpin the nursing, midwifery 
and care staff vision and embed the 6Cs in daily activity. The programme would result in 
a nationally recognised qualification gained by working through placements during 
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which specific skills are practiced. This would include change management skills, 
building coalitions of support and communications and engagement with staff, patients, 
service users, carers and other stakeholders 


 The involvement of junior staff in leadership and service improvement early in their 
careers and a review of undergraduate courses and preceptorship programmes to 
check the syllabuses relate to ways of improving service quality 


 Mentorship programmes for aspiring leaders 


 That leadership teams reflect patient and staff groups locally to ensure balance and 
representation 


Each of us can: 
 


 See ourselves as leaders in our care setting and role model the 6Cs in our everyday 
care of patients 


 


Local organisations can support by: 
 


 Providers undertaking a review of their organisational culture and publishing the results. 
This should include feedback from staff and the people the organisation cares for. 
Action should be taken to ensure the 6Cs are embedded into the organisation at every 
level and demonstrated at every opportunity 


 Providers reviewing options for introducing ward managers and team leaders 
supervisory status into their staffing structure 


 
It will be further supported by national bodies: 
 


 NHS CB will work with key partners to develop a set of tools that enable organisations 
to measure their organisational culture. Once a set of tools has been agreed, joint 
recommendations will be published to help all organisations measure their 
organisational culture 


 NHS Leadership Academy has committed to developing a new leadership programme 
for ward managers, team leaders and nursing directors that is based on values and 
behaviours and the implementation of the 6Cs 


 DH will lead work with the National Skills Academy for Social Care and Skills for Care to 
implement and embed the Leadership Qualities Framework for Adult Social Care and 
look to roll this out across all levels of the care and support settings 


 
The Future Leadership Forum for Social Care will lead transformation across the care and 
support landscape to deliver on the White Paper ambitions of high quality leadership in support 
of high quality care. 
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Action area five: Ensuring we have the right staff, with the right skills, in the right place 
 
To deliver the vision, we need the right number of staff with the right skills and behavior and 
working in the right place to meet the needs of the people they care for. Staff need time to 
learn, to reflect and to re-energise and they need to be supported by organisations that 
promote compassionate and caring culture and values and which dedicate time to valuing 
these. 
 
This action area is concerned with the local determination of a suitable staff mix of competency, 
experience and education in order to best improve the experiences of service users and staff. 
The aim of this action area is to use the evidence, both national and international, to provide a 
series of tools to determine, locally, the most appropriate staffing levels for a particular health 
and social care setting that reflects and delivers quality of care, productivity and a good patient 
or user experience.  
 
This action area recommends that: 
 


 The determinants of workforce tools (such as the safer nursing care tool, nurse hours 
per patient day, birth-rate plus, Paediatric Acuity and Nursing Dependency Assessment 
(PANDA) and Nurses per Occupied Bed (NPOB), are refined to ensure we have a suite 
of suitably sensitive workforce measures. The use of NPOB only to provide a general 
overview of an organisation’s staffing levels given that the measure is not sufficiently 
sensitive to reflect the staffing skills mix at the point of care delivery 


 Directors of Nursing in Trusts should agree staffing levels through the application of 
evidence based tools and we recommend these are published at least every 6 months. 
All nursing and midwifery staffing levels and quality and experience metrics should be 
discussed at Trust Board level in a public meeting at least twice a year. Any proposed 
changes to the nursing and midwifery skills mix, required to reflect any service redesign 
project, should also be discussed at Board level 


 The development of access to pre-registration nurse training possibly through 
foundation courses or apprenticeships. For qualified nurses and midwives, the action 
area will develop models of clinical supervision that build on good practice in midwifery 
and mental health. The need for greater flexibility to support nursing staff to work in 
different settings is also identified 


 Values based recruitment is included in the national standard contract for pre-
registration education programmes 


 Ward or community nurse /midwifery leaders are supervisory to give them time to lead. 
We hope this will be accepted and built into all future workforce tools 


 
Each of us can: 
 


 Take responsibility for deploying staff effectively and efficiently and work with colleagues 
and leaders to identify the impact this has on quality of care and patient experience 


 Where relevant, demonstrate the impact supervisory status has on role modeling, staff 
supervision, clinical placements and communication with patients, families and carers 
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Local organisations can support by:  


 
 Providers ensuring that Boards sign off and publish evidence based staffing levels at 


least every 6 months, linked to quality of care and patient experience and discuss this in 
public Board meetings 


 Providers reviewing options to deliver supervisory status for ward / community nurse 
and midwifery leaders 


 Commissioners reviewing the staffing levels using evidence based tools/methodology, 
links with quality and patient experience and ensuring appropriate action is taken 


 Providers implementing the recommendations about the recruitment and appraisal of 
staff using the 6Cs and assessment of values and behaviours 


 Providers utilising the offer of £100m to support the use of technology in all settings and 
identifying the benefits for nurses, midwives and care staff 


 
This will be further supported by national bodies including: 


 
 NHS CB and DH will commission work on evidence- based staffing levels for mental 


health, community, learning disability services and care and support. 


 Health Education England (HEE) will work with the education sector, employers, the 
regulator and staff groups to ensure that the 6Cs are embedded in all nursing and 
midwifery university education and training. 


 HEE will work with the education sector, employers, the regulator and staff groups to 
ensure that quality improvement methodology is included in the curricula for 
undergraduate nurses and midwives 


 HEE will work with the education sector, employers and staff groups to ensure that 
recruitment to university undergraduate programmes is based on values and behaviours 
as well as technical and academic skills 


 NHS Employers and HEE have committed to working together, with partners, to develop 
a plan for promoting the use of the 6Cs, values and behaviours into all stages of 
recruitment and appraisal systems for nurses, midwives and care staff, prior to 
expanding to other staff in the NHS 


 DH will work with national organisations to agree stronger arrangements to ensure 
effective recruitment, induction and training of support workers in health and care 


 All national organisations will work with stakeholders to finalise the definitions and then 
recommend that all providers publish information on evidence based staffing levels at 
least every 6 months together with an explanation of how they impact on quality, and 
discuss this in public Board meetings. NHS CB will support an assessment of the impact 
of ward or community nurse / midwifery leaders having a supervisory role 


  NHS CB will lead the work to rollout the £100m technology fund across all settings, with 
plans to identify the benefits for nursing, midwifery and care staff 


 DH will work with care providers, service users and carers to develop a sector-specific 
compact to promote culture change and skills development with dignity and respect at 
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the heart. The compact will set a framework for agreement between employees and 
employers to improve skills, competencies and behaviours 


 The sector skills councils for Social Care and Health will work with the Government to 
develop a code of conduct and recommended minimum training standards for adult 
social care workers and health care support workers, drawing on the Dignity Code, the 
National Pensioners Convention and the Dignity in Care campaign’s Dignity challenge 


 The CQC will play a key role in ensuring that providers use appropriately trained and 
qualified workers as part of enforcing quality standards. 


 


Action area six: Supporting positive staff experience 
 
Our shared purpose will only be achieved if staff is supported to do their job well. This involves 
providing supervision and support within a culture of care, compassion and a recognition of the 
emotional labour of nursing, midwifery and care giving. Research evidence supports the 
correlation between staff experience and quality of care. 
 
This action area is concerned that staff who provide care are nurtured and supported to be 
positive about their role and show this in the care that they provide and the way that they 
describe it. This means enabling involvement in decision making; promoting healthy and safe 
work environments; creating worthwhile and rewarding jobs in which every role counts; 
supporting each other; being accountable and being prepared to embrace innovative working 
and new technology. 
 
The action area recommends: 
 


 Supporting the ongoing work to develop and test a Cultural Barometer in a small 
number of London Trusts. The Cultural Barometer aims to help managers, leaders and 
staff at the frontline to reflect on the culture of their organisation, department or team or, 
indeed, themselves 


 Integrating the 6Cs into any new local nursing and midwifery strategy and considering 
the recommendations from the Image of Nursing report. We will also work with the 
social care sector to determine how the 6Cs can support leaders and their staff in 
improving care locally 


 Ensuring that health employers aim for 90% coverage of all staff with their local 
appraisal system and that staff self-report that this is of a high quality 80% of the time 


 Reviewing the implications of statutory supervision for registered nurses and a refresh 
of the Nursing and Midwifery Council’s Raising Concerns message 


 
Each of us can: 


  
 Commit to working with local employers to improve our own and colleagues experience 


in the work place 
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Local organisations can support by:  


 
 Providers committing to implement a measure of organisational culture and developing 


a plan for the on-going monitoring of this within their organisation 


 Providers developing, implementing and embedding strategies to secure meaningful 
staff engagement to optimise the experience of their workforce and, ultimately, patients 
– drawing on the five key factor of the staff engagement star from the NHS Employers 
Staff Engagement Toolkit 


 Providers reviewing options for implementing the Friends and Family Test for staff on a 
regular basis, measuring and publishing the results 


 Providers considering the 6Cs, the impact on their culture and values and organisational 
application and publishing for staff, patients and local people 


  NHS CB working with local commissioners to ensure that services are commissioned 
from organisations that achieve locally agreed targets to deliver high quality appraisals 
for their staff 


 
And further supported by national bodies including: 


 
 NHS CB will lead work with partners to develop a national scheme to recognise 


organisations or teams who implement the 6Cs and who are excellent examples of the 
6Cs in action 


 DH, HEE and NHS CB will lead a piece of work with partners to consider how care staff 
are supported within the workplace 


  NHS CB will work with partners to support the implementation of the Cultural Barometer 
once initial piloting and review has taken place  


 DH and NHS CB will review evidence based good practice for clinical placements of 
students, preceptorship and supervision, with the intention of proposing a robust model 
for implementation across all care settings 


  NHS CB will work with partners to review the "Image of Nursing" work and develop 
actions for implementation as appropriate 


  







26 
 


Next steps to implementation  
 
Following the launch of this Vision and Strategy, at the Chief Nursing Officer’s Conference on  
4 December 2012 in Manchester, the real work of successfully embedding the 6Cs and the 
values and behaviours will begin. The greatest impact will come from individuals acting to 
embed the 6Cs in everything they do, supported, as set out above, by their local organisations 
and by national bodies. 
 
This journey will begin at the conference where the most senior leaders from across the NHS, 
public health and social care will discuss how they can take a lead in driving the required 
changes in their organisations and in their role. 
 
In addition to this, we will lead work with key partners including PHE, HEE, NTDA, CQC, 
Monitor, NMC and professional bodies to develop our implementation plans and timescales. 
We will build on successful initiatives that have already been developed and piloted and that 
we can implement quickly and easily. We will work collaboratively with key stakeholders and 
partner organisations to share good practice and ensure everyone has an opportunity to 
contribute to the achievement of the vision.  
 
We will also work closely with regional and front line staff to understand the barriers that we 
need to address and overcome, so that this vision does reach the heart of every care setting 
and makes a positive and sustained difference to the people we care for. 
 
We commit to having the detailed implementation plans in place by 31 March 2013. At this time 
the NHS CB assumes its full operating powers and responsibilities, the DH moves to a role as 
system steward and other new organisations assume their responsibilities. We will then work 
together, in this new national framework, to deliver this vision and strategy for nursing, 
midwifery and care staff and so make a significant impact on patients and the people we care 
for. This strategy will run over three years and the implementation of these areas of action will 
be within this timeframe. Some of the actions in this document are subject to piloting, further 
testing and appraisal, after which further recommendations will be considered. 
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Conclusion 
 
This vision and strategy is our vision and strategy. Collectively developed, collectively owned 
and to be collectively implemented. Whilst each of us can and does make a positive difference 
to every one of our patients and the people we support, we can do more. We commit to doing 
more, we commit to care we commit to deliver compassion in practice. 
 
Endnote 
1. See the NHS Commissioning Board website for more information. 
 



www.commissioningboard.nhs.uk
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ELIZABETH II c. 15


Equality Act 2010
2010 CHAPTER 15


An Act to make provision to require Ministers of the Crown and others when
making strategic decisions about the exercise of their functions to have regard
to the desirability of reducing socio-economic inequalities; to reform and
harmonise equality law and restate the greater part of the enactments relating
to discrimination and harassment related to certain personal characteristics; to
enable certain employers to be required to publish information about the
differences in pay between male and female employees; to prohibit
victimisation in certain circumstances; to require the exercise of certain
functions to be with regard to the need to eliminate discrimination and other
prohibited conduct; to enable duties to be imposed in relation to the exercise
of public procurement functions; to increase equality of opportunity; to
amend the law relating to rights and responsibilities in family relationships;
and for connected purposes. [8th April 2010]


E IT ENACTED by the Queen’s most Excellent Majesty, by and with the advice and
consent of the Lords Spiritual and Temporal, and Commons, in this present


Parliament assembled, and by the authority of the same, as follows:— 


PART 1


SOCIO-ECONOMIC INEQUALITIES


1 Public sector duty regarding socio-economic inequalities


(1) An authority to which this section applies must, when making decisions of a
strategic nature about how to exercise its functions, have due regard to the
desirability of exercising them in a way that is designed to reduce the
inequalities of outcome which result from socio-economic disadvantage.


(2) In deciding how to fulfil a duty to which it is subject under subsection (1), an
authority must take into account any guidance issued by a Minister of the
Crown.


B
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(3) The authorities to which this section applies are—
(a) a Minister of the Crown;
(b) a government department other than the Security Service, the Secret


Intelligence Service or the Government Communications Head-
quarters;


(c) a county council or district council in England;
(d) the Greater London Authority;
(e) a London borough council;
(f) the Common Council of the City of London in its capacity as a local


authority;
(g) the Council of the Isles of Scilly;
(h) a Strategic Health Authority established under section 13 of the


National Health Service Act 2006, or continued in existence by virtue of
that section;


(i) a Primary Care Trust established under section 18 of that Act, or
continued in existence by virtue of that section;


(j) a regional development agency established by the Regional
Development Agencies Act 1998;


(k) a police authority established for an area in England.


(4) This section also applies to an authority that—
(a) is a partner authority in relation to a responsible local authority, and
(b) does not fall within subsection (3),


but only in relation to its participation in the preparation or modification of a
sustainable community strategy.


(5) In subsection (4)—
“partner authority” has the meaning given by section 104 of the Local


Government and Public Involvement in Health Act 2007;
“responsible local authority” has the meaning given by section 103 of that


Act;
“sustainable community strategy” means a strategy prepared under


section 4 of the Local Government Act 2000.


(6) The reference to inequalities in subsection (1) does not include any inequalities
experienced by a person as a result of being a person subject to immigration
control within the meaning given by section 115(9) of the Immigration and
Asylum Act 1999.


2 Power to amend section 1


(1) A Minister of the Crown may by regulations amend section 1 so as to—
(a) add a public authority to the authorities that are subject to the duty


under subsection (1) of that section;
(b) remove an authority from those that are subject to the duty;
(c) make the duty apply, in the case of a particular authority, only in


relation to certain functions that it has;
(d) in the case of an authority to which the application of the duty is


already restricted to certain functions, remove or alter the restriction.


(2) In subsection (1) “public authority” means an authority that has functions of a
public nature.
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(3) Provision made under subsection (1) may not impose a duty on an authority in
relation to any devolved Scottish functions or devolved Welsh functions.


(4) The Scottish Ministers or the Welsh Ministers may by regulations amend
section 1 so as to—


(a) add a relevant authority to the authorities that are subject to the duty
under subsection (1) of that section;


(b) remove a relevant authority from those that are subject to the duty;
(c) make the duty apply, in the case of a particular relevant authority, only


in relation to certain functions that it has;
(d) in the case of a relevant authority to which the application of the duty


is already restricted to certain functions, remove or alter the restriction.


(5) For the purposes of the power conferred by subsection (4) on the Scottish
Ministers, “relevant authority” means an authority whose functions—


(a) are exercisable only in or as regards Scotland,
(b) are wholly or mainly devolved Scottish functions, and
(c) correspond or are similar to those of an authority for the time being


specified in section 1(3).


(6) For the purposes of the power conferred by subsection (4) on the Welsh
Ministers, “relevant authority” means an authority whose functions—


(a) are exercisable only in or as regards Wales,
(b) are wholly or mainly devolved Welsh functions, and
(c) correspond or are similar to those of an authority for the time being


specified in subsection (3) of section 1 or referred to in subsection (4) of
that section.


(7) Before making regulations under this section, the Scottish Ministers or the
Welsh Ministers must consult a Minister of the Crown.


(8) Regulations under this section may make any amendments of section 1 that
appear to the Minister or Ministers to be necessary or expedient in consequence
of provision made under subsection (1) or (as the case may be) subsection (4).


(9) Provision made by the Scottish Ministers or the Welsh Ministers in reliance on
subsection (8) may, in particular, amend section 1 so as to—


(a) confer on the Ministers a power to issue guidance;
(b) require a relevant authority to take into account any guidance issued


under a power conferred by virtue of paragraph (a);
(c) disapply section 1(2) in consequence of the imposition of a requirement


by virtue of paragraph (b).


(10) Before issuing guidance under a power conferred by virtue of subsection (9)(a),
the Ministers must—


(a) take into account any guidance issued by a Minister of the Crown
under section 1;


(b) consult a Minister of the Crown.


(11) For the purposes of this section—
(a) a function is a devolved Scottish function if it is exercisable in or as


regards Scotland and it does not relate to reserved matters (within the
meaning of the Scotland Act 1998);


(b) a function is a devolved Welsh function if it relates to a matter in respect
of which functions are exercisable by the Welsh Ministers, the First
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Minister for Wales or the Counsel General to the Welsh Assembly
Government, or to a matter within the legislative competence of the
National Assembly for Wales.


3 Enforcement


A failure in respect of a performance of a duty under section 1 does not confer
a cause of action at private law.


PART 2


EQUALITY: KEY CONCEPTS


CHAPTER 1


PROTECTED CHARACTERISTICS


4 The protected characteristics


The following characteristics are protected characteristics—
age;
disability;
gender reassignment;
marriage and civil partnership;
pregnancy and maternity;
race;
religion or belief;
sex;
sexual orientation.


5 Age


(1) In relation to the protected characteristic of age—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person of a particular age group;
(b) a reference to persons who share a protected characteristic is a reference


to persons of the same age group.


(2) A reference to an age group is a reference to a group of persons defined by
reference to age, whether by reference to a particular age or to a range of ages.


6 Disability


(1) A person (P) has a disability if—
(a) P has a physical or mental impairment, and
(b) the impairment has a substantial and long-term adverse effect on P’s


ability to carry out normal day-to-day activities.


(2) A reference to a disabled person is a reference to a person who has a disability.


(3) In relation to the protected characteristic of disability—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person who has a particular disability;
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(b) a reference to persons who share a protected characteristic is a reference
to persons who have the same disability.


(4) This Act (except Part 12 and section 190) applies in relation to a person who has
had a disability as it applies in relation to a person who has the disability;
accordingly (except in that Part and that section)—


(a) a reference (however expressed) to a person who has a disability
includes a reference to a person who has had the disability, and


(b) a reference (however expressed) to a person who does not have a
disability includes a reference to a person who has not had the
disability.


(5) A Minister of the Crown may issue guidance about matters to be taken into
account in deciding any question for the purposes of subsection (1).


(6) Schedule 1 (disability: supplementary provision) has effect.


7 Gender reassignment


(1) A person has the protected characteristic of gender reassignment if the person
is proposing to undergo, is undergoing or has undergone a process (or part of
a process) for the purpose of reassigning the person’s sex by changing
physiological or other attributes of sex.


(2) A reference to a transsexual person is a reference to a person who has the
protected characteristic of gender reassignment.


(3) In relation to the protected characteristic of gender reassignment—
(a) a reference to a person who has a particular protected characteristic is


a reference to a transsexual person;
(b) a reference to persons who share a protected characteristic is a reference


to transsexual persons.


8 Marriage and civil partnership


(1) A person has the protected characteristic of marriage and civil partnership if
the person is married or is a civil partner.


(2) In relation to the protected characteristic of marriage and civil partnership—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person who is married or is a civil partner;
(b) a reference to persons who share a protected characteristic is a reference


to persons who are married or are civil partners.


9 Race


(1) Race includes—
(a) colour;
(b) nationality;
(c) ethnic or national origins.


(2) In relation to the protected characteristic of race—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person of a particular racial group;
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(b) a reference to persons who share a protected characteristic is a reference
to persons of the same racial group.


(3) A racial group is a group of persons defined by reference to race; and a
reference to a person’s racial group is a reference to a racial group into which
the person falls.


(4) The fact that a racial group comprises two or more distinct racial groups does
not prevent it from constituting a particular racial group.


(5) A Minister of the Crown may by order—
(a) amend this section so as to provide for caste to be an aspect of race;
(b) amend this Act so as to provide for an exception to a provision of this


Act to apply, or not to apply, to caste or to apply, or not to apply, to
caste in specified circumstances.


(6) The power under section 207(4)(b), in its application to subsection (5), includes
power to amend this Act.


10 Religion or belief


(1) Religion means any religion and a reference to religion includes a reference to
a lack of religion.


(2) Belief means any religious or philosophical belief and a reference to belief
includes a reference to a lack of belief.


(3) In relation to the protected characteristic of religion or belief—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person of a particular religion or belief;
(b) a reference to persons who share a protected characteristic is a reference


to persons who are of the same religion or belief.


11 Sex


In relation to the protected characteristic of sex—
(a) a reference to a person who has a particular protected characteristic is


a reference to a man or to a woman;
(b) a reference to persons who share a protected characteristic is a reference


to persons of the same sex.


12 Sexual orientation


(1) Sexual orientation means a person’s sexual orientation towards—
(a) persons of the same sex,
(b) persons of the opposite sex, or
(c) persons of either sex.


(2) In relation to the protected characteristic of sexual orientation—
(a) a reference to a person who has a particular protected characteristic is


a reference to a person who is of a particular sexual orientation;
(b) a reference to persons who share a protected characteristic is a reference


to persons who are of the same sexual orientation.
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CHAPTER 2


PROHIBITED CONDUCT


Discrimination


13 Direct discrimination


(1) A person (A) discriminates against another (B) if, because of a protected
characteristic, A treats B less favourably than A treats or would treat others.


(2) If the protected characteristic is age, A does not discriminate against B if A can
show A’s treatment of B to be a proportionate means of achieving a legitimate
aim.


(3) If the protected characteristic is disability, and B is not a disabled person, A
does not discriminate against B only because A treats or would treat disabled
persons more favourably than A treats B.


(4) If the protected characteristic is marriage and civil partnership, this section
applies to a contravention of Part 5 (work) only if the treatment is because it is
B who is married or a civil partner.


(5) If the protected characteristic is race, less favourable treatment includes
segregating B from others.


(6) If the protected characteristic is sex—
(a) less favourable treatment of a woman includes less favourable


treatment of her because she is breast-feeding;
(b) in a case where B is a man, no account is to be taken of special treatment


afforded to a woman in connection with pregnancy or childbirth.


(7) Subsection (6)(a) does not apply for the purposes of Part 5 (work).


(8) This section is subject to sections 17(6) and 18(7).


14 Combined discrimination: dual characteristics


(1) A person (A) discriminates against another (B) if, because of a combination of
two relevant protected characteristics, A treats B less favourably than A treats
or would treat a person who does not share either of those characteristics.


(2) The relevant protected characteristics are—
(a) age;
(b) disability;
(c) gender reassignment;
(d) race
(e) religion or belief;
(f) sex;
(g) sexual orientation.


(3) For the purposes of establishing a contravention of this Act by virtue of
subsection (1), B need not show that A’s treatment of B is direct discrimination
because of each of the characteristics in the combination (taken separately).
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(4) But B cannot establish a contravention of this Act by virtue of subsection (1) if,
in reliance on another provision of this Act or any other enactment, A shows
that A’s treatment of B is not direct discrimination because of either or both of
the characteristics in the combination.


(5) Subsection (1) does not apply to a combination of characteristics that includes
disability in circumstances where, if a claim of direct discrimination because of
disability were to be brought, it would come within section 116 (special
educational needs).


(6) A Minister of the Crown may by order amend this section so as to—
(a) make further provision about circumstances in which B can, or in


which B cannot, establish a contravention of this Act by virtue of
subsection (1);


(b) specify other circumstances in which subsection (1) does not apply.


(7) The references to direct discrimination are to a contravention of this Act by
virtue of section 13.


15 Discrimination arising from disability


(1) A person (A) discriminates against a disabled person (B) if—
(a) A treats B unfavourably because of something arising in consequence


of B’s disability, and
(b) A cannot show that the treatment is a proportionate means of achieving


a legitimate aim.


(2) Subsection (1) does not apply if A shows that A did not know, and could not
reasonably have been expected to know, that B had the disability.


16 Gender reassignment discrimination: cases of absence from work


(1) This section has effect for the purposes of the application of Part 5 (work) to the
protected characteristic of gender reassignment.


(2) A person (A) discriminates against a transsexual person (B) if, in relation to an
absence of B’s that is because of gender reassignment, A treats B less
favourably than A would treat B if—


(a) B’s absence was because of sickness or injury, or
(b) B’s absence was for some other reason and it is not reasonable for B to


be treated less favourably.


(3) A person’s absence is because of gender reassignment if it is because the
person is proposing to undergo, is undergoing or has undergone the process
(or part of the process) mentioned in section 7(1).


17 Pregnancy and maternity discrimination: non-work cases


(1) This section has effect for the purposes of the application to the protected
characteristic of pregnancy and maternity of—


(a) Part 3 (services and public functions);
(b) Part 4 (premises);
(c) Part 6 (education);
(d) Part 7 (associations).
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(2) A person (A) discriminates against a woman if A treats her unfavourably
because of a pregnancy of hers.


(3) A person (A) discriminates against a woman if, in the period of 26 weeks
beginning with the day on which she gives birth, A treats her unfavourably
because she has given birth.


(4) The reference in subsection (3) to treating a woman unfavourably because she
has given birth includes, in particular, a reference to treating her unfavourably
because she is breast-feeding.


(5) For the purposes of this section, the day on which a woman gives birth is the
day on which—


(a) she gives birth to a living child, or
(b) she gives birth to a dead child (more than 24 weeks of the pregnancy


having passed).


(6) Section 13, so far as relating to sex discrimination, does not apply to anything
done in relation to a woman in so far as—


(a) it is for the reason mentioned in subsection (2), or
(b) it is in the period, and for the reason, mentioned in subsection (3).


18 Pregnancy and maternity discrimination: work cases


(1) This section has effect for the purposes of the application of Part 5 (work) to the
protected characteristic of pregnancy and maternity.


(2) A person (A) discriminates against a woman if, in the protected period in
relation to a pregnancy of hers, A treats her unfavourably — 


(a) because of the pregnancy, or
(b) because of illness suffered by her as a result of it.


(3) A person (A) discriminates against a woman if A treats her unfavourably
because she is on compulsory maternity leave.


(4) A person (A) discriminates against a woman if A treats her unfavourably
because she is exercising or seeking to exercise, or has exercised or sought to
exercise, the right to ordinary or additional maternity leave.


(5) For the purposes of subsection (2), if the treatment of a woman is in
implementation of a decision taken in the protected period, the treatment is to
be regarded as occurring in that period (even if the implementation is not until
after the end of that period).


(6) The protected period, in relation to a woman’s pregnancy, begins when the
pregnancy begins, and ends—


(a) if she has the right to ordinary and additional maternity leave, at the
end of the additional maternity leave period or (if earlier) when she
returns to work after the pregnancy;


(b) if she does not have that right, at the end of the period of 2 weeks
beginning with the end of the pregnancy.


(7) Section 13, so far as relating to sex discrimination, does not apply to treatment
of a woman in so far as—


(a) it is in the protected period in relation to her and is for a reason
mentioned in paragraph (a) or (b) of subsection (2), or


(b) it is for a reason mentioned in subsection (3) or (4).
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19 Indirect discrimination


(1) A person (A) discriminates against another (B) if A applies to B a provision,
criterion or practice which is discriminatory in relation to a relevant protected
characteristic of B’s.


(2) For the purposes of subsection (1), a provision, criterion or practice is
discriminatory in relation to a relevant protected characteristic of B’s if—


(a) A applies, or would apply, it to persons with whom B does not share
the characteristic,


(b) it puts, or would put, persons with whom B shares the characteristic at
a particular disadvantage when compared with persons with whom B
does not share it,


(c) it puts, or would put, B at that disadvantage, and
(d) A cannot show it to be a proportionate means of achieving a legitimate


aim.


(3) The relevant protected characteristics are—
age;
disability;
gender reassignment;
marriage and civil partnership;
race;
religion or belief;
sex;
sexual orientation.


Adjustments for disabled persons


20 Duty to make adjustments


(1) Where this Act imposes a duty to make reasonable adjustments on a person,
this section, sections 21 and 22 and the applicable Schedule apply; and for those
purposes, a person on whom the duty is imposed is referred to as A.


(2) The duty comprises the following three requirements.


(3) The first requirement is a requirement, where a provision, criterion or practice
of A’s puts a disabled person at a substantial disadvantage in relation to a
relevant matter in comparison with persons who are not disabled, to take such
steps as it is reasonable to have to take to avoid the disadvantage.


(4) The second requirement is a requirement, where a physical feature puts a
disabled person at a substantial disadvantage in relation to a relevant matter in
comparison with persons who are not disabled, to take such steps as it is
reasonable to have to take to avoid the disadvantage.


(5) The third requirement is a requirement, where a disabled person would, but
for the provision of an auxiliary aid, be put at a substantial disadvantage in
relation to a relevant matter in comparison with persons who are not disabled,
to take such steps as it is reasonable to have to take to provide the auxiliary aid.


(6) Where the first or third requirement relates to the provision of information, the
steps which it is reasonable for A to have to take include steps for ensuring that
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in the circumstances concerned the information is provided in an accessible
format.


(7) A person (A) who is subject to a duty to make reasonable adjustments is not
(subject to express provision to the contrary) entitled to require a disabled
person, in relation to whom A is required to comply with the duty, to pay to
any extent A’s costs of complying with the duty.


(8) A reference in section 21 or 22 or an applicable Schedule to the first, second or
third requirement is to be construed in accordance with this section.


(9) In relation to the second requirement, a reference in this section or an
applicable Schedule to avoiding a substantial disadvantage includes a
reference to—


(a) removing the physical feature in question,
(b) altering it, or
(c) providing a reasonable means of avoiding it.


(10) A reference in this section, section 21 or 22 or an applicable Schedule (apart
from paragraphs 2 to 4 of Schedule 4) to a physical feature is a reference to—


(a) a feature arising from the design or construction of a building,
(b) a feature of an approach to, exit from or access to a building,
(c) a fixture or fitting, or furniture, furnishings, materials, equipment or


other chattels, in or on premises, or
(d) any other physical element or quality.


(11) A reference in this section, section 21 or 22 or an applicable Schedule to an
auxiliary aid includes a reference to an auxiliary service.


(12) A reference in this section or an applicable Schedule to chattels is to be read, in
relation to Scotland, as a reference to moveable property.


(13) The applicable Schedule is, in relation to the Part of this Act specified in the
first column of the Table, the Schedule specified in the second column.


21 Failure to comply with duty


(1) A failure to comply with the first, second or third requirement is a failure to
comply with a duty to make reasonable adjustments.


(2) A discriminates against a disabled person if A fails to comply with that duty in
relation to that person.


Part of this Act Applicable Schedule


Part 3 (services and public functions) Schedule 2


Part 4 (premises) Schedule 4


Part 5 (work) Schedule 8


Part 6 (education) Schedule 13


Part 7 (associations) Schedule 15


Each of the Parts mentioned above Schedule 21
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(3) A provision of an applicable Schedule which imposes a duty to comply with
the first, second or third requirement applies only for the purpose of
establishing whether A has contravened this Act by virtue of subsection (2); a
failure to comply is, accordingly, not actionable by virtue of another provision
of this Act or otherwise.


22 Regulations


(1) Regulations may prescribe—
(a) matters to be taken into account in deciding whether it is reasonable for


A to take a step for the purposes of a prescribed provision of an
applicable Schedule;


(b) descriptions of persons to whom the first, second or third requirement
does not apply.


(2) Regulations may make provision as to—
(a) circumstances in which it is, or in which it is not, reasonable for a


person of a prescribed description to have to take steps of a prescribed
description;


(b) what is, or what is not, a provision, criterion or practice;
(c) things which are, or which are not, to be treated as physical features;
(d) things which are, or which are not, to be treated as alterations of


physical features;
(e) things which are, or which are not, to be treated as auxiliary aids.


(3) Provision made by virtue of this section may amend an applicable Schedule.


Discrimination: supplementary


23 Comparison by reference to circumstances


(1) On a comparison of cases for the purposes of section 13, 14, or 19 there must be
no material difference between the circumstances relating to each case.


(2) The circumstances relating to a case include a person’s abilities if—
(a) on a comparison for the purposes of section 13, the protected


characteristic is disability;
(b) on a comparison for the purposes of section 14, one of the protected


characteristics in the combination is disability.


(3) If the protected characteristic is sexual orientation, the fact that one person
(whether or not the person referred to as B) is a civil partner while another is
married is not a material difference between the circumstances relating to each
case.


24 Irrelevance of alleged discriminator’s characteristics


(1) For the purpose of establishing a contravention of this Act by virtue of section
13(1), it does not matter whether A has the protected characteristic.


(2) For the purpose of establishing a contravention of this Act by virtue of section
14(1), it does not matter—


(a) whether A has one of the protected characteristics in the combination;
(b) whether A has both.
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25 References to particular strands of discrimination


(1) Age discrimination is—
(a) discrimination within section 13 because of age;
(b) discrimination within section 19 where the relevant protected


characteristic is age.


(2) Disability discrimination is—
(a) discrimination within section 13 because of disability;
(b) discrimination within section 15;
(c) discrimination within section 19 where the relevant protected


characteristic is disability;
(d) discrimination within section 21.


(3) Gender reassignment discrimination is—
(a) discrimination within section 13 because of gender reassignment;
(b) discrimination within section 16;
(c) discrimination within section 19 where the relevant protected


characteristic is gender reassignment.


(4) Marriage and civil partnership discrimination is—
(a) discrimination within section 13 because of marriage and civil


partnership;
(b) discrimination within section 19 where the relevant protected


characteristic is marriage and civil partnership.


(5) Pregnancy and maternity discrimination is discrimination within section 17 or
18.


(6) Race discrimination is—
(a) discrimination within section 13 because of race;
(b) discrimination within section 19 where the relevant protected


characteristic is race.


(7) Religious or belief-related discrimination is—
(a) discrimination within section 13 because of religion or belief;
(b) discrimination within section 19 where the relevant protected


characteristic is religion or belief.


(8) Sex discrimination is—
(a) discrimination within section 13 because of sex;
(b) discrimination within section 19 where the relevant protected


characteristic is sex.


(9) Sexual orientation discrimination is—
(a) discrimination within section 13 because of sexual orientation;
(b) discrimination within section 19 where the relevant protected


characteristic is sexual orientation.


Other prohibited conduct


26 Harassment


(1) A person (A) harasses another (B) if—
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(a) A engages in unwanted conduct related to a relevant protected
characteristic, and


(b) the conduct has the purpose or effect of—
(i) violating B’s dignity, or


(ii) creating an intimidating, hostile, degrading, humiliating or
offensive environment for B.


(2) A also harasses B if—
(a) A engages in unwanted conduct of a sexual nature, and
(b) the conduct has the purpose or effect referred to in subsection (1)(b).


(3) A also harasses B if—
(a) A or another person engages in unwanted conduct of a sexual nature or


that is related to gender reassignment or sex,
(b) the conduct has the purpose or effect referred to in subsection (1)(b),


and
(c) because of B’s rejection of or submission to the conduct, A treats B less


favourably than A would treat B if B had not rejected or submitted to
the conduct.


(4) In deciding whether conduct has the effect referred to in subsection (1)(b), each
of the following must be taken into account—


(a) the perception of B;
(b) the other circumstances of the case;
(c) whether it is reasonable for the conduct to have that effect.


(5) The relevant protected characteristics are—
age;
disability;
gender reassignment;
race;
religion or belief;
sex;
sexual orientation.


27 Victimisation


(1) A person (A) victimises another person (B) if A subjects B to a detriment
because—


(a) B does a protected act, or
(b) A believes that B has done, or may do, a protected act.


(2) Each of the following is a protected act—
(a) bringing proceedings under this Act;
(b) giving evidence or information in connection with proceedings under


this Act;
(c) doing any other thing for the purposes of or in connection with this Act;
(d) making an allegation (whether or not express) that A or another person


has contravened this Act.


(3) Giving false evidence or information, or making a false allegation, is not a
protected act if the evidence or information is given, or the allegation is made,
in bad faith.
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(4) This section applies only where the person subjected to a detriment is an
individual.


(5) The reference to contravening this Act includes a reference to committing a
breach of an equality clause or rule.


PART 3


SERVICES AND PUBLIC FUNCTIONS


Preliminary


28 Application of this Part


(1) This Part does not apply to the protected characteristic of— 
(a) age, so far as relating to persons who have not attained the age of 18;
(b) marriage and civil partnership.


(2) This Part does not apply to discrimination, harassment or victimisation—
(a) that is prohibited by Part 4 (premises), 5 (work) or 6 (education), or
(b) that would be so prohibited but for an express exception.


(3) This Part does not apply to—
(a) a breach of an equality clause or rule;
(b) anything that would be a breach of an equality clause or rule but for


section 69 or Part 2 of Schedule 7;
(c) a breach of a non-discrimination rule.


Provision of services, etc.


29 Provision of services, etc.


(1) A person (a “service-provider”) concerned with the provision of a service to the
public or a section of the public (for payment or not) must not discriminate
against a person requiring the service by not providing the person with the
service.


(2) A service-provider (A) must not, in providing the service, discriminate against
a person (B)—


(a) as to the terms on which A provides the service to B;
(b) by terminating the provision of the service to B;
(c) by subjecting B to any other detriment.


(3) A service-provider must not, in relation to the provision of the service,
harass—


(a) a person requiring the service, or
(b) a person to whom the service-provider provides the service.


(4) A service-provider must not victimise a person requiring the service by not
providing the person with the service.


(5) A service-provider (A) must not, in providing the service, victimise a person
(B)—


(a) as to the terms on which A provides the service to B;
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(b) by terminating the provision of the service to B;
(c) by subjecting B to any other detriment.


(6) A person must not, in the exercise of a public function that is not the provision
of a service to the public or a section of the public, do anything that constitutes
discrimination, harassment or victimisation.


(7) A duty to make reasonable adjustments applies to—
(a) a service-provider (and see also section 55(7));
(b) a person who exercises a public function that is not the provision of a


service to the public or a section of the public.


(8) In the application of section 26 for the purposes of subsection (3), and
subsection (6) as it relates to harassment, neither of the following is a relevant
protected characteristic—


(a) religion or belief;
(b) sexual orientation.


(9) In the application of this section, so far as relating to race or religion or belief,
to the granting of entry clearance (within the meaning of the Immigration Act
1971), it does not matter whether an act is done within or outside the United
Kingdom.


(10) Subsection (9) does not affect the application of any other provision of this Act
to conduct outside England and Wales or Scotland.


Supplementary


30 Ships and hovercraft


(1) This Part (subject to subsection (2)) applies only in such circumstances as are
prescribed in relation to—


(a) transporting people by ship or hovercraft;
(b) a service provided on a ship or hovercraft.


(2) Section 29(6) applies in relation to the matters referred to in paragraphs (a) and
(b) of subsection (1); but in so far as it relates to disability discrimination,
section 29(6) applies to those matters only in such circumstances as are
prescribed.


(3) It does not matter whether the ship or hovercraft is within or outside the
United Kingdom.


(4) “Ship” has the same meaning as in the Merchant Shipping Act 1995.


(5) “Hovercraft” has the same meaning as in the Hovercraft Act 1968.


(6) Nothing in this section affects the application of any other provision of this Act
to conduct outside England and Wales or Scotland.


31 Interpretation and exceptions


(1) This section applies for the purposes of this Part.


(2) A reference to the provision of a service includes a reference to the provision of
goods or facilities.
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(3) A reference to the provision of a service includes a reference to the provision of
a service in the exercise of a public function.


(4) A public function is a function that is a function of a public nature for the
purposes of the Human Rights Act 1998.


(5) Where an employer arranges for another person to provide a service only to the
employer’s employees—


(a) the employer is not to be regarded as the service-provider, but
(b) the employees are to be regarded as a section of the public.


(6) A reference to a person requiring a service includes a reference to a person who
is seeking to obtain or use the service.


(7) A reference to a service-provider not providing a person with a service
includes a reference to—


(a) the service-provider not providing the person with a service of the
quality that the service-provider usually provides to the public (or the
section of it which includes the person), or


(b) the service-provider not providing the person with the service in the
manner in which, or on the terms on which, the service-provider
usually provides the service to the public (or the section of it which
includes the person).


(8) In relation to the provision of a service by either House of Parliament, the
service-provider is the Corporate Officer of the House concerned; and if the
service involves access to, or use of, a place in the Palace of Westminster which
members of the public are allowed to enter, both Corporate Officers are jointly
the service-provider.


(9) Schedule 2 (reasonable adjustments) has effect.


(10) Schedule 3 (exceptions) has effect. 


PART 4


PREMISES


Preliminary


32 Application of this Part


(1) This Part does not apply to the following protected characteristics—
(a) age;
(b) marriage and civil partnership.


(2) This Part does not apply to discrimination, harassment or victimisation—
(a) that is prohibited by Part 5 (work) or Part 6 (education), or
(b) that would be so prohibited but for an express exception.


(3) This Part does not apply to the provision of accommodation if the provision—
(a) is generally for the purpose of short stays by individuals who live


elsewhere, or
(b) is for the purpose only of exercising a public function or providing a


service to the public or a section of the public.
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(4) The reference to the exercise of a public function, and the reference to the
provision of a service, are to be construed in accordance with Part 3.


(5) This Part does not apply to—
(a) a breach of an equality clause or rule;
(b) anything that would be a breach of an equality clause or rule but for


section 69 or Part 2 of Schedule 7;
(c) a breach of a non-discrimination rule.


Disposal and management


33 Disposals, etc.


(1) A person (A) who has the right to dispose of premises must not discriminate
against another (B)—


(a) as to the terms on which A offers to dispose of the premises to B;
(b) by not disposing of the premises to B;
(c) in A’s treatment of B with respect to things done in relation to persons


seeking premises.


(2) Where an interest in a commonhold unit cannot be disposed of unless a
particular person is a party to the disposal, that person must not discriminate
against a person by not being a party to the disposal.


(3) A person who has the right to dispose of premises must not, in connection with
anything done in relation to their occupation or disposal, harass—


(a) a person who occupies them;
(b) a person who applies for them. 


(4) A person (A) who has the right to dispose of premises must not victimise
another (B)—


(a) as to the terms on which A offers to dispose of the premises to B;
(b) by not disposing of the premises to B;
(c) in A’s treatment of B with respect to things done in relation to persons


seeking premises.


(5) Where an interest in a commonhold unit cannot be disposed of unless a
particular person is a party to the disposal, that person must not victimise a
person by not being a party to the disposal.


(6) In the application of section 26 for the purposes of subsection (3), neither of the
following is a relevant protected characteristic—


(a) religion or belief;
(b) sexual orientation.


34 Permission for disposal


(1) A person whose permission is required for the disposal of premises must not
discriminate against another by not giving permission for the disposal of the
premises to the other.


(2) A person whose permission is required for the disposal of premises must not,
in relation to an application for permission to dispose of the premises, harass a
person—
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(a) who applies for permission to dispose of the premises, or
(b) to whom the disposal would be made if permission were given.


(3) A person whose permission is required for the disposal of premises must not
victimise another by not giving permission for the disposal of the premises to
the other.


(4) In the application of section 26 for the purposes of subsection (2), neither of the
following is a relevant protected characteristic—


(a) religion or belief;
(b) sexual orientation.


(5) This section does not apply to anything done in the exercise of a judicial
function.


35 Management


(1) A person (A) who manages premises must not discriminate against a person
(B) who occupies the premises—


(a) in the way in which A allows B, or by not allowing B, to make use of a
benefit or facility;


(b) by evicting B (or taking steps for the purpose of securing B’s eviction);
(c) by subjecting B to any other detriment.


(2) A person who manages premises must not, in relation to their management,
harass—


(a) a person who occupies them;
(b) a person who applies for them.


(3) A person (A) who manages premises must not victimise a person (B) who
occupies the premises—


(a) in the way in which A allows B, or by not allowing B, to make use of a
benefit or facility;


(b) by evicting B (or taking steps for the purpose of securing B’s eviction);
(c) by subjecting B to any other detriment.


(4) In the application of section 26 for the purposes of subsection (2), neither of the
following is a relevant protected characteristic—


(a) religion or belief;
(b) sexual orientation.


Reasonable adjustments


36 Leasehold and commonhold premises and common parts


(1) A duty to make reasonable adjustments applies to—
(a) a controller of let premises;
(b) a controller of premises to let;
(c) a commonhold association;
(d) a responsible person in relation to common parts.


(2) A controller of let premises is—
(a) a person by whom premises are let, or
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(b) a person who manages them.


(3) A controller of premises to let is—
(a) a person who has premises to let, or
(b) a person who manages them.


(4) The reference in subsection (1)(c) to a commonhold association is a reference to
the association in its capacity as the person who manages a commonhold unit.


(5) A responsible person in relation to common parts is—
(a) where the premises to which the common parts relate are let (and are


not part of commonhold land or in Scotland), a person by whom the
premises are let;


(b) where the premises to which the common parts relate are part of
commonhold land, the commonhold association.


(6) Common parts are—
(a) in relation to let premises (which are not part of commonhold land or


in Scotland), the structure and exterior of, and any common facilities
within or used in connection with, the building or part of a building
which includes the premises;


(b) in relation to commonhold land, every part of the commonhold which
is not for the time being a commonhold unit in accordance with the
commonhold community statement.


(7) A reference to letting includes a reference to sub-letting; and for the purposes
of subsection (1)(a) and (b), a reference to let premises includes premises
subject to a right to occupy.


(8) This section does not apply to premises of such description as may be
prescribed.


37 Adjustments to common parts in Scotland


(1) The Scottish Ministers may by regulations provide that a disabled person is
entitled to make relevant adjustments to common parts in relation to premises
in Scotland.


(2) The reference in subsection (1) to a disabled person is a reference to a disabled
person who—


(a) is a tenant of the premises,
(b) is an owner of the premises, or
(c) is otherwise entitled to occupy the premises,


and uses or intends to use the premises as the person’s only or main home.


(3) Before making regulations under subsection (1), the Scottish Ministers must
consult a Minister of the Crown.


(4) Regulations under subsection (1) may, in particular—
(a) prescribe things which are, or which are not, to be treated as relevant


adjustments;
(b) prescribe circumstances in which the consent of an owner of the


common parts is required before a disabled person may make an
adjustment;


(c) provide that the consent to adjustments is not to be withheld
unreasonably;
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(d) prescribe matters to be taken into account, or to be disregarded, in
deciding whether it is reasonable to consent to adjustments;


(e) prescribe circumstances in which consent to adjustments is to be taken
to be withheld;


(f) make provision about the imposition of conditions on consent to
adjustments;


(g) make provision as to circumstances in which the sheriff may make an
order authorising a disabled person to carry out adjustments;


(h) make provision about the responsibility for costs arising (directly or
indirectly) from an adjustment;


(i) make provision about the reinstatement of the common parts to the
condition they were in before an adjustment was made;


(j) make provision about the giving of notice to the owners of the common
parts and other persons;


(k) make provision about agreements between a disabled person and an
owner of the common parts;


(l) make provision about the registration of information in the Land
Register of Scotland or the recording of documents in the Register of
Sasines relating to an entitlement of a disabled person or an obligation
on an owner of the common parts;


(m) make provision about the effect of such registration or recording;
(n) make provision about who is to be treated as being, or as not being, a


person entitled to occupy premises otherwise than as tenant or owner.


(5) In this section—
“common parts” means, in relation to premises, the structure and exterior


of, and any common facilities within or used in connection with, the
building or part of a building which includes the premises but only in
so far as the structure, exterior and common facilities are not solely
owned by the owner of the premises;


“relevant adjustments” means, in relation to a disabled person, alterations
or additions which are likely to avoid a substantial disadvantage to
which the disabled person is put in using the common parts in
comparison with persons who are not disabled.


Supplementary


38 Interpretation and exceptions


(1) This section applies for the purposes of this Part.


(2) A reference to premises is a reference to the whole or part of the premises.


(3) A reference to disposing of premises includes, in the case of premises subject
to a tenancy, a reference to—


(a) assigning the premises,
(b) sub-letting them, or
(c) parting with possession of them.


(4) A reference to disposing of premises also includes a reference to granting a
right to occupy them.


(5) A reference to disposing of an interest in a commonhold unit includes a
reference to creating an interest in a commonhold unit.
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(6) A reference to a tenancy is to a tenancy created (whether before or after the
passing of this Act)—


(a) by a lease or sub-lease,
(b) by an agreement for a lease or sub-lease,
(c) by a tenancy agreement, or 
(d) in pursuance of an enactment,


and a reference to a tenant is to be construed accordingly.


(7) A reference to commonhold land, a commonhold association, a commonhold
community statement, a commonhold unit or a unit-holder is to be construed
in accordance with the Commonhold and Leasehold Reform Act 2002.


(8) Schedule 4 (reasonable adjustments) has effect.


(9) Schedule 5 (exceptions) has effect.


PART 5


WORK


CHAPTER 1


EMPLOYMENT, ETC.


Employees


39 Employees and applicants


(1) An employer (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding to whom to offer


employment;
(b) as to the terms on which A offers B employment;
(c) by not offering B employment.


(2) An employer (A) must not discriminate against an employee of A’s (B)—
(a) as to B’s terms of employment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by dismissing B;
(d) by subjecting B to any other detriment.


(3) An employer (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding to whom to offer


employment;
(b) as to the terms on which A offers B employment;
(c) by not offering B employment.


(4) An employer (A) must not victimise an employee of A’s (B)—
(a) as to B’s terms of employment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for any other
benefit, facility or service;
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(c) by dismissing B;
(d) by subjecting B to any other detriment.


(5) A duty to make reasonable adjustments applies to an employer.


(6) Subsection (1)(b), so far as relating to sex or pregnancy and maternity, does not
apply to a term that relates to pay— 


(a) unless, were B to accept the offer, an equality clause or rule would have
effect in relation to the term, or


(b) if paragraph (a) does not apply, except in so far as making an offer on
terms including that term amounts to a contravention of subsection
(1)(b) by virtue of section 13, 14 or 18.


(7) In subsections (2)(c) and (4)(c), the reference to dismissing B includes a
reference to the termination of B’s employment—


(a) by the expiry of a period (including a period expiring by reference to an
event or circumstance);


(b) by an act of B’s (including giving notice) in circumstances such that B is
entitled, because of A’s conduct, to terminate the employment without
notice.


(8) Subsection (7)(a) does not apply if, immediately after the termination, the
employment is renewed on the same terms.


40 Employees and applicants: harassment


(1) An employer (A) must not, in relation to employment by A, harass a person
(B)—


(a) who is an employee of A’s;
(b) who has applied to A for employment.


(2) The circumstances in which A is to be treated as harassing B under subsection
(1) include those where—


(a) a third party harasses B in the course of B’s employment, and
(b) A failed to take such steps as would have been reasonably practicable


to prevent the third party from doing so.


(3) Subsection (2) does not apply unless A knows that B has been harassed in the
course of B’s employment on at least two other occasions by a third party; and
it does not matter whether the third party is the same or a different person on
each occasion.


(4) A third party is a person other than—
(a) A, or
(b) an employee of A’s.


41 Contract workers


(1) A principal must not discriminate against a contract worker—
(a) as to the terms on which the principal allows the worker to do the work;
(b) by not allowing the worker to do, or to continue to do, the work;
(c) in the way the principal affords the worker access, or by not affording


the worker access, to opportunities for receiving a benefit, facility or
service;


(d) by subjecting the worker to any other detriment.
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(2) A principal must not, in relation to contract work, harass a contract worker.


(3) A principal must not victimise a contract worker—
(a) as to the terms on which the principal allows the worker to do the work;
(b) by not allowing the worker to do, or to continue to do, the work;
(c) in the way the principal affords the worker access, or by not affording


the worker access, to opportunities for receiving a benefit, facility or
service;


(d) by subjecting the worker to any other detriment.


(4) A duty to make reasonable adjustments applies to a principal (as well as to the
employer of a contract worker).


(5) A “principal” is a person who makes work available for an individual who is—
(a) employed by another person, and
(b) supplied by that other person in furtherance of a contract to which the


principal is a party (whether or not that other person is a party to it).


(6) “Contract work” is work such as is mentioned in subsection (5).


(7) A “contract worker” is an individual supplied to a principal in furtherance of a
contract such as is mentioned in subsection (5)(b).


Police officers


42 Identity of employer


(1) For the purposes of this Part, holding the office of constable is to be treated as
employment—


(a) by the chief officer, in respect of any act done by the chief officer in
relation to a constable or appointment to the office of constable;


(b) by the responsible authority, in respect of any act done by the authority
in relation to a constable or appointment to the office of constable.


(2) For the purposes of this Part, holding an appointment as a police cadet is to be
treated as employment—


(a) by the chief officer, in respect of any act done by the chief officer in
relation to a police cadet or appointment as one;


(b) by the responsible authority, in respect of any act done by the authority
in relation to a police cadet or appointment as one.


(3) Subsection (1) does not apply to service with the Civil Nuclear Constabulary
(as to which, see section 55(2) of the Energy Act 2004).


(4) Subsection (1) does not apply to a constable at SOCA, SPSA or SCDEA.


(5) A constable at SOCA or SPSA is to be treated as employed by it, in respect of
any act done by it in relation to the constable.


(6) A constable at SCDEA is to be treated as employed by the Director General of
SCDEA, in respect of any act done by the Director General in relation to the
constable.


43 Interpretation


(1) This section applies for the purposes of section 42.
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(2) “Chief officer” means—
(a) in relation to an appointment under a relevant Act, the chief officer of


police for the police force to which the appointment relates;
(b) in relation to any other appointment, the person under whose direction


and control the body of constables or other persons to which the
appointment relates is;


(c) in relation to a constable or other person under the direction and
control of a chief officer of police, that chief officer of police;


(d) in relation to any other constable or any other person, the person under
whose direction and control the constable or other person is.


(3) “Responsible authority” means—
(a) in relation to an appointment under a relevant Act, the police authority


that maintains the police force to which the appointment relates;
(b) in relation to any other appointment, the person by whom a person


would (if appointed) be paid;
(c) in relation to a constable or other person under the direction and


control of a chief officer of police, the police authority that maintains
the police force for which that chief officer is the chief officer of police;


(d) in relation to any other constable or any other person, the person by
whom the constable or other person is paid.


(4) “Police cadet” means a person appointed to undergo training with a view to
becoming a constable.


(5) “SOCA” means the Serious Organised Crime Agency; and a reference to a
constable at SOCA is a reference to a constable seconded to it to serve as a
member of its staff.


(6) “SPSA” means the Scottish Police Services Authority; and a reference to a
constable at SPSA is a reference to a constable—


(a) seconded to it to serve as a member of its staff, and
(b) not at SCDEA.


(7) “SCDEA” means the Scottish Crime and Drugs Enforcement Agency; and a
reference to a constable at SCDEA is a reference to a constable who is a police
member of it by virtue of paragraph 7(2)(a) or (b) of Schedule 2 to the Police,
Public Order and Criminal Justice (Scotland) Act 2006 (asp 10) (secondment).


(8) For the purposes of this section, the relevant Acts are—
(a) the Metropolitan Police Act 1829;
(b) the City of London Police Act 1839;
(c) the Police (Scotland) Act 1967;
(d) the Police Act 1996.


(9) A reference in subsection (2) or (3) to a chief officer of police includes, in
relation to Scotland, a reference to a chief constable.


Partners


44 Partnerships


(1) A firm or proposed firm must not discriminate against a person—
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(a) in the arrangements it makes for deciding to whom to offer a position
as a partner;


(b) as to the terms on which it offers the person a position as a partner;
(c) by not offering the person a position as a partner.


(2) A firm (A) must not discriminate against a partner (B)—
(a) as to the terms on which B is a partner;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by expelling B;
(d) by subjecting B to any other detriment.


(3) A firm must not, in relation to a position as a partner, harass—
(a) a partner;
(b) a person who has applied for the position.


(4) A proposed firm must not, in relation to a position as a partner, harass a person
who has applied for the position.


(5) A firm or proposed firm must not victimise a person—
(a) in the arrangements it makes for deciding to whom to offer a position


as a partner;
(b) as to the terms on which it offers the person a position as a partner;
(c) by not offering the person a position as a partner.


(6) A firm (A) must not victimise a partner (B)—
(a) as to the terms on which B is a partner;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by expelling B;
(d) by subjecting B to any other detriment.


(7) A duty to make reasonable adjustments applies to—
(a) a firm;
(b) a proposed firm.


(8) In the application of this section to a limited partnership within the meaning of
the Limited Partnerships Act 1907, “partner” means a general partner within
the meaning of that Act.


45 Limited liability partnerships


(1) An LLP or proposed LLP must not discriminate against a person—
(a) in the arrangements it makes for deciding to whom to offer a position


as a member;
(b) as to the terms on which it offers the person a position as a member;
(c) by not offering the person a position as a member.


(2) An LLP (A) must not discriminate against a member (B)—
(a) as to the terms on which B is a member;







Equality Act 2010 (c. 15)
Part 5 — Work
Chapter 1 — Employment, etc.


27


(b) in the way A affords B access, or by not affording B access, to
opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by expelling B;
(d) by subjecting B to any other detriment.


(3) An LLP must not, in relation to a position as a member, harass—
(a) a member;
(b) a person who has applied for the position.


(4) A proposed LLP must not, in relation to a position as a member, harass a
person who has applied for the position.


(5) An LLP or proposed LLP must not victimise a person—
(a) in the arrangements it makes for deciding to whom to offer a position


as a member;
(b) as to the terms on which it offers the person a position as a member;
(c) by not offering the person a position as a member.


(6) An LLP (A) must not victimise a member (B)—
(a) as to the terms on which B is a member;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by expelling B;
(d) by subjecting B to any other detriment.


(7) A duty to make reasonable adjustments applies to—
(a) an LLP;
(b) a proposed LLP.


46 Interpretation


(1) This section applies for the purposes of sections 44 and 45.


(2) “Partnership” and “firm” have the same meaning as in the Partnership Act
1890.


(3) “Proposed firm” means persons proposing to form themselves into a
partnership.


(4) “LLP” means a limited liability partnership (within the meaning of the Limited
Liability Partnerships Act 2000).


(5) “Proposed LLP” means persons proposing to incorporate an LLP with
themselves as members.


(6) A reference to expelling a partner of a firm or a member of an LLP includes a
reference to the termination of the person’s position as such—


(a) by the expiry of a period (including a period expiring by reference to an
event or circumstance);


(b) by an act of the person (including giving notice) in circumstances such
that the person is entitled, because of the conduct of other partners or
members, to terminate the position without notice;


(c) (in the case of a partner of a firm) as a result of the dissolution of the
partnership.
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(7) Subsection (6)(a) and (c) does not apply if, immediately after the termination,
the position is renewed on the same terms.


The Bar


47 Barristers


(1) A barrister (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding to whom to offer a pupillage


or tenancy;
(b) as to the terms on which A offers B a pupillage or tenancy;
(c) by not offering B a pupillage or tenancy.


(2) A barrister (A) must not discriminate against a person (B) who is a pupil or
tenant—


(a) as to the terms on which B is a pupil or tenant;
(b) in the way A affords B access, or by not affording B access, to


opportunities for training or gaining experience or for receiving any
other benefit, facility or service;


(c) by terminating the pupillage;
(d) by subjecting B to pressure to leave chambers;
(e) by subjecting B to any other detriment.


(3) A barrister must not, in relation to a pupillage or tenancy, harass—
(a) the pupil or tenant;
(b) a person who has applied for the pupillage or tenancy.


(4) A barrister (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding to whom to offer a pupillage


or tenancy;
(b) as to the terms on which A offers B a pupillage or tenancy;
(c) by not offering B a pupillage or tenancy.


(5) A barrister (A) must not victimise a person (B) who is a pupil or tenant—
(a) as to the terms on which B is a pupil or tenant;
(b) in the way A affords B access, or by not affording B access, to


opportunities for training or gaining experience or for receiving any
other benefit, facility or service;


(c) by terminating the pupillage;
(d) by subjecting B to pressure to leave chambers;
(e) by subjecting B to any other detriment.


(6) A person must not, in relation to instructing a barrister—
(a) discriminate against a barrister by subjecting the barrister to a


detriment;
(b) harass the barrister;
(c) victimise the barrister.


(7) A duty to make reasonable adjustments applies to a barrister.


(8) The preceding provisions of this section (apart from subsection (6)) apply in
relation to a barrister’s clerk as they apply in relation to a barrister; and for that
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purpose the reference to a barrister’s clerk includes a reference to a person who
carries out the functions of a barrister’s clerk.


(9) A reference to a tenant includes a reference to a barrister who is permitted to
work in chambers (including as a squatter or door tenant); and a reference to a
tenancy is to be construed accordingly.


48 Advocates


(1) An advocate (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding who to take as A’s devil or


to whom to offer membership of a stable;
(b) as to the terms on which A offers to take B as A’s devil or offers B


membership of a stable;
(c) by not offering to take B as A’s devil or not offering B membership of a


stable.


(2) An advocate (A) must not discriminate against a person (B) who is a devil or a
member of a stable—


(a) as to the terms on which B is a devil or a member of the stable;
(b) in the way A affords B access, or by not affording B access, to


opportunities for training or gaining experience or for receiving any
other benefit, facility or service;


(c) by terminating A’s relationship with B (where B is a devil);
(d) by subjecting B to pressure to leave the stable;
(e) by subjecting B to any other detriment.


(3) An advocate must not, in relation to a relationship with a devil or membership
of a stable, harass—


(a) a devil or member;
(b) a person who has applied to be taken as the advocate’s devil or to


become a member of the stable.


(4) An advocate (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding who to take as A’s devil or


to whom to offer membership of a stable;
(b) as to the terms on which A offers to take B as A’s devil or offers B


membership of a stable;
(c) by not offering to take B as A’s devil or not offering B membership of a


stable.


(5) An advocate (A) must not victimise a person (B) who is a devil or a member of
a stable—


(a) as to the terms on which B is a devil or a member of the stable;
(b) in the way A affords B access, or by not affording B access, to


opportunities for training or gaining experience or for receiving any
other benefit, facility or service;


(c) by terminating A’s relationship with B (where B is a devil);
(d) by subjecting B to pressure to leave the stable;
(e) by subjecting B to any other detriment.


(6) A person must not, in relation to instructing an advocate—
(a) discriminate against the advocate by subjecting the advocate to a


detriment;
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(b) harass the advocate;
(c) victimise the advocate.


(7) A duty to make reasonable adjustments applies to an advocate.


(8) This section (apart from subsection (6)) applies in relation to an advocate’s
clerk as it applies in relation to an advocate; and for that purpose the reference
to an advocate’s clerk includes a reference to a person who carries out the
functions of an advocate’s clerk.


(9) “Advocate” means a practising member of the Faculty of Advocates.


Office-holders


49 Personal offices: appointments, etc.


(1) This section applies in relation to personal offices.


(2) A personal office is an office or post—
(a) to which a person is appointed to discharge a function personally


under the direction of another person, and
(b) in respect of which an appointed person is entitled to remuneration.


(3) A person (A) who has the power to make an appointment to a personal office
must not discriminate against a person (B)—


(a) in the arrangements A makes for deciding to whom to offer the
appointment;


(b) as to the terms on which A offers B the appointment;
(c) by not offering B the appointment.


(4) A person who has the power to make an appointment to a personal office must
not, in relation to the office, harass a person seeking, or being considered for,
the appointment.


(5) A person (A) who has the power to make an appointment to a personal office
must not victimise a person (B)—


(a) in the arrangements A makes for deciding to whom to offer the
appointment;


(b) as to the terms on which A offers B the appointment;
(c) by not offering B the appointment.


(6) A person (A) who is a relevant person in relation to a personal office must not
discriminate against a person (B) appointed to the office—


(a) as to the terms of B’s appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by terminating B’s appointment;
(d) by subjecting B to any other detriment.


(7) A relevant person in relation to a personal office must not, in relation to that
office, harass a person appointed to it.


(8) A person (A) who is a relevant person in relation to a personal office must not
victimise a person (B) appointed to the office—







Equality Act 2010 (c. 15)
Part 5 — Work
Chapter 1 — Employment, etc.


31


(a) as to the terms of B’s appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by terminating B’s appointment;
(d) by subjecting B to any other detriment.


(9) A duty to make reasonable adjustments applies to—
(a) a person who has the power to make an appointment to a personal


office;
(b) a relevant person in relation to a personal office.


(10) For the purposes of subsection (2)(a), a person is to be regarded as discharging
functions personally under the direction of another person if that other person
is entitled to direct the person as to when and where to discharge the functions.


(11) For the purposes of subsection (2)(b), a person is not to be regarded as entitled
to remuneration merely because the person is entitled to payments—


(a) in respect of expenses incurred by the person in discharging the
functions of the office or post, or


(b) by way of compensation for the loss of income or benefits the person
would or might have received had the person not been discharging the
functions of the office or post.


(12) Subsection (3)(b), so far as relating to sex or pregnancy and maternity, does not
apply to a term that relates to pay—


(a) unless, were B to accept the offer, an equality clause or rule would have
effect in relation to the term, or


(b) if paragraph (a) does not apply, except in so far as making an offer on
terms including that term amounts to a contravention of subsection
(3)(b) by virtue of section 13, 14 or 18.


50 Public offices: appointments, etc.


(1) This section and section 51 apply in relation to public offices.


(2) A public office is—
(a) an office or post, appointment to which is made by a member of the


executive;
(b) an office or post, appointment to which is made on the


recommendation of, or subject to the approval of, a member of the
executive;


(c) an office or post, appointment to which is made on the
recommendation of, or subject to the approval of, the House of
Commons, the House of Lords, the National Assembly for Wales or the
Scottish Parliament.


(3) A person (A) who has the power to make an appointment to a public office
within subsection (2)(a) or (b) must not discriminate against a person (B)—


(a) in the arrangements A makes for deciding to whom to offer the
appointment;


(b) as to the terms on which A offers B the appointment;
(c) by not offering B the appointment.
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(4) A person who has the power to make an appointment to a public office within
subsection (2)(a) or (b) must not, in relation to the office, harass a person
seeking, or being considered for, the appointment.


(5) A person (A) who has the power to make an appointment to a public office
within subsection (2)(a) or (b) must not victimise a person (B)—


(a) in the arrangements A makes for deciding to whom to offer the
appointment;


(b) as to the terms on which A offers B the appointment;
(c) by not offering B the appointment.


(6) A person (A) who is a relevant person in relation to a public office within
subsection (2)(a) or (b) must not discriminate against a person (B) appointed to
the office—


(a) as to B’s terms of appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by terminating the appointment;
(d) by subjecting B to any other detriment.


(7) A person (A) who is a relevant person in relation to a public office within
subsection (2)(c) must not discriminate against a person (B) appointed to the
office—


(a) as to B’s terms of appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by subjecting B to any other detriment (other than by terminating the
appointment).


(8) A relevant person in relation to a public office must not, in relation to that
office, harass a person appointed to it.


(9) A person (A) who is a relevant person in relation to a public office within
subsection (2)(a) or (b) must not victimise a person (B) appointed to the office—


(a) as to B’s terms of appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by terminating the appointment;
(d) by subjecting B to any other detriment.


(10) A person (A) who is a relevant person in relation to a public office within
subsection (2)(c) must not victimise a person (B) appointed to the office—


(a) as to B’s terms of appointment;
(b) in the way A affords B access, or by not affording B access, to


opportunities for promotion, transfer or training or for receiving any
other benefit, facility or service;


(c) by subjecting B to any other detriment (other than by terminating the
appointment).


(11) A duty to make reasonable adjustments applies to—
(a) a relevant person in relation to a public office;
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(b) a person who has the power to make an appointment to a public office
within subsection (2)(a) or (b).


(12) Subsection (3)(b), so far as relating to sex or pregnancy and maternity, does not
apply to a term that relates to pay— 


(a) unless, were B to accept the offer, an equality clause or rule would have
effect in relation to the term, or


(b) if paragraph (a) does not apply, except in so far as making an offer on
terms including that term amounts to a contravention of subsection
(3)(b) by virtue of section 13, 14 or 18.


51 Public offices: recommendations for appointments, etc.


(1) A person (A) who has the power to make a recommendation for or give
approval to an appointment to a public office within section 50(2)(a) or (b),
must not discriminate against a person (B)—


(a) in the arrangements A makes for deciding who to recommend for
appointment or to whose appointment to give approval;


(b) by not recommending B for appointment to the office;
(c) by making a negative recommendation of B for appointment to the


office;
(d) by not giving approval to the appointment of B to the office.


(2) A person who has the power to make a recommendation for or give approval
to an appointment to a public office within section 50(2)(a) or (b) must not, in
relation to the office, harass a person seeking or being considered for the
recommendation or approval.


(3) A person (A) who has the power to make a recommendation for or give
approval to an appointment to a public office within section 50(2)(a) or (b),
must not victimise a person (B)—


(a) in the arrangements A makes for deciding who to recommend for
appointment or to whose appointment to give approval;


(b) by not recommending B for appointment to the office;
(c) by making a negative recommendation of B for appointment to the


office;
(d) by not giving approval to the appointment of B to the office.


(4) A duty to make reasonable adjustments applies to a person who has the power
to make a recommendation for or give approval to an appointment to a public
office within section 50(2)(a) or (b).


(5) A reference in this section to a person who has the power to make a
recommendation for or give approval to an appointment to a public office
within section 50(2)(a) is a reference only to a relevant body which has that
power; and for that purpose “relevant body” means a body established—


(a) by or in pursuance of an enactment, or
(b) by a member of the executive.


52 Interpretation and exceptions


(1) This section applies for the purposes of sections 49 to 51.


(2) “Personal office” has the meaning given in section 49.
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(3) “Public office” has the meaning given in section 50.


(4) An office or post which is both a personal office and a public office is to be
treated as being a public office only.


(5) Appointment to an office or post does not include election to it.


(6) “Relevant person”, in relation to an office, means the person who, in relation to
a matter specified in the first column of the table, is specified in the second
column (but a reference to a relevant person does not in any case include the
House of Commons, the House of Lords, the National Assembly for Wales or
the Scottish Parliament).


(7) A reference to terminating a person’s appointment includes a reference to
termination of the appointment—


(a) by the expiry of a period (including a period expiring by reference to an
event or circumstance);


(b) by an act of the person (including giving notice) in circumstances such
that the person is entitled, because of the relevant person’s conduct, to
terminate the appointment without notice.


(8) Subsection (7)(a) does not apply if, immediately after the termination, the
appointment is renewed on the same terms.


(9) Schedule 6 (excluded offices) has effect.


Qualifications


53 Qualifications bodies


(1) A qualifications body (A) must not discriminate against a person (B)—


Matter Relevant person


A term of appointment The person who has the power to set
the term.


Access to an opportunity The person who has the power to
afford access to the opportunity (or, if
there is no such person, the person who
has the power to make the
appointment).


Terminating an appointment The person who has the power to
terminate the appointment.


Subjecting an appointee to any
other detriment


The person who has the power in
relation to the matter to which the
conduct in question relates (or, if there
is no such person, the person who has
the power to make the appointment).


Harassing an appointee The person who has the power in
relation to the matter to which the
conduct in question relates.
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(a) in the arrangements A makes for deciding upon whom to confer a
relevant qualification;


(b) as to the terms on which it is prepared to confer a relevant qualification
on B;


(c) by not conferring a relevant qualification on B.


(2) A qualifications body (A) must not discriminate against a person (B) upon
whom A has conferred a relevant qualification—


(a) by withdrawing the qualification from B;
(b) by varying the terms on which B holds the qualification;
(c) by subjecting B to any other detriment.


(3) A qualifications body must not, in relation to conferment by it of a relevant
qualification, harass—


(a) a person who holds the qualification, or
(b) a person who applies for it.


(4) A qualifications body (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding upon whom to confer a


relevant qualification;
(b) as to the terms on which it is prepared to confer a relevant qualification


on B;
(c) by not conferring a relevant qualification on B.


(5) A qualifications body (A) must not victimise a person (B) upon whom A has
conferred a relevant qualification—


(a) by withdrawing the qualification from B;
(b) by varying the terms on which B holds the qualification;
(c) by subjecting B to any other detriment.


(6) A duty to make reasonable adjustments applies to a qualifications body.


(7) The application by a qualifications body of a competence standard to a
disabled person is not disability discrimination unless it is discrimination by
virtue of section 19.


54 Interpretation


(1) This section applies for the purposes of section 53.


(2) A qualifications body is an authority or body which can confer a relevant
qualification.


(3) A relevant qualification is an authorisation, qualification, recognition,
registration, enrolment, approval or certification which is needed for, or
facilitates engagement in, a particular trade or profession.


(4) An authority or body is not a qualifications body in so far as—
(a) it can confer a qualification to which section 96 applies, 
(b) it is the responsible body of a school to which section 85 applies,
(c) it is the governing body of an institution to which section 91 applies,
(d) it exercises functions under the Education Acts, or
(e) it exercises functions under the Education (Scotland) Act 1980.
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(5) A reference to conferring a relevant qualification includes a reference to
renewing or extending the conferment of a relevant qualification.


(6) A competence standard is an academic, medical or other standard applied for
the purpose of determining whether or not a person has a particular level of
competence or ability.


Employment services


55 Employment service-providers


(1) A person (an “employment service-provider”) concerned with the provision of
an employment service must not discriminate against a person—


(a) in the arrangements the service-provider makes for selecting persons to
whom to provide, or to whom to offer to provide, the service;


(b) as to the terms on which the service-provider offers to provide the
service to the person;


(c) by not offering to provide the service to the person.


(2) An employment service-provider (A) must not, in relation to the provision of
an employment service, discriminate against a person (B)—


(a) as to the terms on which A provides the service to B;
(b) by not providing the service to B;
(c) by terminating the provision of the service to B;
(d) by subjecting B to any other detriment.


(3) An employment service-provider must not, in relation to the provision of an
employment service, harass—


(a) a person who asks the service-provider to provide the service;
(b) a person for whom the service-provider provides the service.


(4) An employment service-provider (A) must not victimise a person (B)—
(a) in the arrangements A makes for selecting persons to whom to provide,


or to whom to offer to provide, the service;
(b) as to the terms on which A offers to provide the service to B;
(c) by not offering to provide the service to B.


(5) An employment service-provider (A) must not, in relation to the provision of
an employment service, victimise a person (B)—


(a) as to the terms on which A provides the service to B;
(b) by not providing the service to B;
(c) by terminating the provision of the service to B;
(d) by subjecting B to any other detriment.


(6) A duty to make reasonable adjustments applies to an employment service-
provider, except in relation to the provision of a vocational service.


(7) The duty imposed by section 29(7)(a) applies to a person concerned with the
provision of a vocational service; but a failure to comply with that duty in
relation to the provision of a vocational service is a contravention of this Part
for the purposes of Part 9 (enforcement).
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56 Interpretation


(1) This section applies for the purposes of section 55.


(2) The provision of an employment service includes—
(a) the provision of vocational training;
(b) the provision of vocational guidance;
(c) making arrangements for the provision of vocational training or


vocational guidance;
(d) the provision of a service for finding employment for persons;
(e) the provision of a service for supplying employers with persons to do


work;
(f) the provision of a service in pursuance of arrangements made under


section 2 of the Employment and Training Act 1973 (functions of the
Secretary of State relating to employment);


(g) the provision of a service in pursuance of arrangements made or a
direction given under section 10 of that Act (careers services);


(h) the exercise of a function in pursuance of arrangements made under
section 2(3) of the Enterprise and New Towns (Scotland) Act 1990
(functions of Scottish Enterprise, etc. relating to employment);


(i) an assessment related to the conferment of a relevant qualification
within the meaning of section 53 above (except in so far as the
assessment is by the qualifications body which confers the
qualification).


(3) This section does not apply in relation to training or guidance in so far as it is
training or guidance in relation to which another provision of this Part applies.


(4) This section does not apply in relation to training or guidance for pupils of a
school to which section 85 applies in so far as it is training or guidance to which
the responsible body of the school has power to afford access (whether as the
responsible body of that school or as the responsible body of any other school
at which the training or guidance is provided).


(5) This section does not apply in relation to training or guidance for students of
an institution to which section 91 applies in so far as it is training or guidance
to which the governing body of the institution has power to afford access.


(6) “Vocational training” means—
(a) training for employment, or
(b) work experience (including work experience the duration of which is


not agreed until after it begins).


(7) A reference to the provision of a vocational service is a reference to the
provision of an employment service within subsection (2)(a) to (d) (or an
employment service within subsection (2)(f) or (g) in so far as it is also an
employment service within subsection (2)(a) to (d)); and for that purpose—


(a) the references to an employment service within subsection (2)(a) do not
include a reference to vocational training within the meaning given by
subsection (6)(b), and


(b) the references to an employment service within subsection (2)(d) also
include a reference to a service for assisting persons to retain
employment.


(8) A reference to training includes a reference to facilities for training.
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Trade organisations


57 Trade organisations


(1) A trade organisation (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding to whom to offer


membership of the organisation;
(b) as to the terms on which it is prepared to admit B as a member;
(c) by not accepting B’s application for membership.


(2) A trade organisation (A) must not discriminate against a member (B)—
(a) in the way it affords B access, or by not affording B access, to


opportunities for receiving a benefit, facility or service;
(b) by depriving B of membership;
(c) by varying the terms on which B is a member;
(d) by subjecting B to any other detriment.


(3) A trade organisation must not, in relation to membership of it, harass—
(a) a member, or
(b) an applicant for membership.


(4) A trade organisation (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding to whom to offer


membership of the organisation;
(b) as to the terms on which it is prepared to admit B as a member;
(c) by not accepting B’s application for membership.


(5) A trade organisation (A) must not victimise a member (B)—
(a) in the way it affords B access, or by not affording B access, to


opportunities for receiving a benefit, facility or service;
(b) by depriving B of membership;
(c) by varying the terms on which B is a member;
(d) by subjecting B to any other detriment.


(6) A duty to make reasonable adjustments applies to a trade organisation.


(7) A trade organisation is—
(a) an organisation of workers,
(b) an organisation of employers, or
(c) any other organisation whose members carry on a particular trade or


profession for the purposes of which the organisation exists.


Local authority members


58 Official business of members


(1) A local authority must not discriminate against a member of the authority in
relation to the member’s carrying out of official business—


(a) in the way the authority affords the member access, or by not affording
the member access, to opportunities for training or for receiving any
other facility;


(b) by subjecting the member to any other detriment.
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(2) A local authority must not, in relation to a member’s carrying out of official
business, harass the member.


(3) A local authority must not victimise a member of the authority in relation to
the member’s carrying out of official business—


(a) in the way the authority affords the member access, or by not affording
the member access, to opportunities for training or for receiving any
other facility;


(b) by subjecting the member to any other detriment.


(4) A member of a local authority is not subjected to a detriment for the purposes
of subsection (1)(b) or (3)(b) only because the member is—


(a) not appointed or elected to an office of the authority,
(b) not appointed or elected to, or to an office of, a committee or sub-


committee of the authority, or
(c) not appointed or nominated in exercise of an appointment power of the


authority.


(5) In subsection (4)(c), an appointment power of a local authority is a power of the
authority, or of a group of bodies including the authority, to make—


(a) appointments to a body;
(b) nominations for appointment to a body.


(6) A duty to make reasonable adjustments applies to a local authority.


59 Interpretation


(1) This section applies for the purposes of section 58.


(2) “Local authority” means—
(a) a county council in England;
(b) a district council in England;
(c) the Greater London Authority;
(d) a London borough council;
(e) the Common Council of the City of London;
(f) the Council of the Isles of Scilly;
(g) a parish council in England;
(h) a county council in Wales;
(i) a community council in Wales;
(j) a county borough council in Wales;


(k) a council constituted under section 2 of the Local Government etc.
(Scotland) Act 1994;


(l) a community council in Scotland.


(3) A Minister of the Crown may by order amend subsection (2) so as to add, vary
or omit a reference to a body which exercises functions that have been
conferred on a local authority within paragraph (a) to (l).


(4) A reference to the carrying-out of official business by a person who is a
member of a local authority is a reference to the doing of anything by the
person—


(a) as a member of the authority,
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(b) as a member of a body to which the person is appointed by, or
appointed following nomination by, the authority or a group of bodies
including the authority, or


(c) as a member of any other public body.


(5) “Member”, in relation to the Greater London Authority, means—
(a) the Mayor of London;
(b) a member of the London Assembly.


Recruitment


60 Enquiries about disability and health


(1) A person (A) to whom an application for work is made must not ask about the
health of the applicant (B)—


(a) before offering work to B, or
(b) where A is not in a position to offer work to B, before including B in a


pool of applicants from whom A intends (when in a position to do so)
to select a person to whom to offer work.


(2) A contravention of subsection (1) (or a contravention of section 111 or 112 that
relates to a contravention of subsection (1)) is enforceable as an unlawful act
under Part 1 of the Equality Act 2006 (and, by virtue of section 120(8), is
enforceable only by the Commission under that Part).


(3) A does not contravene a relevant disability provision merely by asking about
B’s health; but A’s conduct in reliance on information given in response may
be a contravention of a relevant disability provision.


(4) Subsection (5) applies if B brings proceedings before an employment tribunal
on a complaint that A’s conduct in reliance on information given in response
to a question about B’s health is a contravention of a relevant disability
provision.


(5) In the application of section 136 to the proceedings, the particulars of the
complaint are to be treated for the purposes of subsection (2) of that section as
facts from which the tribunal could decide that A contravened the provision.


(6) This section does not apply to a question that A asks in so far as asking the
question is necessary for the purpose of—


(a) establishing whether B will be able to comply with a requirement to
undergo an assessment or establishing whether a duty to make
reasonable adjustments is or will be imposed on A in relation to B in
connection with a requirement to undergo an assessment,


(b) establishing whether B will be able to carry out a function that is
intrinsic to the work concerned,


(c) monitoring diversity in the range of persons applying to A for work,
(d) taking action to which section 158 would apply if references in that


section to persons who share (or do not share) a protected characteristic
were references to disabled persons (or persons who are not disabled)
and the reference to the characteristic were a reference to disability, or


(e) if A applies in relation to the work a requirement to have a particular
disability, establishing whether B has that disability.
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(7) In subsection (6)(b), where A reasonably believes that a duty to make
reasonable adjustments would be imposed on A in relation to B in connection
with the work, the reference to a function that is intrinsic to the work is to be
read as a reference to a function that would be intrinsic to the work once A
complied with the duty.


(8) Subsection (6)(e) applies only if A shows that, having regard to the nature or
context of the work—


(a) the requirement is an occupational requirement, and
(b) the application of the requirement is a proportionate means of


achieving a legitimate aim.


(9) “Work” means employment, contract work, a position as a partner, a position
as a member of an LLP, a pupillage or tenancy, being taken as a devil,
membership of a stable, an appointment to a personal or public office, or the
provision of an employment service; and the references in subsection (1) to
offering a person work are, in relation to contract work, to be read as references
to allowing a person to do the work.


(10) A reference to offering work is a reference to making a conditional or
unconditional offer of work (and, in relation to contract work, is a reference to
allowing a person to do the work subject to fulfilment of one or more
conditions).


(11) The following, so far as relating to discrimination within section 13 because of
disability, are relevant disability provisions—


(a) section 39(1)(a) or (c);
(b) section 41(1)(b);
(c) section 44(1)(a) or (c);
(d) section 45(1)(a) or (c);
(e) section 47(1)(a) or (c);
(f) section 48(1)(a) or (c);
(g) section 49(3)(a) or (c);
(h) section 50(3)(a) or (c);
(i) section 51(1);
(j) section 55(1)(a) or (c).


(12) An assessment is an interview or other process designed to give an indication
of a person’s suitability for the work concerned.


(13) For the purposes of this section, whether or not a person has a disability is to
be regarded as an aspect of that person’s health.


(14) This section does not apply to anything done for the purpose of vetting
applicants for work for reasons of national security.


CHAPTER 2


OCCUPATIONAL PENSION SCHEMES


61 Non-discrimination rule


(1) An occupational pension scheme must be taken to include a non-
discrimination rule.
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(2) A non-discrimination rule is a provision by virtue of which a responsible
person (A)—


(a) must not discriminate against another person (B) in carrying out any of
A’s functions in relation to the scheme;


(b) must not, in relation to the scheme, harass B;
(c) must not, in relation to the scheme, victimise B.


(3) The provisions of an occupational pension scheme have effect subject to the
non-discrimination rule.


(4) The following are responsible persons—
(a) the trustees or managers of the scheme;
(b) an employer whose employees are, or may be, members of the scheme;
(c) a person exercising an appointing function in relation to an office the


holder of which is, or may be, a member of the scheme.


(5) A non-discrimination rule does not apply in relation to a person who is a
pension credit member of a scheme.


(6) An appointing function is any of the following—
(a) the function of appointing a person;
(b) the function of terminating a person’s appointment;
(c) the function of recommending a person for appointment;
(d) the function of approving an appointment.


(7) A breach of a non-discrimination rule is a contravention of this Part for the
purposes of Part 9 (enforcement).


(8) It is not a breach of a non-discrimination rule for the employer or the trustees
or managers of a scheme to maintain or use in relation to the scheme rules,
practices, actions or decisions relating to age which are of a description
specified by order by a Minister of the Crown. 


(9) An order authorising the use of rules, practices, actions or decisions which are
not in use before the order comes into force must not be made unless the
Minister consults such persons as the Minister thinks appropriate.


(10) A non-discrimination rule does not have effect in relation to an occupational
pension scheme in so far as an equality rule has effect in relation to it (or would
have effect in relation to it but for Part 2 of Schedule 7).


(11) A duty to make reasonable adjustments applies to a responsible person.


62 Non-discrimination alterations


(1) This section applies if the trustees or managers of an occupational pension
scheme do not have power to make non-discrimination alterations to the
scheme.


(2) This section also applies if the trustees or managers of an occupational pension
scheme have power to make non-discrimination alterations to the scheme but
the procedure for doing so—


(a) is liable to be unduly complex or protracted, or
(b) involves obtaining consents which cannot be obtained or which can be


obtained only with undue delay or difficulty.
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(3) The trustees or managers may by resolution make non-discrimination
alterations to the scheme.


(4) Non-discrimination alterations may have effect in relation to a period before
the date on which they are made.


(5) Non-discrimination alterations to an occupational pension scheme are such
alterations to the scheme as may be required for the provisions of the scheme
to have the effect that they have in consequence of section 61(3).


63 Communications


(1) In their application to communications the following provisions apply in
relation to a disabled person who is a pension credit member of an
occupational pension scheme as they apply in relation to a disabled person
who is a deferred member or pensioner member of the scheme—


(a) section 61;
(b) section 120;
(c) section 126;
(d) paragraph 19 of Schedule 8 (and such other provisions of that Schedule


as apply for the purposes of that paragraph).


(2) Communications include—
(a) the provision of information;
(b) the operation of a dispute resolution procedure.


CHAPTER 3


EQUALITY OF TERMS


Sex equality


64 Relevant types of work


(1) Sections 66 to 70 apply where—
(a) a person (A) is employed on work that is equal to the work that a


comparator of the opposite sex (B) does;
(b) a person (A) holding a personal or public office does work that is equal


to the work that a comparator of the opposite sex (B) does.


(2) The references in subsection (1) to the work that B does are not restricted to
work done contemporaneously with the work done by A.


65 Equal work


(1) For the purposes of this Chapter, A’s work is equal to that of B if it is—
(a) like B’s work,
(b) rated as equivalent to B’s work, or
(c) of equal value to B’s work.


(2) A’s work is like B’s work if—
(a) A’s work and B’s work are the same or broadly similar, and
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(b) such differences as there are between their work are not of practical
importance in relation to the terms of their work.


(3) So on a comparison of one person’s work with another’s for the purposes of
subsection (2), it is necessary to have regard to—


(a) the frequency with which differences between their work occur in
practice, and


(b) the nature and extent of the differences.


(4) A’s work is rated as equivalent to B’s work if a job evaluation study—
(a) gives an equal value to A’s job and B’s job in terms of the demands


made on a worker, or
(b) would give an equal value to A’s job and B’s job in those terms were the


evaluation not made on a sex-specific system.


(5) A system is sex-specific if, for the purposes of one or more of the demands
made on a worker, it sets values for men different from those it sets for women.


(6) A’s work is of equal value to B’s work if it is—
(a) neither like B’s work nor rated as equivalent to B’s work, but
(b) nevertheless equal to B’s work in terms of the demands made on A by


reference to factors such as effort, skill and decision-making.


66 Sex equality clause


(1) If the terms of A’s work do not (by whatever means) include a sex equality
clause, they are to be treated as including one.


(2) A sex equality clause is a provision that has the following effect—
(a) if a term of A’s is less favourable to A than a corresponding term of B’s


is to B, A’s term is modified so as not to be less favourable;
(b) if A does not have a term which corresponds to a term of B’s that


benefits B, A’s terms are modified so as to include such a term.


(3) Subsection (2)(a) applies to a term of A’s relating to membership of or rights
under an occupational pension scheme only in so far as a sex equality rule
would have effect in relation to the term.


(4) In the case of work within section 65(1)(b), a reference in subsection (2) above
to a term includes a reference to such terms (if any) as have not been
determined by the rating of the work (as well as those that have).


67 Sex equality rule


(1) If an occupational pension scheme does not include a sex equality rule, it is to
be treated as including one.


(2) A sex equality rule is a provision that has the following effect—
(a) if a relevant term is less favourable to A than it is to B, the term is


modified so as not to be less favourable;
(b) if a term confers a relevant discretion capable of being exercised in a


way that would be less favourable to A than to B, the term is modified
so as to prevent the exercise of the discretion in that way. 


(3) A term is relevant if it is—
(a) a term on which persons become members of the scheme, or
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(b) a term on which members of the scheme are treated.


(4) A discretion is relevant if its exercise in relation to the scheme is capable of
affecting—


(a) the way in which persons become members of the scheme, or
(b) the way in which members of the scheme are treated.


(5) The reference in subsection (3)(b) to a term on which members of a scheme are
treated includes a reference to the term as it has effect for the benefit of
dependants of members.


(6) The reference in subsection (4)(b) to the way in which members of a scheme are
treated includes a reference to the way in which they are treated as the scheme
has effect for the benefit of dependants of members.


(7) If the effect of a relevant matter on persons of the same sex differs according to
their family, marital or civil partnership status, a comparison for the purposes
of this section of the effect of that matter on persons of the opposite sex must
be with persons who have the same status.


(8) A relevant matter is—
(a) a relevant term;
(b) a term conferring a relevant discretion;
(c) the exercise of a relevant discretion in relation to an occupational


pension scheme.


(9) This section, so far as relating to the terms on which persons become members
of an occupational pension scheme, does not have effect in relation to
pensionable service before 8 April 1976.


(10) This section, so far as relating to the terms on which members of an
occupational pension scheme are treated, does not have effect in relation to
pensionable service before 17 May 1990.


68 Sex equality rule: consequential alteration of schemes


(1) This section applies if the trustees or managers of an occupational pension
scheme do not have power to make sex equality alterations to the scheme.


(2) This section also applies if the trustees or managers of an occupational pension
scheme have power to make sex equality alterations to the scheme but the
procedure for doing so—


(a) is liable to be unduly complex or protracted, or
(b) involves obtaining consents which cannot be obtained or which can be


obtained only with undue delay or difficulty.


(3) The trustees or managers may by resolution make sex equality alterations to
the scheme.


(4) Sex equality alterations may have effect in relation to a period before the date
on which they are made.


(5) Sex equality alterations to an occupational pension scheme are such alterations
to the scheme as may be required to secure conformity with a sex equality rule.
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69 Defence of material factor


(1) The sex equality clause in A’s terms has no effect in relation to a difference
between A’s terms and B’s terms if the responsible person shows that the
difference is because of a material factor reliance on which—


(a) does not involve treating A less favourably because of A’s sex than the
responsible person treats B, and


(b) if the factor is within subsection (2), is a proportionate means of
achieving a legitimate aim.


(2) A factor is within this subsection if A shows that, as a result of the factor, A and
persons of the same sex doing work equal to A’s are put at a particular
disadvantage when compared with persons of the opposite sex doing work
equal to A’s.


(3) For the purposes of subsection (1), the long-term objective of reducing
inequality between men’s and women’s terms of work is always to be regarded
as a legitimate aim.


(4) A sex equality rule has no effect in relation to a difference between A and B in
the effect of a relevant matter if the trustees or managers of the scheme in
question show that the difference is because of a material factor which is not
the difference of sex.


(5) “Relevant matter” has the meaning given in section 67.


(6) For the purposes of this section, a factor is not material unless it is a material
difference between A’s case and B’s.


70 Exclusion of sex discrimination provisions


(1) The relevant sex discrimination provision has no effect in relation to a term of
A’s that—


(a) is modified by, or included by virtue of, a sex equality clause or rule, or
(b) would be so modified or included but for section 69 or Part 2 of


Schedule 7.


(2) Neither of the following is sex discrimination for the purposes of the relevant
sex discrimination provision—


(a) the inclusion in A’s terms of a term that is less favourable as referred to
in section 66(2)(a);


(b) the failure to include in A’s terms a corresponding term as referred to
in section 66(2)(b).


(3) The relevant sex discrimination provision is, in relation to work of a
description given in the first column of the table, the provision referred to in
the second column so far as relating to sex.


Description of work Provision


Employment Section 39(2)


Appointment to a personal office Section 49(6)


Appointment to a public office Section 50(6)
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71 Sex discrimination in relation to contractual pay


(1) This section applies in relation to a term of a person’s work—
(a) that relates to pay, but
(b) in relation to which a sex equality clause or rule has no effect.


(2) The relevant sex discrimination provision (as defined by section 70) has no
effect in relation to the term except in so far as treatment of the person amounts
to a contravention of the provision by virtue of section 13 or 14.


Pregnancy and maternity equality


72 Relevant types of work


Sections 73 to 76 apply where a woman—
(a) is employed, or
(b) holds a personal or public office.


73 Maternity equality clause


(1) If the terms of the woman’s work do not (by whatever means) include a
maternity equality clause, they are to be treated as including one.


(2) A maternity equality clause is a provision that, in relation to the terms of the
woman’s work, has the effect referred to in section 74(1), (6) and (8).


(3) In the case of a term relating to membership of or rights under an occupational
pension scheme, a maternity equality clause has only such effect as a maternity
equality rule would have.


74 Maternity equality clause: pay


(1) A term of the woman’s work that provides for maternity-related pay to be
calculated by reference to her pay at a particular time is, if each of the following
three conditions is satisfied, modified as mentioned in subsection (5).


(2) The first condition is that, after the time referred to in subsection (1) but before
the end of the protected period—


(a) her pay increases, or
(b) it would have increased had she not been on maternity leave.


(3) The second condition is that the maternity-related pay is not—
(a) what her pay would have been had she not been on maternity leave, or
(b) the difference between the amount of statutory maternity pay to which


she is entitled and what her pay would have been had she not been on
maternity leave.


(4) The third condition is that the terms of her work do not provide for the
maternity-related pay to be subject to—


(a) an increase as mentioned in subsection (2)(a), or
(b) an increase that would have occurred as mentioned in subsection (2)(b).


(5) The modification referred to in subsection (1) is a modification to provide for
the maternity-related pay to be subject to—


(a) any increase as mentioned in subsection (2)(a), or 
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(b) any increase that would have occurred as mentioned in subsection
(2)(b).


(6) A term of her work that—
(a) provides for pay within subsection (7), but 
(b) does not provide for her to be given the pay in circumstances in which


she would have been given it had she not been on maternity leave, 
is modified so as to provide for her to be given it in circumstances in which it
would normally be given.


(7) Pay is within this subsection if it is—
(a) pay (including pay by way of bonus) in respect of times before the


woman is on maternity leave, 
(b) pay by way of bonus in respect of times when she is on compulsory


maternity leave, or
(c) pay by way of bonus in respect of times after the end of the protected


period.


(8) A term of the woman’s work that—
(a) provides for pay after the end of the protected period, but 
(b) does not provide for it to be subject to an increase to which it would


have been subject had she not been on maternity leave,
is modified so as to provide for it to be subject to the increase.


(9) Maternity-related pay is pay (other than statutory maternity pay) to which a
woman is entitled—


(a) as a result of being pregnant, or
(b) in respect of times when she is on maternity leave.


(10) A reference to the protected period is to be construed in accordance with
section 18.


75 Maternity equality rule


(1) If an occupational pension scheme does not include a maternity equality rule,
it is to be treated as including one.


(2) A maternity equality rule is a provision that has the effect set out in subsections
(3) and (4).


(3) If a relevant term does not treat time when the woman is on maternity leave as
it treats time when she is not, the term is modified so as to treat time when she
is on maternity leave as time when she is not.


(4) If a term confers a relevant discretion capable of being exercised so that time
when she is on maternity leave is treated differently from time when she is not,
the term is modified so as not to allow the discretion to be exercised in that
way.


(5) A term is relevant if it is—
(a) a term relating to membership of the scheme,
(b) a term relating to the accrual of rights under the scheme, or
(c) a term providing for the determination of the amount of a benefit


payable under the scheme.


(6) A discretion is relevant if its exercise is capable of affecting—
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(a) membership of the scheme,
(b) the accrual of rights under the scheme, or
(c) the determination of the amount of a benefit payable under the scheme.


(7) This section does not require the woman’s contributions to the scheme in
respect of time when she is on maternity leave to be determined otherwise than
by reference to the amount she is paid in respect of that time.


(8) This section, so far as relating to time when she is on ordinary maternity leave
but is not being paid by her employer, applies only in a case where the
expected week of childbirth began on or after 6 April 2003.


(9) This section, so far as relating to time when she is on additional maternity leave
but is not being paid by her employer—


(a) does not apply to the accrual of rights under the scheme in any case;
(b) applies for other purposes only in a case where the expected week of


childbirth began on or after 5 October 2008.


(10) In this section—
(a) a reference to being on maternity leave includes a reference to having


been on maternity leave, and
(b) a reference to being paid by the employer includes a reference to


receiving statutory maternity pay from the employer.


76 Exclusion of pregnancy and maternity discrimination provisions


(1) The relevant pregnancy and maternity discrimination provision has no effect
in relation to a term of the woman’s work that is modified by a maternity
equality clause or rule.


(2) The inclusion in the woman’s terms of a term that requires modification by
virtue of section 73(2) or (3) is not pregnancy and maternity discrimination for
the purposes of the relevant pregnancy and maternity discrimination
provision.


(3) The relevant pregnancy and maternity discrimination provision is, in relation
to a description of work given in the first column of the table, the provision
referred to in the second column so far as relating to pregnancy and maternity.


Disclosure of information


77 Discussions about pay


(1) A term of a person’s work that purports to prevent or restrict the person (P)
from disclosing or seeking to disclose information about the terms of P’s work


Description of work Provision


Employment Section 39(2)


Appointment to a personal office Section 49(6)


Appointment to a public office Section 50(6)
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is unenforceable against P in so far as P makes or seeks to make a relevant pay
disclosure.


(2) A term of a person’s work that purports to prevent or restrict the person (P)
from seeking disclosure of information from a colleague about the terms of the
colleague’s work is unenforceable against P in so far as P seeks a relevant pay
disclosure from the colleague; and “colleague” includes a former colleague in
relation to the work in question.


(3) A disclosure is a relevant pay disclosure if made for the purpose of enabling
the person who makes it, or the person to whom it is made, to find out whether
or to what extent there is, in relation to the work in question, a connection
between pay and having (or not having) a particular protected characteristic.


(4) The following are to be treated as protected acts for the purposes of the relevant
victimisation provision—


(a) seeking a disclosure that would be a relevant pay disclosure;
(b) making or seeking to make a relevant pay disclosure;
(c) receiving information disclosed in a relevant pay disclosure.


(5) The relevant victimisation provision is, in relation to a description of work
specified in the first column of the table, section 27 so far as it applies for the
purposes of a provision mentioned in the second column.


78 Gender pay gap information


(1) Regulations may require employers to publish information relating to the pay
of employees for the purpose of showing whether, by reference to factors of
such description as is prescribed, there are differences in the pay of male and
female employees.


(2) This section does not apply to—
(a) an employer who has fewer than 250 employees;
(b) a person specified in Schedule 19;
(c) a government department or part of the armed forces not specified in


that Schedule.


(3) The regulations may prescribe—
(a) descriptions of employer;
(b) descriptions of employee;
(c) how to calculate the number of employees that an employer has;
(d) descriptions of information;
(e) the time at which information is to be published;
(f) the form and manner in which it is to be published.


Description of work Provision by virtue of which 
section 27 has effect


Employment Section 39(3) or (4)


Appointment to a personal office Section 49(5) or (8)


Appointment to a public office Section 50(5) or (9)
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(4) Regulations under subsection (3)(e) may not require an employer, after the first
publication of information, to publish information more frequently than at
intervals of 12 months.


(5) The regulations may make provision for a failure to comply with the
regulations—


(a) to be an offence punishable on summary conviction by a fine not
exceeding level 5 on the standard scale;


(b) to be enforced, otherwise than as an offence, by such means as are
prescribed.


(6) The reference to a failure to comply with the regulations includes a reference
to a failure by a person acting on behalf of an employer.


Supplementary


79 Comparators


(1) This section applies for the purposes of this Chapter.


(2) If A is employed, B is a comparator if subsection (3) or (4) applies.


(3) This subsection applies if—
(a) B is employed by A’s employer or by an associate of A’s employer, and
(b) A and B work at the same establishment.


(4) This subsection applies if—
(a) B is employed by A’s employer or an associate of A’s employer,
(b) B works at an establishment other than the one at which A works, and
(c) common terms apply at the establishments (either generally or as


between A and B).


(5) If A holds a personal or public office, B is a comparator if—
(a) B holds a personal or public office, and
(b) the person responsible for paying A is also responsible for paying B.


(6) If A is a relevant member of the House of Commons staff, B is a comparator if—
(a) B is employed by the person who is A’s employer under subsection (6)


of section 195 of the Employment Rights Act 1996, or
(b) if subsection (7) of that section applies in A’s case, B is employed by the


person who is A’s employer under that subsection.


(7) If A is a relevant member of the House of Lords staff, B is a comparator if B is
also a relevant member of the House of Lords staff.


(8) Section 42 does not apply to this Chapter; accordingly, for the purposes of this
Chapter only, holding the office of constable is to be treated as holding a
personal office.


(9) For the purposes of this section, employers are associated if—
(a) one is a company of which the other (directly or indirectly) has control,


or
(b) both are companies of which a third person (directly or indirectly) has


control.
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80 Interpretation and exceptions


(1) This section applies for the purposes of this Chapter.


(2) The terms of a person’s work are—
(a) if the person is employed, the terms of the person’s employment that


are in the person’s contract of employment, contract of apprenticeship
or contract to do work personally;


(b) if the person holds a personal or public office, the terms of the person’s
appointment to the office.


(3) If work is not done at an establishment, it is to be treated as done at the
establishment with which it has the closest connection.


(4) A person (P) is the responsible person in relation to another person if—
(a) P is the other’s employer;
(b) P is responsible for paying remuneration in respect of a personal or


public office that the other holds.


(5) A job evaluation study is a study undertaken with a view to evaluating, in
terms of the demands made on a person by reference to factors such as effort,
skill and decision-making, the jobs to be done—


(a) by some or all of the workers in an undertaking or group of
undertakings, or


(b) in the case of the armed forces, by some or all of the members of the
armed forces.


(6) In the case of Crown employment, the reference in subsection (5)(a) to an
undertaking is to be construed in accordance with section 191(4) of the
Employment Rights Act 1996.


(7) “Civil partnership status” has the meaning given in section 124(1) of the
Pensions Act 1995.


(8) Schedule 7 (exceptions) has effect.


CHAPTER 4


SUPPLEMENTARY


81 Ships and hovercraft


(1) This Part applies in relation to—
(a) work on ships,
(b) work on hovercraft, and
(c) seafarers,


only in such circumstances as are prescribed.


(2) For the purposes of this section, it does not matter whether employment arises
or work is carried out within or outside the United Kingdom.


(3) “Ship” has the same meaning as in the Merchant Shipping Act 1995.


(4) “Hovercraft” has the same meaning as in the Hovercraft Act 1968.


(5) “Seafarer” means a person employed or engaged in any capacity on board a
ship or hovercraft.
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(6) Nothing in this section affects the application of any other provision of this Act
to conduct outside England and Wales or Scotland.


82 Offshore work


(1) Her Majesty may by Order in Council provide that in the case of persons in
offshore work—


(a) specified provisions of this Part apply (with or without modification);
(b) Northern Ireland legislation making provision for purposes


corresponding to any of the purposes of this Part applies (with or
without modification).


(2) The Order may—
(a) provide for these provisions, as applied by the Order, to apply to


individuals (whether or not British citizens) and bodies corporate
(whether or not incorporated under the law of a part of the United
Kingdom), whether or not such application affects activities outside the
United Kingdom;


(b) make provision for conferring jurisdiction on a specified court or class
of court or on employment tribunals in respect of offences, causes of
action or other matters arising in connection with offshore work;


(c) exclude from the operation of section 3 of the Territorial Waters
Jurisdiction Act 1878 (consents required for prosecutions) proceedings
for offences under the provisions mentioned in subsection (1) in
connection with offshore work;


(d) provide that such proceedings must not be brought without such
consent as may be required by the Order.


(3) “Offshore work” is work for the purposes of—
(a) activities in the territorial sea adjacent to the United Kingdom,
(b) activities such as are mentioned in subsection (2) of section 11 of the


Petroleum Act 1998 in waters within subsection (8)(b) or (c) of that
section, or


(c) activities mentioned in paragraphs (a) and (b) of section 87(1) of the
Energy Act 2004 in waters to which that section applies.


(4) Work includes employment, contract work, a position as a partner or as a
member of an LLP, or an appointment to a personal or public office.


(5) Northern Ireland legislation includes an enactment contained in, or in an
instrument under, an Act that forms part of the law of Northern Ireland.


(6) In the application to Northern Ireland of subsection (2)(b), the reference to
employment tribunals is to be read as a reference to industrial tribunals.


(7) Nothing in this section affects the application of any other provision of this Act
to conduct outside England and Wales or Scotland.


83 Interpretation and exceptions


(1) This section applies for the purposes of this Part.


(2) “Employment” means—
(a) employment under a contract of employment, a contract of


apprenticeship or a contract personally to do work;
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(b) Crown employment;
(c) employment as a relevant member of the House of Commons staff;
(d) employment as a relevant member of the House of Lords staff.


(3) This Part applies to service in the armed forces as it applies to employment by
a private person; and for that purpose—


(a) references to terms of employment, or to a contract of employment, are
to be read as including references to terms of service;


(b) references to associated employers are to be ignored.


(4) A reference to an employer or an employee, or to employing or being
employed, is (subject to section 212(11)) to be read with subsections (2) and (3);
and a reference to an employer also includes a reference to a person who has
no employees but is seeking to employ one or more other persons.


(5) “Relevant member of the House of Commons staff” has the meaning given in
section 195 of the Employment Rights Act 1996; and such a member of staff is
an employee of—


(a) the person who is the employer of that member under subsection (6) of
that section, or


(b) if subsection (7) of that section applies in the case of that member, the
person who is the employer of that member under that subsection.


(6) “Relevant member of the House of Lords staff” has the meaning given in
section 194 of that Act (which provides that such a member of staff is an
employee of the Corporate Officer of the House of Lords).


(7) In the case of a person in Crown employment, or in employment as a relevant
member of the House of Commons staff, a reference to the person’s dismissal
is a reference to the termination of the person’s employment.


(8) A reference to a personal or public office, or to an appointment to a personal or
public office, is to be construed in accordance with section 52.


(9) “Crown employment” has the meaning given in section 191 of the Employment
Rights Act 1996.


(10) Schedule 8 (reasonable adjustments) has effect.


(11) Schedule 9 (exceptions) has effect.


PART 6


EDUCATION


CHAPTER 1


SCHOOLS


84 Application of this Chapter


This Chapter does not apply to the following protected characteristics—
(a) age;
(b) marriage and civil partnership.
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85 Pupils: admission and treatment, etc.


(1) The responsible body of a school to which this section applies must not
discriminate against a person—


(a) in the arrangements it makes for deciding who is offered admission as
a pupil;


(b) as to the terms on which it offers to admit the person as a pupil;
(c) by not admitting the person as a pupil.


(2) The responsible body of such a school must not discriminate against a pupil—
(a) in the way it provides education for the pupil;
(b) in the way it affords the pupil access to a benefit, facility or service;
(c) by not providing education for the pupil;
(d) by not affording the pupil access to a benefit, facility or service;
(e) by excluding the pupil from the school;
(f) by subjecting the pupil to any other detriment.


(3) The responsible body of such a school must not harass—
(a) a pupil;
(b) a person who has applied for admission as a pupil.


(4) The responsible body of such a school must not victimise a person—
(a) in the arrangements it makes for deciding who is offered admission as


a pupil;
(b) as to the terms on which it offers to admit the person as a pupil;
(c) by not admitting the person as a pupil.


(5) The responsible body of such a school must not victimise a pupil—
(a) in the way it provides education for the pupil;
(b) in the way it affords the pupil access to a benefit, facility or service;
(c) by not providing education for the pupil;
(d) by not affording the pupil access to a benefit, facility or service;
(e) by excluding the pupil from the school;
(f) by subjecting the pupil to any other detriment.


(6) A duty to make reasonable adjustments applies to the responsible body of such
a school.


(7) In relation to England and Wales, this section applies to—
(a) a school maintained by a local authority;
(b) an independent educational institution (other than a special school);
(c) a special school (not maintained by a local authority).


(8) In relation to Scotland, this section applies to—
(a) a school managed by an education authority;
(b) an independent school;
(c) a school in respect of which the managers are for the time being


receiving grants under section 73(c) or (d) of the Education (Scotland)
Act 1980.


(9) The responsible body of a school to which this section applies is—
(a) if the school is within subsection (7)(a), the local authority or governing


body;
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(b) if it is within subsection (7)(b) or (c), the proprietor;
(c) if it is within subsection (8)(a), the education authority;
(d) if it is within subsection (8)(b), the proprietor;
(e) if it is within subsection (8)(c), the managers.


(10) In the application of section 26 for the purposes of subsection (3), none of the
following is a relevant protected characteristic—


(a) gender reassignment;
(b) religion or belief;
(c) sexual orientation.


86 Victimisation of pupils, etc. for conduct of parents, etc.


(1) This section applies for the purposes of section 27 in its application to section
85(4) or (5).


(2) The references to B in paragraphs (a) and (b) of subsection (1) of section 27
include a reference to a parent or sibling of the child in question. 


(3) Giving false evidence or information, or making a false allegation, in good faith
is not a protected act in a case where—


(a) the evidence or information is given, or the allegation is made, by a
parent or sibling of the child, and


(b) the child has acted in bad faith.


(4) Giving false evidence or information, or making a false allegation, in bad faith,
is a protected act in a case where—


(a) the evidence or information is given, or the allegation is made, by a
parent or sibling of the child, and


(b) the child has acted in good faith.


(5) In this section—
“child” means a person who has not attained the age of 18;
“sibling” means a brother or sister, a half-brother or half-sister, or a


stepbrother or stepsister.


87 Application of certain powers under Education Act 1996


(1) Sections 496 and 497 of the Education Act 1996 (powers to give directions
where responsible body of school in default of obligations, etc.) apply to the
performance of a duty under section 85.


(2) But neither of sections 496 and 497 of that Act applies to the performance of a
duty under that section by the proprietor of an independent educational
institution (other than a special school).


88 Disabled pupils: accessibility


Schedule 10 (accessibility) has effect.


89 Interpretation and exceptions


(1) This section applies for the purposes of this Chapter.
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(2) Nothing in this Chapter applies to anything done in connection with the
content of the curriculum.


(3) “Pupil”—
(a) in relation to England and Wales, has the meaning given in section 3(1)


of the Education Act 1996;
(b) in relation to Scotland, has the meaning given in section 135(1) of the


Education (Scotland) Act 1980.


(4) “Proprietor”—
(a) in relation to a school in England and Wales, has the meaning given in


section 579(1) of the Education Act 1996;
(b) in relation to a school in Scotland, has the meaning given in section


135(1) of the Education (Scotland) Act 1980.


(5) “School”—
(a) in relation to England and Wales, has the meaning given in section 4 of


the Education Act 1996;
(b) in relation to Scotland, has the meaning given in section 135(1) of the


Education (Scotland) Act 1980.


(6) A reference to a school includes a reference to an independent educational
institution in England; and a reference to an independent educational
institution in England is to be construed in accordance with Chapter 1 of Part
4 of the Education and Skills Act 2008.


(7) A reference to an independent educational institution is a reference to—
(a) an independent educational institution in England, or
(b) an independent school in Wales.


(8) “Independent school”—
(a) in relation to Wales, has the meaning given in section 463 of the


Education Act 1996;
(b) in relation to Scotland, has the meaning given in section 135(1) of the


Education (Scotland) Act 1980.


(9) “Special school” has the meaning given in section 337 of the Education Act
1996.


(10) “Local authority” means—
(a) in relation to England, an English local authority within the meaning of


section 162 of the Education and Inspections Act 2006;
(b) in relation to Wales, a Welsh local authority within the meaning of that


section.


(11) “Education authority”, in relation to Scotland, has the meaning given in section
135(1) of the Education (Scotland) Act 1980.


(12) Schedule 11 (exceptions) has effect.
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CHAPTER 2


FURTHER AND HIGHER EDUCATION


90 Application of this Chapter


This Chapter does not apply to the protected characteristic of marriage and
civil partnership.


91 Students: admission and treatment, etc.


(1) The responsible body of an institution to which this section applies must not
discriminate against a person—


(a) in the arrangements it makes for deciding who is offered admission as
a student;


(b) as to the terms on which it offers to admit the person as a student;
(c) by not admitting the person as a student.


(2) The responsible body of such an institution must not discriminate against a
student—


(a) in the way it provides education for the student;
(b) in the way it affords the student access to a benefit, facility or service;
(c) by not providing education for the student;
(d) by not affording the student access to a benefit, facility or service;
(e) by excluding the student;
(f) by subjecting the student to any other detriment.


(3) The responsible body of such an institution must not discriminate against a
disabled person—


(a) in the arrangements it makes for deciding upon whom to confer a
qualification;


(b) as to the terms on which it is prepared to confer a qualification on the
person;


(c) by not conferring a qualification on the person;
(d) by withdrawing a qualification from the person or varying the terms on


which the person holds it.


(4) Subsection (3) applies only to disability discrimination.


(5) The responsible body of such an institution must not harass—
(a) a student;
(b) a person who has applied for admission as a student;
(c) a disabled person who holds or has applied for a qualification


conferred by the institution.


(6) The responsible body of such an institution must not victimise a person—
(a) in the arrangements it makes for deciding who is offered admission as


a student;
(b) as to the terms on which it offers to admit the person as a student;
(c) by not admitting the person as a student.


(7) The responsible body of such an institution must not victimise a student—
(a) in the way it provides education for the student;
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(b) in the way it affords the student access to a benefit, facility or service;
(c) by not providing education for the student;
(d) by not affording the student access to a benefit, facility or service;
(e) by excluding the student;
(f) by subjecting the student to any other detriment.


(8) The responsible body of such an institution must not victimise a disabled
person—


(a) in the arrangements it makes for deciding upon whom to confer a
qualification;


(b) as to the terms on which it is prepared to confer a qualification on the
person;


(c) by not conferring a qualification on the person;
(d) by withdrawing a qualification from the person or varying the terms on


which the person holds it.


(9) A duty to make reasonable adjustments applies to the responsible body of such
an institution.


(10) In relation to England and Wales, this section applies to—
(a) a university;
(b) any other institution within the higher education sector;
(c) an institution within the further education sector.


(11) In relation to Scotland, this section applies to—
(a) a university;
(b) a designated institution;
(c) a college of further education.


(12) A responsible body is—
(a) in the case of an institution within subsection (10)(a), (b) or (c), the


governing body;
(b) in the case of an institution within subsection (11)(a) or (b), the


governing body;
(c) in the case of a college of further education under the management of a


board of management, the board of management;
(d) in the case of any other college of further education, any board of


governors of the college or any person responsible for the management
of the college, whether or not formally constituted as a governing body
or board of governors.


92 Further and higher education courses


(1) The responsible body in relation to a course to which this section applies must
not discriminate against a person—


(a) in the arrangements it makes for deciding who is enrolled on the
course;


(b) as to the terms on which it offers to enrol the person on the course;
(c) by not accepting the person’s application for enrolment.


(2) The responsible body in relation to such a course must not discriminate against
a person who is enrolled on the course in the services it provides or offers to
provide.
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(3) The responsible body in relation to such a course must not harass a person
who—


(a) seeks enrolment on the course;
(b) is enrolled on the course;
(c) is a user of services provided by the body in relation to the course.


(4) The responsible body in relation to such a course must not victimise a person—
(a) in the arrangements it makes for deciding who is enrolled on the


course;
(b) as to the terms on which it offers to enrol the person on the course;
(c) by not accepting the person’s application for enrolment.


(5) The responsible body in relation to such a course must not victimise a person
who is enrolled on the course in the services it provides or offers to provide.


(6) A duty to make reasonable adjustments applies to the responsible body.


(7) This section applies to—
(a) a course of further or higher education secured by a responsible body


in England or Wales;
(b) a course of education provided by the governing body of a maintained


school under section 80 of the School Standards and Framework Act
1998;


(c) a course of further education secured by an education authority in
Scotland.


(8) A responsible body is—
(a) a local authority in England or Wales, for the purposes of subsection


(7)(a);
(b) the governing body of a maintained school, for the purposes of


subsection (7)(b);
(c) an education authority in Scotland, for the purposes of subsection


(7)(c).


(9) In this section—
“course”, in relation to further education, includes each component part


of a course if there is no requirement imposed on persons registered for
a component part of the course to register for another component part
of the course;


“enrolment” includes registration for a component part of a course;
“maintained school” has the meaning given in section 20(7) of the School


Standards and Framework Act 1998;
“services” means services of any description which are provided wholly


or mainly for persons enrolled on a course to which this section applies.


93 Recreational or training facilities


(1) The responsible body in relation to facilities to which this section applies must
not discriminate against a person—


(a) in the arrangements it makes for deciding who is provided with the
facilities;


(b) as to the terms on which it offers to provide the facilities to the person;
(c) by not accepting the person’s application for provision of the facilities.
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(2) The responsible body in relation to such facilities must not discriminate against
a person who is provided with the facilities in the services it provides or offers
to provide.


(3) The responsible body in relation to such facilities must not harass a person
who—


(a) seeks to have the facilities provided;
(b) is provided with the facilities;
(c) is a user of services provided by the body in relation to the facilities.


(4) The responsible body in relation to such facilities must not victimise a person—
(a) in the arrangements it makes for deciding who is provided with the


facilities;
(b) as to the terms on which it offers to provide the facilities to the person;
(c) by not accepting the person’s application for provision of the facilities.


(5) The responsible body in relation to such facilities must not victimise a person
who is provided with the facilities in the services it provides or offers to
provide.


(6) A duty to make reasonable adjustments applies to the responsible body.


(7) This section applies to—
(a) facilities secured by a local authority in England under section 507A or


507B of the Education Act 1996;
(b) facilities secured by a local authority in Wales under section 508 of that


Act;
(c) recreational or training facilities provided by an education authority in


Scotland.


(8) A responsible body is—
(a) a local authority in England, for the purposes of subsection (7)(a);
(b) a local authority in Wales, for the purposes of subsection (7)(b);
(c) an education authority in Scotland, for the purposes of subsection


(7)(c).


(9) This section does not apply to the protected characteristic of age, so far as
relating to persons who have not attained the age of 18.


94 Interpretation and exceptions


(1) This section applies for the purposes of this Chapter.


(2) Nothing in this Chapter applies to anything done in connection with the
content of the curriculum.


(3) A reference to a student, in relation to an institution, is a reference to a person
for whom education is provided by the institution.


(4) A reference to a university includes a reference to a university college and a
college, school or hall of a university.


(5) A reference to an institution within the further or higher education sector is to
be construed in accordance with section 91 of the Further and Higher
Education Act 1992.


(6) “Further education”—
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(a) in relation to England and Wales, has the meaning given in section 2 of
the Education Act 1996;


(b) in relation to Scotland, has the meaning given in section 1(3) of the
Further and Higher Education (Scotland) Act 1992.


(7) “Higher education”—
(a) in relation to England and Wales, means education provided by means


of a course of a description mentioned in Schedule 6 to the Education
Reform Act 1988;


(b) in relation to Scotland, has the meaning given in section 38 of the
Further and Higher Education (Scotland) Act 1992.


(8) “College of further education” has the meaning given in section 36 of the
Further and Higher Education (Scotland) Act 1992.


(9) “Designated institution” has the meaning given in section 44 of that Act.


(10) “Local authority” means—
(a) in relation to England, an English local authority within the meaning of


section 162 of the Education and Inspections Act 2006;
(b) in relation to Wales, a Welsh local authority within the meaning of that


section.


(11) “Education authority” has the meaning given by section 135(1) of the
Education (Scotland) Act 1980.


(12) Schedule 12 (exceptions) has effect.


CHAPTER 3


GENERAL QUALIFICATIONS BODIES


95 Application of this Chapter


This Chapter does not apply to the protected characteristic of marriage and
civil partnership.


96 Qualifications bodies


(1) A qualifications body (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding upon whom to confer a


relevant qualification;
(b) as to the terms on which it is prepared to confer a relevant qualification


on B;
(c) by not conferring a relevant qualification on B.


(2) A qualifications body (A) must not discriminate against a person (B) upon
whom A has conferred a relevant qualification—


(a) by withdrawing the qualification from B;
(b) by varying the terms on which B holds the qualification;
(c) by subjecting B to any other detriment.


(3) A qualifications body must not, in relation to conferment by it of a relevant
qualification, harass—


(a) a person who holds the qualification, or
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(b) a person who applies for it.


(4) A qualifications body (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding upon whom to confer a


relevant qualification;
(b) as to the terms on which it is prepared to confer a relevant qualification


on B;
(c) by not conferring a relevant qualification on B.


(5) A qualifications body (A) must not victimise a person (B) upon whom A has
conferred a relevant qualification—


(a) by withdrawing the qualification from B;
(b) by varying the terms on which B holds the qualification;
(c) by subjecting B to any other detriment.


(6) A duty to make reasonable adjustments applies to a qualifications body.


(7) Subsection (6) does not apply to the body in so far as the appropriate regulator
specifies provisions, criteria or practices in relation to which the body—


(a) is not subject to a duty to make reasonable adjustments;
(b) is subject to a duty to make reasonable adjustments, but in relation to


which such adjustments as the regulator specifies should not be made.


(8) For the purposes of subsection (7) the appropriate regulator must have regard
to—


(a) the need to minimise the extent to which disabled persons are
disadvantaged in attaining the qualification because of their
disabilities;


(b) the need to secure that the qualification gives a reliable indication of the
knowledge, skills and understanding of a person upon whom it is
conferred;


(c) the need to maintain public confidence in the qualification.


(9) The appropriate regulator—
(a) must not specify any matter for the purposes of subsection (7) unless it


has consulted such persons as it thinks appropriate;
(b) must publish matters so specified (including the date from which they


are to have effect) in such manner as is prescribed.


(10) The appropriate regulator is—
(a) in relation to a qualifications body that confers qualifications in


England, a person prescribed by a Minister of the Crown;
(b) in relation to a qualifications body that confers qualifications in Wales,


a person prescribed by the Welsh Ministers;
(c) in relation to a qualifications body that confers qualifications in


Scotland, a person prescribed by the Scottish Ministers.


(11) For the purposes of subsection (10), a qualification is conferred in a part of
Great Britain if there are, or may reasonably be expected to be, persons seeking
to obtain the qualification who are or will be assessed for those purposes
wholly or mainly in that part.


97 Interpretation


(1) This section applies for the purposes of section 96.
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(2) A qualifications body is an authority or body which can confer a relevant
qualification.


(3) A relevant qualification is an authorisation, qualification, approval or
certification of such description as may be prescribed—


(a) in relation to conferments in England, by a Minister of the Crown;
(b) in relation to conferments in Wales, by the Welsh Ministers;
(c) in relation to conferments in Scotland, by the Scottish Ministers.


(4) An authority or body is not a qualifications body in so far as—
(a) it is the responsible body of a school to which section 85 applies,
(b) it is the governing body of an institution to which section 91 applies,
(c) it exercises functions under the Education Acts, or
(d) it exercises functions under the Education (Scotland) Act 1980.


(5) A qualifications body does not include an authority or body of such
description, or in such circumstances, as may be prescribed.


(6) A reference to conferring a relevant qualification includes a reference— 
(a) to renewing or extending the conferment of a relevant qualification;
(b) to authenticating a relevant qualification conferred by another person.


(7) A reference in section 96(8), (10) or (11) to a qualification is a reference to a
relevant qualification.


(8) Subsection (11) of section 96 applies for the purposes of subsection (3) of this
section as it applies for the purposes of subsection (10) of that section.


CHAPTER 4


MISCELLANEOUS


98 Reasonable adjustments


Schedule 13 (reasonable adjustments) has effect.


99 Educational charities and endowments


Schedule 14 (educational charities and endowments) has effect.


PART 7


ASSOCIATIONS


Preliminary


100 Application of this Part


(1) This Part does not apply to the protected characteristic of marriage and civil
partnership.


(2) This Part does not apply to discrimination, harassment or victimisation—
(a) that is prohibited by Part 3 (services and public functions), Part 4


(premises), Part 5 (work) or Part 6 (education), or
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(b) that would be so prohibited but for an express exception.


Membership, etc.


101 Members and associates


(1) An association (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding who to admit to


membership;
(b) as to the terms on which A is prepared to admit B to membership;
(c) by not accepting B’s application for membership.


(2) An association (A) must not discriminate against a member (B)—
(a) in the way A affords B access, or by not affording B access, to a benefit,


facility or service;
(b) by depriving B of membership;
(c) by varying B’s terms of membership;
(d) by subjecting B to any other detriment.


(3) An association (A) must not discriminate against an associate (B)—
(a) in the way A affords B access, or by not affording B access, to a benefit,


facility or service;
(b) by depriving B of B’s rights as an associate;
(c) by varying B’s rights as an associate;
(d) by subjecting B to any other detriment.


(4) An association must not harass—
(a) a member;
(b) a person seeking to become a member;
(c) an associate.


(5) An association (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding who to admit to


membership;
(b) as to the terms on which A is prepared to admit B to membership;
(c) by not accepting B’s application for membership.


(6) An association (A) must not victimise a member (B)—
(a) in the way A affords B access, or by not affording B access, to a benefit,


facility or service;
(b) by depriving B of membership;
(c) by varying B’s terms of membership;
(d) by subjecting B to any other detriment.


(7) An association (A) must not victimise an associate (B)—
(a) in the way A affords B access, or by not affording B access, to a benefit,


facility or service;
(b) by depriving B of B’s rights as an associate;
(c) by varying B’s rights as an associate;
(d) by subjecting B to any other detriment.
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102 Guests


(1) An association (A) must not discriminate against a person (B)—
(a) in the arrangements A makes for deciding who to invite, or who to


permit to be invited, as a guest;
(b) as to the terms on which A is prepared to invite B, or to permit B to be


invited, as a guest;
(c) by not inviting B, or not permitting B to be invited, as a guest.


(2) An association (A) must not discriminate against a guest (B) invited by A or
with A’s permission (whether express or implied)—


(a) in the way A affords B access, or by not affording B access, to a benefit,
facility or service;


(b) by subjecting B to any other detriment.


(3) An association must not harass—
(a) a guest;
(b) a person seeking to be a guest.


(4) An association (A) must not victimise a person (B)—
(a) in the arrangements A makes for deciding who to invite, or who to


permit to be invited, as a guest;
(b) as to the terms on which A is prepared to invite B, or to permit B to be


invited, as a guest;
(c) by not inviting B, or not permitting B to be invited, as a guest.


(5) An association (A) must not victimise a guest (B) invited by A or with A’s
permission (whether express or implied)—


(a) in the way A affords B access, or by not affording B access, to a benefit,
facility or service;


(b) by subjecting B to any other detriment.


103 Sections 101 and 102: further provision


(1) A duty to make reasonable adjustments applies to an association.


(2) In the application of section 26 for the purposes of section 101(4) or 102(3),
neither of the following is a relevant protected characteristic—


(a) religion or belief;
(b) sexual orientation.


Special provision for political parties


104 Selection of candidates


(1) This section applies to an association which is a registered political party.


(2) A person does not contravene this Part only by acting in accordance with
selection arrangements.


(3) Selection arrangements are arrangements—
(a) which the party makes for regulating the selection of its candidates in a


relevant election,
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(b) the purpose of which is to reduce inequality in the party’s
representation in the body concerned, and


(c) which, subject to subsection (7), are a proportionate means of achieving
that purpose.


(4) The reference in subsection (3)(b) to inequality in a party’s representation in a
body is a reference to inequality between—


(a) the number of the party’s candidates elected to be members of the body
who share a protected characteristic, and


(b) the number of the party’s candidates so elected who do not share that
characteristic.


(5) For the purposes of subsection (4), persons share the protected characteristic of
disability if they are disabled persons (and section 6(3)(b) is accordingly to be
ignored).


(6) Selection arrangements do not include short-listing only such persons as have
a particular protected characteristic.


(7) But subsection (6) does not apply to the protected characteristic of sex; and
subsection (3)(c) does not apply to short-listing in reliance on this subsection.


(8) The following elections are relevant elections—
(a) Parliamentary Elections;
(b) elections to the European Parliament;
(c) elections to the Scottish Parliament;
(d) elections to the National Assembly for Wales;
(e) local government elections within the meaning of section 191, 203 or


204 of the Representation of the People Act 1983 (excluding elections
for the Mayor of London).


105 Time-limited provision


(1) Section 104(7) and the words “, subject to subsection (7),” in section 104(3)(c)
are repealed at the end of 2030 unless an order is made under subsection (2).


(2) At any time before the end of 2030, a Minister of the Crown may by order
provide that subsection (1) is to have effect with the substitution of a later time
for that for the time being specified there.


(3) In section 3 of the Sex Discrimination (Election Candidates) Act 2002 (expiry of
that Act), in subsection (1) for “2015” substitute “2030”.


(4) The substitution made by subsection (3) does not affect the power to substitute
a later time by order under section 3 of that Act.


106 Information about diversity in range of candidates, etc.


(1) This section applies to an association which is a registered political party.


(2) If the party had candidates at a relevant election, the party must, in accordance
with regulations, publish information relating to protected characteristics of
persons who come within a description prescribed in the regulations in
accordance with subsection (3).


(3) One or more of the following descriptions may be prescribed for the purposes
of subsection (2)—
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(a) successful applicants for nomination as a candidate at the relevant
election;


(b) unsuccessful applicants for nomination as a candidate at that election;
(c) candidates elected at that election;
(d) candidates who are not elected at that election.


(4) The duty imposed by subsection (2) applies only in so far as it is possible to
publish information in a manner that ensures that no person to whom the
information relates can be identified from that information.


(5) The following elections are relevant elections—
(a) Parliamentary Elections;
(b) elections to the European Parliament;
(c) elections to the Scottish Parliament;
(d) elections to the National Assembly for Wales.


(6) This section does not apply to the following protected characteristics—
(a) marriage and civil partnership;
(b) pregnancy and maternity.


(7) The regulations may provide that the information to be published—
(a) must (subject to subsection (6)) relate to all protected characteristics or


only to such as are prescribed;
(b) must include a statement, in respect of each protected characteristic to


which the information relates, of the proportion that the number of
persons who provided the information to the party bears to the number
of persons who were asked to provide it.


(8) Regulations under this section may prescribe—
(a) descriptions of information;
(b) descriptions of political party to which the duty is to apply;
(c) the time at which information is to be published;
(d) the form and manner in which information is to be published;
(e) the period for which information is to be published.


(9) Provision by virtue of subsection (8)(b) may, in particular, provide that the
duty imposed by subsection (2) does not apply to a party which had candidates
in fewer constituencies in the election concerned than a prescribed number.


(10) Regulations under this section—
(a) may provide that the duty imposed by subsection (2) applies only to


such relevant elections as are prescribed;
(b) may provide that a by-election or other election to fill a vacancy is not


to be treated as a relevant election or is to be so treated only to a
prescribed extent;


(c) may amend this section so as to provide for the duty imposed by
subsection (2) to apply in the case of additional descriptions of election.


(11) Nothing in this section authorises a political party to require a person to
provide information to it.
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Supplementary


107 Interpretation and exceptions


(1) This section applies for the purposes of this Part.


(2) An “association” is an association of persons—
(a) which has at least 25 members, and
(b) admission to membership of which is regulated by the association’s


rules and involves a process of selection.


(3) A Minister of the Crown may by order amend subsection (2)(a) so as to
substitute a different number for that for the time being specified there.


(4) It does not matter—
(a) whether an association is incorporated;
(b) whether its activities are carried on for profit.


(5) Membership is membership of any description; and a reference to a member is
to be construed accordingly.


(6) A person is an “associate”, in relation to an association, if the person—
(a) is not a member of the association, but
(b) in accordance with the association’s rules, has some or all of the rights


as a member as a result of being a member of another association.


(7) A reference to a registered political party is a reference to a party registered in
the Great Britain register under Part 2 of the Political Parties, Elections and
Referendums Act 2000.


(8) Schedule 15 (reasonable adjustments) has effect.


(9) Schedule 16 (exceptions) has effect.


PART 8


PROHIBITED CONDUCT: ANCILLARY


108 Relationships that have ended 


(1) A person (A) must not discriminate against another (B) if—
(a) the discrimination arises out of and is closely connected to a


relationship which used to exist between them, and
(b) conduct of a description constituting the discrimination would, if it


occurred during the relationship, contravene this Act.


(2) A person (A) must not harass another (B) if—
(a) the harassment arises out of and is closely connected to a relationship


which used to exist between them, and
(b) conduct of a description constituting the harassment would, if it


occurred during the relationship, contravene this Act.


(3) It does not matter whether the relationship ends before or after the
commencement of this section.


(4) A duty to make reasonable adjustments applies to A in so far as B continues to
be placed at a substantial disadvantage as mentioned in section 20.
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(5) For the purposes of subsection (4), sections 20, 21 and 22 and the applicable
Schedules are to be construed as if the relationship had not ended.


(6) For the purposes of Part 9 (enforcement), a contravention of this section relates
to the Part of this Act that would have been contravened if the relationship had
not ended.


(7) But conduct is not a contravention of this section in so far as it also amounts to
victimisation of B by A.


109 Liability of employers and principals


(1) Anything done by a person (A) in the course of A’s employment must be
treated as also done by the employer.


(2) Anything done by an agent for a principal, with the authority of the principal,
must be treated as also done by the principal.


(3) It does not matter whether that thing is done with the employer’s or principal’s
knowledge or approval.


(4) In proceedings against A’s employer (B) in respect of anything alleged to have
been done by A in the course of A’s employment it is a defence for B to show
that B took all reasonable steps to prevent A—


(a) from doing that thing, or
(b) from doing anything of that description.


(5) This section does not apply to offences under this Act (other than offences
under Part 12 (disabled persons: transport)).


110 Liability of employees and agents


(1) A person (A) contravenes this section if—
(a) A is an employee or agent,
(b) A does something which, by virtue of section 109(1) or (2), is treated as


having been done by A’s employer or principal (as the case may be),
and


(c) the doing of that thing by A amounts to a contravention of this Act by
the employer or principal (as the case may be).


(2) It does not matter whether, in any proceedings, the employer is found not to
have contravened this Act by virtue of section 109(4).


(3) A does not contravene this section if—
(a) A relies on a statement by the employer or principal that doing that


thing is not a contravention of this Act, and
(b) it is reasonable for A to do so.


(4) A person (B) commits an offence if B knowingly or recklessly makes a
statement mentioned in subsection (3)(a) which is false or misleading in a
material respect.


(5) A person guilty of an offence under subsection (4) is liable on summary
conviction to a fine not exceeding level 5 on the standard scale.


(6) Part 9 (enforcement) applies to a contravention of this section by A as if it were
the contravention mentioned in subsection (1)(c).
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(7) The reference in subsection (1)(c) to a contravention of this Act does not include
a reference to disability discrimination in contravention of Chapter 1 of Part 6
(schools).


111 Instructing, causing or inducing contraventions


(1) A person (A) must not instruct another (B) to do in relation to a third person
(C) anything which contravenes Part 3, 4, 5, 6 or 7 or section 108(1) or (2) or
112(1) (a basic contravention).


(2) A person (A) must not cause another (B) to do in relation to a third person (C)
anything which is a basic contravention.


(3) A person (A) must not induce another (B) to do in relation to a third person (C)
anything which is a basic contravention.


(4) For the purposes of subsection (3), inducement may be direct or indirect.


(5) Proceedings for a contravention of this section may be brought—
(a) by B, if B is subjected to a detriment as a result of A’s conduct;
(b) by C, if C is subjected to a detriment as a result of A’s conduct;
(c) by the Commission.


(6) For the purposes of subsection (5), it does not matter whether—
(a) the basic contravention occurs;
(b) any other proceedings are, or may be, brought in relation to A’s


conduct.


(7) This section does not apply unless the relationship between A and B is such
that A is in a position to commit a basic contravention in relation to B.


(8) A reference in this section to causing or inducing a person to do something
includes a reference to attempting to cause or induce the person to do it.


(9) For the purposes of Part 9 (enforcement), a contravention of this section is to be
treated as relating—


(a) in a case within subsection (5)(a), to the Part of this Act which, because
of the relationship between A and B, A is in a position to contravene in
relation to B;


(b) in a case within subsection (5)(b), to the Part of this Act which, because
of the relationship between B and C, B is in a position to contravene in
relation to C.


112 Aiding contraventions


(1) A person (A) must not knowingly help another (B) to do anything which
contravenes Part 3, 4, 5, 6 or 7 or section 108(1) or (2) or 111 (a basic
contravention).


(2) It is not a contravention of subsection (1) if—
(a) A relies on a statement by B that the act for which the help is given does


not contravene this Act, and
(b) it is reasonable for A to do so.


(3) B commits an offence if B knowingly or recklessly makes a statement
mentioned in subsection (2)(a) which is false or misleading in a material
respect.
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(4) A person guilty of an offence under subsection (3) is liable on summary
conviction to a fine not exceeding level 5 on the standard scale.


(5) For the purposes of Part 9 (enforcement), a contravention of this section is to be
treated as relating to the provision of this Act to which the basic contravention
relates.


(6) The reference in subsection (1) to a basic contravention does not include a
reference to disability discrimination in contravention of Chapter 1 of Part 6
(schools).


PART 9


ENFORCEMENT


CHAPTER 1


INTRODUCTORY


113 Proceedings


(1) Proceedings relating to a contravention of this Act must be brought in
accordance with this Part.


(2) Subsection (1) does not apply to proceedings under Part 1 of the Equality Act
2006.


(3) Subsection (1) does not prevent—
(a) a claim for judicial review;
(b) proceedings under the Immigration Acts;
(c) proceedings under the Special Immigration Appeals Commission Act


1997;
(d) in Scotland, an application to the supervisory jurisdiction of the Court


of Session.


(4) This section is subject to any express provision of this Act conferring
jurisdiction on a court or tribunal.


(5) The reference to a contravention of this Act includes a reference to a breach of
an equality clause or rule.


(6) Chapters 2 and 3 do not apply to proceedings relating to an equality clause or
rule except in so far as Chapter 4 provides for that.


(7) This section does not apply to—
(a) proceedings for an offence under this Act;
(b) proceedings relating to a penalty under Part 12 (disabled persons:


transport).
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CHAPTER 2


CIVIL COURTS


114 Jurisdiction


(1) A county court or, in Scotland, the sheriff has jurisdiction to determine a claim
relating to—


(a) a contravention of Part 3 (services and public functions);
(b) a contravention of Part 4 (premises);
(c) a contravention of Part 6 (education);
(d) a contravention of Part 7 (associations);
(e) a contravention of section 108, 111 or 112 that relates to Part 3, 4, 6 or 7.


(2) Subsection (1)(a) does not apply to a claim within section 115.


(3) Subsection (1)(c) does not apply to a claim within section 116.


(4) Subsection (1)(d) does not apply to a contravention of section 106.


(5) For the purposes of proceedings on a claim within subsection (1)(a)—
(a) a decision in proceedings on a claim mentioned in section 115(1) that an


act is a contravention of Part 3 is binding;
(b) it does not matter whether the act occurs outside the United Kingdom.


(6) The county court or sheriff—
(a) must not grant an interim injunction or interdict unless satisfied that no


criminal matter would be prejudiced by doing so;
(b) must grant an application to stay or sist proceedings under subsection


(1) on grounds of prejudice to a criminal matter unless satisfied the
matter will not be prejudiced.


(7) In proceedings in England and Wales on a claim within subsection (1), the
power under section 63(1) of the County Courts Act 1984 (appointment of
assessors) must be exercised unless the judge is satisfied that there are good
reasons for not doing so.


(8) In proceedings in Scotland on a claim within subsection (1), the power under
rule 44.3 of Schedule 1 to the Sheriff Court (Scotland) Act 1907 (appointment of
assessors) must be exercised unless the sheriff is satisfied that there are good
reasons for not doing so.


(9) The remuneration of an assessor appointed by virtue of subsection (8) is to be
at a rate determined by the Lord President of the Court of Session.


115 Immigration cases


(1) A claim is within this section if it relates to the act of an immigration authority
in taking a relevant decision and—


(a) the question whether the act is a contravention of Part 3 has been or
could be raised on an appeal which is pending, or could be brought,
under the immigration provisions, or


(b) it has been decided on an appeal under those provisions that the act is
not a contravention of Part 3.


(2) The relevant decision is not—
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(a) subject to challenge in proceedings on a claim within section 114(1)(a),
or


(b) affected by the decision of a court in such proceedings.


(3) For the purposes of subsection (1)(a) a power to grant permission to appeal out
of time must be ignored.


(4) Each of the following is an immigration authority—
(a) the Secretary of State;
(b) an immigration officer;
(c) a person responsible for the grant or refusal of entry clearance (within


the meaning of section 33(1) of the Immigration Act 1971).


(5) The immigration provisions are—
(a) the Special Immigration Appeals Commission Act 1997, or
(b) Part 5 of the Nationality, Immigration and Asylum Act 2002.


(6) A relevant decision is—
(a) a decision under the Immigration Acts relating to the entitlement of a


person to enter or remain in the United Kingdom;
(b) a decision on an appeal under the immigration provisions relating to a


decision within paragraph (a).


(7) An appeal is pending if it is pending for the purposes of section 104 of the
Nationality, Immigration and Asylum Act 2002 or (as the case may be) for the
purposes of that section as it is applied by section 2(2)(j) of the Special
Immigration Appeals Commission Act 1997.


116 Education cases


(1) A claim is within this section if it may be made to—
(a) the First-tier Tribunal in accordance with Part 2 of Schedule 17,
(b) the Special Educational Needs Tribunal for Wales in accordance with


Part 2 of that Schedule, or
(c) an Additional Support Needs Tribunal for Scotland in accordance with


Part 3 of that Schedule.


(2) A claim is also within this section if it must be made in accordance with appeal
arrangements within the meaning of Part 4 of that Schedule.


(3) Schedule 17 (disabled pupils: enforcement) has effect.


117 National security


(1) Rules of court may, in relation to proceedings on a claim within section 114,
confer power as mentioned in subsections (2) to (4); but a power so conferred
is exercisable only if the court thinks it expedient to do so in the interests of
national security.


(2) The rules may confer power to exclude from all or part of the proceedings—
(a) the claimant or pursuer;
(b) a representative of the claimant or pursuer;
(c) an assessor.
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(3) The rules may confer power to permit a claimant, pursuer or representative
who has been excluded to make a statement to the court before the
commencement of the proceedings, or part of the proceedings, to which the
exclusion relates.


(4) The rules may confer power to take steps to keep secret all or part of the
reasons for the court’s decision.


(5) The Attorney General or, in Scotland, the Advocate General for Scotland may
appoint a person to represent the interests of a claimant or pursuer in, or in any
part of, proceedings to which an exclusion by virtue of subsection (2)(a) or (b)
relates.


(6) A person (P) may be appointed under subsection (5) only if—
(a) in relation to proceedings in England and Wales, P is a person who, for


the purposes of the Legal Services Act 2007, is an authorised person in
relation to an activity which constitutes the exercise of a right of
audience or the conduct of litigation;


(b) in relation to proceedings in Scotland, P is an advocate or qualified to
practice as a solicitor in Scotland.


(7) P is not responsible to the person whose interests P is appointed to represent.


118 Time limits


(1) Proceedings on a claim within section 114 may not be brought after the end
of—


(a) the period of 6 months starting with the date of the act to which the
claim relates, or


(b) such other period as the county court or sheriff thinks just and
equitable.


(2) If subsection (3) or (4) applies, subsection (1)(a) has effect as if for “6 months”
there were substituted “9 months”.


(3) This subsection applies if—
(a) the claim relates to the act of a qualifying institution, and
(b) a complaint relating to the act is referred under the student complaints


scheme before the end of the period of 6 months starting with the date
of the act.


(4) This subsection applies if—
(a) the claim relates to a dispute referred for conciliation in pursuance of


arrangements under section 27 of the Equality Act 2006, and
(b) subsection (3) does not apply.


(5) If it has been decided under the immigration provisions that the act of an
immigration authority in taking a relevant decision is a contravention of Part 3
(services and public functions), subsection (1) has effect as if for paragraph (a)
there were substituted—


“(a) the period of 6 months starting with the day after the expiry of
the period during which, as a result of section 114(2),
proceedings could not be brought in reliance on section
114(1)(a);”.


(6) For the purposes of this section—
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(a) conduct extending over a period is to be treated as done at the end of
the period;


(b) failure to do something is to be treated as occurring when the person in
question decided on it.


(7) In the absence of evidence to the contrary, a person (P) is to be taken to decide
on failure to do something—


(a) when P does an act inconsistent with doing it, or
(b) if P does no inconsistent act, on the expiry of the period in which P


might reasonably have been expected to do it.


(8) In this section—
“immigration authority”, “immigration provisions” and “relevant


decision” each have the meaning given in section 115;
“qualifying institution” has the meaning given in section 11 of the Higher


Education Act 2004;
“the student complaints scheme” means a scheme for the review of


qualifying complaints (within the meaning of section 12 of that Act)
that is provided by the designated operator (within the meaning of
section 13(5)(b) of that Act).


119 Remedies


(1) This section applies if a county court or the sheriff finds that there has been a
contravention of a provision referred to in section 114(1).


(2) The county court has power to grant any remedy which could be granted by
the High Court—


(a) in proceedings in tort;
(b) on a claim for judicial review.


(3) The sheriff has power to make any order which could be made by the Court of
Session—


(a) in proceedings for reparation;
(b) on a petition for judicial review.


(4) An award of damages may include compensation for injured feelings (whether
or not it includes compensation on any other basis).


(5) Subsection (6) applies if the county court or sheriff—
(a) finds that a contravention of a provision referred to in section 114(1) is


established by virtue of section 19, but
(b) is satisfied that the provision, criterion or practice was not applied with


the intention of discriminating against the claimant or pursuer.


(6) The county court or sheriff must not make an award of damages unless it first
considers whether to make any other disposal.


(7) The county court or sheriff must not grant a remedy other than an award of
damages or the making of a declaration unless satisfied that no criminal matter
would be prejudiced by doing so.
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CHAPTER 3


EMPLOYMENT TRIBUNALS


120 Jurisdiction


(1) An employment tribunal has, subject to section 121, jurisdiction to determine a
complaint relating to—


(a) a contravention of Part 5 (work);
(b) a contravention of section 108, 111 or 112 that relates to Part 5.


(2) An employment tribunal has jurisdiction to determine an application by a
responsible person (as defined by section 61) for a declaration as to the rights
of that person and a worker in relation to a dispute about the effect of a non-
discrimination rule.


(3) An employment tribunal also has jurisdiction to determine an application by
the trustees or managers of an occupational pension scheme for a declaration
as to their rights and those of a member in relation to a dispute about the effect
of a non-discrimination rule.


(4) An employment tribunal also has jurisdiction to determine a question that—
(a) relates to a non-discrimination rule, and
(b) is referred to the tribunal by virtue of section 122.


(5) In proceedings before an employment tribunal on a complaint relating to a
breach of a non-discrimination rule, the employer—


(a) is to be treated as a party, and
(b) is accordingly entitled to appear and be heard.


(6) Nothing in this section affects such jurisdiction as the High Court, a county
court, the Court of Session or the sheriff has in relation to a non-discrimination
rule.


(7) Subsection (1)(a) does not apply to a contravention of section 53 in so far as the
act complained of may, by virtue of an enactment, be subject to an appeal or
proceedings in the nature of an appeal.


(8) In subsection (1), the references to Part 5 do not include a reference to section
60(1).


121 Armed forces cases


(1) Section 120(1) does not apply to a complaint relating to an act done when the
complainant was serving as a member of the armed forces unless—


(a) the complainant has made a service complaint about the matter, and
(b) the complaint has not been withdrawn.


(2) If the complaint is made under the service complaint procedures, it is to be
treated for the purposes of subsection (1)(b) as withdrawn if—


(a) neither the officer to whom it is made nor a superior officer refers it to
the Defence Council, and


(b) the complainant does not apply for it to be referred to the Defence
Council.
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(3) If the complaint is made under the old service redress procedures, it is to be
treated for the purposes of subsection (1)(b) as withdrawn if the complainant
does not submit it to the Defence Council under those procedures. 


(4) The reference in subsection (3) to the old service redress procedures is a
reference to the procedures (other than those relating to the making of a report
on a complaint to Her Majesty) referred to in—


(a) section 180 of the Army Act 1955,
(b) section 180 of the Air Force Act 1955, or 
(c) section 130 of the Naval Discipline Act 1957.


(5) The making of a complaint to an employment tribunal in reliance on subsection
(1) does not affect the continuation of the service complaint procedures or (as
the case may be) the old service redress procedures.


122 References by court to tribunal, etc.


(1) If it appears to a court in which proceedings are pending that a claim or
counter-claim relating to a non-discrimination rule could more conveniently
be determined by an employment tribunal, the court may strike out the claim
or counter-claim.


(2) If in proceedings before a court a question arises about a non-discrimination
rule, the court may (whether or not on an application by a party to the
proceedings)—


(a) refer the question, or direct that it be referred by a party to the
proceedings, to an employment tribunal for determination, and


(b) stay or sist the proceedings in the meantime.


123 Time limits


(1) Proceedings on a complaint within section 120 may not be brought after the
end of—


(a) the period of 3 months starting with the date of the act to which the
complaint relates, or


(b) such other period as the employment tribunal thinks just and equitable.


(2) Proceedings may not be brought in reliance on section 121(1) after the end of—
(a) the period of 6 months starting with the date of the act to which the


proceedings relate, or
(b) such other period as the employment tribunal thinks just and equitable.


(3) For the purposes of this section—
(a) conduct extending over a period is to be treated as done at the end of


the period;
(b) failure to do something is to be treated as occurring when the person in


question decided on it.


(4) In the absence of evidence to the contrary, a person (P) is to be taken to decide
on failure to do something—


(a) when P does an act inconsistent with doing it, or
(b) if P does no inconsistent act, on the expiry of the period in which P


might reasonably have been expected to do it.
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124 Remedies: general


(1) This section applies if an employment tribunal finds that there has been a
contravention of a provision referred to in section 120(1).


(2) The tribunal may—
(a) make a declaration as to the rights of the complainant and the


respondent in relation to the matters to which the proceedings relate;
(b) order the respondent to pay compensation to the complainant;
(c) make an appropriate recommendation.


(3) An appropriate recommendation is a recommendation that within a specified
period the respondent takes specified steps for the purpose of obviating or
reducing the adverse effect of any matter to which the proceedings relate—


(a) on the complainant;
(b) on any other person.


(4) Subsection (5) applies if the tribunal—
(a) finds that a contravention is established by virtue of section 19, but
(b) is satisfied that the provision, criterion or practice was not applied with


the intention of discriminating against the complainant.


(5) It must not make an order under subsection (2)(b) unless it first considers
whether to act under subsection (2)(a) or (c).


(6) The amount of compensation which may be awarded under subsection (2)(b)
corresponds to the amount which could be awarded by a county court or the
sheriff under section 119. 


(7) If a respondent fails, without reasonable excuse, to comply with an appropriate
recommendation in so far as it relates to the complainant, the tribunal may—


(a) if an order was made under subsection (2)(b), increase the amount of
compensation to be paid;


(b) if no such order was made, make one.


125 Remedies: national security


(1) In national security proceedings, an appropriate recommendation (as defined
by section 124) must not be made in relation to a person other than the
complainant if the recommendation would affect anything done by—


(a) the Security Service,
(b) the Secret Intelligence Service,
(c) the Government Communications Headquarters, or
(d) a part of the armed forces which is, in accordance with a requirement


of the Secretary of State, assisting the Government Communications
Headquarters.


(2) National security proceedings are—
(a) proceedings to which a direction under section 10(3) of the


Employment Tribunals Act 1996 (national security) relates;
(b) proceedings to which an order under section 10(4) of that Act relates;
(c) proceedings (or the part of proceedings) to which a direction pursuant


to regulations made under section 10(5) of that Act relates;
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(d) proceedings (or the part of proceedings) in relation to which an
employment tribunal acts pursuant to regulations made under section
10(6) of that Act.


126 Remedies: occupational pension schemes


(1) This section applies if an employment tribunal finds that there has been a
contravention of a provision referred to in section 120(1) in relation to—


(a) the terms on which persons become members of an occupational
pension scheme, or 


(b) the terms on which members of an occupational pension scheme are
treated.


(2) In addition to anything which may be done by the tribunal under section 124
the tribunal may also by order declare—


(a) if the complaint relates to the terms on which persons become members
of a scheme, that the complainant has a right to be admitted to the
scheme;


(b) if the complaint relates to the terms on which members of the scheme
are treated, that the complainant has a right to membership of the
scheme without discrimination.


(3) The tribunal may not make an order under subsection (2)(b) of section 124
unless—


(a) the compensation is for injured feelings, or
(b) the order is made by virtue of subsection (7) of that section.


(4) An order under subsection (2)—
(a) may make provision as to the terms on which or the capacity in which


the claimant is to enjoy the admission or membership;
(b) may have effect in relation to a period before the order is made.


CHAPTER 4


EQUALITY OF TERMS


127 Jurisdiction


(1) An employment tribunal has, subject to subsection (6), jurisdiction to
determine a complaint relating to a breach of an equality clause or rule.


(2) The jurisdiction conferred by subsection (1) includes jurisdiction to determine
a complaint arising out of a breach of an equality clause or rule; and a reference
in this Chapter to a complaint relating to such a breach is to be read
accordingly.


(3) An employment tribunal also has jurisdiction to determine an application by a
responsible person for a declaration as to the rights of that person and a worker
in relation to a dispute about the effect of an equality clause or rule.


(4) An employment tribunal also has jurisdiction to determine an application by
the trustees or managers of an occupational pension scheme for a declaration
as to their rights and those of a member in relation to a dispute about the effect
of an equality rule.
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(5) An employment tribunal also has jurisdiction to determine a question that— 
(a) relates to an equality clause or rule, and
(b) is referred to the tribunal by virtue of section 128(2).


(6) This section does not apply to a complaint relating to an act done when the
complainant was serving as a member of the armed forces unless—


(a) the complainant has made a service complaint about the matter, and
(b) the complaint has not been withdrawn.


(7) Subsections (2) to (5) of section 121 apply for the purposes of subsection (6) of
this section as they apply for the purposes of subsection (1) of that section.


(8) In proceedings before an employment tribunal on a complaint relating to a
breach of an equality rule, the employer—


(a) is to be treated as a party, and
(b) is accordingly entitled to appear and be heard.


(9) Nothing in this section affects such jurisdiction as the High Court, a county
court, the Court of Session or the sheriff has in relation to an equality clause or
rule.


128 References by court to tribunal, etc.


(1) If it appears to a court in which proceedings are pending that a claim or
counter-claim relating to an equality clause or rule could more conveniently be
determined by an employment tribunal, the court may strike out the claim or
counter-claim.


(2) If in proceedings before a court a question arises about an equality clause or
rule, the court may (whether or not on an application by a party to the
proceedings)—


(a) refer the question, or direct that it be referred by a party to the
proceedings, to an employment tribunal for determination, and


(b) stay or sist the proceedings in the meantime.


129 Time limits


(1) This section applies to—
(a) a complaint relating to a breach of an equality clause or rule;
(b) an application for a declaration referred to in section 127(3) or (4).


(2) Proceedings on the complaint or application may not be brought in an
employment tribunal after the end of the qualifying period.


(3) If the complaint or application relates to terms of work other than terms of
service in the armed forces, the qualifying period is, in a case mentioned in the
first column of the table, the period mentioned in the second column.


Case Qualifying period


A standard case The period of 6 months beginning with the last
day of the employment or appointment.
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(4) If the complaint or application relates to terms of service in the armed forces,
the qualifying period is, in a case mentioned in the first column of the table, the
period mentioned in the second column.


130 Section 129: supplementary


(1) This section applies for the purposes of section 129.


(2) A standard case is a case which is not—
(a) a stable work case,
(b) a concealment case,
(c) an incapacity case, or
(d) a concealment case and an incapacity case.


A stable work case (but not if
it is also a concealment or
incapacity case (or both))


The period of 6 months beginning with the day
on which the stable working relationship
ended.


A concealment case (but not if
it is also an incapacity case) 


The period of 6 months beginning with the day
on which the worker discovered (or could with
reasonable diligence have discovered) the
qualifying fact.


An incapacity case (but not if
it is also a concealment case)


The period of 6 months beginning with the day
on which the worker ceased to have the
incapacity.


A case which is a concealment
case and an incapacity case.


The period of 6 months beginning with the
later of the days on which the period would
begin if the case were merely a concealment or
incapacity case.


Case Qualifying period


A standard case The period of 9 months beginning with the last
day of the period of service during which the
complaint arose.


A concealment case (but not if
it is also an incapacity case) 


The period of 9 months beginning with the day
on which the worker discovered (or could with
reasonable diligence have discovered) the
qualifying fact.


An incapacity case (but not if
it is also a concealment case)


The period of 9 months beginning with the day
on which the worker ceased to have the
incapacity.


A case which is a concealment
case and an incapacity case.


The period of 9 months beginning with the
later of the days on which the period would
begin if the case were merely a concealment or
incapacity case.


Case Qualifying period
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(3) A stable work case is a case where the proceedings relate to a period during
which there was a stable working relationship between the worker and the
responsible person (including any time after the terms of work had expired).


(4) A concealment case in proceedings relating to an equality clause is a case
where—


(a) the responsible person deliberately concealed a qualifying fact from the
worker, and


(b) the worker did not discover (or could not with reasonable diligence
have discovered) the qualifying fact until after the relevant day.


(5) A concealment case in proceedings relating to an equality rule is a case
where—


(a) the employer or the trustees or managers of the occupational pension
scheme in question deliberately concealed a qualifying fact from the
member, and


(b) the member did not discover (or could not with reasonable diligence
have discovered) the qualifying fact until after the relevant day.


(6) A qualifying fact for the purposes of subsection (4) or (5) is a fact—
(a) which is relevant to the complaint, and
(b) without knowledge of which the worker or member could not


reasonably have been expected to bring the proceedings.


(7) An incapacity case in proceedings relating to an equality clause with respect to
terms of work other than terms of service in the armed forces is a case where
the worker had an incapacity during the period of 6 months beginning with the
later of—


(a) the relevant day, or
(b) the day on which the worker discovered (or could with reasonable


diligence have discovered) the qualifying fact deliberately concealed
from the worker by the responsible person.


(8) An incapacity case in proceedings relating to an equality clause with respect to
terms of service in the armed forces is a case where the worker had an
incapacity during the period of 9 months beginning with the later of—


(a) the last day of the period of service during which the complaint arose,
or


(b) the day on which the worker discovered (or could with reasonable
diligence have discovered) the qualifying fact deliberately concealed
from the worker by the responsible person.


(9) An incapacity case in proceedings relating to an equality rule is a case where
the member of the occupational pension scheme in question had an incapacity
during the period of 6 months beginning with the later of—


(a) the relevant day, or
(b) the day on which the member discovered (or could with reasonable


diligence have discovered) the qualifying fact deliberately concealed
from the member by the employer or the trustees or managers of the
scheme.


(10) The relevant day for the purposes of this section is—
(a) the last day of the employment or appointment, or
(b) the day on which the stable working relationship between the worker


and the responsible person ended.
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131 Assessment of whether work is of equal value


(1) This section applies to proceedings before an employment tribunal on—
(a) a complaint relating to a breach of an equality clause or rule, or
(b) a question referred to the tribunal by virtue of section 128(2).


(2) Where a question arises in the proceedings as to whether one person’s work is
of equal value to another’s, the tribunal may, before determining the question,
require a member of the panel of independent experts to prepare a report on
the question.


(3) The tribunal may withdraw a requirement that it makes under subsection (2);
and, if it does so, it may—


(a) request the panel member to provide it with specified documentation;
(b) make such other requests to that member as are connected with the


withdrawal of the requirement.


(4) If the tribunal requires the preparation of a report under subsection (2) (and
does not withdraw the requirement), it must not determine the question unless
it has received the report.


(5) Subsection (6) applies where—
(a) a question arises in the proceedings as to whether the work of one


person (A) is of equal value to the work of another (B), and
(b) A’s work and B’s work have been given different values by a job


evaluation study.


(6) The tribunal must determine that A’s work is not of equal value to B’s work
unless it has reasonable grounds for suspecting that the evaluation contained
in the study—


(a) was based on a system that discriminates because of sex, or
(b) is otherwise unreliable.


(7) For the purposes of subsection (6)(a), a system discriminates because of sex if a
difference (or coincidence) between values that the system sets on different
demands is not justifiable regardless of the sex of the person on whom the
demands are made.


(8) A reference to a member of the panel of independent experts is a reference to a
person—


(a) who is for the time being designated as such by the Advisory,
Conciliation and Arbitration Service (ACAS) for the purposes of this
section, and


(b) who is neither a member of the Council of ACAS nor one of its officers
or members of staff.


(9) “Job evaluation study” has the meaning given in section 80(5).


132 Remedies in non-pensions cases


(1) This section applies to proceedings before a court or employment tribunal on
a complaint relating to a breach of an equality clause, other than a breach with
respect to membership of or rights under an occupational pension scheme.


(2) If the court or tribunal finds that there has been a breach of the equality clause,
it may—
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(a) make a declaration as to the rights of the parties in relation to the
matters to which the proceedings relate;


(b) order an award by way of arrears of pay or damages in relation to the
complainant.


(3) The court or tribunal may not order a payment under subsection (2)(b) in
respect of a time before the arrears day.


(4) In relation to proceedings in England and Wales, the arrears day is, in a case
mentioned in the first column of the table, the day mentioned in the second
column.


(5) In relation to proceedings in Scotland, the arrears day is the first day of—
(a) the period of 5 years ending with the day on which the proceedings


were commenced, or
(b) if the case involves a relevant incapacity, or a relevant fraud or error,


the period of 20 years ending with that day.


133 Remedies in pensions cases


(1) This section applies to proceedings before a court or employment tribunal on
a complaint relating to—


(a) a breach of an equality rule, or
(b) a breach of an equality clause with respect to membership of, or rights


under, an occupational pension scheme.


(2) If the court or tribunal finds that there has been a breach as referred to in
subsection (1)—


(a) it may make a declaration as to the rights of the parties in relation to the
matters to which the proceedings relate;


(b) it must not order arrears of benefits or damages or any other amount to
be paid to the complainant.


(3) Subsection (2)(b) does not apply if the proceedings are proceedings to which
section 134 applies.


(4) If the breach relates to a term on which persons become members of the
scheme, the court or tribunal may declare that the complainant is entitled to be
admitted to the scheme with effect from a specified date.


(5) A date specified for the purposes of subsection (4) must not be before 8 April
1976.


(6) If the breach relates to a term on which members of the scheme are treated, the
court or tribunal may declare that the complainant is, in respect of a specified


Case Arrears day


A standard case The day falling 6 years before the day on
which the proceedings were instituted.


A concealment case or an
incapacity case (or a case
which is both).


The day on which the breach first
occurred.
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period, entitled to secure the rights that would have accrued if the breach had
not occurred.


(7) A period specified for the purposes of subsection (6) must not begin before 17
May 1990.


(8) If the court or tribunal makes a declaration under subsection (6), the employer
must provide such resources to the scheme as are necessary to secure for the
complainant (without contribution or further contribution by the complainant
or other members) the rights referred to in that subsection.


134 Remedies in claims for arrears brought by pensioner members


(1) This section applies to proceedings before a court or employment tribunal on
a complaint by a pensioner member of an occupational pension scheme
relating to a breach of an equality clause or rule with respect to a term on which
the member is treated.


(2) If the court or tribunal finds that there has been a breach referred to in
subsection (1), it may—


(a) make a declaration as to the rights of the complainant and the
respondent in relation to the matters to which the proceedings relate;


(b) order an award by way of arrears of benefits or damages or of any other
amount in relation to the complainant.


(3) The court or tribunal must not order an award under subsection (2)(b) in
respect of a time before the arrears day.


(4) If the court or tribunal orders an award under subsection (2)(b), the employer
must provide such resources to the scheme as are necessary to secure for the
complainant (without contribution or further contribution by the complainant
or other members) the amount of the award.


(5) In relation to proceedings in England and Wales, the arrears day is, in a case
mentioned in the first column of the table, the day mentioned in the second
column.


(6) In relation to proceedings in Scotland, the arrears day is the first day of—
(a) the period of 5 years ending with the day on which the proceedings


were commenced, or
(b) if the case involves a relevant incapacity, or a relevant fraud or error,


the period of 20 years ending with that day.


135 Supplementary


(1) This section applies for the purposes of sections 132 to 134.


Case Arrears day


A standard case The day falling 6 years before the day on
which the proceedings were commenced.


A concealment case or an
incapacity case (or a case
which is both).


The day on which the breach first
occurred.
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(2) A standard case is a case which is not—
(a) a concealment case,
(b) an incapacity case, or
(c) a concealment case and an incapacity case.


(3) A concealment case in relation to an equality clause is a case where—
(a) the responsible person deliberately concealed a qualifying fact (as


defined by section 130) from the worker, and
(b) the worker commenced the proceedings before the end of the period of


6 years beginning with the day on which the worker discovered (or
could with reasonable diligence have discovered) the qualifying fact.


(4) A concealment case in relation to an equality rule is a case where—
(a) the employer or the trustees or managers of the occupational pension


scheme in question deliberately concealed a qualifying fact (as defined
by section 130) from the member, and


(b) the member commenced the proceedings before the end of the period
of 6 years beginning with the day on which the member discovered (or
could with reasonable diligence have discovered) the qualifying fact.


(5) An incapacity case is a case where the worker or member—
(a) had an incapacity when the breach first occurred, and
(b) commenced the proceedings before the end of the period of 6 years


beginning with the day on which the worker or member ceased to have
the incapacity.


(6) A case involves a relevant incapacity or a relevant fraud or error if the period
of 5 years referred to in section 132(5)(a) is, as a result of subsection (7) below,
reckoned as a period of more than 20 years.


(7) For the purposes of the reckoning referred to in subsection (6), no account is to
be taken of time when the worker or member—


(a) had an incapacity, or
(b) was induced by a relevant fraud or error to refrain from commencing


proceedings (not being a time after the worker or member could with
reasonable diligence have discovered the fraud or error).


(8) For the purposes of subsection (7)—
(a) a fraud is relevant in relation to an equality clause if it is a fraud on the


part of the responsible person;
(b) an error is relevant in relation to an equality clause if it is induced by


the words or conduct of the responsible person;
(c) a fraud is relevant in relation to an equality rule if it is a fraud on the


part of the employer or the trustees or managers of the scheme;
(d) an error is relevant in relation to an equality rule if it is induced by the


words or conduct of the employer or the trustees or managers of the
scheme.


(9) A reference in subsection (8) to the responsible person, the employer or the
trustees or managers includes a reference to a person acting on behalf of the
person or persons concerned.


(10) In relation to terms of service, a reference in section 132(5) or subsection (3) or
(5)(b) of this section to commencing proceedings is to be read as a reference to
making a service complaint.
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(11) A reference to a pensioner member of a scheme includes a reference to a person
who is entitled to the present payment of pension or other benefits derived
through a member.


(12) In relation to proceedings before a court—
(a) a reference to a complaint is to be read as a reference to a claim, and
(b) a reference to a complainant is to be read as a reference to a claimant.


CHAPTER 5


MISCELLANEOUS


136 Burden of proof


(1) This section applies to any proceedings relating to a contravention of this Act.


(2) If there are facts from which the court could decide, in the absence of any other
explanation, that a person (A) contravened the provision concerned, the court
must hold that the contravention occurred.


(3) But subsection (2) does not apply if A shows that A did not contravene the
provision.


(4) The reference to a contravention of this Act includes a reference to a breach of
an equality clause or rule.


(5) This section does not apply to proceedings for an offence under this Act.


(6) A reference to the court includes a reference to—
(a) an employment tribunal;
(b) the Asylum and Immigration Tribunal;
(c) the Special Immigration Appeals Commission;
(d) the First-tier Tribunal;
(e) the Special Educational Needs Tribunal for Wales;
(f) an Additional Support Needs Tribunal for Scotland.


137 Previous findings


(1) A finding in relevant proceedings in respect of an act which has become final
is to be treated as conclusive in proceedings under this Act.


(2) Relevant proceedings are proceedings before a court or employment tribunal
under any of the following—


(a) section 19 or 20 of the Race Relations Act 1968;
(b) the Equal Pay Act 1970;
(c) the Sex Discrimination Act 1975;
(d) the Race Relations Act 1976;
(e) section 6(4A) of the Sex Discrimination Act 1986;
(f) the Disability Discrimination Act 1995;
(g) Part 2 of the Equality Act 2006;
(h) the Employment Equality (Religion and Belief) Regulations 2003 (S.I.


2003/1660);
(i) the Employment Equality (Sexual Orientation) Regulations 2003 (S.I.


2003/1661);
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(j) the Employment Equality (Age) Regulations 2006 (S.I. 2006/1031);
(k) the Equality Act (Sexual Orientation) Regulations 2007 (S.I. 2007/1263).


(3) A finding becomes final—
(a) when an appeal against the finding is dismissed, withdrawn or


abandoned, or
(b) when the time for appealing expires without an appeal having been


brought.


138 Obtaining information, etc.


(1) In this section—
(a) P is a person who thinks that a contravention of this Act has occurred


in relation to P;
(b) R is a person who P thinks has contravened this Act.


(2) A Minister of the Crown must by order prescribe—
(a) forms by which P may question R on any matter which is or may be


relevant;
(b) forms by which R may answer questions by P.


(3) A question by P or an answer by R is admissible as evidence in proceedings
under this Act (whether or not the question or answer is contained in a
prescribed form).


(4) A court or tribunal may draw an inference from—
(a) a failure by R to answer a question by P before the end of the period of


8 weeks beginning with the day on which the question is served;
(b) an evasive or equivocal answer.


(5) Subsection (4) does not apply if—
(a) R reasonably asserts that to have answered differently or at all might


have prejudiced a criminal matter;
(b) R reasonably asserts that to have answered differently or at all would


have revealed the reason for not commencing or not continuing
criminal proceedings;


(c) R’s answer is of a kind specified for the purposes of this paragraph by
order of a Minister of the Crown;


(d) R’s answer is given in circumstances specified for the purposes of this
paragraph by order of a Minister of the Crown;


(e) R’s failure to answer occurs in circumstances specified for the purposes
of this paragraph by order of a Minister of the Crown.


(6) The reference to a contravention of this Act includes a reference to a breach of
an equality clause or rule.


(7) A Minister of the Crown may by order—
(a) prescribe the period within which a question must be served to be


admissible under subsection (3);
(b) prescribe the manner in which a question by P, or an answer by R, may


be served.


(8) This section—
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(a) does not affect any other enactment or rule of law relating to interim or
preliminary matters in proceedings before a county court, the sheriff or
an employment tribunal, and


(b) has effect subject to any enactment or rule of law regulating the
admissibility of evidence in such proceedings.


139 Interest


(1) Regulations may make provision—
(a) for enabling an employment tribunal to include interest on an amount


awarded by it in proceedings under this Act;
(b) specifying the manner in which, and the periods and rate by reference


to which, the interest is to be determined.


(2) Regulations may modify the operation of an order made under section 14 of the
Employment Tribunals Act 1996 (power to make provision as to interest on
awards) in so far as it relates to an award in proceedings under this Act.


140 Conduct giving rise to separate proceedings


(1) This section applies in relation to conduct which has given rise to two or more
separate proceedings under this Act, with at least one being for a contravention
of section 111 (instructing, causing or inducing contraventions).


(2) A court may transfer proceedings to an employment tribunal.


(3) An employment tribunal may transfer proceedings to a court.


(4) A court or employment tribunal is to be taken for the purposes of this Part to
have jurisdiction to determine a claim or complaint transferred to it under this
section; accordingly—


(a) a reference to a claim within section 114(1) includes a reference to a
claim transferred to a court under this section, and


(b) a reference to a complaint within section 120(1) includes a reference to
a complaint transferred to an employment tribunal under this section.


(5) A court or employment tribunal may not make a decision that is inconsistent
with an earlier decision in proceedings arising out of the conduct.


(6) “Court” means—
(a) in relation to proceedings in England and Wales, a county court;
(b) in relation to proceedings in Scotland, the sheriff.


141 Interpretation, etc.


(1) This section applies for the purposes of this Part.


(2) A reference to the responsible person, in relation to an equality clause or rule,
is to be construed in accordance with Chapter 3 of Part 5.


(3) A reference to a worker is a reference to the person to the terms of whose work
the proceedings in question relate; and, for the purposes of proceedings
relating to an equality rule or a non-discrimination rule, a reference to a worker
includes a reference to a member of the occupational pension scheme in
question.
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(4) A reference to the terms of a person’s work is to be construed in accordance
with Chapter 3 of Part 5.


(5) A reference to a member of an occupational pension scheme includes a
reference to a prospective member.


(6) In relation to proceedings in England and Wales, a person has an incapacity if
the person—


(a) has not attained the age of 18, or
(b) lacks capacity (within the meaning of the Mental Capacity Act 2005). 


(7) In relation to proceedings in Scotland, a person has an incapacity if the
person—


(a) has not attained the age of 16, or
(b) is incapable (within the meaning of the Adults with Incapacity


(Scotland) Act 2000 (asp 4)).


(8) “Service complaint” means a complaint under section 334 of the Armed Forces
Act 2006; and “service complaint procedures” means the procedures
prescribed by regulations under that section (except in so far as relating to
references under section 337 of that Act).


(9) “Criminal matter” means—
(a) an investigation into the commission of an alleged offence;
(b) a decision whether to commence criminal proceedings;
(c) criminal proceedings.


PART 10


CONTRACTS, ETC.


Contracts and other agreements


142 Unenforceable terms


(1) A term of a contract is unenforceable against a person in so far as it constitutes,
promotes or provides for treatment of that or another person that is of a
description prohibited by this Act.


(2) A relevant non-contractual term is unenforceable against a person in so far as
it constitutes, promotes or provides for treatment of that or another person that
is of a description prohibited by this Act, in so far as this Act relates to
disability.


(3) A relevant non-contractual term is a term which—
(a) is a term of an agreement that is not a contract, and
(b) relates to the provision of an employment service within section


56(2)(a) to (e) or to the provision under a group insurance arrangement
of facilities by way of insurance.


(4) A reference in subsection (1) or (2) to treatment of a description prohibited by
this Act does not include—


(a) a reference to the inclusion of a term in a contract referred to in section
70(2)(a) or 76(2), or
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(b) a reference to the failure to include a term in a contract as referred to in
section 70(2)(b).


(5) Subsection (4) does not affect the application of section 148(2) to this section.


143 Removal or modification of unenforceable terms


(1) A county court or the sheriff may, on an application by a person who has an
interest in a contract or other agreement which includes a term that is
unenforceable as a result of section 142, make an order for the term to be
removed or modified. 


(2) An order under this section must not be made unless every person who would
be affected by it—


(a) has been given notice of the application (except where notice is
dispensed with in accordance with rules of court), and


(b) has been afforded an opportunity to make representations to the
county court or sheriff.


(3) An order under this section may include provision in respect of a period before
the making of the order.


144 Contracting out


(1) A term of a contract is unenforceable by a person in whose favour it would
operate in so far as it purports to exclude or limit a provision of or made under
this Act.


(2) A relevant non-contractual term (as defined by section 142) is unenforceable by
a person in whose favour it would operate in so far as it purports to exclude or
limit a provision of or made under this Act, in so far as the provision relates to
disability.


(3) This section does not apply to a contract which settles a claim within section
114.


(4) This section does not apply to a contract which settles a complaint within
section 120 if the contract—


(a) is made with the assistance of a conciliation officer, or
(b) is a qualifying compromise contract.


(5) A contract within subsection (4) includes a contract which settles a complaint
relating to a breach of an equality clause or rule or of a non-discrimination rule.


(6) A contract within subsection (4) includes an agreement by the parties to a
dispute to submit the dispute to arbitration if—


(a) the dispute is covered by a scheme having effect by virtue of an order
under section 212A of the Trade Union and Labour Relations
(Consolidation) Act 1992, and


(b) the agreement is to submit the dispute to arbitration in accordance with
the scheme.
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Collective agreements and rules of undertakings


145 Void and unenforceable terms


(1) A term of a collective agreement is void in so far as it constitutes, promotes or
provides for treatment of a description prohibited by this Act. 


(2) A rule of an undertaking is unenforceable against a person in so far as it
constitutes, promotes or provides for treatment of the person that is of a
description prohibited by this Act.


146 Declaration in respect of void term, etc.


(1) A qualifying person (P) may make a complaint to an employment tribunal that
a term is void, or that a rule is unenforceable, as a result of section 145. 


(2) But subsection (1) applies only if—
(a) the term or rule may in the future have effect in relation to P, and
(b) where the complaint alleges that the term or rule provides for treatment


of a description prohibited by this Act, P may in the future be subjected
to treatment that would (if P were subjected to it in present
circumstances) be of that description.


(3) If the tribunal finds that the complaint is well-founded, it must make an order
declaring that the term is void or the rule is unenforceable.


(4) An order under this section may include provision in respect of a period before
the making of the order.


(5) In the case of a complaint about a term of a collective agreement, where the
term is one made by or on behalf of a person of a description specified in the
first column of the table, a qualifying person is a person of a description
specified in the second column.


(6) In the case of a complaint about a rule of an undertaking, where the rule is one
made by or on behalf of a person of a description specified in the first column
of the table, a qualifying person is a person of a description specified in the
second column.


Description of person who 
made collective agreement


Qualifying person


Employer A person who is, or is seeking to be,
an employee of that employer


Organisation of employers A person who is, or is seeking to be,
an employee of an employer who is a
member of that organisation


Association of organisations
of employers


A person who is, or is seeking to be,
an employee of an employer who is a
member of an organisation in that
association
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Supplementary


147 Meaning of “qualifying compromise contract”


(1) This section applies for the purposes of this Part.


(2) A qualifying compromise contract is a contract in relation to which each of the
conditions in subsection (3) is met.


(3) Those conditions are that—
(a) the contract is in writing,
(b) the contract relates to the particular complaint,
(c) the complainant has, before entering into the contract, received advice


from an independent adviser about its terms and effect (including, in
particular, its effect on the complainant’s ability to pursue the
complaint before an employment tribunal),


(d) on the date of the giving of the advice, there is in force a contract of
insurance, or an indemnity provided for members of a profession or
professional body, covering the risk of a claim by the complainant in
respect of loss arising from the advice,


(e) the contract identifies the adviser, and
(f) the contract states that the conditions in paragraphs (c) and (d) are met.


(4) Each of the following is an independent adviser—
(a) a qualified lawyer;
(b) an officer, official, employee or member of an independent trade union


certified in writing by the trade union as competent to give advice and
as authorised to do so on its behalf;


(c) a worker at an advice centre (whether as an employee or a volunteer)
certified in writing by the centre as competent to give advice and as
authorised to do so on its behalf;


(d) a person of such description as may be specified by order.


(5) Despite subsection (4), none of the following is an independent adviser in
relation to a qualifying compromise contract—


(a) a person who is a party to the contract or the complaint;
(b) a person who is connected to a person within paragraph (a);


Description of person who 
made rule of undertaking


Qualifying person


Employer A person who is, or is seeking to be,
an employee of that employer


Trade organisation or
qualifications body


A person who is, or is seeking to be, a
member of the organisation or body


A person upon whom the body has
conferred a relevant qualification


A person seeking conferment by the
body of a relevant qualification
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(c) a person who is employed by a person within paragraph (a) or (b);
(d) a person who is acting for a person within paragraph (a) or (b) in


relation to the contract or the complaint;
(e) a person within subsection (4)(b) or (c), if the trade union or advice


centre is a person within paragraph (a) or (b);
(f) a person within subsection (4)(c) to whom the complainant makes a


payment for the advice.


(6) A “qualified lawyer”, for the purposes of subsection (4)(a), is—
(a) in relation to England and Wales, a person who, for the purposes of the


Legal Services Act 2007, is an authorised person in relation to an
activity which constitutes the exercise of a right of audience or the
conduct of litigation;


(b) in relation to Scotland, an advocate (whether in practice as such or
employed to give legal advice) or a solicitor who holds a practising
certificate.


(7) “Independent trade union” has the meaning given in section 5 of the Trade
Union and Labour Relations (Consolidation) Act 1992.


(8) Two persons are connected for the purposes of subsection (5) if—
(a) one is a company of which the other (directly or indirectly) has control,


or
(b) both are companies of which a third person (directly or indirectly) has


control.


(9) Two persons are also connected for the purposes of subsection (5) in so far as a
connection between them gives rise to a conflict of interest in relation to the
contract or the complaint.


148 Interpretation


(1) This section applies for the purposes of this Part.


(2) A reference to treatment of a description prohibited by this Act does not
include treatment in so far as it is treatment that would contravene—


(a) Part 1 (public sector duty regarding socio-economic inequalities), or
(b) Chapter 1 of Part 11 (public sector equality duty).


(3) “Group insurance arrangement” means an arrangement between an employer
and another person for the provision by that other person of facilities by way
of insurance to the employer’s employees (or a class of those employees).


(4) “Collective agreement” has the meaning given in section 178 of the Trade
Union and Labour Relations (Consolidation) Act 1992.


(5) A rule of an undertaking is a rule within subsection (6) or (7).


(6) A rule within this subsection is a rule made by a trade organisation or a
qualifications body for application to—


(a) its members or prospective members,
(b) persons on whom it has conferred a relevant qualification, or
(c) persons seeking conferment by it of a relevant qualification.


(7) A rule within this subsection is a rule made by an employer for application to—
(a) employees,
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(b) persons who apply for employment, or
(c) persons the employer considers for employment.


(8) “Trade organisation”, “qualifications body” and “relevant qualification” each
have the meaning given in Part 5 (work).


PART 11


ADVANCEMENT OF EQUALITY


CHAPTER 1


PUBLIC SECTOR EQUALITY DUTY


149 Public sector equality duty


(1) A public authority must, in the exercise of its functions, have due regard to the
need to—


(a) eliminate discrimination, harassment, victimisation and any other
conduct that is prohibited by or under this Act;


(b) advance equality of opportunity between persons who share a relevant
protected characteristic and persons who do not share it;


(c) foster good relations between persons who share a relevant protected
characteristic and persons who do not share it.


(2) A person who is not a public authority but who exercises public functions
must, in the exercise of those functions, have due regard to the matters
mentioned in subsection (1).


(3) Having due regard to the need to advance equality of opportunity between
persons who share a relevant protected characteristic and persons who do not
share it involves having due regard, in particular, to the need to—


(a) remove or minimise disadvantages suffered by persons who share a
relevant protected characteristic that are connected to that
characteristic;


(b) take steps to meet the needs of persons who share a relevant protected
characteristic that are different from the needs of persons who do not
share it;


(c) encourage persons who share a relevant protected characteristic to
participate in public life or in any other activity in which participation
by such persons is disproportionately low.


(4) The steps involved in meeting the needs of disabled persons that are different
from the needs of persons who are not disabled include, in particular, steps to
take account of disabled persons’ disabilities.


(5) Having due regard to the need to foster good relations between persons who
share a relevant protected characteristic and persons who do not share it
involves having due regard, in particular, to the need to—


(a) tackle prejudice, and
(b) promote understanding.


(6) Compliance with the duties in this section may involve treating some persons
more favourably than others; but that is not to be taken as permitting conduct
that would otherwise be prohibited by or under this Act.
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(7) The relevant protected characteristics are—
age;
disability;
gender reassignment;
pregnancy and maternity;
race;
religion or belief;
sex;
sexual orientation.


(8) A reference to conduct that is prohibited by or under this Act includes a
reference to—


(a) a breach of an equality clause or rule;
(b) a breach of a non-discrimination rule.


(9) Schedule 18 (exceptions) has effect.


150 Public authorities and public functions


(1) A public authority is a person who is specified in Schedule 19.


(2) In that Schedule—
Part 1 specifies public authorities generally;
Part 2 specifies relevant Welsh authorities;
Part 3 specifies relevant Scottish authorities.


(3) A public authority specified in Schedule 19 is subject to the duty imposed by
section 149(1) in relation to the exercise of all of its functions unless subsection
(4) applies.


(4) A public authority specified in that Schedule in respect of certain specified
functions is subject to that duty only in respect of the exercise of those
functions.


(5) A public function is a function that is a function of a public nature for the
purposes of the Human Rights Act 1998.


151 Power to specify public authorities


(1) A Minister of the Crown may by order amend Part 1, 2 or 3 of Schedule 19.


(2) The Welsh Ministers may by order amend Part 2 of Schedule 19.


(3) The Scottish Ministers may by order amend Part 3 of Schedule 19.


(4) The power under subsection (1), (2) or (3) may not be exercised so as to—
(a) add an entry to Part 1 relating to a relevant Welsh or Scottish authority


or a cross-border Welsh or Scottish authority;
(b) add an entry to Part 2 relating to a person who is not a relevant Welsh


authority;
(c) add an entry to Part 3 relating to a person who is not a relevant Scottish


authority.


(5) A Minister of the Crown may by order amend Schedule 19 so as to make
provision relating to a cross-border Welsh or Scottish authority.
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(6) On the first exercise of the power under subsection (5) to add an entry relating
to a cross-border Welsh or Scottish authority to Schedule 19, a Minister of the
Crown must—


(a) add a Part 4 to the Schedule for cross-border authorities, and
(b) add the cross-border Welsh or Scottish authority to that Part.


(7) Any subsequent exercise of the power under subsection (5) to add an entry
relating to a cross-border Welsh or Scottish authority to Schedule 19 must add
that entry to Part 4 of the Schedule.


(8) An order may not be made under this section so as to extend the application of
section 149 unless the person making it considers that the extension relates to
a person by whom a public function is exercisable.


(9) An order may not be made under this section so as to extend the application of
section 149 to—


(a) the exercise of a function referred to in paragraph 3 of Schedule 18
(judicial functions, etc);


(b) a person listed in paragraph 4(2)(a) to (e) of that Schedule (Parliament,
devolved legislatures and General Synod);


(c) the exercise of a function listed in paragraph 4(3) of that Schedule
(proceedings in Parliament or devolved legislatures).


152 Power to specify public authorities: consultation and consent


(1) Before making an order under a provision specified in the first column of the
Table, a Minister of the Crown must consult the person or persons specified in
the second column.


(2) Before making an order under section 151(2), the Welsh Ministers must—
(a) obtain the consent of a Minister of the Crown, and
(b) consult the Commission.


(3) Before making an order under section 151(3), the Scottish Ministers must—
(a) obtain the consent of a Minister of the Crown, and
(b) consult the Commission.


Provision Consultees


Section 151(1) The Commission


Section 151(1), so far as relating to a
relevant Welsh authority


The Welsh Ministers


Section 151(1), so far as relating to a
relevant Scottish authority


The Scottish Ministers


Section 151(5) The Commission


Section 151(5), so far as relating to a
cross-border Welsh authority


The Welsh Ministers


Section 151(5), so far as relating to a
cross-border Scottish authority


The Scottish Ministers
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153 Power to impose specific duties


(1) A Minister of the Crown may by regulations impose duties on a public
authority specified in Part 1 of Schedule 19 for the purpose of enabling the
better performance by the authority of the duty imposed by section 149(1).


(2) The Welsh Ministers may by regulations impose duties on a public authority
specified in Part 2 of Schedule 19 for that purpose.


(3) The Scottish Ministers may by regulations impose duties on a public authority
specified in Part 3 of Schedule 19 for that purpose.


(4) Before making regulations under this section, the person making them must
consult the Commission.


154 Power to impose specific duties: cross-border authorities


(1) If a Minister of the Crown exercises the power in section 151(5) to add an entry
for a public authority to Part 4 of Schedule 19, the Minister must include after
the entry a letter specified in the first column of the Table in subsection (3).


(2) Where a letter specified in the first column of the Table in subsection (3) is
included after an entry for a public authority in Part 4 of Schedule 19, the
person specified in the second column of the Table—


(a) may by regulations impose duties on the authority for the purpose of
enabling the better performance by the authority of the duty imposed
by section 149(1), subject to such limitations as are specified in that
column;


(b) must in making the regulations comply with the procedural
requirement specified in that column.


(3) This is the Table—


Letter Person by whom regulations may be made and procedural 
requirements


A Regulations may be made by a Minister of the Crown in
relation to the authority’s functions that are not
devolved Welsh functions.


The Minister of the Crown must consult the Welsh
Ministers before making the regulations.


Regulations may be made by the Welsh Ministers in
relation to the authority’s devolved Welsh functions.


The Welsh Ministers must consult a Minister of the
Crown before making the regulations.


B Regulations may be made by a Minister of the Crown in
relation to the authority’s functions that are not
devolved Scottish functions.


The Minister of the Crown must consult the Scottish
Ministers before making the regulations.
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(4) Before making regulations under subsection (2), the person making them must
consult the Commission.


155 Power to impose specific duties: supplementary


(1) Regulations under section 153 or 154 may require a public authority to
consider such matters as may be specified from time to time by—


(a) a Minister of the Crown, where the regulations are made by a Minister
of the Crown;


(b) the Welsh Ministers, where the regulations are made by the Welsh
Ministers;


(c) the Scottish Ministers, where the regulations are made by the Scottish
Ministers.


(2) Regulations under section 153 or 154 may impose duties on a public authority
that is a contracting authority within the meaning of the Public Sector Directive
in connection with its public procurement functions.


(3) In subsection (2)—


Regulations may be made by the Scottish Ministers in
relation to the authority’s devolved Scottish functions.


The Scottish Ministers must consult a Minister of the
Crown before making the regulations.


C Regulations may be made by a Minister of the Crown in
relation to the authority’s functions that are neither
devolved Welsh functions nor devolved Scottish
functions.


The Minister of the Crown must consult the Welsh
Ministers and the Scottish Ministers before making the
regulations.


Regulations may be made by the Welsh Ministers in
relation to the authority’s devolved Welsh functions.


The Welsh Ministers must consult a Minister of the
Crown before making the regulations.


Regulations may be made by the Scottish Ministers in
relation to the authority’s devolved Scottish functions.


The Scottish Ministers must consult a Minister of the
Crown before making the regulations.


D The regulations may be made by a Minister of the
Crown.


The Minister of the Crown must consult the Welsh
Ministers before making the regulations.


Letter Person by whom regulations may be made and procedural 
requirements
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“public procurement functions” means functions the exercise of which is
regulated by the Public Sector Directive;


“the Public Sector Directive” means Directive 2004/18/EC of the
European Parliament and of the Council of 31 March 2004 on the
coordination of procedures for the award of public works contracts,
public supply contracts and public service contracts, as amended from
time to time.


(4) Subsections (1) and (2) do not affect the generality of section 153 or 154(2)(a).


(5) A duty imposed on a public authority under section 153 or 154 may be
modified or removed by regulations made by—


(a) a Minister of the Crown, where the original duty was imposed by
regulations made by a Minister of the Crown;


(b) the Welsh Ministers, where the original duty was imposed by
regulations made by the Welsh Ministers;


(c) the Scottish Ministers, where the original duty was imposed by
regulations made by the Scottish Ministers.


156 Enforcement


A failure in respect of a performance of a duty imposed by or under this
Chapter does not confer a cause of action at private law.


157 Interpretation


(1) This section applies for the purposes of this Chapter.


(2) A relevant Welsh authority is a person (other than the Assembly Commission)
whose functions—


(a) are exercisable only in or as regards Wales, and
(b) are wholly or mainly devolved Welsh functions.


(3) A cross-border Welsh authority is a person other than a relevant Welsh
authority (or the Assembly Commission) who has any function that—


(a) is exercisable in or as regards Wales, and
(b) is a devolved Welsh function.


(4) The Assembly Commission has the same meaning as in the Government of
Wales Act 2006.


(5) A function is a devolved Welsh function if it relates to—
(a) a matter in respect of which functions are exercisable by the Welsh


Ministers, the First Minister for Wales or the Counsel General to the
Welsh Assembly Government, or


(b) a matter within the legislative competence of the National Assembly for
Wales.


(6) A relevant Scottish authority is a public body, public office or holder of a public
office—


(a) which is not a cross-border Scottish authority or the Scottish
Parliamentary Corporate Body,


(b) whose functions are exercisable only in or as regards Scotland, and
(c) at least some of whose functions do not relate to reserved matters.
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(7) A cross-border Scottish authority is a cross-border public authority within the
meaning given by section 88(5) of the Scotland Act 1998.


(8) A function is a devolved Scottish function if it—
(a) is exercisable in or as regards Scotland, and
(b) does not relate to reserved matters.


(9) Reserved matters has the same meaning as in the Scotland Act 1998.


CHAPTER 2


POSITIVE ACTION


158 Positive action: general


(1) This section applies if a person (P) reasonably thinks that—
(a) persons who share a protected characteristic suffer a disadvantage


connected to the characteristic,
(b) persons who share a protected characteristic have needs that are


different from the needs of persons who do not share it, or
(c) participation in an activity by persons who share a protected


characteristic is disproportionately low.


(2) This Act does not prohibit P from taking any action which is a proportionate
means of achieving the aim of— 


(a) enabling or encouraging persons who share the protected characteristic
to overcome or minimise that disadvantage,


(b) meeting those needs, or
(c) enabling or encouraging persons who share the protected characteristic


to participate in that activity.


(3) Regulations may specify action, or descriptions of action, to which subsection
(2) does not apply.


(4) This section does not apply to—
(a) action within section 159(3), or
(b) anything that is permitted by virtue of section 104.


(5) If section 104(7) is repealed by virtue of section 105, this section will not apply
to anything that would have been so permitted but for the repeal.


(6) This section does not enable P to do anything that is prohibited by or under an
enactment other than this Act.


159 Positive action: recruitment and promotion


(1) This section applies if a person (P) reasonably thinks that—
(a) persons who share a protected characteristic suffer a disadvantage


connected to the characteristic, or
(b) participation in an activity by persons who share a protected


characteristic is disproportionately low.


(2) Part 5 (work) does not prohibit P from taking action within subsection (3) with
the aim of enabling or encouraging persons who share the protected
characteristic to—
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(a) overcome or minimise that disadvantage, or
(b) participate in that activity.


(3) That action is treating a person (A) more favourably  in connection with
recruitment or promotion than another person (B) because A has the protected
characteristic but B does not.


(4) But subsection (2) applies only if—
(a) A is as qualified as B to be recruited or promoted, 
(b) P does not have a policy of treating persons who share the protected


characteristic more favourably in connection with recruitment or
promotion than persons who do not share it, and


(c) taking the action in question is a proportionate means of achieving the
aim referred to in subsection (2).


(5) “Recruitment” means a process for deciding whether to—
(a) offer employment to a person,
(b) make contract work available to a contract worker,
(c) offer a person a position as a partner in a firm or proposed firm,
(d) offer a person a position as a member of an LLP or proposed LLP,
(e) offer a person a pupillage or tenancy in barristers’ chambers,
(f) take a person as an advocate’s devil or offer a person membership of an


advocate’s stable,
(g) offer a person an appointment to a personal office,
(h) offer a person an appointment to a public office, recommend a person


for such an appointment or approve a person’s appointment to a public
office, or


(i) offer a person a service for finding employment.


(6) This section does not enable P to do anything that is prohibited by or under an
enactment other than this Act.


PART 12


DISABLED PERSONS: TRANSPORT


CHAPTER 1


TAXIS, ETC.


160 Taxi accessibility regulations


(1) The Secretary of State may make regulations (in this Chapter referred to as
“taxi accessibility regulations”) for securing that it is possible for disabled
persons—


(a) to get into and out of taxis in safety;
(b) to do so while in wheelchairs;
(c) to travel in taxis in safety and reasonable comfort;
(d) to do so while in wheelchairs.


(2) The regulations may, in particular, require a regulated taxi to conform with
provision as to—


(a) the size of a door opening for the use of passengers;
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(b) the floor area of the passenger compartment;
(c) the amount of headroom in the passenger compartment;
(d) the fitting of restraining devices designed to ensure the stability of a


wheelchair while the taxi is moving.


(3) The regulations may also—
(a) require the driver of a regulated taxi which is plying for hire, or which


has been hired, to comply with provisions as to the carrying of ramps
or other devices designed to facilitate the loading and unloading of
wheelchairs;


(b) require the driver of a regulated taxi in which a disabled person is being
carried while in a wheelchair to comply with provisions as to the
position in which the wheelchair is to be secured.


(4) The driver of a regulated taxi which is plying for hire or has been hired
commits an offence—


(a) by failing to comply with a requirement of the regulations, or
(b) if the taxi fails to conform with any provision of the regulations with


which it is required to conform.


(5) A person guilty of an offence under subsection (4) is liable on summary
conviction to a fine not exceeding level 3 on the standard scale.


(6) In this section—
“passenger compartment” has such meaning as is specified in taxi


accessibility regulations;
“regulated taxi” means a taxi to which taxi accessibility regulations are


expressed to apply.


161 Control of numbers of licensed taxis: exception


(1) This section applies if—
(a) an application for a licence in respect of a vehicle is made under section


37 of the Town Police Clauses Act 1847,
(b) it is possible for a disabled person—


(i) to get into and out of the vehicle in safety,
(ii) to travel in the vehicle in safety and reasonable comfort, and


(iii) to do the things mentioned in sub-paragraphs (i) and (ii) while
in a wheelchair of a size prescribed by the Secretary of State, and 


(c) the proportion of taxis licensed in respect of the area to which the
licence would (if granted) apply that conform to the requirement in
paragraph (b) is less than the proportion that is prescribed by the
Secretary of State.


(2) Section 16 of the Transport Act 1985 (which modifies the provisions of the
Town Police Clauses Act 1847 about hackney carriages to allow a licence to ply
for hire to be refused in order to limit the number of licensed carriages) does
not apply in relation to the vehicle; and those provisions of the Town Police
Clauses Act 1847 are to have effect subject to this section.


(3) In section 16 of the Transport Act 1985, after “shall” insert “(subject to section
161 of the Equality Act 2010)”.
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162 Designated transport facilities


(1) The appropriate authority may by regulations provide for the application of
any taxi provision (with or without modification) to—


(a) vehicles used for the provision of services under a franchise agreement,
or


(b) drivers of such vehicles.


(2) A franchise agreement is a contract entered into by the operator of a designated
transport facility for the provision, by the other party to the contract, of hire car
services—


(a) for members of the public using any part of the facility, and
(b) which involve vehicles entering any part of the facility.


(3) In this section—
“appropriate authority” means—


(a) in relation to transport facilities in England and Wales, the
Secretary of State;


(b) in relation to transport facilities in Scotland, the Scottish
Ministers;


“designated” means designated by order made by the appropriate
authority;


“hire car” has such meaning as is prescribed by the appropriate authority;
“operator”, in relation to a transport facility, means a person who is


concerned with the management or operation of the facility;
“taxi provision” means a provision of—


(a) this Chapter, or
(b) regulations made in pursuance of section 20(2A) of the Civic


Government (Scotland) Act 1982,
which applies in relation to taxis or drivers of taxis;


“transport facility” means premises which form part of a port, airport,
railway station or bus station.


(4) For the purposes of section 2(2) of the European Communities Act 1972
(implementation of EU obligations), the Secretary of State may exercise a
power conferred by this section on the Scottish Ministers.


163 Taxi licence conditional on compliance with taxi accessibility regulations


(1) A licence for a taxi to ply for hire must not be granted unless the vehicle
conforms with the provisions of taxi accessibility regulations with which a
vehicle is required to conform if it is licensed.


(2) Subsection (1) does not apply if a licence is in force in relation to the vehicle at
any time during the period of 28 days immediately before the day on which the
licence is granted.


(3) The Secretary of State may by order provide for subsection (2) to cease to have
effect on a specified date.


(4) The power under subsection (3) may be exercised differently for different areas
or localities.
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164 Exemption from taxi accessibility regulations


(1) The Secretary of State may by regulations provide for a relevant licensing
authority to apply for an order (an “exemption order”) exempting the authority
from the requirements of section 163.


(2) Regulations under subsection (1) may, in particular, make provision requiring
an authority proposing to apply for an exemption order—


(a) to carry out such consultation as is specified;
(b) to publish its proposals in the specified manner;
(c) before applying for the order, to consider representations made about


the proposal;
(d) to make the application in the specified form.


In this subsection “specified” means specified in the regulations.


(3) An authority may apply for an exemption order only if it is satisfied—
(a) that, having regard to the circumstances in its area, it is inappropriate


for section 163 to apply, and
(b) that the application of that section would result in an unacceptable


reduction in the number of taxis in its area.


(4) After consulting the Disabled Persons Transport Advisory Committee and
such other persons as the Secretary of State thinks appropriate, the Secretary of
State may—


(a) make an exemption order in the terms of the application for the order;
(b) make an exemption order in such other terms as the Secretary of State


thinks appropriate;
(c) refuse to make an exemption order.


(5) The Secretary of State may by regulations make provision requiring a taxi
plying for hire in an area in respect of which an exemption order is in force to
conform with provisions of the regulations as to the fitting and use of swivel
seats.


(6) Regulations under subsection (5) may make provision corresponding to
section 163.


(7) In this section—
“relevant licensing authority” means an authority responsible for


licensing taxis in any area of England and Wales other than the area to
which the Metropolitan Public Carriage Act 1869 applies;


“swivel seats” has such meaning as is specified in regulations under
subsection (5).


165 Passengers in wheelchairs


(1) This section imposes duties on the driver of a designated taxi which has been
hired—


(a) by or for a disabled person who is in a wheelchair, or
(b) by another person who wishes to be accompanied by a disabled person


who is in a wheelchair.


(2) This section also imposes duties on the driver of a designated private hire
vehicle, if a person within paragraph (a) or (b) of subsection (1) has indicated
to the driver that the person wishes to travel in the vehicle.
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(3) For the purposes of this section—
(a) a taxi or private hire vehicle is “designated” if it appears on a list


maintained under section 167;
(b) “the passenger” means the disabled person concerned.


(4) The duties are—
(a) to carry the passenger while in the wheelchair;
(b) not to make any additional charge for doing so;
(c) if the passenger chooses to sit in a passenger seat, to carry the


wheelchair;
(d) to take such steps as are necessary to ensure that the passenger is


carried in safety and reasonable comfort;
(e) to give the passenger such mobility assistance as is reasonably


required.


(5) Mobility assistance is assistance—
(a) to enable the passenger to get into or out of the vehicle;
(b) if the passenger wishes to remain in the wheelchair, to enable the


passenger to get into and out of the vehicle while in the wheelchair;
(c) to load the passenger’s luggage into or out of the vehicle;
(d) if the passenger does not wish to remain in the wheelchair, to load the


wheelchair into or out of the vehicle.


(6) This section does not require the driver—
(a) unless the vehicle is of a description prescribed by the Secretary of


State, to carry more than one person in a wheelchair, or more than one
wheelchair, on any one journey;


(b) to carry a person in circumstances in which it would otherwise be
lawful for the driver to refuse to carry the person.


(7) A driver of a designated taxi or designated private hire vehicle commits an
offence by failing to comply with a duty imposed on the driver by this section.


(8) A person guilty of an offence under subsection (7) is liable on summary
conviction to a fine not exceeding level 3 on the standard scale.


(9) It is a defence for a person charged with the offence to show that at the time of
the alleged offence—


(a) the vehicle conformed to the accessibility requirements which applied
to it, but


(b) it would not have been possible for the wheelchair to be carried safely
in the vehicle.


(10) In this section and sections 166 and 167 “private hire vehicle” means—
(a) a vehicle licensed under section 48 of the Local Government


(Miscellaneous Provisions) Act 1976;
(b) a vehicle licensed under section 7 of the Private Hire Vehicles (London)


Act 1998;
(c) a vehicle licensed under an equivalent provision of a local enactment;
(d) a private hire car licensed under section 10 of the Civic Government


(Scotland) Act 1982.
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166 Passengers in wheelchairs: exemption certificates


(1) A licensing authority must issue a person with a certificate exempting the
person from the duties imposed by section 165 (an “exemption certificate”) if
satisfied that it is appropriate to do so—


(a) on medical grounds, or
(b) on the ground that the person’s physical condition makes it impossible


or unreasonably difficult for the person to comply with those duties.


(2) An exemption certificate is valid for such period as is specified in the
certificate.


(3) The driver of a designated taxi is exempt from the duties imposed by section
165 if—


(a) an exemption certificate issued to the driver is in force, and
(b) the prescribed notice of the exemption is exhibited on the taxi in the


prescribed manner.


(4) The driver of a designated private hire vehicle is exempt from the duties
imposed by section 165 if—


(a) an exemption certificate issued to the driver is in force, and
(b) the prescribed notice of the exemption is exhibited on the vehicle in the


prescribed manner.


(5) For the purposes of this section, a taxi or private hire vehicle is “designated” if
it appears on a list maintained under section 167.


(6) In this section and section 167 “licensing authority”, in relation to any area,
means the authority responsible for licensing taxis or, as the case may be,
private hire vehicles in that area.


167 Lists of wheelchair-accessible vehicles


(1) For the purposes of section 165, a licensing authority may maintain a list of
vehicles falling within subsection (2).


(2) A vehicle falls within this subsection if—
(a) it is either a taxi or a private hire vehicle, and
(b) it conforms to such accessibility requirements as the licensing authority


thinks fit.


(3) A licensing authority may, if it thinks fit, decide that a vehicle may be included
on a list maintained under this section only if it is being used, or is to be used,
by the holder of a special licence under that licence.


(4) In subsection (3) “special licence” has the meaning given by section 12 of the
Transport Act 1985 (use of taxis or hire cars in providing local services).


(5) “Accessibility requirements” are requirements for securing that it is possible
for disabled persons in wheelchairs—


(a) to get into and out of vehicles in safety, and
(b) to travel in vehicles in safety and reasonable comfort,


either staying in their wheelchairs or not (depending on which they prefer).


(6) The Secretary of State may issue guidance to licensing authorities as to—
(a) the accessibility requirements which they should apply for the


purposes of this section;
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(b) any other aspect of their functions under or by virtue of this section.


(7) A licensing authority which maintains a list under subsection (1) must have
regard to any guidance issued under subsection (6).


168 Assistance dogs in taxis


(1) This section imposes duties on the driver of a taxi which has been hired—
(a) by or for a disabled person who is accompanied by an assistance dog, or
(b) by another person who wishes to be accompanied by a disabled person


with an assistance dog.


(2) The driver must—
(a) carry the disabled person’s dog and allow it to remain with that person;
(b) not make any additional charge for doing so.


(3) The driver of a taxi commits an offence by failing to comply with a duty
imposed by this section.


(4) A person guilty of an offence under this section is liable on summary
conviction to a fine not exceeding level 3 on the standard scale.


169 Assistance dogs in taxis: exemption certificates


(1) A licensing authority must issue a person with a certificate exempting the
person from the duties imposed by section 168 (an “exemption certificate”) if
satisfied that it is appropriate to do so on medical grounds.


(2) In deciding whether to issue an exemption certificate the authority must have
regard, in particular, to the physical characteristics of the taxi which the person
drives or those of any kind of taxi in relation to which the person requires the
certificate.


(3) An exemption certificate is valid—
(a) in respect of a specified taxi or a specified kind of taxi;
(b) for such period as is specified in the certificate.


(4) The driver of a taxi is exempt from the duties imposed by section 168 if—
(a) an exemption certificate issued to the driver is in force with respect to


the taxi, and
(b) the prescribed notice of the exemption is exhibited on the taxi in the


prescribed manner.
The power to make regulations under paragraph (b) is exercisable by the
Secretary of State.


(5) In this section “licensing authority” means—
(a) in relation to the area to which the Metropolitan Public Carriage Act


1869 applies, Transport for London;
(b) in relation to any other area in England and Wales, the authority


responsible for licensing taxis in that area.


170 Assistance dogs in private hire vehicles


(1) The operator of a private hire vehicle commits an offence by failing or refusing
to accept a booking for the vehicle—
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(a) if the booking is requested by or on behalf of a disabled person or a
person who wishes to be accompanied by a disabled person, and


(b) the reason for the failure or refusal is that the disabled person will be
accompanied by an assistance dog.


(2) The operator commits an offence by making an additional charge for carrying
an assistance dog which is accompanying a disabled person.


(3) The driver of a private hire vehicle commits an offence by failing or refusing to
carry out a booking accepted by the operator—


(a) if the booking is made by or on behalf of a disabled person or a person
who wishes to be accompanied by a disabled person, and


(b) the reason for the failure or refusal is that the disabled person is
accompanied by an assistance dog.


(4) A person guilty of an offence under this section is liable on summary
conviction to a fine not exceeding level 3 on the standard scale.


(5) In this section—
“driver” means a person who holds a licence under—


(a) section 13 of the Private Hire Vehicles (London) Act 1998 (“the
1998 Act”),


(b) section 51 of the Local Government (Miscellaneous Provisions)
Act 1976 (“the 1976 Act”), or


(c) an equivalent provision of a local enactment;
“licensing authority”, in relation to any area in England and Wales, means


the authority responsible for licensing private hire vehicles in that area;
“operator” means a person who holds a licence under—


(a) section 3 of the 1998 Act,
(b) section 55 of the 1976 Act, or
(c) an equivalent provision of a local enactment;


“private hire vehicle” means a vehicle licensed under—
(a) section 6 of the 1998 Act,
(b) section 48 of the 1976 Act, or
(c) an equivalent provision of a local enactment.


171 Assistance dogs in private hire vehicles: exemption certificates


(1) A licensing authority must issue a driver with a certificate exempting the
driver from the offence under section 170(3) (an “exemption certificate”) if
satisfied that it is appropriate to do so on medical grounds.


(2) In deciding whether to issue an exemption certificate the authority must have
regard, in particular, to the physical characteristics of the private hire vehicle
which the person drives or those of any kind of private hire vehicle in relation
to which the person requires the certificate.


(3) An exemption certificate is valid—
(a) in respect of a specified private hire vehicle or a specified kind of


private hire vehicle;
(b) for such period as is specified in the certificate.


(4) A driver does not commit an offence under section 170(3) if—
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(a) an exemption certificate issued to the driver is in force with respect to
the private hire vehicle, and


(b) the prescribed notice of the exemption is exhibited on the vehicle in the
prescribed manner.


The power to make regulations under paragraph (b) is exercisable by the
Secretary of State.


(5) In this section “driver”, “licensing authority” and “private hire vehicle” have
the same meaning as in section 170.


172 Appeals


(1) A person who is aggrieved by the refusal of a licensing authority in England
and Wales to issue an exemption certificate under section 166, 169 or 171 may
appeal to a magistrates’ court before the end of the period of 28 days beginning
with the date of the refusal.


(2) A person who is aggrieved by the refusal of a licensing authority in Scotland to
issue an exemption certificate under section 166 may appeal to the sheriff
before the end of the period of 28 days beginning with the date of the refusal.


(3) On an appeal under subsection (1) or (2), the magistrates’ court or sheriff may
direct the licensing authority to issue the exemption certificate to have effect for
such period as is specified in the direction.


(4) A person who is aggrieved by the decision of a licensing authority to include a
vehicle on a list maintained under section 167 may appeal to a magistrates’
court or, in Scotland, the sheriff before the end of the period of 28 days
beginning with the date of the inclusion.


173 Interpretation


(1) In this Chapter—
“accessibility requirements” has the meaning given in section 167(5);
“assistance dog” means—


(a) a dog which has been trained to guide a blind person;
(b) a dog which has been trained to assist a deaf person;
(c) a dog which has been trained by a prescribed charity to assist a


disabled person who has a disability that consists of epilepsy or
otherwise affects the person’s mobility, manual dexterity,
physical co-ordination or ability to lift, carry or otherwise move
everyday objects;


(d) a dog of a prescribed category which has been trained to assist
a disabled person who has a disability (other than one falling
within paragraph (c)) of a prescribed kind;


“taxi”—
(a) means a vehicle which is licensed under section 37 of the Town


Police Clauses Act 1847 or section 6 of the Metropolitan Public
Carriage Act 1869, and


(b) in sections 162 and 165 to 167, also includes a taxi licensed under
section 10 of the Civic Government (Scotland) Act 1982,


but does not include a vehicle drawn by a horse or other animal;
“taxi accessibility regulations” has the meaning given by section 160(1).
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(2) A power to make regulations under paragraph (c) or (d) of the definition of
“assistance dog” in subsection (1) is exercisable by the Secretary of State.


CHAPTER 2


PUBLIC SERVICE VEHICLES


174 PSV accessibility regulations


(1) The Secretary of State may make regulations (in this Chapter referred to as
“PSV accessibility regulations”) for securing that it is possible for disabled
persons—


(a) to get on to and off regulated public service vehicles in safety and
without unreasonable difficulty (and, in the case of disabled persons in
wheelchairs, to do so while remaining in their wheelchairs), and


(b) to travel in such vehicles in safety and reasonable comfort.


(2) The regulations may, in particular, make provision as to the construction, use
and maintenance of regulated public service vehicles, including provision as
to—


(a) the fitting of equipment to vehicles;
(b) equipment to be carried by vehicles;
(c) the design of equipment to be fitted to, or carried by, vehicles;
(d) the fitting and use of restraining devices designed to ensure the


stability of wheelchairs while vehicles are moving;
(e) the position in which wheelchairs are to be secured while vehicles are


moving.


(3) In this section “public service vehicle” means a vehicle which is—
(a) adapted to carry more than 8 passengers, and
(b) a public service vehicle for the purposes of the Public Passenger


Vehicles Act 1981;
and in this Chapter “regulated public service vehicle” means a public service
vehicle to which PSV accessibility regulations are expressed to apply.


(4) The regulations may make different provision—
(a) as respects different classes or descriptions of vehicle;
(b) as respects the same class or description of vehicle in different


circumstances.


(5) The Secretary of State must not make regulations under this section or section
176 or 177 without consulting—


(a) the Disabled Persons Transport Advisory Committee, and
(b) such other representative organisations as the Secretary of State thinks


fit.


175 Offence of contravening PSV accessibility regulations


(1) A person commits an offence by—
(a) contravening a provision of PSV accessibility regulations;
(b) using on a road a regulated public service vehicle which does not


conform with a provision of the regulations with which it is required to
conform;
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(c) causing or permitting such a regulated public service vehicle to be used
on a road.


(2) A person guilty of an offence under this section is liable on summary
conviction to a fine not exceeding level 4 on the standard scale.


(3) If an offence under this section committed by a body corporate is committed
with the consent or connivance of, or is attributable to neglect on the part of, a
responsible person, the responsible person as well as the body corporate is
guilty of the offence.


(4) In subsection (3) a responsible person, in relation to a body corporate, is—
(a) a director, manager, secretary or similar officer;
(b) a person purporting to act in the capacity of a person mentioned in


paragraph (a);
(c) in the case of a body corporate whose affairs are managed by its


members, a member.


(5) If, in Scotland, an offence committed by a partnership or an unincorporated
association is committed with the consent or connivance of, or is attributable to
neglect on the part of, a partner or person concerned in the management of the
association, the partner or person as well as the partnership or association is
guilty of the offence.


176 Accessibility certificates


(1) A regulated public service vehicle must not be used on a road unless—
(a) a vehicle examiner has issued a certificate (an “accessibility certificate”)


that such provisions of PSV accessibility regulations as are prescribed
are satisfied in respect of the vehicle, or


(b) an approval certificate has been issued under section 177 in respect of
the vehicle.


(2) Regulations may make provision—
(a) with respect to applications for, and the issue of, accessibility


certificates;
(b) providing for the examination of vehicles in respect of which


applications have been made;
(c) with respect to the issue of copies of accessibility certificates which


have been lost or destroyed.


(3) The operator of a regulated public service vehicle commits an offence if the
vehicle is used in contravention of this section.


(4) A person guilty of an offence under this section is liable on summary
conviction to a fine not exceeding level 4 on the standard scale.


(5) A power to make regulations under this section is exercisable by the Secretary
of State.


(6) In this section “operator” has the same meaning as in the Public Passenger
Vehicles Act 1981.
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177 Approval certificates


(1) The Secretary of State may approve a vehicle for the purposes of this section if
satisfied that such provisions of PSV accessibility regulations as are prescribed
for the purposes of section 176 are satisfied in respect of the vehicle.


(2) A vehicle which is so approved is referred to in this section as a “type vehicle”.


(3) Subsection (4) applies if a declaration in the prescribed form is made by an
authorised person that a particular vehicle conforms in design, construction
and equipment with a type vehicle.


(4) A vehicle examiner may issue a certificate in the prescribed form (an “approval
certificate”) that it conforms to the type vehicle.


(5) Regulations may make provision—
(a) with respect to applications for, and grants of, approval under


subsection (1);
(b) with respect to applications for, and the issue of, approval certificates;
(c) providing for the examination of vehicles in respect of which


applications have been made;
(d) with respect to the issue of copies of approval certificates in place of


certificates which have been lost or destroyed.


(6) The Secretary of State may at any time withdraw approval of a type vehicle.


(7) If an approval is withdrawn—
(a) no further approval certificates are to be issued by reference to the type


vehicle; but
(b) an approval certificate issued by reference to the type vehicle before the


withdrawal continues to have effect for the purposes of section 176.


(8) A power to make regulations under this section is exercisable by the Secretary
of State.


(9) In subsection (3) “authorised person” means a person authorised by the
Secretary of State for the purposes of that subsection.


178 Special authorisations


(1) The Secretary of State may by order authorise the use on roads of—
(a) a regulated public service vehicle of a class or description specified by


the order, or
(b) a regulated public service vehicle which is so specified.


(2) Nothing in sections 174 to 177 prevents the use of a vehicle in accordance with
the order.


(3) The Secretary of State may by order make provision for securing that
provisions of PSV accessibility regulations apply to regulated public service
vehicles of a description specified by the order, subject to any modifications or
exceptions specified by the order.


(4) An order under subsection (1) or (3) may make the authorisation or provision
(as the case may be) subject to such restrictions and conditions as are specified
by or under the order.
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(5) Section 207(2) does not require an order under this section that applies only to
a specified vehicle, or to vehicles of a specified person, to be made by statutory
instrument; but such an order is as capable of being amended or revoked as an
order made by statutory instrument.


179 Reviews and appeals


(1) Subsection (2) applies if the Secretary of State refuses an application for the
approval of a vehicle under section 177(1) and, before the end of the prescribed
period, the applicant—


(a) asks the Secretary of State to review the decision, and
(b) pays any fee fixed under section 180.


(2) The Secretary of State must—
(a) review the decision, and
(b) in doing so, consider any representations made in writing by the


applicant before the end of the prescribed period.


(3) A person applying for an accessibility certificate or an approval certificate may
appeal to the Secretary of State against the refusal of a vehicle examiner to issue
the certificate.


(4) An appeal must be made within the prescribed time and in the prescribed
manner.


(5) Regulations may make provision as to the procedure to be followed in
connection with appeals.


(6) On the determination of an appeal, the Secretary of State may—
(a) confirm, vary or reverse the decision appealed against;
(b) give directions to the vehicle examiner for giving effect to the Secretary


of State’s decision.


(7) A power to make regulations under this section is exercisable by the Secretary
of State.


180 Fees


(1) The Secretary of State may charge such fees, payable at such times, as are
prescribed in respect of—


(a) applications for, and grants of, approval under section 177(1);
(b) applications for, and the issue of, accessibility certificates and approval


certificates;
(c) copies of such certificates;
(d) reviews and appeals under section 179.


(2) Fees received by the Secretary of State must be paid into the Consolidated
Fund.


(3) The power to make regulations under subsection (1) is exercisable by the
Secretary of State.


(4) The regulations may make provision for the repayment of fees, in whole or in
part, in such circumstances as are prescribed.
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(5) Before making the regulations the Secretary of State must consult such
representative organisations as the Secretary of State thinks fit.


181 Interpretation


In this Chapter—
“accessibility certificate” has the meaning given in section 176(1);
“approval certificate” has the meaning given in section 177(4);
“PSV accessibility regulations” has the meaning given in section 174(1);
“regulated public service vehicle” has the meaning given in section 174(3).


CHAPTER 3


RAIL VEHICLES


182 Rail vehicle accessibility regulations


(1) The Secretary of State may make regulations (in this Chapter referred to as “rail
vehicle accessibility regulations”) for securing that it is possible for disabled
persons—


(a) to get on to and off regulated rail vehicles in safety and without
unreasonable difficulty;


(b) to do so while in wheelchairs;
(c) to travel in such vehicles in safety and reasonable comfort;
(d) to do so while in wheelchairs.


(2) The regulations may, in particular, make provision as to the construction, use
and maintenance of regulated rail vehicles including provision as to—


(a) the fitting of equipment to vehicles;
(b) equipment to be carried by vehicles;
(c) the design of equipment to be fitted to, or carried by, vehicles;
(d) the use of equipment fitted to, or carried by, vehicles;
(e) the toilet facilities to be provided in vehicles;
(f) the location and floor area of the wheelchair accommodation to be


provided in vehicles;
(g) assistance to be given to disabled persons.


(3) The regulations may contain different provision—
(a) as respects different classes or descriptions of rail vehicle;
(b) as respects the same class or description of rail vehicle in different


circumstances;
(c) as respects different networks.


(4) In this section—
“network” means any permanent way or other means of guiding or


supporting rail vehicles, or any section of it;
“rail vehicle” means a vehicle constructed or adapted to carry passengers


on a railway, tramway or prescribed system other than a vehicle used
in the provision of a service for the carriage of passengers on the high-
speed rail system or the conventional TEN rail system;


“regulated rail vehicle” means a rail vehicle to which provisions of rail
vehicle accessibility regulations are expressed to apply.
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(5) In subsection (4)—
“conventional TEN rail system” and “high-speed rail system” have the


meaning given in regulation 2(3) of the Railways (Interoperability)
Regulations 2006 (S.I. 2006/397);


“prescribed system” means a system using a mode of guided transport
(“guided transport” having the same meaning as in the Transport and
Works Act 1992) that is specified in rail vehicle accessibility regulations;


“railway” and “tramway” have the same meaning as in the Transport and
Works Act 1992.


(6) The Secretary of State must exercise the power to make rail vehicle accessibility
regulations so as to secure that on and after 1 January 2020 every rail vehicle is
a regulated rail vehicle.


(7) Subsection (6) does not affect subsection (3), section 183(1) or section 207(4)(a).


(8) Before making regulations under subsection (1) or section 183, the Secretary of
State must consult—


(a) the Disabled Persons Transport Advisory Committee, and
(b) such other representative organisations as the Secretary of State thinks


fit.


183 Exemptions from rail vehicle accessibility regulations


(1) The Secretary of State may by order (an “exemption order”)—
(a) authorise the use for carriage of a regulated rail vehicle even though the


vehicle does not conform with the provisions of rail vehicle
accessibility regulations with which it is required to conform;


(b) authorise a regulated rail vehicle to be used for carriage otherwise than
in conformity with the provisions of rail vehicle accessibility
regulations with which use of the vehicle is required to conform.


(2) Authority under subsection (1)(a) or (b) may be for—
(a) a regulated rail vehicle that is specified or of a specified description,
(b) use in specified circumstances of a regulated rail vehicle, or
(c) use in specified circumstances of a regulated rail vehicle that is


specified or of a specified description.


(3) The Secretary of State may by regulations make provision as to exemption
orders including, in particular, provision as to—


(a) the persons by whom applications for exemption orders may be made;
(b) the form in which applications are to be made;
(c) information to be supplied in connection with applications;
(d) the period for which exemption orders are to continue in force;
(e) the revocation of exemption orders.


(4) After consulting the Disabled Persons Transport Advisory Committee and
such other persons as the Secretary of State thinks appropriate, the Secretary of
State may—


(a) make an exemption order in the terms of the application for the order;
(b) make an exemption order in such other terms as the Secretary of State


thinks appropriate;
(c) refuse to make an exemption order.
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(5) The Secretary of State may make an exemption order subject to such conditions
and restrictions as are specified.


(6) “Specified” means specified in an exemption order.


184 Procedure for making exemption orders


(1) A statutory instrument that contains an order under section 183(1), if made
without a draft having been laid before and approved by a resolution of each
House of Parliament, is subject to annulment in pursuance of a resolution of
either House.


(2) The Secretary of State must consult the Disabled Persons Transport Advisory
Committee before deciding which of the parliamentary procedures available
under subsection (1) is to be adopted in connection with the making of any
particular order under section 183(1).


(3) An order under section 183(1) may be made without a draft of the instrument
that contains it having been laid before and approved by a resolution of each
House of Parliament only if—


(a) regulations under subsection (4) are in force; and
(b) the making of the order without such laying and approval is in


accordance with the regulations.


(4) The Secretary of State may by regulations set out the basis on which the
Secretary of State, when making an order under section 183(1), will decide
which of the parliamentary procedures available under subsection (1) is to be
adopted in connection with the making of the order.


(5) Before making regulations under subsection (4), the Secretary of State must
consult—


(a) the Disabled Persons Transport Advisory Committee; and
(b) such other persons as the Secretary of State considers appropriate.


185 Annual report on exemption orders


(1) After the end of each calendar year the Secretary of State must prepare a report
on—


(a) the exercise in that year of the power to make orders under section
183(1);


(b) the exercise in that year of the discretion under section 184(1).


(2) A report under subsection (1) must (in particular) contain—
(a) details of each order made under section 183(1) in the year in question;
(b) details of consultation carried out under sections 183(4) and 184(2) in


connection with orders made in that year under section 183(1).


(3) The Secretary of State must lay before Parliament each report prepared under
this section.


186 Rail vehicle accessibility: compliance


(1) Schedule 20 (rail vehicle accessibility: compliance) has effect.
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(2) This section and that Schedule are repealed at the end of 2010 if the Schedule
is not brought into force (either fully or to any extent) before the end of that
year.


187 Interpretation


(1) In this Chapter—
“rail vehicle” and “regulated rail vehicle” have the meaning given in


section 182(4);
“rail vehicle accessibility regulations” has the meaning given in section


182(1).


(2) For the purposes of this Chapter a vehicle is used “for carriage” if it is used for
the carriage of passengers.


CHAPTER 4


SUPPLEMENTARY


188 Forgery, etc.


(1) In this section “relevant document” means—
(a) an exemption certificate issued under section 166, 169 or 171;
(b) a notice of a kind mentioned in section 166(3)(b), 169(4)(b) or 171(4)(b);
(c) an accessibility certificate (see section 176);
(d) an approval certificate (see section 177).


(2) A person commits an offence if, with intent to deceive, the person—
(a) forges, alters or uses a relevant document;
(b) lends a relevant document to another person;
(c) allows a relevant document to be used by another person;
(d) makes or has possession of a document which closely resembles a


relevant document.


(3) A person guilty of an offence under subsection (2) is liable—
(a) on summary conviction, to a fine not exceeding the statutory


maximum;
(b) on conviction on indictment, to imprisonment for a term not exceeding


2 years or to a fine or to both.


(4) A person commits an offence by knowingly making a false statement for the
purpose of obtaining an accessibility certificate or an approval certificate.


(5) A person guilty of an offence under subsection (4) is liable on summary
conviction to a fine not exceeding level 4 on the standard scale.


PART 13


DISABILITY: MISCELLANEOUS


189 Reasonable adjustments


Schedule 21 (reasonable adjustments: supplementary) has effect.
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190 Improvements to let dwelling houses


(1) This section applies in relation to a lease of a dwelling house if each of the
following applies—


(a) the tenancy is not a protected tenancy, a statutory tenancy or a secure
tenancy;


(b) the tenant or another person occupying or intending to occupy the
premises is a disabled person;


(c) the disabled person occupies or intends to occupy the premises as that
person’s only or main home;


(d) the tenant is entitled, with the consent of the landlord, to make
improvements to the premises;


(e) the tenant applies to the landlord for consent to make a relevant
improvement.


(2) Where the tenant applies in writing for the consent—
(a) if the landlord refuses to give consent, the landlord must give the


tenant a written statement of the reason why the consent was withheld;
(b) if the landlord neither gives nor refuses to give consent within a


reasonable time, consent must be taken to have been unreasonably
withheld.


(3) If the landlord gives consent subject to a condition which is unreasonable, the
consent must be taken to have been unreasonably withheld.


(4) If the landlord’s consent is unreasonably withheld, it must be taken to have
been given.


(5) On any question as to whether—
(a) consent was unreasonably withheld, or
(b) a condition imposed was unreasonable,


it is for the landlord to show that it was not.


(6) If the tenant fails to comply with a reasonable condition imposed by the
landlord on the making of a relevant improvement, the failure is to be treated
as a breach by the tenant of an obligation of the tenancy.


(7) An improvement to premises is a relevant improvement if, having regard to
the disabled peron’s disability, it is likely to facilitate that person’s enjoyment
of the premises.


(8) Subsections (2) to (7) apply only in so far as provision of a like nature is not
made by the lease.


(9) In this section—
“improvement” means an alteration in or addition to the premises and


includes—
(a) an addition to or alteration in the landlord’s fittings and


fixtures;
(b) an addition or alteration connected with the provision of


services to the premises;
(c) the erection of a wireless or television aerial;
(d) carrying out external decoration;


“lease” includes a sub-lease or other tenancy, and “landlord” and “tenant”
are to be construed accordingly;
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“protected tenancy” has the same meaning as in section 1 of the Rent Act
1977;


“statutory tenancy” is to be construed in accordance with section 2 of that
Act;


“secure tenancy” has the same meaning as in section 79 of the Housing Act
1985.


PART 14


GENERAL EXCEPTIONS


191 Statutory provisions


Schedule 22 (statutory provisions) has effect.


192 National security


A person does not contravene this Act only by doing, for the purpose of
safeguarding national security, anything it is proportionate to do for that
purpose.


193 Charities


(1) A person does not contravene this Act only by restricting the provision of
benefits to persons who share a protected characteristic if—


(a) the person acts in pursuance of a charitable instrument, and
(b) the provision of the benefits is within subsection (2).


(2) The provision of benefits is within this subsection if it is—
(a) a proportionate means of achieving a legitimate aim, or
(b) for the purpose of preventing or compensating for a disadvantage


linked to the protected characteristic.


(3) It is not a contravention of this Act for—
(a) a person who provides supported employment to treat persons who


have the same disability or a disability of a prescribed description more
favourably than those who do not have that disability or a disability of
such a description in providing such employment;


(b) a Minister of the Crown to agree to arrangements for the provision of
supported employment which will, or may, have that effect.


(4) If a charitable instrument enables the provision of benefits to persons of a class
defined by reference to colour, it has effect for all purposes as if it enabled the
provision of such benefits—


(a) to persons of the class which results if the reference to colour is ignored,
or


(b) if the original class is defined by reference only to colour, to persons
generally.


(5) It is not a contravention of this Act for a charity to require members, or persons
wishing to become members, to make a statement which asserts or implies
membership or acceptance of a religion or belief; and for this purpose
restricting the access by members to a benefit, facility or service to those who
make such a statement is to be treated as imposing such a requirement.
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(6) Subsection (5) applies only if—
(a) the charity, or an organisation of which it is part, first imposed such a


requirement before 18 May 2005, and
(b) the charity or organisation has not ceased since that date to impose such


a requirement.


(7) It is not a contravention of section 29 for a person, in relation to an activity
which is carried on for the purpose of promoting or supporting a charity, to
restrict participation in the activity to persons of one sex.


(8) A charity regulator does not contravene this Act only by exercising a function
in relation to a charity in a manner which the regulator thinks is expedient in
the interests of the charity, having regard to the charitable instrument.


(9) Subsection (1) does not apply to a contravention of—
(a) section 39;
(b) section 40;
(c) section 41;
(d) section 55, so far as relating to the provision of vocational training.


(10) Subsection (9) does not apply in relation to disability.


194 Charities: supplementary


(1) This section applies for the purposes of section 193.


(2) That section does not apply to race, so far as relating to colour.


(3) “Charity”—
(a) in relation to England and Wales, has the meaning given by section 1(1)


of the Charities Act 2006;
(b) in relation to Scotland, means a body entered in the Scottish Charity


Register.


(4) “Charitable instrument” means an instrument establishing or governing a
charity (including an instrument made or having effect before the
commencement of this section).


(5) The charity regulators are—
(a) the Charity Commission for England and Wales;
(b) the Scottish Charity Regulator.


(6) Section 107(5) applies to references in subsection (5) of section 193 to members,
or persons wishing to become members, of a charity.


(7) “Supported employment” means facilities provided, or in respect of which
payments are made, under section 15 of the Disabled Persons (Employment)
Act 1944.


195 Sport


(1) A person does not contravene this Act, so far as relating to sex, only by doing
anything in relation to the participation of another as a competitor in a gender-
affected activity.


(2) A person does not contravene section 29, 33, 34 or 35, so far as relating to
gender reassignment, only by doing anything in relation to the participation of







Equality Act 2010 (c. 15)
Part 14 — General exceptions


123


a transsexual person as a competitor in a gender-affected activity if it is
necessary to do so to secure in relation to the activity—


(a) fair competition, or
(b) the safety of competitors.


(3) A gender-affected activity is a sport, game or other activity of a competitive
nature in circumstances in which the physical strength, stamina or physique of
average persons of one sex would put them at a disadvantage compared to
average persons of the other sex as competitors in events involving the activity.


(4) In considering whether a sport, game or other activity is gender-affected in
relation to children, it is appropriate to take account of the age and stage of
development of children who are likely to be competitors.


(5) A person who does anything to which subsection (6) applies does not
contravene this Act only because of the nationality or place of birth of another
or because of the length of time the other has been resident in a particular area
or place.


(6) This subsection applies to—
(a) selecting one or more persons to represent a country, place or area or a


related association, in a sport or game or other activity of a competitive
nature;


(b) doing anything in pursuance of the rules of a competition so far as
relating to eligibility to compete in a sport or game or other such
activity.


196 General


Schedule 23 (general exceptions) has effect.


197 Age


(1) A Minister of the Crown may by order amend this Act to provide that any of
the following does not contravene this Act so far as relating to age— 


(a) specified conduct;
(b) anything done for a specified purpose;
(c) anything done in pursuance of arrangements of a specified description.


(2) Specified conduct is conduct—
(a) of a specified description,
(b) carried out in specified circumstances, or
(c) by or in relation to a person of a specified description.


(3) An order under this section may—
(a) confer on a Minister of the Crown or the Treasury a power to issue


guidance about the operation of the order (including, in particular,
guidance about the steps that may be taken by persons wishing to rely
on an exception provided for by the order);


(b) require the Minister or the Treasury to carry out consultation before
issuing guidance under a power conferred by virtue of paragraph (a);


(c) make provision (including provision to impose a requirement) that
refers to guidance issued under a power conferred by virtue of
paragraph (a).
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(4) Guidance given by a Minister of the Crown or the Treasury in anticipation of
the making of an order under this section is, on the making of the order, to be
treated as if it has been issued in accordance with the order.


(5) For the purposes of satisfying a requirement imposed by virtue of subsection
(3)(b), the Minister or the Treasury may rely on consultation carried out before
the making of the order that imposes the requirement (including consultation
carried out before the commencement of this section).


(6) Provision by virtue of subsection (3)(c) may, in particular, refer to provisions
of the guidance that themselves refer to a document specified in the guidance.


(7) Guidance issued (or treated as issued) under a power conferred by virtue of
subsection (3)(a) comes into force on such day as the person who issues the
guidance may by order appoint; and an order under this subsection may
include the text of the guidance or of extracts from it.


(8) This section is not affected by any provision of this Act which makes special
provision in relation to age.


(9) The references to this Act in subsection (1) do not include references to—
(a) Part 5 (work);
(b) Chapter 2 of Part 6 (further and higher education).


PART 15


FAMILY PROPERTY


198 Abolition of husband’s duty to maintain wife


The rule of common law that a husband must maintain his wife is abolished.


199 Abolition of presumption of advancement


(1) The presumption of advancement (by which, for example, a husband is
presumed to be making a gift to his wife if he transfers property to her, or
purchases property in her name) is abolished.


(2) The abolition by subsection (1) of the presumption of advancement does not
have effect in relation to—


(a) anything done before the commencement of this section, or
(b) anything done pursuant to any obligation incurred before the


commencement of this section.


200 Amendment of Married Women’s Property Act 1964


(1) In section 1 of the Married Women’s Property Act 1964 (money and property
derived from housekeeping allowance made by husband to be treated as
belonging to husband and wife in equal shares)—


(a) for “the husband for” substitute “either of them for”, and
(b) for “the husband and the wife” substitute “them”.


(2) Accordingly, that Act may be cited as the Matrimonial Property Act 1964.


(3) The amendments made by this section do not have effect in relation to any
allowance made before the commencement of this section.
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201 Civil partners: housekeeping allowance


(1) After section 70 of the Civil Partnership Act 2004 insert—


“70A Money and property derived from housekeeping allowance


Section 1 of the Matrimonial Property Act 1964 (money and property
derived from housekeeping allowance to be treated as belonging to
husband and wife in equal shares) applies in relation to—


(a) money derived from any allowance made by a civil partner for
the expenses of the civil partnership home or for similar
purposes, and


(b) any property acquired out of such money,
as it applies in relation to money derived from any allowance made by
a husband or wife for the expenses of the matrimonial home or for
similar purposes, and any property acquired out of such money.”


(2) The amendment made by this section does not have effect in relation to any
allowance made before the commencement of this section.


PART 16


GENERAL AND MISCELLANEOUS


Civil partnerships


202 Civil partnerships on religious premises


(1) The Civil Partnership Act 2004 is amended as follows.


(2) Omit section 6(1)(b) and (2) (prohibition on use of religious premises for
registration of civil partnership).


(3) In section 6A (power to approve premises for registration of civil partnership),
after subsection (2), insert—


“(2A) Regulations under this section may provide that premises approved for
the registration of civil partnerships may differ from those premises
approved for the registration of civil marriages.


(2B) Provision by virtue of subsection (2)(b) may, in particular, provide that
applications for approval of premises may only be made with the
consent (whether general or specific) of a person specified, or a person
of a description specified, in the provision.


(2C) The power conferred by section 258(2), in its application to the power
conferred by this section, includes in particular—


(a) power to make provision in relation to religious premises that
differs from provision in relation to other premises;


(b) power to make different provision for different kinds of
religious premises.”


(4) In that section, after subsection (3), insert—


“(3A) For the avoidance of doubt, nothing in this Act places an obligation on
religious organisations to host civil partnerships if they do not wish to
do so.
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(3B) “Civil marriage” means marriage solemnised otherwise than according
to the rites of the Church of England or any other religious usages.


(3C) “Religious premises” means premises which—
(a) are used solely or mainly for religious purposes, or
(b) have been so used and have not subsequently been used solely


or mainly for other purposes.”


EU obligations


203 Harmonisation


(1) This section applies if—
(a) there is a Community obligation of the United Kingdom which a


Minister of the Crown thinks relates to the subject matter of the
Equality Acts,


(b) the obligation is to be implemented by the exercise of the power under
section 2(2) of the European Communities Act 1972 (the implementing
power), and


(c) the Minister thinks that it is appropriate to make harmonising
provision in the Equality Acts.


(2) The Minister may by order make the harmonising provision.


(3) If the Minister proposes to make an order under this section, the Minister must
consult persons and organisations the Minister thinks are likely to be affected
by the harmonising provision.


(4) If, as a result of the consultation under subsection (3), the Minister thinks it
appropriate to change the whole or part of the proposal, the Minister must
carry out such further consultation with respect to the changes as the Minister
thinks appropriate.


(5) The Equality Acts are the Equality Act 2006 and this Act.


(6) Harmonising provision is provision made in relation to relevant subject matter
of the Equality Acts—


(a) which corresponds to the implementing provision, or
(b) which the Minister thinks is necessary or expedient in consequence of


or related to provision made in pursuance of paragraph (a) or the
implementing provision.


(7) The implementing provision is provision made or to be made in exercise of the
implementing power in relation to so much of the subject matter of the
Equality Acts as implements a Community obligation.


(8) Relevant subject matter of the Equality Acts is so much of the subject matter of
those Acts as does not implement a Community obligation.


(9) A harmonising provision may amend a provision of the Equality Acts.


(10) The reference to this Act does not include a reference to this section or Schedule
24 or to a provision specified in that Schedule.


(11) A Minister of the Crown must report to Parliament on the exercise of the power
under subsection (2)—
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(a) at the end of the period of 2 years starting on the day this section comes
into force;


(b) at the end of each succeeding period of 2 years.


204 Harmonisation: procedure


(1) If, after the conclusion of the consultation required under section 203, the
Minister thinks it appropriate to proceed with the making of an order under
that section, the Minister must lay before Parliament—


(a) a draft of a statutory instrument containing the order, together with
(b) an explanatory document.


(2) The explanatory document must—
(a) introduce and give reasons for the harmonising provision;
(b) explain why the Minister thinks that the conditions in subsection (1) of


section 203 are satisfied;
(c) give details of the consultation carried out under that section;
(d) give details of the representations received as a result of the


consultation;
(e) give details of such changes as were made as a result of the


representations.


(3) Where a person making representations in response to the consultation has
requested the Minister not to disclose them, the Minister must not disclose
them under subsection (2)(d) if, or to the extent that, to do so would
(disregarding any connection with proceedings in Parliament) constitute an
actionable breach of confidence.


(4) If information in representations made by a person in response to consultation
under section 203 relates to another person, the Minister need not disclose the
information under subsection (2)(d) if or to the extent that—


(a) the Minister thinks that the disclosure of information could adversely
affect the interests of that other person, and


(b) the Minister has been unable to obtain the consent of that other person
to the disclosure.


(5) The Minister may not act under subsection (1) before the end of the period of
12 weeks beginning with the day on which the consultation under section
203(3) begins.


(6) Laying a draft of a statutory instrument in accordance with subsection (1)
satisfies the condition as to laying imposed by subsection (8) of section 208, in
so far as that subsection applies in relation to orders under section 203.


Application


205 Crown application


(1) The following provisions of this Act bind the Crown—
(a) Part 1 (public sector duty regarding socio-economic inequalities);
(b) Part 3 (services and public functions), so far as relating to the exercise


of public functions;
(c) Chapter 1 of Part 11 (public sector equality duty).
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(2) Part 5 (work) binds the Crown as provided for by that Part.


(3) The remainder of this Act applies to Crown acts as it applies to acts done by a
private person.


(4) For the purposes of subsection (3), an act is a Crown act if (and only if) it is
done—


(a) by or on behalf of a member of the executive,
(b) by a statutory body acting on behalf of the Crown, or
(c) by or on behalf of the holder of a statutory office acting on behalf of the


Crown.


(5) A statutory body or office is a body or office established by an enactment.


(6) The provisions of Parts 2 to 4 of the Crown Proceedings Act 1947 apply to
proceedings against the Crown under this Act as they apply to proceedings in
England and Wales which, as a result of section 23 of that Act, are treated for
the purposes of Part 2 of that Act as civil proceedings by or against the Crown.


(7) The provisions of Part 5 of that Act apply to proceedings against the Crown
under this Act as they apply to proceedings in Scotland which, as a result of
that Part, are treated as civil proceedings by or against the Crown.


(8) But the proviso to section 44 of that Act (removal of proceedings from the
sheriff to the Court of Session) does not apply to proceedings under this Act.


206 Information society services


Schedule 25 (information society services) has effect.


Subordinate legislation


207 Exercise of power


(1) A power to make an order or regulations under this Act is exercisable by a
Minister of the Crown, unless there is express provision to the contrary.


(2) Orders, regulations or rules under this Act must be made by statutory
instrument.


(3) Subsection (2) does not apply to—
(a) a transitional exemption order under Part 1 of Schedule 11,
(b) a transitional exemption order under Part 1 of Schedule 12, or
(c) an order under paragraph 1(3) of Schedule 14 that does not modify an


enactment.


(4) Orders or regulations under this Act—
(a) may make different provision for different purposes;
(b) may include consequential, incidental, supplementary, transitional,


transitory or saving provision.


(5) Nothing in section 163(4), 174(4) or 182(3) affects the generality of the power
under subsection (4)(a).


(6) The power under subsection (4)(b), in its application to section 37, 153, 154(2),
155(5), 197 or 216 or to paragraph 7(1) of Schedule 11 or paragraph 1(3) or 2(3)
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of Schedule 14, includes power to amend an enactment (including, in the case
of section 197 or 216, this Act).


(7) In the case of section 216 (commencement), provision by virtue of subsection
(4)(b) may be included in a separate order from the order that provides for the
commencement to which the provision relates; and, for that purpose, it does
not matter—


(a) whether the order providing for the commencement includes provision
by virtue of subsection (4)(b);


(b) whether the commencement has taken place.


(8) A statutory instrument containing an Order in Council under section 82
(offshore work) is subject to annulment in pursuance of a resolution of either
House of Parliament.


208 Ministers of the Crown, etc.


(1) This section applies where the power to make an order or regulations under
this Act is exercisable by a Minister of the Crown or the Treasury.


(2) A statutory instrument containing (whether alone or with other provision) an
order or regulations that amend this Act or another Act of Parliament, or an Act
of the Scottish Parliament or an Act or Measure of the National Assembly for
Wales, is subject to the affirmative procedure.


(3) But a statutory instrument is not subject to the affirmative procedure by virtue
of subsection (2) merely because it contains—


(a) an order under section 59 (local authority functions);
(b) an order under section 151 (power to amend list of public authorities


for the purposes of the public sector equality duty) that provides for the
omission of an entry where the authority concerned has ceased to exist
or the variation of an entry where the authority concerned has changed
its name;


(c) an order under paragraph 1(3) of Schedule 14 (educational charities
and endowments) that modifies an enactment.


(4) A statutory instrument containing (whether alone or with other provision) an
order or regulations mentioned in subsection (5) is subject to the affirmative
procedure.


(5) The orders and regulations referred to in subsection (4) are—
(a) regulations under section 30 (services: ships and hovercraft);
(b) regulations under section 78 (gender pay gap information);
(c) regulations under section 81 (work: ships and hovercraft);
(d) an order under section 105 (election candidates: expiry of provision);
(e) regulations under section 106 (election candidates: diversity


information);
(f) regulations under section 153 or 154(2) (public sector equality duty:


powers to impose specific duties);
(g) regulations under section 184(4) (rail vehicle accessibility: procedure


for exemption orders);
(h) an order under section 203 (EU obligations: harmonisation);
(i) regulations under paragraph 9(3) of Schedule 20 (rail vehicle


accessibility: determination of turnover for purposes of penalties).
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(6) A statutory instrument that is not subject to the affirmative procedure by virtue
of subsection (2) or (4) is subject to the negative procedure.


(7) But a statutory instrument is not subject to the negative procedure by virtue of
subsection (6) merely because it contains—


(a) an order under section 183(1) (rail vehicle accessibility: exemptions);
(b) an order under section 216 (commencement) that—


(i) does not amend an Act of Parliament, an Act of the Scottish
Parliament or an Act or Measure of the National Assembly for
Wales, and


(ii) is not made in reliance on section 207(7).


(8) If a statutory instrument is subject to the affirmative procedure, the order or
regulations contained in it must not be made unless a draft of the instrument is
laid before and approved by a resolution of each House of Parliament.


(9) If a statutory instrument is subject to the negative procedure, it is subject to
annulment in pursuance of a resolution of either House of Parliament.


(10) If a draft of a statutory instrument containing an order or regulations under
section 2, 151, 153, 154(2) or 155(5) would, apart from this subsection, be treated
for the purposes of the Standing Orders of either House of Parliament as a
hybrid instrument, it is to proceed in that House as if it were not a hybrid
instrument.


209 The Welsh Ministers


(1) This section applies where the power to make an order or regulations under
this Act is exercisable by the Welsh Ministers.


(2) A statutory instrument containing (whether alone or with other provision) an
order or regulations mentioned in subsection (3) is subject to the affirmative
procedure.


(3) The orders and regulations referred to in subsection (2) are—
(a) regulations under section 2 (socio-economic inequalities);
(b) an order under section 151 (power to amend list of public authorities


for the purposes of the public sector equality duty);
(c) regulations under section 153 or 154(2) (public sector equality duty:


powers to impose specific duties);
(d) regulations under section 155(5) that amend an Act of Parliament or an


Act or Measure of the National Assembly for Wales (public sector
equality duty: power to modify or remove specific duties).


(4) But a statutory instrument is not subject to the affirmative procedure by virtue
of subsection (2) merely because it contains an order under section 151 that
provides for—


(a) the omission of an entry where the authority concerned has ceased to
exist, or 


(b) the variation of an entry where the authority concerned has changed its
name.


(5) A statutory instrument that is not subject to the affirmative procedure by virtue
of subsection (2) is subject to the negative procedure.
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(6) If a statutory instrument is subject to the affirmative procedure, the order or
regulations contained in it must not be made unless a draft of the instrument is
laid before and approved by a resolution of the National Assembly for Wales.


(7) If a statutory instrument is subject to the negative procedure, it is subject to
annulment in pursuance of a resolution of the National Assembly for Wales.


210 The Scottish Ministers


(1) This section applies where the power to make an order, regulations or rules
under this Act is exercisable by the Scottish Ministers.


(2) A statutory instrument containing (whether alone or with other provision) an
order or regulations mentioned in subsection (3) is subject to the affirmative
procedure.


(3) The orders and regulations referred to in subsection (2) are—
(a) regulations under section 2 (socio-economic inequalities);
(b) regulations under section 37 (power to make provision about


adjustments to common parts in Scotland);
(c) an order under section 151 (power to amend list of public authorities


for the purposes of the public sector equality duty);
(d) regulations under section 153 or 154(2) (public sector equality duty:


powers to impose specific duties);
(e) regulations under section 155(5) that amend an Act of Parliament or an


Act of the Scottish Parliament (public sector equality duty: power to
modify or remove specific duties).


(4) But a statutory instrument is not subject to the affirmative procedure by virtue
of subsection (2) merely because it contains an order under section 151 that
provides for—


(a) the omission of an entry where the authority concerned has ceased to
exist, or 


(b) the variation of an entry where the authority concerned has changed its
name.


(5) A statutory instrument that is not subject to the affirmative procedure by virtue
of subsection (2) is subject to the negative procedure.


(6) If a statutory instrument is subject to the affirmative procedure, the order or
regulations contained in it must not be made unless a draft of the instrument is
laid before and approved by a resolution of the Scottish Parliament.


(7) If a statutory instrument is subject to the negative procedure, it is subject to
annulment in pursuance of a resolution of the Scottish Parliament.


Amendments, etc.


211 Amendments, repeals and revocations


(1) Schedule 26 (amendments) has effect.


(2) Schedule 27 (repeals and revocations) has effect.







Equality Act 2010 (c. 15)
Part 16 — General and miscellaneous


132


Interpretation


212 General interpretation


(1) In this Act—
“armed forces” means any of the naval, military or air forces of the Crown;
“the Commission” means the Commission for Equality and Human


Rights;
“detriment” does not, subject to subsection (5), include conduct which


amounts to harassment;
“the Education Acts” has the meaning given in section 578 of the


Education Act 1996;
“employment” and related expressions are (subject to subsection (11)) to


be read with section 83;
“enactment” means an enactment contained in—


(a) an Act of Parliament, 
(b) an Act of the Scottish Parliament,
(c) an Act or Measure of the National Assembly for Wales, or
(d) subordinate legislation;


“equality clause” means a sex equality clause or maternity equality clause;
“equality rule” means a sex equality rule or maternity equality rule;
“man” means a male of any age;
“maternity equality clause” has the meaning given in section 73;
“maternity equality rule” has the meaning given in section 75;
“non-discrimination rule” has the meaning given in section 61;
“occupational pension scheme” has the meaning given in section 1 of the


Pension Schemes Act 1993;
“parent” has the same meaning as in—


(a) the Education Act 1996 (in relation to England and Wales);
(b) the Education (Scotland) Act 1980 (in relation to Scotland);


“prescribed” means prescribed by regulations;
“profession” includes a vocation or occupation;
“sex equality clause” has the meaning given in section 66;
“sex equality rule” has the meaning given in section 67;
“subordinate legislation” means—


(a) subordinate legislation within the meaning of the Interpretation
Act 1978, or


(b) an instrument made under an Act of the Scottish Parliament or
an Act or Measure of the National Assembly for Wales;


“substantial” means more than minor or trivial;
“trade” includes any business;
“woman” means a female of any age.


(2) A reference (however expressed) to an act includes a reference to an omission.


(3) A reference (however expressed) to an omission includes (unless there is
express provision to the contrary) a reference to—


(a) a deliberate omission to do something;
(b) a refusal to do it;
(c) a failure to do it.
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(4) A reference (however expressed) to providing or affording access to a benefit,
facility or service includes a reference to facilitating access to the benefit,
facility or service.


(5) Where this Act disapplies a prohibition on harassment in relation to a specified
protected characteristic, the disapplication does not prevent conduct relating
to that characteristic from amounting to a detriment for the purposes of
discrimination within section 13 because of that characteristic.


(6) A reference to occupation, in relation to premises, is a reference to lawful
occupation.


(7) The following are members of the executive—
(a) a Minister of the Crown;
(b) a government department;
(c) the Welsh Ministers, the First Minister for Wales or the Counsel


General to the Welsh Assembly Government;
(d) any part of the Scottish Administration.


(8) A reference to a breach of an equality clause or rule is a reference to a breach of
a term modified by, or included by virtue of, an equality clause or rule.


(9) A reference to a contravention of this Act does not include a reference to a
breach of an equality clause or rule, unless there is express provision to the
contrary.


(10) “Member”, in relation to an occupational pension scheme, means an active
member, a deferred member or a pensioner member (within the meaning, in
each case, given by section 124 of the Pensions Act 1995).


(11) “Employer”, “deferred member”, “pension credit member”, “pensionable
service”, “pensioner member” and “trustees or managers” each have, in
relation to an occupational pension scheme, the meaning given by section 124
of the Pensions Act 1995.


(12) A reference to the accrual of rights under an occupational pension scheme is to
be construed in accordance with that section.


(13) Nothing in section 28, 32, 84, 90, 95 or 100 is to be regarded as an express
exception.


213 References to maternity leave, etc.


(1) This section applies for the purposes of this Act.


(2) A reference to a woman on maternity leave is a reference to a woman on—
(a) compulsory maternity leave,
(b) ordinary maternity leave, or
(c) additional maternity leave.


(3) A reference to a woman on compulsory maternity leave is a reference to a
woman absent from work because she satisfies the conditions prescribed for
the purposes of section 72(1) of the Employment Rights Act 1996.


(4) A reference to a woman on ordinary maternity leave is a reference to a woman
absent from work because she is exercising the right to ordinary maternity
leave.
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(5) A reference to the right to ordinary maternity leave is a reference to the right
conferred by section 71(1) of the Employment Rights Act 1996.


(6) A reference to a woman on additional maternity leave is a reference to a
woman absent from work because she is exercising the right to additional
maternity leave.


(7) A reference to the right to additional maternity leave is a reference to the right
conferred by section 73(1) of the Employment Rights Act 1996.


(8) “Additional maternity leave period” has the meaning given in section 73(2) of
that Act.


214 Index of defined expressions


Schedule 28 lists the places where expressions used in this Act are defined or
otherwise explained.


Final provisions


215 Money


There is to be paid out of money provided by Parliament any increase
attributable to this Act in the expenses of a Minister of the Crown.


216 Commencement


(1) The following provisions come into force on the day on which this Act is
passed—


(a) section 186(2) (rail vehicle accessibility: compliance);
(b) this Part (except sections 202 (civil partnerships on religious premises),


206 (information society services) and 211 (amendments, etc)).


(2) Part 15 (family property) comes into force on such day as the Lord Chancellor
may by order appoint.


(3) The other provisions of this Act come into force on such day as a Minister of
the Crown may by order appoint.


217 Extent


(1) This Act forms part of the law of England and Wales.


(2) This Act, apart from section 190 (improvements to let dwelling houses) and
Part 15 (family property), forms part of the law of Scotland.


(3) Each of the following also forms part of the law of Northern Ireland—
(a) section 82 (offshore work);
(b) section 105(3) and (4) (expiry of Sex Discrimination (Election


Candidates) Act 2002);
(c) section 199 (abolition of presumption of advancement).


218 Short title


This Act may be cited as the Equality Act 2010.
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S C H E D U L E S


SCHEDULE 1 Section 6


DISABILITY: SUPPLEMENTARY PROVISION


PART 1


DETERMINATION OF DISABILITY


Impairment


1 Regulations may make provision for a condition of a prescribed description
to be, or not to be, an impairment.


Long-term effects


2 (1) The effect of an impairment is long-term if—
(a) it has lasted for at least 12 months,
(b) it is likely to last for at least 12 months, or
(c) it is likely to last for the rest of the life of the person affected.


(2) If an impairment ceases to have a substantial adverse effect on a person’s
ability to carry out normal day-to-day activities, it is to be treated as
continuing to have that effect if that effect is likely to recur.


(3) For the purposes of sub-paragraph (2), the likelihood of an effect recurring
is to be disregarded in such circumstances as may be prescribed.


(4) Regulations may prescribe circumstances in which, despite sub-paragraph
(1), an effect is to be treated as being, or as not being, long-term.


Severe disfigurement


3 (1) An impairment which consists of a severe disfigurement is to be treated as
having a substantial adverse effect on the ability of the person concerned to
carry out normal day-to-day activities.


(2) Regulations may provide that in prescribed circumstances a severe
disfigurement is not to be treated as having that effect.


(3) The regulations may, in particular, make provision in relation to deliberately
acquired disfigurement.


Substantial adverse effects


4 Regulations may make provision for an effect of a prescribed description on
the ability of a person to carry out normal day-to-day activities to be treated
as being, or as not being, a substantial adverse effect.
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Effect of medical treatment


5 (1) An impairment is to be treated as having a substantial adverse effect on the
ability of the person concerned to carry out normal day-to-day activities if—


(a) measures are being taken to treat or correct it, and
(b) but for that, it would be likely to have that effect.


(2) “Measures” includes, in particular, medical treatment and the use of a
prosthesis or other aid.


(3) Sub-paragraph (1) does not apply—
(a) in relation to the impairment of a person’s sight, to the extent that the


impairment is, in the person’s case, correctable by spectacles or
contact lenses or in such other ways as may be prescribed;


(b) in relation to such other impairments as may be prescribed, in such
circumstances as are prescribed.


Certain medical conditions


6 (1) Cancer, HIV infection and multiple sclerosis are each a disability.


(2) HIV infection is infection by a virus capable of causing the Acquired
Immune Deficiency Syndrome.


Deemed disability


7 (1) Regulations may provide for persons of prescribed descriptions to be treated
as having disabilities.


(2) The regulations may prescribe circumstances in which a person who has a
disability is to be treated as no longer having the disability.


(3) This paragraph does not affect the other provisions of this Schedule.


Progressive conditions


8 (1) This paragraph applies to a person (P) if—
(a) P has a progressive condition,
(b) as a result of that condition P has an impairment which has (or had)


an effect on P’s ability to carry out normal day-to-day activities, but
(c) the effect is not (or was not) a substantial adverse effect.


(2) P is to be taken to have an impairment which has a substantial adverse effect
if the condition is likely to result in P having such an impairment.


(3) Regulations may make provision for a condition of a prescribed description
to be treated as being, or as not being, progressive.


Past disabilities


9 (1) A question as to whether a person had a disability at a particular time (“the
relevant time”) is to be determined, for the purposes of section 6, as if the
provisions of, or made under, this Act were in force when the act
complained of was done had been in force at the relevant time.


(2) The relevant time may be a time before the coming into force of the provision
of this Act to which the question relates.
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PART 2


GUIDANCE


Preliminary


10 This Part of this Schedule applies in relation to guidance referred to in
section 6(5).


Examples


11 The guidance may give examples of—
(a) effects which it would, or would not, be reasonable, in relation to


particular activities, to regard as substantial adverse effects;
(b) substantial adverse effects which it would, or would not, be


reasonable to regard as long-term.


Adjudicating bodies


12 (1) In determining whether a person is a disabled person, an adjudicating body
must take account of such guidance as it thinks is relevant.


(2) An adjudicating body is—
(a) a court;
(b) a tribunal;
(c) a person (other than a court or tribunal) who may decide a claim


relating to a contravention of Part 6 (education).


Representations


13 Before issuing the guidance, the Minister must—
(a) publish a draft of it;
(b) consider any representations made to the Minister about the draft;
(c) make such modifications as the Minister thinks appropriate in the


light of the representations.


Parliamentary procedure


14 (1) If the Minister decides to proceed with proposed guidance, a draft of it must
be laid before Parliament.


(2) If, before the end of the 40-day period, either House resolves not to approve
the draft, the Minister must take no further steps in relation to the proposed
guidance.


(3) If no such resolution is made before the end of that period, the Minister must
issue the guidance in the form of the draft.


(4) Sub-paragraph (2) does not prevent a new draft of proposed guidance being
laid before Parliament.


(5) The 40-day period—
(a) begins on the date on which the draft is laid before both Houses (or,


if laid before each House on a different date, on the later date);
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(b) does not include a period during which Parliament is prorogued or
dissolved;


(c) does not include a period during which both Houses are adjourned
for more than 4 days.


Commencement


15 The guidance comes into force on the day appointed by order by the
Minister.


Revision and revocation


16 (1) The Minister may—
(a) revise the whole or part of guidance and re-issue it;
(b) by order revoke guidance.


(2) A reference to guidance includes a reference to guidance which has been
revised and re-issued.


SCHEDULE 2 Section 31


SERVICES AND PUBLIC FUNCTIONS: REASONABLE ADJUSTMENTS


Preliminary


1 This Schedule applies where a duty to make reasonable adjustments is
imposed on A by this Part.


The duty


2 (1) A must comply with the first, second and third requirements.


(2) For the purposes of this paragraph, the reference in section 20(3), (4) or (5) to
a disabled person is to disabled persons generally.


(3) Section 20 has effect as if, in subsection (4), for “to avoid the disadvantage”
there were substituted—


“(a) to avoid the disadvantage, or
(b) to adopt a reasonable alternative method of providing the


service or exercising the function.”


(4) In relation to each requirement, the relevant matter is the provision of the
service, or the exercise of the function, by A.


(5) Being placed at a substantial disadvantage in relation to the exercise of a
function means—


(a) if a benefit is or may be conferred in the exercise of the function,
being placed at a substantial disadvantage in relation to the
conferment of the benefit, or


(b) if a person is or may be subjected to a detriment in the exercise of the
function, suffering an unreasonably adverse experience when being
subjected to the detriment.
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(6) In relation to the second requirement, a physical feature includes a physical
feature brought by or on behalf of A, in the course of providing the service
or exercising the function, on to premises other than those that A occupies
(as well as including a physical feature in or on premises that A occupies).


(7) If A is a service-provider, nothing in this paragraph requires A to take a step
which would fundamentally alter—


(a) the nature of the service, or
(b) the nature of A’s trade or profession.


(8) If A exercises a public function, nothing in this paragraph requires A to take
a step which A has no power to take.


Special provision about transport


3 (1) This paragraph applies where A is concerned with the provision of a service
which involves transporting people by land, air or water.


(2) It is never reasonable for A to have to take a step which would—
(a) involve the alteration or removal of a physical feature of a vehicle


used in providing the service;
(b) affect whether vehicles are provided;
(c) affect what vehicles are provided;
(d) affect what happens in the vehicle while someone is travelling in it.


(3) But, for the purpose of complying with the first or third requirement, A may
not rely on sub-paragraph (2)(b), (c) or (d) if the vehicle concerned is—


(a) a hire-vehicle designed and constructed for the carriage of
passengers, comprising more than 8 seats in addition to the driver’s
seat and having a maximum mass not exceeding 5 tonnes,


(b) a hire-vehicle designed and constructed for the carriage of goods and
having a maximum mass not exceeding 3.5 tonnes,


(c) a vehicle licensed under section 48 of the Local Government
(Miscellaneous Provisions) Act 1976 or section 7 of the Private Hire
Vehicles (London) Act 1998 (or under a provision of a local Act
corresponding to either of those provisions),


(d) a private hire car (within the meaning of section 23 of the Civic
Government (Scotland) Act 1982),


(e) a public service vehicle (within the meaning given by section 1 of the
Public Passenger Vehicles Act 1981),


(f) a vehicle built or adapted to carry passengers on a railway or
tramway (within the meaning, in each case, of the Transport and
Works Act 1992),


(g) a taxi,
(h) a vehicle deployed to transport the driver and passengers of a vehicle


that has broken down or is involved in an accident, or
(i) a vehicle deployed on a system using a mode of guided transport


(within the meaning of the Transport and Works Act 1992).


(4) In so far as the second requirement requires A to adopt a reasonable
alternative method of providing the service to disabled persons, A may not,
for the purpose of complying with the requirement, rely on sub-paragraph
(2)(b), (c) or (d) if the vehicle is within sub-paragraph (3)(h).
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(5) A may not, for the purpose of complying with the first, second or third
requirement rely on sub-paragraph (2) of this paragraph if A provides the
service by way of a hire-vehicle built to carry no more than 8 passengers.


(6) For the purposes of sub-paragraph (5) in its application to the second
requirement, a part of a vehicle is to be regarded as a physical feature if it
requires alteration in order to facilitate the provision of—


(a) hand controls to enable a disabled person to operate braking and
accelerator systems in the vehicle, or


(b) facilities for the stowage of a wheelchair.


(7) For the purposes of sub-paragraph (6)(a), fixed seating and in-built electrical
systems are not physical features; and for the purposes of sub-paragraph
(6)(b), fixed seating is not a physical feature.


(8) In the case of a vehicle within sub-paragraph (3), a relevant device is not an
auxiliary aid for the purposes of the third requirement.


(9) A relevant device is a device or structure, or equipment, the installation,
operation or maintenance of which would necessitate making a permanent
alteration to, or which would have a permanent effect on, the internal or
external fabric of the vehicle.


(10) Regulations may amend this paragraph so as to provide for sub-paragraph
(2) not to apply, or to apply only so far as is prescribed, in relation to vehicles
of a prescribed description.


Interpretation


4 (1) This paragraph applies for the purposes of paragraph 3.


(2) A “hire-vehicle” is a vehicle hired (by way of a trade) under a hiring
agreement to which section 66 of the Road Traffic Offenders Act 1988
applies.


(3) A “taxi”, in England and Wales, is a vehicle—
(a) licensed under section 37 of the Town Police Clauses Act 1847,
(b) licensed under section 6 of the Metropolitan Public Carriage Act


1869, or
(c) drawn by one or more persons or animals.


(4) A “taxi”, in Scotland, is—
(a) a hire car engaged, by arrangements made in a public place between


the person to be transported (or a person acting on that person’s
behalf) and the driver, for a journey starting there and then, or


(b) a vehicle drawn by one or more persons or animals.
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SCHEDULE 3 Section 31


SERVICES AND PUBLIC FUNCTIONS: EXCEPTIONS


PART 1


CONSTITUTIONAL MATTERS


Parliament


1 (1) Section 29 does not apply to the exercise of—
(a) a function of Parliament;
(b) a function exercisable in connection with proceedings in Parliament.


(2) Sub-paragraph (1) does not permit anything to be done to or in relation to an
individual unless it is done by or in pursuance of a resolution or other
deliberation of either House or of a Committee of either House.


Legislation


2 (1) Section 29 does not apply to preparing, making or considering—
(a) an Act of Parliament;
(b) a Bill for an Act of Parliament;
(c) an Act of the Scottish Parliament;
(d) a Bill for an Act of the Scottish Parliament;
(e) an Act of the National Assembly for Wales;
(f) a Bill for an Act of the National Assembly for Wales.


(2) Section 29 does not apply to preparing, making, approving or considering—
(a) a Measure of the National Assembly for Wales;
(b) a proposed Measure of the National Assembly for Wales.


(3) Section 29 does not apply to preparing, making, confirming, approving or
considering an instrument which is made under an enactment by—


(a) a Minister of the Crown;
(b) the Scottish Ministers or a member of the Scottish Executive;
(c) the Welsh Ministers, the First Minister for Wales or the Counsel


General to the Welsh Assembly Government.


(4) Section 29 does not apply to preparing, making, confirming, approving or
considering an instrument to which paragraph 6(a) of Schedule 2 to the
Synodical Government Measure 1969 (1969 No. 2) (Measures, Canons, Acts
of Synod, orders, etc.) applies.


(5) Section 29 does not apply to anything done in connection with the
preparation, making, consideration, approval or confirmation of an
instrument made by—


(a) Her Majesty in Council;
(b) the Privy Council.


(6) Section 29 does not apply to anything done in connection with the
imposition of a requirement or condition which comes within Schedule 22
(statutory provisions).
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Judicial functions


3 (1) Section 29 does not apply to—
(a) a judicial function;
(b) anything done on behalf of, or on the instructions of, a person


exercising a judicial function;
(c) a decision not to commence or continue criminal proceedings;
(d) anything done for the purpose of reaching, or in pursuance of, a


decision not to commence or continue criminal proceedings.


(2) A reference in sub-paragraph (1) to a judicial function includes a reference
to a judicial function conferred on a person other than a court or tribunal.


Armed forces


4 (1) Section 29(6), so far as relating to relevant discrimination, does not apply to
anything done for the purpose of ensuring the combat effectiveness of the
armed forces.


(2) “Relevant discrimination” is—
(a) age discrimination;
(b) disability discrimination;
(c) gender reassignment discrimination;
(d) sex discrimination.


Security services, etc.


5 Section 29 does not apply to—
(a) the Security Service;
(b) the Secret Intelligence Service;
(c) the Government Communications Headquarters;
(d) a part of the armed forces which is, in accordance with a requirement


of the Secretary of State, assisting the Government Communications
Headquarters.


PART 2


EDUCATION


6 In its application to a local authority in England and Wales, section 29, so far
as relating to age discrimination or religious or belief-related discrimination,
does not apply to—


(a) the exercise of the authority’s functions under section 14 of the
Education Act 1996 (provision of schools);


(b) the exercise of its function under section 13 of that Act in so far as it
relates to a function of its under section 14 of that Act.


7 In its application to an education authority, section 29, so far as relating to
age discrimination or religious or belief-related discrimination, does not
apply to—


(a) the exercise of the authority’s functions under section 17 of the
Education (Scotland) Act 1980 (provision of schools);
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(b) the exercise of its functions under section 1 of that Act, section 2 of
the Standards in Scotland’s Schools etc. Act 2000 (asp 6) or section 4
or 5 of the Education (Additional Support for Learning) (Scotland)
Act 2004 (asp 4) (general responsibility for education) in so far as it
relates to a matter specified in paragraph (a);


(c) the exercise of its functions under subsection (1) of section 50 of the
Education (Scotland) Act 1980 (education of pupils in exceptional
circumstances) in so far as it consists of making arrangements of the
description referred to in subsection (2) of that section.


8 (1) In its application to a local authority in England and Wales or an education
authority, section 29, so far as relating to sex discrimination, does not apply
to the exercise of the authority’s functions in relation to the establishment of
a school.


(2) But nothing in sub-paragraph (1) is to be taken as disapplying section 29 in
relation to the exercise of the authority’s functions under section 14 of the
Education Act 1996 or section 17 of the Education (Scotland) Act 1982.


9 Section 29, so far as relating to age discrimination, does not apply in relation
to anything done in connection with—


(a) the curriculum of a school,
(b) admission to a school,
(c) transport to or from a school, or
(d) the establishment, alteration or closure of schools.


10 (1) Section 29, so far as relating to disability discrimination, does not require a
local authority in England or Wales exercising functions under the
Education Acts or an education authority exercising relevant functions to
remove or alter a physical feature.


(2) Relevant functions are functions under—
(a) the Education (Scotland) Act 1980,
(b) the Education (Scotland) Act 1996,
(c) the Standards in Scotland’s Schools etc. Act 2000, or
(d) the Education (Additional Support for Learning) (Scotland) Act


2004.


11 Section 29, so far as relating to religious or belief-related discrimination,
does not apply in relation to anything done in connection with—


(a) the curriculum of a school;
(b) admission to a school which has a religious ethos;
(c) acts of worship or other religious observance organised by or on


behalf of a school (whether or not forming part of the curriculum);
(d) the responsible body of a school which has a religious ethos;
(e) transport to or from a school;
(f) the establishment, alteration or closure of schools.


12 This Part of this Schedule is to be construed in accordance with Chapter 1 of
Part 6.
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PART 3


HEALTH AND CARE


Blood services


13 (1) A person operating a blood service does not contravene section 29 only by
refusing to accept a donation of an individual’s blood if—


(a) the refusal is because of an assessment of the risk to the public, or to
the individual, based on clinical, epidemiological or other data
obtained from a source on which it is reasonable to rely, and


(b) the refusal is reasonable.


(2) A blood service is a service for the collection and distribution of human
blood for the purposes of medical services.


(3) “Blood” includes blood components.


Health and safety


14 (1) A service-provider (A) who refuses to provide the service to a pregnant
woman does not discriminate against her in contravention of section 29
because she is pregnant if—


(a) A reasonably believes that providing her with the service would,
because she is pregnant, create a risk to her health or safety,


(b) A refuses to provide the service to persons with other physical
conditions, and


(c) the reason for that refusal is that A reasonably believes that
providing the service to such persons would create a risk to their
health or safety.


(2) A service-provider (A) who provides, or offers to provide, the service to a
pregnant woman on conditions does not discriminate against her in
contravention of section 29 because she is pregnant if—


(a) the conditions are intended to remove or reduce a risk to her health
or safety,


(b) A reasonably believes that the provision of the service without the
conditions would create a risk to her health or safety,


(c) A imposes conditions on the provision of the service to persons with
other physical conditions, and


(d) the reason for the imposition of those conditions is that A reasonably
believes that the provision of the service to such persons without
those conditions would create a risk to their health or safety.


Care within the family


15 A person (A) does not contravene section 29 only by participating in
arrangements under which (whether or not for reward) A takes into A’s
home, and treats as members of A’s family, persons requiring particular care
and attention.
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PART 4


IMMIGRATION


Disability


16 (1) This paragraph applies in relation to disability discrimination.


(2) Section 29 does not apply to—
(a) a decision within sub-paragraph (3); 
(b) anything done for the purposes of or in pursuance of a decision


within that sub-paragraph.


(3) A decision is within this sub-paragraph if it is a decision (whether or not
taken in accordance with immigration rules) to do any of the following on
the ground that doing so is necessary for the public good—


(a) to refuse entry clearance;
(b) to refuse leave to enter or remain in the United Kingdom;
(c) to cancel leave to enter or remain in the United Kingdom;
(d) to vary leave to enter or remain in the United Kingdom;
(e) to refuse an application to vary leave to enter or remain in the United


Kingdom.


(4) Section 29 does not apply to—
(a) a decision taken, or guidance given, by the Secretary of State in


connection with a decision within sub-paragraph (3);
(b) a decision taken in accordance with guidance given by the Secretary


of State in connection with a decision within that sub-paragraph.


Nationality and ethnic or national origins


17 (1) This paragraph applies in relation to race discrimination so far as relating
to—


(a) nationality, or
(b) ethnic or national origins.


(2) Section 29 does not apply to anything done by a relevant person in the
exercise of functions exercisable by virtue of a relevant enactment.


(3) A relevant person is—
(a) a Minister of the Crown acting personally, or
(b) a person acting in accordance with a relevant authorisation.


(4) A relevant authorisation is a requirement imposed or express authorisation
given—


(a) with respect to a particular case or class of case, by a Minister of the
Crown acting personally;


(b) with respect to a particular class of case, by a relevant enactment or
by an instrument made under or by virtue of a relevant enactment.


(5) The relevant enactments are—
(a) the Immigration Acts,
(b) the Special Immigration Appeals Commission Act 1997,
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(c) a provision made under section 2(2) of the European Communities
Act 1972 which relates to immigration or asylum, and


(d) a provision of Community law which relates to immigration or
asylum.


(6) The reference in sub-paragraph (5)(a) to the Immigration Acts does not
include a reference to—


(a) sections 28A to 28K of the Immigration Act 1971 (powers of arrest,
entry and search, etc.), or


(b) section 14 of the Asylum and Immigration (Treatment of Claimants,
etc.) Act 2004 (power of arrest).


Religion or belief


18 (1) This paragraph applies in relation to religious or belief-related
discrimination.


(2) Section 29 does not apply to a decision within sub-paragraph (3) or anything
done for the purposes of or in pursuance of a decision within that sub-
paragraph.


(3) A decision is within this sub-paragraph if it is a decision taken in accordance
with immigration rules—


(a) to refuse entry clearance or leave to enter the United Kingdom, or to
cancel leave to enter or remain in the United Kingdom, on the
grounds that the exclusion of the person from the United Kingdom
is conducive to the public good, or


(b) to vary leave to enter or remain in the United Kingdom, or to refuse
an application to vary leave to enter or remain in the United
Kingdom, on the grounds that it is undesirable to permit the person
to remain in the United Kingdom.


(4) Section 29 does not apply to a decision within sub-paragraph (5), or
anything done for the purposes of or in pursuance of a decision within that
sub-paragraph, if the decision is taken on grounds mentioned in sub-
paragraph (6).


(5) A decision is within this sub-paragraph if it is a decision (whether or not
taken in accordance with immigration rules) in connection with an
application for entry clearance or for leave to enter or remain in the United
Kingdom.


(6) The grounds referred to in sub-paragraph (4) are—
(a) the grounds that a person holds an office or post in connection with


a religion or belief or provides a service in connection with a religion
or belief,


(b) the grounds that a religion or belief is not to be treated in the same
way as certain other religions or beliefs, or


(c) the grounds that the exclusion from the United Kingdom of a person
to whom paragraph (a) applies is conducive to the public good.


(7) Section 29 does not apply to—
(a) a decision taken, or guidance given, by the Secretary of State in


connection with a decision within sub-paragraph (3) or (5);
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(b) a decision taken in accordance with guidance given by the Secretary
of State in connection with a decision within either of those sub-
paragraphs.


Interpretation


19 A reference to entry clearance, leave to enter or remain or immigration rules
is to be construed in accordance with the Immigration Act 1971.


PART 5


INSURANCE, ETC.


Services arranged by employer


20 (1) Section 29 does not apply to the provision of a relevant financial service if
the provision is in pursuance of arrangements made by an employer for the
service-provider to provide the service to the employer’s employees, and
other persons, as a consequence of the employment.


(2) “Relevant financial service” means—
(a) insurance or a related financial service, or
(b) a service relating to membership of or benefits under a personal


pension scheme (within the meaning given by section 1 of the
Pension Schemes Act 1993).


Disability


21 (1) It is not a contravention of section 29, so far as relating to disability
discrimination, to do anything in connection with insurance business if—


(a) that thing is done by reference to information that is both relevant to
the assessment of the risk to be insured and from a source on which
it is reasonable to rely, and


(b) it is reasonable to do that thing.


(2) “Insurance business” means business which consists of effecting or carrying
out contracts of insurance; and that definition is to be read with—


(a) section 22 of the Financial Services and Markets Act 2000,
(b) any relevant order under that Act, and
(c) Schedule 2 to that Act.


Sex, gender reassignment, pregnancy and maternity


22 (1) It is not a contravention of section 29, so far as relating to relevant
discrimination, to do anything in relation to an annuity, life insurance
policy, accident insurance policy or similar matter involving the assessment
of risk if—


(a) that thing is done by reference to actuarial or other data from a
source on which it is reasonable to rely, and


(b) it is reasonable to do that thing.


(2) In the case of a contract of insurance, or a contract for related financial
services, entered into before 6 April 2008, sub-paragraph (1) applies only in
relation to differences in premiums and benefits that are applicable to a
person under the contract.
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(3) In the case of a contract of insurance, or a contract for related financial
services, entered into on or after 6 April 2008, sub-paragraph (1) applies only
in relation to differences in premiums and benefits if—


(a) the use of sex as a factor in the assessment of risk is based on relevant
and accurate actuarial and statistical data,


(b) the data are compiled, published (whether in full or in summary
form) and regularly updated in accordance with guidance issued by
the Treasury,


(c) the differences are proportionate having regard to the data, and
(d) the differences do not result from costs related to pregnancy or to a


woman’s having given birth in the period of 26 weeks ending on the
day on which the thing in question is done.


(4) “Relevant discrimination” is—
(a) gender reassignment discrimination;
(b) pregnancy and maternity discrimination;
(c) sex discrimination.


(5) For the purposes of the application of sub-paragraph (3) to gender
reassignment discrimination by virtue of section 13, that section has effect as
if in subsection (1), after “others” there were inserted “of B’s sex”.


(6) In the application of sub-paragraph (3) to a contract entered into before 22
December 2008, paragraph (d) is to be ignored.


Existing insurance policies


23 (1) It is not a contravention of section 29, so far as relating to relevant
discrimination, to do anything in connection with insurance business in
relation to an existing insurance policy.


(2) “Relevant discrimination” is—
(a) age discrimination;
(b) disability discrimination;
(c) gender reassignment discrimination;
(d) pregnancy and maternity discrimination;
(e) race discrimination;
(f) religious or belief-related discrimination;
(g) sex discrimination;
(h) sexual orientation discrimination.


(3) An existing insurance policy is a policy of insurance entered into before the
date on which this paragraph comes into force.


(4) Sub-paragraph (1) does not apply where an existing insurance policy was
renewed, or the terms of such a policy were reviewed, on or after the date on
which this paragraph comes into force.


(5) A review of an existing insurance policy which was part of, or incidental to,
a general reassessment by the service-provider of the pricing structure for a
group of policies is not a review for the purposes of sub-paragraph (4).


(6) “Insurance business” has the meaning given in paragraph 21.
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PART 6


MARRIAGE


Gender reassignment: England and Wales


24 (1) A person does not contravene section 29, so far as relating to gender
reassignment discrimination, only because of anything done in reliance on
section 5B of the Marriage Act 1949 (solemnisation of marriages involving
person of acquired gender).


(2) A person (A) whose consent to the solemnisation of the marriage of a person
(B) is required under section 44(1) of the Marriage Act 1949 (solemnisation
in registered building) does not contravene section 29, so far as relating to
gender reassignment discrimination, by refusing to consent if A reasonably
believes that B’s gender has become the acquired gender under the Gender
Recognition Act 2004.


(3) Sub-paragraph (4) applies to a person (A) who may, in a case that comes
within the Marriage Act 1949 (other than the case mentioned in sub-
paragraph (1)), solemnise marriages according to a form, rite or ceremony of
a body of persons who meet for religious worship. 


(4) A does not contravene section 29, so far as relating to gender reassignment
discrimination, by refusing to solemnise, in accordance with a form, rite or
ceremony as described in sub-paragraph (3), the marriage of a person (B) if
A reasonably believes that B’s gender has become the acquired gender
under the Gender Recognition Act 2004.


Gender reassignment: Scotland


25 (1) An approved celebrant (A) does not contravene section 29, so far as relating
to gender reassignment discrimination, only by refusing to solemnise the
marriage of a person (B) if A reasonably believes that B’s gender has become
the acquired gender under the Gender Recognition Act 2004.


(2) In sub-paragraph (1) “approved celebrant” has the meaning given in section
8(2)(a) of the Marriage (Scotland) Act 1977 (persons who may solemnise
marriage).


PART 7


SEPARATE AND SINGLE SERVICES


Separate services for the sexes


26 (1) A person does not contravene section 29, so far as relating to sex
discrimination, by providing separate services for persons of each sex if—


(a) a joint service for persons of both sexes would be less effective, and
(b) the limited provision is a proportionate means of achieving a


legitimate aim.


(2) A person does not contravene section 29, so far as relating to sex
discrimination, by providing separate services differently for persons of
each sex if—


(a) a joint service for persons of both sexes would be less effective,
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(b) the extent to which the service is required by one sex makes it not
reasonably practicable to provide the service otherwise than as a
separate service provided differently for each sex, and


(c) the limited provision is a proportionate means of achieving a
legitimate aim.


(3) This paragraph applies to a person exercising a public function in relation to
the provision of a service as it applies to the person providing the service.


Single-sex services


27 (1) A person does not contravene section 29, so far as relating to sex
discrimination, by providing a service only to persons of one sex if—


(a) any of the conditions in sub-paragraphs (2) to (7) is satisfied, and
(b) the limited provision is a proportionate means of achieving a


legitimate aim.


(2) The condition is that only persons of that sex have need of the service.


(3) The condition is that—
(a) the service is also provided jointly for persons of both sexes, and
(b) the service would be insufficiently effective were it only to be


provided jointly.


(4) The condition is that—
(a) a joint service for persons of both sexes would be less effective, and
(b) the extent to which the service is required by persons of each sex


makes it not reasonably practicable to provide separate services.


(5) The condition is that the service is provided at a place which is, or is part
of—


(a) a hospital, or
(b) another establishment for persons requiring special care,


supervision or attention.


(6) The condition is that—
(a) the service is provided for, or is likely to be used by, two or more


persons at the same time, and
(b) the circumstances are such that a person of one sex might reasonably


object to the presence of a person of the opposite sex.


(7) The condition is that—
(a) there is likely to be physical contact between a person (A) to whom


the service is provided and another person (B), and
(b) B might reasonably object if A were not of the same sex as B.


(8) This paragraph applies to a person exercising a public function in relation to
the provision of a service as it applies to the person providing the service.


Gender reassignment


28 (1) A person does not contravene section 29, so far as relating to gender
reassignment discrimination, only because of anything done in relation to a
matter within sub-paragraph (2) if the conduct in question is a proportionate
means of achieving a legitimate aim.
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(2) The matters are—
(a) the provision of separate services for persons of each sex;
(b) the provision of separate services differently for persons of each sex;
(c) the provision of a service only to persons of one sex.


Services relating to religion


29 (1) A minister does not contravene section 29, so far as relating to sex
discrimination, by providing a service only to persons of one sex or separate
services for persons of each sex, if—


(a) the service is provided for the purposes of an organised religion,
(b) it is provided at a place which is (permanently or for the time being)


occupied or used for those purposes, and
(c) the limited provision of the service is necessary in order to comply


with the doctrines of the religion or is for the purpose of avoiding
conflict with the strongly held religious convictions of a significant
number of the religion’s followers.


(2) The reference to a minister is a reference to a minister of religion, or other
person, who—


(a) performs functions in connection with the religion, and
(b) holds an office or appointment in, or is accredited, approved or


recognised for purposes of, a relevant organisation in relation to the
religion.


(3) An organisation is a relevant organisation in relation to a religion if its
purpose is—


(a) to practise the religion,
(b) to advance the religion,
(c) to teach the practice or principles of the religion,
(d) to enable persons of the religion to receive benefits, or to engage in


activities, within the framework of that religion, or
(e) to foster or maintain good relations between persons of different


religions.


(4) But an organisation is not a relevant organisation in relation to a religion if
its sole or main purpose is commercial.


Services generally provided only for persons who share a protected characteristic


30 If a service is generally provided only for persons who share a protected
characteristic, a person (A) who normally provides the service for persons
who share that characteristic does not contravene section 29(1) or (2)—


(a) by insisting on providing the service in the way A normally provides
it, or


(b) if A reasonably thinks it is impracticable to provide the service to
persons who do not share that characteristic, by refusing to provide
the service.
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PART 8


TELEVISION, RADIO AND ON-LINE BROADCASTING AND DISTRIBUTION


31 (1) Section 29 does not apply to the provision of a content service (within the
meaning given by section 32(7) of the Communications Act 2003).


(2) Sub-paragraph (1) does not apply to the provision of an electronic
communications network, electronic communications service or associated
facility (each of which has the same meaning as in that Act).


PART 9


TRANSPORT


Application to disability


32 This Part of this Schedule applies in relation to disability discrimination.


Transport by air


33 (1) Section 29 does not apply to—
(a) transporting people by air;
(b) a service provided on a vehicle for transporting people by air.


(2) Section 29 does not apply to anything governed by Regulation (EC) No
1107/2006 of the European Parliament and of the Council of 5 July 2006
concerning the rights of disabled persons and persons with reduced
mobility when travelling by air.


Transport by land


34 (1) Section 29 does not apply to transporting people by land, unless the vehicle
concerned is—


(a) a hire-vehicle designed and constructed for the carriage of
passengers and comprising no more than 8 seats in addition to the
driver’s seat,


(b) a hire-vehicle designed and constructed for the carriage of
passengers, comprising more than 8 seats in addition to the driver’s
seat and having a maximum mass not exceeding 5 tonnes,


(c) a hire-vehicle designed and constructed for the carriage of goods and
having a maximum mass not exceeding 3.5 tonnes,


(d) a vehicle licensed under section 48 of the Local Government
(Miscellaneous Provisions) Act 1976 or section 7 of the Private Hire
Vehicles (London) Act 1998 (or under a provision of a local Act
corresponding to either of those provisions),


(e) a private hire car (within the meaning of section 23 of the Civic
Government (Scotland) Act 1982),


(f) a public service vehicle (within the meaning given by section 1 of the
Public Passenger Vehicles Act 1981),


(g) a vehicle built or adapted to carry passengers on a railway or
tramway (within the meaning, in each case, of the Transport and
Works Act 1992),


(h) a taxi,
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(i) a vehicle deployed to transport the driver and passengers of a vehicle
that has broken down or is involved in an accident, or


(j) a vehicle deployed on a system using a mode of guided transport
(within the meaning of the Transport and Works Act 1992).


(2) Paragraph 4 of Schedule 2 applies for the purposes of this paragraph as it
applies for the purposes of paragraph 3 of that Schedule.


PART 10


SUPPLEMENTARY


Power to amend


35 (1) A Minister of the Crown may by order amend this Schedule—
(a) so as to add, vary or omit an exception to section 29, so far as relating


to disability, religion or belief or sexual orientation;
(b) so as to add, vary or omit an exception to section 29(6), so far as


relating to gender reassignment, pregnancy and maternity, race or
sex.


(2) But provision by virtue of sub-paragraph (1) may not amend this Schedule—
(a) so as to omit an exception in paragraph 1, 2 or 3;
(b) so as to reduce the extent to which an exception in paragraph 1, 2 or


3 applies.


(3) For the purposes of an order under sub-paragraph (1)(a), so far as relating to
disability, which makes provision in relation to transport by air, it does not
matter whether the transport is within or outside the United Kingdom.


(4) Before making an order under this paragraph the Minister must consult the
Commission.


(5) Nothing in this paragraph affects the application of any other provision of
this Act to conduct outside England and Wales or Scotland.


SCHEDULE 4 Section 38


PREMISES: REASONABLE ADJUSTMENTS


Preliminary


1 This Schedule applies where a duty to make reasonable adjustments is
imposed on A by this Part.


The duty in relation to let premises


2 (1) This paragraph applies where A is a controller of let premises.


(2) A must comply with the first and third requirements.


(3) For the purposes of this paragraph, the reference in section 20(3) to a
provision, criterion or practice of A’s includes a reference to a term of the
letting.
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(4) For those purposes, the reference in section 20(3) or (5) to a disabled person
is a reference to a disabled person who—


(a) is a tenant of the premises, or 
(b) is otherwise entitled to occupy them.


(5) In relation to each requirement, the relevant matters are—
(a) the enjoyment of the premises;
(b) the use of a benefit or facility, entitlement to which arises as a result


of the letting.


(6) Sub-paragraph (2) applies only if A receives a request from or on behalf of
the tenant or a person entitled to occupy the premises to take steps to avoid
the disadvantage or provide the auxiliary aid.


(7) If a term of the letting that prohibits the tenant from making alterations puts
the disabled person at the disadvantage referred to in the first requirement,
A is required to change the term only so far as is necessary to enable the
tenant to make alterations to the let premises so as to avoid the
disadvantage.


(8) It is never reasonable for A to have to take a step which would involve the
removal or alteration of a physical feature.


(9) For the purposes of this paragraph, physical features do not include
furniture, furnishings, materials, equipment or other chattels in or on the
premises; and none of the following is an alteration of a physical feature—


(a) the replacement or provision of a sign or notice;
(b) the replacement of a tap or door handle;
(c) the replacement, provision or adaptation of a door bell or door entry


system;
(d) changes to the colour of a wall, door or any other surface.


(10) The terms of a letting include the terms of an agreement relating to it.


The duty in relation to premises to let


3 (1) This paragraph applies where A is a controller of premises to let.


(2) A must comply with the first and third requirements.


(3) For the purposes of this paragraph, the reference in section 20(3) or (5) to a
disabled person is a reference to a disabled person who is considering taking
a letting of the premises.


(4) In relation to each requirement, the relevant matter is becoming a tenant of
the premises.


(5) Sub-paragraph (2) applies only if A receives a request by or on behalf of a
disabled person within sub-paragraph (3) for A to take steps to avoid the
disadvantage or provide the auxiliary aid.


(6) Nothing in this paragraph requires A to take a step which would involve the
removal or alteration of a physical feature.


(7) Sub-paragraph (9) of paragraph 2 applies for the purposes of this paragraph
as it applies for the purposes of that paragraph.
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The duty in relation to commonhold units


4 (1) This paragraph applies where A is a commonhold association; and the
reference to a commonhold association is a reference to the association in its
capacity as the person who manages a commonhold unit.


(2) A must comply with the first and third requirements.


(3) For the purposes of this paragraph, the reference in section 20(3) to a
provision, criterion or practice of A’s includes a reference to—


(a) a term of the commonhold community statement, or
(b) any other term applicable by virtue of the transfer of the unit to the


unit-holder.


(4) For those purposes, the reference in section 20(3) or (5) to a disabled person
is a reference to a disabled person who—


(a) is the unit-holder, or
(b) is otherwise entitled to occupy the unit.


(5) In relation to each requirement, the relevant matters are—
(a) the enjoyment of the unit;
(b) the use of a benefit or facility, entitlement to which arises as a result


of a term within sub-paragraph (3)(a) or (b).


(6) Sub-paragraph (2) applies only if A receives a request from or on behalf of
the unit-holder or a person entitled to occupy the unit to take steps to avoid
the disadvantage or provide the auxiliary aid.


(7) If a term within sub-paragraph (3)(a) or (b) that prohibits the unit-holder
from making alterations puts the disabled person at the disadvantage
referred to in the first requirement, A is required to change the term only so
far as is necessary to enable the unit-holder to make alterations to the unit so
as to avoid the disadvantage.


(8) It is never reasonable for A to have to take a step which would involve the
removal or alteration of a physical feature; and sub-paragraph (9) of
paragraph 2 applies in relation to a commonhold unit as it applies in relation
to let premises.


The duty in relation to common parts


5 (1) This paragraph applies where A is a responsible person in relation to
common parts.


(2) A must comply with the second requirement.


(3) For the purposes of this paragraph, the reference in section 20(4) to a
physical feature is a reference to a physical feature of the common parts.


(4) For those purposes, the reference in section 20(4) to a disabled person is a
reference to a disabled person who—


(a) is a tenant of the premises,
(b) is a unit-holder, or
(c) is otherwise entitled to occupy the premises,


and uses or intends to use the premises as the person’s only or main home.
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(5) In relation to the second requirement, the relevant matter is the use of the
common parts.


(6) Sub-paragraph (2) applies only if—
(a) A receives a request by or on behalf of a disabled person within sub-


paragraph (4) for A to take steps to avoid the disadvantage, and
(b) the steps requested are likely to avoid or reduce the disadvantage.


Consultation on adjustments relating to common parts


6 (1) In deciding whether it is reasonable to take a step for the purposes of
paragraph 5, A must consult all persons A thinks would be affected by the
step.


(2) The consultation must be carried out within a reasonable period of the
request being made.


(3) A is not required to have regard to a view expressed against taking a step in
so far as A reasonably believes that the view is expressed because of the
disabled person’s disability.


(4) Nothing in this paragraph affects anything a commonhold association is
required to do pursuant to Part 1 of the Commonhold and Leasehold Reform
Act 2002.


Agreement on adjustments relating to common parts


7 (1) If A decides that it is reasonable to take a step for the purposes of paragraph
5, A and the disabled person must agree in writing the rights and
responsibilities of each of them in relation to the step.


(2) An agreement under this paragraph must, in particular, make provision as
to the responsibilities of the parties in relation to—


(a) the costs of any work to be undertaken;
(b) other costs arising from the work;
(c) the restoration of the common parts to their former condition if the


relevant disabled person stops living in the premises.


(3) It is always reasonable before the agreement is made for A to insist that the
agreement should require the disabled person to pay—


(a) the costs referred to in paragraphs (a) and (b) of sub-paragraph (2),
and


(b) the costs of the restoration referred to in paragraph (c) of that sub-
paragraph.


(4) If an agreement under this paragraph is made, A’s obligations under the
agreement become part of A’s interest in the common parts and pass on
subsequent disposals accordingly.


(5) Regulations may require a party to an agreement under this paragraph to
provide, in prescribed circumstances, prescribed information about the
agreement to persons of a prescribed description.


(6) The regulations may require the information to be provided in a prescribed
form.
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(7) Regulations may make provision as to circumstances in which an agreement
under this paragraph is to cease to have effect, in so far as the agreement
does not itself make provision for termination.


Victimisation


8 (1) This paragraph applies where the relevant disabled person comes within
paragraph 2(4)(b), 4(4)(b) or 5(4)(c).


(2) A must not, because of costs incurred in connection with taking steps to
comply with a requirement imposed for the purposes of paragraph 2, 4 or 5,
subject to a detriment—


(a) a tenant of the premises, or
(b) the unit-holder.


Regulations


9 (1) This paragraph applies for the purposes of section 36 and this Schedule.


(2) Regulations may make provision as to—
(a) circumstances in which premises are to be treated as let, or as not let,


to a person;
(b) circumstances in which premises are to be treated as being, or as not


being, to let;
(c) who is to be treated as being, or as not being, a person entitled to


occupy premises otherwise than as tenant or unit-holder;
(d) who is to be treated as being, or as not being, a person by whom


premises are let;
(e) who is to be treated as having, or as not having, premises to let;
(f) who is to be treated as being, or as not being, a manager of premises.


(3) Provision made by virtue of this paragraph may amend this Schedule.


SCHEDULE 5 Section 38


PREMISES: EXCEPTIONS


Owner-occupier


1 (1) This paragraph applies to the private disposal of premises by an owner-
occupier.


(2) A disposal is a private disposal only if the owner-occupier does not—
(a) use the services of an estate agent for the purpose of disposing of the


premises, or
(b) publish (or cause to be published) an advertisement in connection


with their disposal.


(3) Section 33(1) applies only in so far as it relates to race.


(4) Section 34(1) does not apply in so far as it relates to—
(a) religion or belief, or
(b) sexual orientation.
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(5) In this paragraph—
“estate agent” means a person who, by way of profession or trade,


provides services for the purpose of—
(a) finding premises for persons seeking them, or
(b) assisting in the disposal of premises;


“owner-occupier” means a person who—
(a) owns an estate or interest in premises, and
(b) occupies the whole of them.


2 (1) Section 36(1)(a) does not apply if—
(a) the premises are, or have been, the only or main home of a person by


whom they are let, and
(b) since entering into the letting, neither that person nor any other by


whom they are let has used a manager for managing the premises.


(2) A manager is a person who, by profession or trade, manages let premises.


(3) Section 36(1)(b) does not apply if—
(a) the premises are, or have been, the only or main home of a person


who has them to let, and
(b) neither that person nor any other who has the premises to let uses the


services of an estate agent for letting the premises.


(4) “Estate agent” has the meaning given in paragraph 1.


Small premises


3 (1) This paragraph applies to anything done by a person in relation to the
disposal, occupation or management of part of small premises if—


(a) the person or a relative of that person resides, and intends to
continue to reside, in another part of the premises, and


(b) the premises include parts (other than storage areas and means of
access) shared with residents of the premises who are not members
of the same household as the resident mentioned in paragraph (a).


(2) Sections 33(1), 34(1) and 35(1) apply only in so far as they relate to race.


(3) Premises are small if—
(a) the only other persons occupying the accommodation occupied by


the resident mentioned in sub-paragraph (1)(a) are members of the
same household, 


(b) the premises also include accommodation for at least one other
household,


(c) the accommodation for each of those other households is let, or
available for letting, on a separate tenancy or similar agreement, and


(d) the premises are not normally sufficient to accommodate more than
two other households.


(4) Premises are also small if they are not normally sufficient to provide
residential accommodation for more than six persons (in addition to the
resident mentioned in sub-paragraph (1)(a) and members of the same
household).


(5) In this paragraph, “relative” means—
(a) spouse or civil partner, 
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(b) unmarried partner, 
(c) parent or grandparent,
(d) child or grandchild (whether or not legitimate), 
(e) the spouse, civil partner or unmarried partner of a child or


grandchild,
(f) brother or sister (whether of full blood or half-blood), or
(g) a relative within paragraph (c), (d), (e) or (f) whose relationship


arises as a result of marriage or civil partnership.


(6) In sub-paragraph (5), a reference to an unmarried partner is a reference to
the other member of a couple consisting of—


(a) a man and a woman who are not married to each other but are living
together as husband and wife, or


(b) two people of the same sex who are not civil partners of each other
but are living together as if they were.


4 (1) Section 36(1) does not apply if—
(a) the premises in question are small premises,
(b) the relevant person or a relative of that person resides, and intends


to continue to reside, in another part of the premises, and
(c) the premises include parts (other than storage areas and means of


access) shared with residents of the premises who are not members
of the same household as the resident mentioned in paragraph (b).


(2) The relevant person is the person who, for the purposes of section 36(1), is—
(a) the controller of the premises, or 
(b) the responsible person in relation to the common parts to which the


premises relate.


(3) “Small premises” and “relative” have the same meaning as in paragraph 3.


5 A Minister of the Crown may by order amend paragraph 3 or 4.


SCHEDULE 6 Section 52


OFFICE-HOLDERS: EXCLUDED OFFICES


Work to which other provisions apply


1 (1) An office or post is not a personal or public office in so far as one or more of
the provisions mentioned in sub-paragraph (2)—


(a) applies in relation to the office or post, or
(b) would apply in relation to the office or post but for the operation of


some other provision of this Act.


(2) Those provisions are—
(a) section 39 (employment);
(b) section 41 (contract work);
(c) section 44 (partnerships).
(d) section 45 (LLPs);
(e) section 47 (barristers);
(f) section 48 (advocates);
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(g) section 55 (employment services) so far as applying to the provision
of work experience within section 56(2)(a) or arrangements within
section 56(2)(c) for such provision.


Political offices


2 (1) An office or post is not a personal or public office if it is a political office.


(2) A political office is an office or post set out in the second column of the
following Table—


Political setting Office or post


Houses of Parliament An office of the House of Commons held
by a member of that House


An office of the House of Lords held by a
member of that House


A Ministerial office within the meaning
of section 2 of the House of Commons
Disqualification Act 1975


The office of the Leader of the Opposition
within the meaning of the Ministerial and
other Salaries Act 1975


The office of the Chief Opposition Whip,
or of an Assistant Opposition Whip,
within the meaning of that Act


Scottish Parliament An office of the Scottish Parliament held
by a member of the Parliament


The office of a member of the Scottish
Executive


The office of a junior Scottish Minister


National Assembly for
Wales


An office of the National Assembly for
Wales held by a member of the Assembly


The office of a member of the Welsh
Assembly Government


Local government in
England (outside
London)


An office of a county council, district
council or parish council in England held
by a member of the council


An office of the Council of the Isles of
Scilly held by a member of the Council


Local government in
London


An office of the Greater London
Authority held by the Mayor of London
or a member of the London Assembly
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(3) The reference to a registered political party is a reference to a party
registered in the Great Britain register under Part 2 of the Political Parties,
Elections and Referendums Act 2000.


Honours etc.


3 A life peerage (within the meaning of the Life Peerages Act 1958), or any
other dignity or honour conferred by the Crown, is not a personal or public
office.


SCHEDULE 7 Section 80


EQUALITY OF TERMS: EXCEPTIONS


PART 1


TERMS OF WORK


Compliance with laws regulating employment of women, etc.


1 Neither a sex equality clause nor a maternity equality clause has effect in
relation to terms of work affected by compliance with laws regulating—


(a) the employment of women;
(b) the appointment of women to personal or public offices.


An office of a London borough council
held by a member of the council


An office of the Common Council of the
City of London held by a member of the
Council


Local government in
Wales


An office of a county council, county
borough council or community council in
Wales held by a member of the council


Local government in
Scotland


An office of a council constituted under
section 2 of the Local Government etc.
(Scotland) Act 1994 held by a member of
the council


An office of a council established under
section 51 of the Local Government
(Scotland) Act 1973 held by a member of
the council


Political parties An office of a registered political party


Political setting Office or post
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Pregnancy, etc.


2 A sex equality clause does not have effect in relation to terms of work
affording special treatment to women in connection with pregnancy or
childbirth.


PART 2


OCCUPATIONAL PENSION SCHEMES


Preliminary


3 (1) A sex equality rule does not have effect in relation to a difference as between
men and women in the effect of a relevant matter if the difference is
permitted by or by virtue of this Part of this Schedule.


(2) “Relevant matter” has the meaning given in section 67.


State retirement pensions


4 (1) This paragraph applies where a man and a woman are eligible, in such
circumstances as may be prescribed, to receive different amounts by way of
pension.


(2) The difference is permitted if, in prescribed circumstances, it is attributable
only to differences between men and women in the retirement benefits to
which, in prescribed circumstances, the man and woman are or would be
entitled.


(3) “Retirement benefits” are benefits under sections 43 to 55 of the Social
Security Contributions and Benefits Act 1992 (state retirement pensions).


Actuarial factors


5 (1) A difference as between men and women is permitted if it consists of
applying to the calculation of the employer’s contributions to an
occupational pension scheme actuarial factors which—


(a) differ for men and women, and
(b) are of such description as may be prescribed.


(2) A difference as between men and women is permitted if it consists of
applying to the determination of benefits of such description as may be
prescribed actuarial factors which differ for men and women.


Power to amend


6 (1) Regulations may amend this Part of this Schedule so as to add, vary or omit
provision about cases where a difference as between men and women in the
effect of a relevant matter is permitted.


(2) The regulations may make provision about pensionable service before the
date on which they come into force (but not about pensionable service before
17 May 1990).
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SCHEDULE 8 Section 83


WORK: REASONABLE ADJUSTMENTS


PART 1


INTRODUCTORY


Preliminary


1 This Schedule applies where a duty to make reasonable adjustments is
imposed on A by this Part of this Act.


The duty


2 (1) A must comply with the first, second and third requirements.


(2) For the purposes of this paragraph—
(a) the reference in section 20(3) to a provision, criterion or practice is a


reference to a provision, criterion or practice applied by or on behalf
of A;


(b) the reference in section 20(4) to a physical feature is a reference to a
physical feature of premises occupied by A;


(c) the reference in section 20(3), (4) or (5) to a disabled person is to an
interested disabled person.


(3) In relation to the first and third requirements, a relevant matter is any matter
specified in the first column of the applicable table in Part 2 of this Schedule.


(4) In relation to the second requirement, a relevant matter is—
(a) a matter specified in the second entry of the first column of the


applicable table in Part 2 of this Schedule, or 
(b) where there is only one entry in a column, a matter specified there.


(5) If two or more persons are subject to a duty to make reasonable adjustments
in relation to the same interested disabled person, each of them must comply
with the duty so far as it is reasonable for each of them to do so. 


3 (1) This paragraph applies if a duty to make reasonable adjustments is imposed
on A by section 55 (except where the employment service which A provides
is the provision of vocational training within the meaning given by section
56(6)(b)).


(2) The reference in section 20(3), (4) and (5) to a disabled person is a reference
to an interested disabled person.


(3) In relation to each requirement, the relevant matter is the employment
service which A provides.


(4) Sub-paragraph (5) of paragraph 2 applies for the purposes of this paragraph
as it applies for the purposes of that paragraph.
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PART 2


INTERESTED DISABLED PERSON


Preliminary


4 An interested disabled person is a disabled person who, in relation to a
relevant matter, is of a description specified in the second column of the
applicable table in this Part of this Schedule.


Employers (see section 39)


5 (1) This paragraph applies where A is an employer.


(2) Where A is the employer of a disabled contract worker (B), A must comply
with the first, second and third requirements on each occasion when B is
supplied to a principal to do contract work.


(3) In relation to the first requirement (as it applies for the purposes of sub-
paragraph (2))—


(a) the reference in section 20(3) to a provision, criterion or practice is a
reference to a provision, criterion or practice applied by or on behalf
of all or most of the principals to whom B is or might be supplied, 


(b) the reference to being put at a substantial disadvantage is a reference
to being likely to be put at a substantial disadvantage that is the same
or similar in the case of each of the principals referred to in
paragraph (a), and


(c) the requirement imposed on A is a requirement to take such steps as
it would be reasonable for A to have to take if the provision, criterion
or practice were applied by or on behalf of A.


(4) In relation to the second requirement (as it applies for the purposes of sub-
paragraph (2))—


(a) the reference in section 20(4) to a physical feature is a reference to a
physical feature of premises occupied by each of the principals
referred to in sub-paragraph (3)(a),


(b) the reference to being put at a substantial disadvantage is a reference
to being likely to be put at a substantial disadvantage that is the same
or similar in the case of each of those principals, and


(c) the requirement imposed on A is a requirement to take such steps as
it would be reasonable for A to have to take if the premises were
occupied by A.


Relevant matter Description of disabled person


Deciding to whom to offer
employment.


A person who is, or has notified A that
the person may be, an applicant for the
employment.


Employment by A. An applicant for employment by A.


An employee of A’s.
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(5) In relation to the third requirement (as it applies for the purposes of sub-
paragraph (2))—


(a) the reference in section 20(5) to being put at a substantial
disadvantage is a reference to being likely to be put at a substantial
disadvantage that is the same or similar in the case of each of the
principals referred to in sub-paragraph (3)(a), and


(b) the requirement imposed on A is a requirement to take such steps as
it would be reasonable for A to have to take if A were the person to
whom B was supplied.


Principals in contract work (see section 41)


6 (1) This paragraph applies where A is a principal.


(2) A is not required to do anything that a disabled person’s employer is
required to do by virtue of paragraph 5.


Partnerships (see section 44)


7 (1) This paragraph applies where A is a firm or a proposed firm.


(2) Where a firm or proposed firm (A) is required by this Schedule to take a step
in relation to an interested disabled person (B)—


(a) the cost of taking the step is to be treated as an expense of A;
(b) the extent to which B should (if B is or becomes a partner) bear the


cost is not to exceed such amount as is reasonable (having regard in
particular to B’s entitlement to share in A’s profits).


LLPs (see section 45)


8 (1) This paragraph applies where A is an LLP or a proposed LLP.


Relevant matter Description of disabled person


Contract work that A may make
available.


A person who is, or has notified A
that the person may be, an applicant
to do the work.


Contract work that A makes
available.


A person who is supplied to do the
work.


Relevant matter Description of disabled person


Deciding to whom to offer a
position as a partner.


A person who is, or has notified A that
the person may be, a candidate for the
position.


A position as a partner. A candidate for the position.


The partner who holds the position.
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(2) Where an LLP or proposed LLP (A) is required by this Schedule to take a
step in relation to an interested disabled person (B)—


(a) the cost of taking the step is to be treated as an expense of A;
(b) the extent to which B should (if B is or becomes a member) bear the


cost is not to exceed such amount as is reasonable (having regard in
particular to B’s entitlement to share in A’s profits).


Barristers and their clerks (see section 47)


9 This paragraph applies where A is a barrister or barrister’s clerk.


Advocates and their clerks (see section 48)


10 This paragraph applies where A is an advocate or advocate’s clerk.


Relevant matter Description of disabled person


Deciding to whom to offer a
position as a member.


A person who is, or has notified A that
the person may be, a candidate for the
position.


A position as a member. A candidate for the position.


The member who holds the position.


Relevant matter Description of disabled person


Deciding to whom to offer a
pupillage or tenancy.


A person who is, or has notified A that
the person may be, an applicant for the
pupillage or tenancy.


A pupillage or tenancy. An applicant for the pupillage or
tenancy.


The pupil or tenant.


Relevant matter Description of disabled person


Deciding who to offer to take as a
devil or to whom to offer
membership of a stable.


A person who applies, or has notified
A that the person may apply, to be
taken as a devil or to become a
member of the stable.


The relationship with a devil or
membership of a stable.


An applicant to be taken as a devil or
to become a member of the stable.


The devil or member.
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Persons making appointments to offices etc. (see sections 49 to 51)


11 This paragraph applies where A is a person who has the power to make an
appointment to a personal or public office.


12 This paragraph applies where A is a relevant person in relation to a personal
or public office.


13 This paragraph applies where A is a person who has the power to make a
recommendation for, or give approval to, an appointment to a public office.


14 In relation to the second requirement in a case within paragraph 11, 12 or 13,
the reference in paragraph 2(2)(b) to premises occupied by A is to be read as
a reference to premises—


(a) under the control of A, and
(b) at or from which the functions of the office concerned are performed.


Relevant matter Description of disabled person


Deciding to whom to offer the
appointment.


A person who is, or has notified A that
the person may be, seeking the
appointment.


A person who is being considered for
the appointment.


Appointment to the office. A person who is seeking, or being
considered for, appointment to the
office.


Relevant matter Description of disabled person


Appointment to the office. A person appointed to the office.


Relevant matter Description of disabled person


Deciding who to recommend or
approve for appointment to the
office.


A person who is, or has notified A that
the person may be, seeking
recommendation or approval for
appointment to the office.


A person who is being considered for
recommendation or approval for
appointment to the office.


An appointment to the office. A person who is seeking, or being
considered for, appointment to the
office in question.
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Qualifications bodies (see section 53)


15 (1) This paragraph applies where A is a qualifications body.


(2) A provision, criterion or practice does not include the application of a
competence standard.


Employment service-providers (see section 55)


16 This paragraph applies where—
(a) A is an employment service-provider, and
(b) the employment service which A provides is vocational training


within the meaning given by section 56(6)(b).


Trade organisations (see section 57)


17 This paragraph applies where A is a trade organisation.


Relevant matter Description of disabled person


Deciding upon whom to confer a
relevant qualification.


A person who is, or has notified A that
the person may be, an applicant for the
conferment of the qualification.


Conferment by the body of a
relevant qualification.


An applicant for the conferment of the
qualification.


A person who holds the qualification.


Relevant matter Description of disabled person


Deciding to whom to offer to
provide the service.


A person who is, or has notified A that
the person may be, an applicant for the
provision of the service.


Provision by A of the service. A person who applies to A for the
provision of the service.


A person to whom A provides the
service.


Relevant matter Description of disabled person


Deciding to whom to offer
membership of the organisation.


A person who is, or has notified A
that the person may be, an applicant
for membership.


Membership of the organisation. An applicant for membership.


A member.
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Local authorities (see section 58)


18 (1) This paragraph applies where A is a local authority.


(2) Regulations may, for the purposes of a case within this paragraph, make
provision—


(a) as to circumstances in which a provision, criterion or practice is, or is
not, to be taken to put a disabled person at the disadvantage referred
to in the first requirement;


(b) as to circumstances in which a physical feature is, or is not, to be
taken to put a disabled person at the disadvantage referred to in the
second requirement;


(c) as to circumstances in which it is, or in which it is not, reasonable for
a local authority to be required to take steps of a prescribed
description;


(d) as to steps which it is always, or which it is never, reasonable for a
local authority to take.


Occupational pensions (see section 61)


19 This paragraph applies where A is, in relation to an occupational pension
scheme, a responsible person within the meaning of section 61.


PART 3


LIMITATIONS ON THE DUTY


Lack of knowledge of disability, etc.


20 (1) A is not subject to a duty to make reasonable adjustments if A does not
know, and could not reasonably be expected to know—


(a) in the case of an applicant or potential applicant, that an interested
disabled person is or may be an applicant for the work in question;


(b) in any other case referred to in this Part of this Schedule, that an
interested disabled person has a disability and is likely to be placed
at the disadvantage referred to in the first, second or third
requirement.


(2) An applicant is, in relation to the description of A specified in the first
column of the table, a person of a description specified in the second column
(and the reference to a potential applicant is to be construed accordingly).


Relevant matter Description of disabled person


A member’s carrying-out of official
business.


The member.


Relevant matter Description of disabled person


Carrying out A’s functions in
relation to the scheme.


A person who is or may be a member
of the scheme.
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(3) If the duty to make reasonable adjustments is imposed on A by section 55,
this paragraph applies only in so far as the employment service which A
provides is vocational training within the meaning given by section 56(6)(b).


SCHEDULE 9 Section 83


WORK: EXCEPTIONS


PART 1


OCCUPATIONAL REQUIREMENTS


General


1 (1) A person (A) does not contravene a provision mentioned in sub-paragraph
(2) by applying in relation to work a requirement to have a particular
protected characteristic, if A shows that, having regard to the nature or
context of the work—


(a) it is an occupational requirement,
(b) the application of the requirement is a proportionate means of


achieving a legitimate aim, and
(c) the person to whom A applies the requirement does not meet it (or


A has reasonable grounds for not being satisfied that the person
meets it).


(2) The provisions are—


Description of A Applicant


An employer An applicant for employment


A firm or proposed firm A candidate for a position as a partner


An LLP or proposed LLP A candidate for a position as a member


A barrister or barrister’s
clerk


An applicant for a pupillage or tenancy


An advocate or advocate’s
clerk


An applicant for being taken as an
advocate’s devil or for becoming a
member of a stable


A relevant person in
relation to a personal or
public office


A person who is seeking appointment to,
or recommendation or approval for
appointment to, the office


A qualifications body An applicant for the conferment of a
relevant qualification


An employment service-
provider


An applicant for the provision of an
employment service


A trade organisation An applicant for membership
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(a) section 39(1)(a) or (c) or (2)(b) or (c);
(b) section 41(1)(b);
(c) section 44(1)(a) or (c) or (2)(b) or (c);
(d) section 45(1)(a) or (c) or (2)(b) or (c);
(e) section 49(3)(a) or (c) or (6)(b) or (c);
(f) section 50(3)(a) or (c) or (6)(b) or (c);
(g) section 51(1).


(3) The references in sub-paragraph (1) to a requirement to have a protected
characteristic are to be read—


(a) in the case of gender reassignment, as references to a requirement not
to be a transsexual person (and section 7(3) is accordingly to be
ignored);


(b) in the case of marriage and civil partnership, as references to a
requirement not to be married or a civil partner (and section 8(2) is
accordingly to be ignored).


(4) In the case of a requirement to be of a particular sex, sub-paragraph (1) has
effect as if in paragraph (c), the words from “(or” to the end were omitted.


Religious requirements relating to sex, marriage etc., sexual orientation


2 (1) A person (A) does not contravene a provision mentioned in sub-paragraph
(2) by applying in relation to employment a requirement to which sub-
paragraph (4) applies if A shows that—


(a) the employment is for the purposes of an organised religion, 
(b) the application of the requirement engages the compliance or non-


conflict principle, and
(c) the person to whom A applies the requirement does not meet it (or


A has reasonable grounds for not being satisfied that the person
meets it).


(2) The provisions are—
(a) section 39(1)(a) or (c) or (2)(b) or (c);
(b) section 49(3)(a) or (c) or (6)(b) or (c);
(c) section 50(3)(a) or (c) or (6)(b) or (c);
(d) section 51(1).


(3) A person does not contravene section 53(1) or (2)(a) or (b) by applying in
relation to a relevant qualification (within the meaning of that section) a
requirement to which sub-paragraph (4) applies if the person shows that—


(a) the qualification is for the purposes of employment mentioned in
sub-paragraph (1)(a), and


(b) the application of the requirement engages the compliance or non-
conflict principle.


(4) This sub-paragraph applies to—
(a) a requirement to be of a particular sex;
(b) a requirement not to be a transsexual person;
(c) a requirement not to be married or a civil partner;
(d) a requirement not to be married to, or the civil partner of, a person


who has a living former spouse or civil partner;
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(e) a requirement relating to circumstances in which a marriage or civil
partnership came to an end;


(f) a requirement related to sexual orientation.


(5) The application of a requirement engages the compliance principle if the
requirement is applied so as to comply with the doctrines of the religion.


(6) The application of a requirement engages the non-conflict principle if,
because of the nature or context of the employment, the requirement is
applied so as to avoid conflicting with the strongly held religious
convictions of a significant number of the religion’s followers.


(7) A reference to employment includes a reference to an appointment to a
personal or public office.


(8) In the case of a requirement within sub-paragraph (4)(a), sub-paragraph (1)
has effect as if in paragraph (c) the words from “(or” to the end were omitted.


Other requirements relating to religion or belief


3 A person (A) with an ethos based on religion or belief does not contravene a
provision mentioned in paragraph 1(2) by applying in relation to work a
requirement to be of a particular religion or belief if A shows that, having
regard to that ethos and to the nature or context of the work—


(a) it is an occupational requirement,
(b) the application of the requirement is a proportionate means of


achieving a legitimate aim, and
(c) the person to whom A applies the requirement does not meet it (or


A has reasonable grounds for not being satisfied that the person
meets it).


Armed forces


4 (1) A person does not contravene section 39(1)(a) or (c) or (2)(b) by applying in
relation to service in the armed forces a relevant requirement if the person
shows that the application is a proportionate means of ensuring the combat
effectiveness of the armed forces.


(2) A relevant requirement is—
(a) a requirement to be a man;
(b) a requirement not to be a transsexual person.


(3) This Part of this Act, so far as relating to age or disability, does not apply to
service in the armed forces; and section 55, so far as relating to disability,
does not apply to work experience in the armed forces.


Employment services


5 (1) A person (A) does not contravene section 55(1) or (2) if A shows that A’s
treatment of another person relates only to work the offer of which could be
refused to that other person in reliance on paragraph 1, 2, 3 or 4.


(2) A person (A) does not contravene section 55(1) or (2) if A shows that A’s
treatment of another person relates only to training for work of a description
mentioned in sub-paragraph (1).


(3) A person (A) does not contravene section 55(1) or (2) if A shows that—
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(a) A acted in reliance on a statement made to A by a person with the
power to offer the work in question to the effect that, by virtue of sub-
paragraph (1) or (2), A’s action would be lawful, and


(b) it was reasonable for A to rely on the statement.


(4) A person commits an offence by knowingly or recklessly making a
statement such as is mentioned in sub-paragraph (3)(a) which in a material
respect is false or misleading.


(5) A person guilty of an offence under sub-paragraph (4) is liable on summary
conviction to a fine not exceeding level 5 on the standard scale.


Interpretation


6 (1) This paragraph applies for the purposes of this Part of this Schedule.


(2) A reference to contravening a provision of this Act is a reference to
contravening that provision by virtue of section 13.


(3) A reference to work is a reference to employment, contract work, a position
as a partner or as a member of an LLP, or an appointment to a personal or
public office.


(4) A reference to a person includes a reference to an organisation.


(5) A reference to section 39(2)(b), 44(2)(b), 45(2)(b), 49(6)(b) or 50(6)(b) is to be
read as a reference to that provision with the omission of the words “or for
receiving any other benefit, facility or service”.


(6) A reference to section 39(2)(c), 44(2)(c), 45(2)(c), 49(6)(c), 50(6)(c), 53(2)(a) or
55(2)(c) (dismissal, etc.) does not include a reference to that provision so far
as relating to sex.


(7) The reference to paragraph (b) of section 41(1), so far as relating to sex, is to
be read as if that paragraph read—


“(b) by not allowing the worker to do the work.”


PART 2


EXCEPTIONS RELATING TO AGE


Preliminary


7 For the purposes of this Part of this Schedule, a reference to an age
contravention is a reference to a contravention of this Part of this Act, so far
as relating to age.


Retirement


8 (1) It is not an age contravention to dismiss a relevant worker at or over the age
of 65 if the reason for the dismissal is retirement.


(2) Each of the following is a relevant worker—
(a) an employee within the meaning of section 230(1) of the


Employment Rights Act 1996;
(b) a person in Crown employment;
(c) a relevant member of the House of Commons staff;
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(d) a relevant member of the House of Lords staff.


(3) Retirement is a reason for dismissal only if it is a reason for dismissal by
virtue of Part 10 of the Employment Rights Act 1996.


Applicants at or approaching retirement age


9 (1) A person does not contravene section 39(1)(a) or (c), so far as relating to age,
in a case where the other person—


(a) has attained the age limit, or would have attained it before the end of
six months beginning with the date on which the application for the
employment had to be made, and


(b) would, if recruited for the employment, be a relevant worker within
the meaning of paragraph 8.


(2) The age limit is whichever is the greater of—
(a) the age of 65, and
(b) the normal retirement age in the case of the employment concerned.


(3) The reference to the normal retirement age is to be construed in accordance
with section 98ZH of the Employment Rights Act 1996.


Benefits based on length of service


10 (1) It is not an age contravention for a person (A) to put a person (B) at a
disadvantage when compared with another (C), in relation to the provision
of a benefit, facility or service in so far as the disadvantage is because B has
a shorter period of service than C.


(2) If B’s period of service exceeds 5 years, A may rely on sub-paragraph (1)
only if A reasonably believes that doing so fulfils a business need.


(3) A person’s period of service is whichever of the following A chooses—
(a) the period for which the person has been working for A at or above


a level (assessed by reference to the demands made on the person)
that A reasonably regards as appropriate for the purposes of this
paragraph, or


(b) the period for which the person has been working for A at any level.


(4) The period for which a person has been working for A must be based on the
number of weeks during the whole or part of which the person has worked
for A.


(5) But for that purpose A may, so far as is reasonable, discount—
(a) periods of absence;
(b) periods that A reasonably regards as related to periods of absence.


(6) For the purposes of sub-paragraph (3)(b), a person is to be treated as having
worked for A during any period in which the person worked for a person
other than A if—


(a) that period counts as a period of employment with A as a result of
section 218 of the Employment Rights Act 1996, or


(b) if sub-paragraph (a) does not apply, that period is treated as a period
of employment by an enactment pursuant to which the person’s
employment was transferred to A.
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(7) For the purposes of this paragraph, the reference to a benefit, facility or
service does not include a reference to a benefit, facility or service which may
be provided only by virtue of a person’s ceasing to work.


The national minimum wage: young workers


11 (1) It is not an age contravention for a person to pay a young worker (A) at a
lower rate than that at which the person pays an older worker (B) if—


(a) the hourly rate for the national minimum wage for a person of A’s
age is lower than that for a person of B’s age, and


(b) the rate at which A is paid is below the single hourly rate.


(2) A young worker is a person who qualifies for the national minimum wage
at a lower rate than the single hourly rate; and an older worker is a person
who qualifies for the national minimum wage at a higher rate than that at
which the young worker qualifies for it.


(3) The single hourly rate is the rate prescribed under section 1(3) of the
National Minimum Wage Act 1998.


The national minimum wage: apprentices


12 (1) It is not an age contravention for a person to pay an apprentice who does not
qualify for the national minimum wage at a lower rate than the person pays
an apprentice who does.


(2) An apprentice is a person who—
(a) is employed under a contract of apprenticeship, or
(b) as a result of provision made by virtue of section 3(2)(a) of the


National Minimum Wage Act 1998 (persons not qualifying), is
treated as employed under a contract of apprenticeship.


Redundancy


13 (1) It is not an age contravention for a person to give a qualifying employee an
enhanced redundancy payment of an amount less than that of an enhanced
redundancy payment which the person gives to another qualifying
employee, if each amount is calculated on the same basis.


(2) It is not an age contravention to give enhanced redundancy payments only
to those who are qualifying employees by virtue of sub-paragraph (3)(a) or
(b).


(3) A person is a qualifying employee if the person—
(a) is entitled to a redundancy payment as a result of section 135 of the


Employment Rights Act 1996,
(b) agrees to the termination of the employment in circumstances where


the person would, if dismissed, have been so entitled,
(c) would have been so entitled but for section 155 of that Act


(requirement for two years’ continuous employment), or
(d) agrees to the termination of the employment in circumstances where


the person would, if dismissed, have been so entitled but for that
section.
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(4) An enhanced redundancy payment is a payment the amount of which is,
subject to sub-paragraphs (5) and (6), calculated in accordance with section
162(1) to (3) of the Employment Rights Act 1996.


(5) A person making a calculation for the purposes of sub-paragraph (4)—
(a) may treat a week’s pay as not being subject to a maximum amount;
(b) may treat a week’s pay as being subject to a maximum amount above


that for the time being specified in section 227(1) of the Employment
Rights Act 1996;


(c) may multiply the appropriate amount for each year of employment
by a figure of more than one.


(6) Having made a calculation for the purposes of sub-paragraph (4) (whether
or not in reliance on sub-paragraph (5)), a person may multiply the amount
calculated by a figure of more than one.


(7) In sub-paragraph (5), “the appropriate amount” has the meaning given in
section 162 of the Employment Rights Act 1996, and “a week’s pay” is to be
read with Chapter 2 of Part 14 of that Act.


(8) For the purposes of sub-paragraphs (4) to (6), the reference to “the relevant
date” in subsection (1)(a) of section 162 of that Act is, in the case of a person
who is a qualifying employee by virtue of sub-paragraph (3)(b) or (d), to be
read as reference to the date of the termination of the employment.


Life assurance


14 (1) This paragraph applies if a person (A) takes early retirement because of ill
health.


(2) It is not an age contravention to provide A with life assurance cover for the
period starting when A retires and ending—


(a) if there is a normal retirement age, when A attains the normal
retirement age;


(b) in any other case, when A attains the age of 65.


(3) The normal retirement age in relation to A is the age at which, when A
retires, persons holding comparable positions in the same undertaking are
normally required to retire.


Child care


15 (1) A person does not contravene a relevant provision, so far as relating to age,
only by providing, or making arrangements for or facilitating the provision
of, care for children of a particular age group.


(2) The relevant provisions are—
(a) section 39(2)(b);
(b) section 41(1)(c);
(c) section 44(2)(b);
(d) section 45(2)(b);
(e) section 47(2)(b);
(f) section 48(2)(b);
(g) section 49(6)(b);
(h) section 50(6)(b);
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(i) section 57(2)(a);
(j) section 58(3)(a).


(3) Facilitating the provision of care for a child includes—
(a) paying for some or all of the cost of the provision;
(b) helping a parent of the child to find a suitable person to provide care


for the child;
(c) enabling a parent of the child to spend more time providing care for


the child or otherwise assisting the parent with respect to the care
that the parent provides for the child.


(4) A child is a person who has not attained the age of 17.


(5) A reference to care includes a reference to supervision.


Contributions to personal pension schemes


16 (1) A Minister of the Crown may by order provide that it is not an age
contravention for an employer to maintain or use, with respect to
contributions to personal pension schemes, practices, actions or decisions
relating to age which are of a specified description.


(2) An order authorising the use of practices, actions or decisions which are not
in use before the order comes into force must not be made unless the
Minister consults such persons as the Minister thinks appropriate.


(3) “Personal pension scheme” has the meaning given in section 1 of the Pension
Schemes Act 1993; and “employer”, in relation to a personal pension scheme,
has the meaning given in section 318(1) of the Pensions Act 2004.


PART 3


OTHER EXCEPTIONS


Non-contractual payments to women on maternity leave


17 (1) A person does not contravene section 39(1)(b) or (2), so far as relating to
pregnancy and maternity, by depriving a woman who is on maternity leave
of any benefit from the terms of her employment relating to pay.


(2) The reference in sub-paragraph (1) to benefit from the terms of a woman’s
employment relating to pay does not include a reference to—


(a) maternity-related pay (including maternity-related pay that is
increase-related),


(b) pay (including increase-related pay) in respect of times when she is
not on maternity leave, or


(c) pay by way of bonus in respect of times when she is on compulsory
maternity leave.


(3) For the purposes of sub-paragraph (2), pay is increase-related in so far as it
is to be calculated by reference to increases in pay that the woman would
have received had she not been on maternity leave.


(4) A reference to terms of her employment is a reference to terms of her
employment that are not in her contract of employment, her contract of
apprenticeship or her contract to do work personally.
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(5) “Pay” means benefits—
(a) that consist of the payment of money to an employee by way of


wages or salary, and
(b) that are not benefits whose provision is regulated by the contract


referred to in sub-paragraph (4).


(6) “Maternity-related pay” means pay to which a woman is entitled—
(a) as a result of being pregnant, or
(b) in respect of times when she is on maternity leave.


Benefits dependent on marital status, etc.


18 (1) A person does not contravene this Part of this Act, so far as relating to sexual
orientation, by doing anything which prevents or restricts a person who is
not married from having access to a benefit, facility or service—


(a) the right to which accrued before 5 December 2005 (the day on which
section 1 of the Civil Partnership Act 2004 came into force), or


(b) which is payable in respect of periods of service before that date.


(2) A person does not contravene this Part of this Act, so far as relating to sexual
orientation, by providing married persons and civil partners (to the
exclusion of all other persons) with access to a benefit, facility or service.


Provision of services etc. to the public


19 (1) A does not contravene a provision mentioned in sub-paragraph (2) in
relation to the provision of a benefit, facility or service to B if A is concerned
with the provision (for payment or not) of a benefit, facility or service of the
same description to the public.


(2) The provisions are—
(a) section 39(2) and (4);
(b) section 41(1) and (3);
(c) sections 44(2) and (6) and 45(2) and (6);
(d) sections 49(6) and (8) and 50(6), (7), (9) and (10).


(3) Sub-paragraph (1) does not apply if—
(a) the provision by A to the public differs in a material respect from the


provision by A to comparable persons,
(b) the provision to B is regulated by B’s terms, or
(c) the benefit, facility or service relates to training.


(4) “Comparable persons” means—
(a) in relation to section 39(2) or (4), the other employees;
(b) in relation to section 41(1) or (3), the other contract workers supplied


to the principal;
(c) in relation to section 44(2) or (6), the other partners of the firm;
(d) in relation to section 45(2) or (6), the other members of the LLP;
(e) in relation to section 49(6) or (8) or 50(6), (7), (9) or (10), persons


holding offices or posts not materially different from that held by B.


(5) “B’s terms” means—
(a) the terms of B’s employment,
(b) the terms on which the principal allows B to do the contract work,
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(c) the terms on which B has the position as a partner or member, or 
(d) the terms of B’s appointment to the office.


(6) A reference to the public includes a reference to a section of the public which
includes B.


Insurance contracts, etc.


20 (1) It is not a contravention of this Part of this Act, so far as relating to relevant
discrimination, to do anything in relation to an annuity, life insurance
policy, accident insurance policy or similar matter involving the assessment
of risk if—


(a) that thing is done by reference to actuarial or other data from a
source on which it is reasonable to rely, and


(b) it is reasonable to do it.


(2) “Relevant discrimination” is—
(a) gender reassignment discrimination;
(b) marriage and civil partnership discrimination;
(c) pregnancy and maternity discrimination;
(d) sex discrimination.


SCHEDULE 10 Section 88


ACCESSIBILITY FOR DISABLED PUPILS


Accessibility strategies


1 (1) A local authority in England and Wales must, in relation to schools for which
it is the responsible body, prepare—


(a) an accessibility strategy;
(b) further such strategies at such times as may be prescribed.


(2) An accessibility strategy is a strategy for, over a prescribed period—
(a) increasing the extent to which disabled pupils can participate in the


schools’ curriculums;
(b) improving the physical environment of the schools for the purpose


of increasing the extent to which disabled pupils are able to take
advantage of education and benefits, facilities or services provided
or offered by the schools;


(c) improving the delivery to disabled pupils of information which is
readily accessible to pupils who are not disabled.


(3) The delivery in sub-paragraph (2)(c) must be—
(a) within a reasonable time;
(b) in ways which are determined after taking account of the pupils’


disabilities and any preferences expressed by them or their parents.


(4) An accessibility strategy must be in writing.


(5) A local authority must keep its accessibility strategy under review during
the period to which it relates and, if necessary, revise it.
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(6) A local authority must implement its accessibility strategy.


2 (1) In preparing its accessibility strategy, a local authority must have regard
to—


(a) the need to allocate adequate resources for implementing the
strategy;


(b) guidance as to the matters mentioned in sub-paragraph (3).


(2) The authority must also have regard to guidance as to compliance with
paragraph 1(5).


(3) The matters are—
(a) the content of an accessibility strategy;
(b) the form in which it is to be produced;
(c) persons to be consulted in its preparation.


(4) Guidance may be issued—
(a) for England, by a Minister of the Crown;
(b) for Wales, by the Welsh Ministers.


(5) A local authority must, if asked, make a copy of its accessibility strategy
available for inspection at such reasonable times as it decides.


(6) A local authority in England must, if asked by a Minister of the Crown, give
the Minister a copy of its accessibility strategy.


(7) A local authority in Wales must, if asked by the Welsh Ministers, give them
a copy of its accessibility strategy.


Accessibility plans


3 (1) The responsible body of a school in England and Wales must prepare—
(a) an accessibility plan;
(b) further such plans at such times as may be prescribed.


(2) An accessibility plan is a plan for, over a prescribed period—
(a) increasing the extent to which disabled pupils can participate in the


school’s curriculum,
(b) improving the physical environment of the school for the purpose of


increasing the extent to which disabled pupils are able to take
advantage of education and benefits, facilities or services provided
or offered by the school, and


(c) improving the delivery to disabled pupils of information which is
readily accessible to pupils who are not disabled.


(3) The delivery in sub-paragraph (2)(c) must be—
(a) within a reasonable time;
(b) in ways which are determined after taking account of the pupils’


disabilities and any preferences expressed by them or their parents.


(4) An accessibility plan must be in writing.


(5) The responsible body must keep its accessibility plan under review during
the period to which it relates and, if necessary, revise it.


(6) The responsible body must implement its accessibility plan.
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(7) A relevant inspection may extend to the performance by the responsible
body of its functions in relation to the preparation, publication, review,
revision and implementation of its accessibility plan.


(8) A relevant inspection is an inspection under—
(a) Part 1 of the Education Act 2005, or
(b) Chapter 1 of Part 4 of the Education and Skills Act 2008 (regulation


and inspection of independent education provision in England).


4 (1) In preparing an accessibility plan, the responsible body must have regard to
the need to allocate adequate resources for implementing the plan.


(2) The proprietor of an independent educational institution (other than an
Academy) must, if asked, make a copy of the school’s accessibility plan
available for inspection at such reasonable times as the proprietor decides.


(3) The proprietor of an independent educational institution in England (other
than an Academy) must, if asked by a Minister of the Crown, give the
Minister a copy of the school’s accessibility plan.


(4) The proprietor of an independent school in Wales (other than an Academy)
must, if asked by the Welsh Ministers, give them a copy of the school’s
accessibility plan.


Power of direction


5 (1) This sub-paragraph applies if the appropriate authority is satisfied (whether
or not on a complaint) that a responsible body—


(a) has acted or is proposing to act unreasonably in the discharge of a
duty under this Schedule, or


(b) has failed to discharge such a duty.


(2) This sub-paragraph applies if the appropriate authority is satisfied (whether
or not on a complaint) that a responsible body of a school specified in sub-
paragraph (3)—


(a) has acted or is proposing to act unreasonably in the discharge of a
duty the body has in relation to the provision to the authority of
copies of the body’s accessibility plan or the inspection of that plan,
or


(b) has failed to discharge the duty.


(3) The schools are—
(a) schools approved under section 342 of the Education Act 1996 (non-


maintained special schools);
(b) Academies.


(4) This sub-paragraph applies if a Tribunal has made an order under
paragraph 5 of Schedule 17 and the appropriate authority is satisfied
(whether or not on a complaint) that the responsible body concerned—


(a) has acted or is proposing to act unreasonably in complying with the
order, or


(b) has failed to comply with the order.


(5) If sub-paragraph (1), (2) or (4) applies, the appropriate authority may give a
responsible body such directions as the authority thinks expedient as to—


(a) the discharge by the body of the duty, or
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(b) compliance by the body with the order.


(6) A direction may be given in relation to sub-paragraph (1) or (2) even if the
performance of the duty is contingent on the opinion of the responsible
body.


(7) A direction may not, unless sub-paragraph (8) applies, be given to the
responsible body of a school in England in respect of a matter—


(a) that has been complained about to a Local Commissioner in
accordance with Chapter 2 of Part 10 of the Apprenticeships, Skills,
Children and Learning Act 2009 (parental complaints against
governing bodies etc.), or


(b) that the appropriate authority thinks could have been so complained
about.


(8) This sub-paragraph applies if—
(a) the Local Commissioner has made a recommendation to the


responsible body under section 211(4) of the Apprenticeships, Skills,
Children and Learning Act 2009 (statement following investigation)
in respect of the matter, and


(b) the responsible body has not complied with the recommendation.


(9) A direction—
(a) may be varied or revoked by the appropriate authority;
(b) may be enforced, on the application of the appropriate authority, by


a mandatory order obtained in accordance with section 31 of the
Senior Courts Act 1981.


(10) The appropriate authority is—
(a) in relation to the responsible body of a school in England, the


Secretary of State;
(b) in relation to the responsible body of a school in Wales, the Welsh


Ministers.


Supplementary


6 (1) This paragraph applies for the purposes of this Schedule.


(2) Regulations may prescribe services which are, or are not, to be regarded as
being—


(a) education;
(b) a benefit, facility or service.


(3) The power to make regulations is exercisable by—
(a) in relation to England, a Minister of the Crown;
(b) in relation to Wales, the Welsh Ministers.


(4) “Disabled pupil” includes a disabled person who may be admitted to the
school as a pupil.


(5) “Responsible body” means—
(a) in relation to a maintained school or a maintained nursery school, the


local authority or governing body;
(b) in relation to a pupil referral unit, the local authority;
(c) in relation to an independent educational institution, the proprietor;
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(d) in relation to a special school not maintained by a local authority, the
proprietor.


(6) “Governing body”, in relation to a maintained school, means the body
corporate (constituted in accordance with regulations under section 19 of the
Education Act 2002) which the school has as a result of that section.


(7) “Maintained school” has the meaning given in section 20 of the School
Standards and Framework Act 1998; and “maintained nursery school” has
the meaning given in section 22 of that Act.


SCHEDULE 11 Section 89


SCHOOLS: EXCEPTIONS


PART 1


SEX DISCRIMINATION


Admission to single-sex schools


1 (1) Section 85(1), so far as relating to sex, does not apply in relation to a single-
sex school.


(2) A single-sex school is a school which—
(a) admits pupils of one sex only, or
(b) on the basis of the assumption in sub-paragraph (3), would be taken


to admit pupils of one sex only. 


(3) That assumption is that pupils of the opposite sex are to be disregarded if—
(a) their admission to the school is exceptional, or
(b) their numbers are comparatively small and their admission is


confined to particular courses or classes.


(4) In the case of a school which is a single-sex school by virtue of sub-
paragraph (3)(b), section 85(2)(a) to (d), so far as relating to sex, does not
prohibit confining pupils of the same sex to particular courses or classes.


Single-sex boarding at schools


2 (1) Section 85(1), so far as relating to sex, does not apply in relation to admission
as a boarder to a school to which this paragraph applies.


(2) Section 85(2)(a) to (d), so far as relating to sex, does not apply in relation to
boarding facilities at a school to which this paragraph applies.


(3) This paragraph applies to a school (other than a single-sex school) which has
some pupils as boarders and others as non-boarders and which—


(a) admits as boarders pupils of one sex only, or
(b) on the basis of the assumption in sub-paragraph (4), would be taken


to admit as boarders pupils of one sex only.


(4) That assumption is that pupils of the opposite sex admitted as boarders are
to be disregarded if their numbers are small compared to the numbers of
other pupils admitted as boarders.
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Single-sex schools turning co-educational


3 (1) If the responsible body of a single-sex school decides to alter its admissions
arrangements so that the school will cease to be a single-sex school, the body
may apply for a transitional exemption order in relation to the school.


(2) If the responsible body of a school to which paragraph 2 applies decides to
alter its admissions arrangements so that the school will cease to be one to
which that paragraph applies, the body may apply for a transitional
exemption order in relation to the school.


(3) A transitional exemption order in relation to a school is an order which,
during the period specified in the order as the transitional period,
authorises— 


(a) sex discrimination by the responsible body of the school in the
arrangements it makes for deciding who is offered admission as a
pupil;


(b) the responsible body, in the circumstances specified in the order, not
to admit a person as a pupil because of the person’s sex.


(4) Paragraph 4 applies in relation to the making of transitional exemption
orders.


(5) The responsible body of a school does not contravene this Act, so far as
relating to sex discrimination, if—


(a) in accordance with a transitional exemption order, or
(b) pending the determination of an application for a transitional


exemption order in relation to the school, 
it does not admit a person as a pupil because of the person’s sex.


4 (1) In the case of a maintained school within the meaning given by section 32 of
the Education and Inspections Act 2006, a transitional exemption order may
be made in accordance with such provision as is made in regulations under
section 21 of that Act (orders made by local authority or adjudicator in
relation to schools in England).


(2) In the case of a school in Wales maintained by a local authority, a transitional
exemption order may be made in accordance with paragraph 22 of Schedule
6, or paragraph 17 of Schedule 7, to the School Standards and Framework
Act 1998 (orders made by Welsh Ministers).


(3) In the case of a school in Scotland managed by an education authority or in
respect of which the managers are for the time being receiving grants under
section 73(c) or (d) of the Education (Scotland) Act 1980—


(a) the responsible body may submit to the Scottish Ministers an
application for the making of a transitional exemption order, and


(b) the Scottish Ministers may make the order.


(4) Where, under section 113A of the Learning and Skills Act 2000, the Learning
and Skills Council for England make proposals to the Secretary of State for
an alteration in the admissions arrangements of a single-sex school or a
school to which paragraph 2 applies—


(a) the making of the proposals is to be treated as an application to the
Secretary of State for the making of a transitional exemption order,
and


(b) the Secretary of State may make the order.







Equality Act 2010 (c. 15)
Schedule 11 — Schools: exceptions
Part 1 — Sex discrimination


185


(5) Where proposals are made to the Welsh Ministers under section 113A of the
Learning and Skills Act 2000 for an alteration in the admissions
arrangements of a single-sex school or a school to which paragraph 2
applies—


(a) the making of the proposals is to be treated as an application to the
Welsh Ministers for the making of a transitional exemption order,
and


(b) the Welsh Ministers may make the order.


(6) In the case of a school in England or Wales not coming within sub-paragraph
(1), (2), (4) or (5) or an independent school in Scotland—


(a) the responsible body may submit to the Commission an application
for the making of a transitional exemption order, and


(b) the Commission may make the order.


(7) An application under sub-paragraph (6) must specify—
(a) the period proposed by the responsible body as the transitional


period to be specified in the order,
(b) the stages within that period by which the body proposes to move to


the position where section 85(1)(a) and (c), so far as relating to sex, is
complied with, and


(c) any other matters relevant to the terms and operation of the order
applied for.


(8) The Commission must not make an order on an application under sub-
paragraph (6) unless satisfied that the terms of the application are
reasonable, having regard to—


(a) the nature of the school’s premises,
(b) the accommodation, equipment and facilities available, and
(c) the responsible body’s financial resources.


PART 2


RELIGIOUS OR BELIEF-RELATED DISCRIMINATION


School with religious character etc.


5 Section 85(1) and (2)(a) to (d), so far as relating to religion or belief, does not
apply in relation to—


(a) a school designated under section 69(3) of the School Standards and
Framework Act 1998 (foundation or voluntary school with religious
character);


(b) a school listed in the register of independent schools for England or
for Wales, if the school’s entry in the register records that the school
has a religious ethos;


(c) a school transferred to an education authority under section 16 of the
Education (Scotland) Act 1980 (transfer of certain schools to
education authorities) which is conducted in the interest of a church
or denominational body;


(d) a school provided by an education authority under section 17(2) of
that Act (denominational schools);


(e) a grant-aided school (within the meaning of that Act) which is
conducted in the interest of a church or denominational body;
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(f) a school registered in the register of independent schools for
Scotland if the school admits only pupils who belong, or whose
parents belong, to one or more particular denominations;


(g) a school registered in that register if the school is conducted in the
interest of a church or denominational body.


Curriculum, worship, etc.


6 Section 85(2)(a) to (d), so far as relating to religion or belief, does not apply
in relation to anything done in connection with acts of worship or other
religious observance organised by or on behalf of a school (whether or not
forming part of the curriculum).


Power to amend


7 (1) A Minister of the Crown may by order amend this Part of this Schedule—
(a) so as to add, vary or omit an exception to section 85;
(b) so as to make provision about the construction or application of


section 19(2)(d) in relation to section 85.


(2) The power under sub-paragraph (1) is exercisable only in relation to
religious or belief-related discrimination.


(3) Before making an order under this paragraph the Minister must consult—
(a) the Welsh Ministers,
(b) the Scottish Ministers, and
(c) such other persons as the Minister thinks appropriate.


PART 3


DISABILITY DISCRIMINATION


Permitted form of selection


8 (1) A person does not contravene section 85(1), so far as relating to disability,
only by applying a permitted form of selection.


(2) In relation to England and Wales, a permitted form of selection is—
(a) in the case of a maintained school which is not designated as a


grammar school under section 104 of the School Standards and
Framework Act 1998, a form of selection mentioned in section 99(2)
or (4) of that Act;


(b) in the case of a maintained school which is so designated, its selective
admission arrangements (within the meaning of section 104 of that
Act);


(c) in the case of an independent educational institution, arrangements
which provide for some or all of its pupils to be selected by reference
to general or special ability or aptitude, with a view to admitting only
pupils of high ability or aptitude.


(3) In relation to Scotland, a permitted form of selection is—
(a) in the case of a school managed by an education authority,


arrangements approved by the Scottish Ministers for the selection of
pupils for admission;
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(b) in the case of an independent school, arrangements which provide
for some or all of its pupils to be selected by reference to general or
special ability or aptitude, with a view to admitting only pupils of
high ability or aptitude.


(4) “Maintained school” has the meaning given in section 22 of the School
Standards and Framework Act 1998.


SCHEDULE 12 Section 94


FURTHER AND HIGHER EDUCATION EXCEPTIONS


PART 1


SINGLE-SEX INSTITUTIONS, ETC.


Admission to single-sex institutions


1 (1) Section 91(1), so far as relating to sex, does not apply in relation to a single-
sex institution.


(2) A single-sex institution is an institution to which section 91 applies, which—
(a) admits students of one sex only, or
(b) on the basis of the assumption in sub-paragraph (3), would be taken


to admit students of one sex only.


(3) That assumption is that students of the opposite sex are to be disregarded
if—


(a) their admission to the institution is exceptional, or
(b) their numbers are comparatively small and their admission is


confined to particular courses or classes.


(4) In the case of an institution which is a single-sex institution by virtue of sub-
paragraph (3)(b), section 91(2)(a) to (d), so far as relating to sex, does not
prohibit confining students of the same sex to particular courses or classes.


Single-sex institutions turning co-educational


2 (1) If the responsible body of a single-sex institution decides to alter its
admissions arrangements so that the institution will cease to be a single-sex
institution, the body may apply for a transitional exemption order in relation
to the institution.


(2) A transitional exemption order relating to an institution is an order which,
during the period specified in the order as the transitional period,
authorises—


(a) sex discrimination by the responsible body of the institution in the
arrangements it makes for deciding who is offered admission as a
student;


(b) the responsible body, in the circumstances specified in the order, not
to admit a person as a student because of the person’s sex.


(3) Paragraph 3 applies in relation to the making of a transitional exemption
order.
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(4) The responsible body of an institution does not contravene this Act, so far as
relating to sex discrimination, if —


(a) in accordance with a transitional exemption order, or
(b) pending the determination of an application for a transitional


exemption order in relation to the institution,
it does not admit a person as a student because of the person’s sex.


(5) The responsible body of an institution does not contravene this Act, so far as
relating to sex discrimination, if —


(a) in accordance with a transitional exemption order, or
(b) pending the determination of an application for a transitional


exemption order in relation to the institution,
it discriminates in the arrangements it makes for deciding who is offered
admission as a student.


3 (1) In the case of a single-sex institution—
(a) its responsible body may submit to the Commission an application


for the making of a transitional exemption order, and
(b) the Commission may make the order.


(2) An application under sub-paragraph (1) must specify—
(a) the period proposed by the responsible body as the transitional


period to be specified in the order,
(b) the stages, within that period, by which the body proposes to move


to the position where section 91(1)(a) and (c), so far as relating to sex,
is complied with, and


(c) any other matters relevant to the terms and operation of the order
applied for.


(3) The Commission must not make an order on an application under sub-
paragraph (1) unless satisfied that the terms of the application are
reasonable, having regard to—


(a) the nature of the institution’s premises,
(b) the accommodation, equipment and facilities available, and
(c) the responsible body’s financial resources.


PART 2


OTHER EXCEPTIONS


Occupational requirements


4 A person (P) does not contravene section 91(1) or (2) if P shows that P’s
treatment of another person relates only to training that would help fit that
other person for work the offer of which the other person could be refused
in reliance on Part 1 of Schedule 9.


Institutions with a religious ethos


5 (1) The responsible body of an institution which is designated for the purposes
of this paragraph does not contravene section 91(1), so far as relating to
religion or belief, if, in the admission of students to a course at the
institution—


(a) it gives preference to persons of a particular religion or belief,
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(b) it does so to preserve the institution’s religious ethos, and
(c) the course is not a course of vocational training.


(2) A Minister of the Crown may by order designate an institution if satisfied
that the institution has a religious ethos.


Benefits dependent on marital status, etc.


6 A person does not contravene section 91, so far as relating to sexual
orientation, by providing married persons and civil partners (to the
exclusion of all other persons) with access to a benefit, facility or service.


Child care


7 (1) A person does not contravene section 91(2)(b) or (d), so far as relating to age,
only by providing, or making arrangements for or facilitating the provision
of, care for children of a particular age group.


(2) Facilitating the provision of care for a child includes—
(a) paying for some or all of the cost of the provision;
(b) helping a parent of the child to find a suitable person to provide care


for the child;
(c) enabling a parent of the child to spend more time providing care for


the child or otherwise assisting the parent with respect to the care
that the parent provides for the child.


(3) A child is a person who has not attained the age of 17.


(4) A reference to care includes a reference to supervision.


SCHEDULE 13 Section 98


EDUCATION: REASONABLE ADJUSTMENTS


Preliminary


1 This Schedule applies where a duty to make reasonable adjustments is
imposed on A by this Part.


The duty for schools


2 (1) This paragraph applies where A is the responsible body of a school to which
section 85 applies.


(2) A must comply with the first and third requirements.


(3) For the purposes of this paragraph— 
(a) the reference in section 20(3) to a provision, criterion or practice is a


reference to a provision, criterion or practice applied by or on behalf
of A;


(b) the reference in section 20(3) or (5) to a disabled person is—
(i) in relation to a relevant matter within sub-paragraph (4)(a), a


reference to disabled persons generally;
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(ii) in relation to a relevant matter within sub-paragraph (4)(b), a
reference to disabled pupils generally.


(4) In relation to each requirement, the relevant matters are—
(a) deciding who is offered admission as a pupil;
(b) provision of education or access to a benefit, facility or service.


The duty for further or higher education institutions


3 (1) This paragraph applies where A is the responsible body of an institution to
which section 91 applies.


(2) A must comply with the first, second and third requirements.


(3) For the purposes of this paragraph—
(a) the reference in section 20(3) to a provision, criterion or practice is a


reference to a provision, criterion or practice applied by or on behalf
of A;


(b) the reference in section 20(4) to a physical feature is a reference to a
physical feature of premises occupied by A;


(c) the reference in section 20(3), (4) or (5) to a disabled person is—
(i) in relation to a relevant matter within sub-paragraph (4)(a), a


reference to disabled persons generally;
(ii) in relation to a relevant matter within sub-paragraph (4)(b) or


(c), a reference to disabled students generally;
(iii) in relation to a relevant matter within sub-paragraph (4)(d) or


(e) below, a reference to an interested disabled person.


(4) In relation to each requirement, the relevant matters are—
(a) deciding who is offered admission as a student;
(b) provision of education;
(c) access to a benefit, facility or service;
(d) deciding on whom a qualification is conferred;
(e) a qualification that A confers.


4 (1) An interested disabled person is a disabled person who, in relation to a
relevant matter specified in the first column of the table, is of a description
specified in the second column.


(2) A provision, criterion or practice does not include the application of a
competence standard.


Case Description of disabled person


Deciding upon whom to confer a
qualification.


A person who is, or has notified A that
the person may be, an applicant for the
conferment of the qualification.


A qualification that A confers. An applicant for the conferment by A
of the qualification.


A person on whom A confers the
qualification.
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(3) A competence standard is an academic, medical or other standard applied
for the purpose of determining whether or not a person has a particular level
of competence or ability.


The duty relating to certain other further or higher education courses


5 (1) This paragraph applies where A is the responsible body in relation to a
course to which section 92 applies.


(2) A must comply with the first, second and third requirements; but if A is the
governing body of a maintained school (within the meaning given by that
section), A is not required to comply with the second requirement.


(3) For the purposes of this paragraph—
(a) the reference in section 20(3) to a provision, criterion or practice is a


reference to a provision, criterion or practice applied by or on behalf
of A;


(b) the reference in section 20(4) to a physical feature is a reference to a
physical feature of premises occupied by A;


(c) the reference in section 20(3), (4) or (5) to a disabled person is—
(i) in relation to a relevant matter within sub-paragraph (4)(a), a


reference to disabled persons generally;
(ii) in relation to a relevant matter within sub-paragraph (4)(b), a


reference to disabled persons generally who are enrolled on
the course.


(4) In relation to each requirement, the relevant matters are—
(a) arrangements for enrolling persons on a course of further or higher


education secured by A;
(b) services provided by A for persons enrolled on the course.


The duty relating to recreational or training facilities


6 (1) This paragraph applies where A is the responsible body in relation to
facilities to which section 93 applies.


(2) A must comply with the first, second and third requirements.


(3) For the purposes of this paragraph—
(a) the reference in section 20(3) to a provision, criterion or practice is a


reference to a provision, criterion or practice applied by or on behalf
of A;


(b) the reference in section 20(4) to a physical feature is a reference to a
physical feature of premises occupied by A;


(c) the reference in section 20(3), (4) or (5) to a disabled person is a
reference to disabled persons generally.


(4) In relation to each requirement, the relevant matter is A’s arrangements for
providing the recreational or training facilities.


Code of practice


7 In deciding whether it is reasonable for A to have to take a step for the
purpose of complying with the first, second or third requirement, A must
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have regard to relevant provisions of a code of practice issued under section
14 of the Equality Act 2006.


Confidentiality requests


8 (1) This paragraph applies if a person has made a confidentiality request of
which A is aware.


(2) In deciding whether it is reasonable for A to have to take a step in relation to
that person so as to comply with the first, second or third requirement, A
must have regard to the extent to which taking the step is consistent with the
request.


(3) In a case within paragraph 2, a “confidentiality request” is a request—
(a) that the nature or existence of a disabled person’s disability be


treated as confidential, and
(b) which satisfies either of the following conditions.


(4) The first condition is that the request is made by the person’s parent.


(5) The second condition is that—
(a) it is made by the person, and
(b) A reasonably believes that the person has sufficient understanding of


the nature and effect of the request.


(6) In a case within paragraph 3, a “confidentiality request” is a request by a
disabled person that the nature or existence of the person’s disability be
treated as confidential.


The duty for general qualifications bodies


9 (1) This paragraph applies where A is a qualifications body for the purposes of
section 96.


(2) Paragraphs 3 and 4(1), so far as relating to qualifications, apply to a
qualifications body as they apply to a responsible body.


(3) This paragraph is subject to section 96(7).


SCHEDULE 14 Section 99


EDUCATIONAL CHARITIES AND ENDOWMENTS


Educational charities


1 (1) This paragraph applies to a trust deed or other instrument—
(a) which concerns property applicable for or in connection with the


provision of education in an establishment in England and Wales to
which section 85 or 91 applies, and


(b) which in any way restricts the benefits available under the
instrument to persons of one sex.


(2) Sub-paragraph (3) applies if, on the application of the trustees or the
responsible body (within the meaning of that section), a Minister of the
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Crown is satisfied that the removal or modification of the restriction would
be conducive to the advancement of education without sex discrimination.


(3) The Minister may by order make such modifications of the instrument as
appear to the Minister expedient for removing or modifying the restriction.


(4) If the trust was created by a gift or bequest, an order must not be made until
the end of the period of 25 years after the date when the gift or bequest took
effect.


(5) Sub-paragraph (4) does not apply if the donor or the personal
representatives of the donor or testator consent in writing to making the
application for the order.


(6) The Minister must require the applicant to publish a notice—
(a) containing particulars of the proposed order;
(b) stating that representations may be made to the Minister within a


period specified in the notice.


(7) The period must be not less than one month beginning with the day after the
date of the notice.


(8) The applicant must publish the notice in the manner specified by the
Minister.


(9) The cost of publication may be paid out of the property of the trust.


(10) Before making the order, the Minister must take account of representations
made in accordance with the notice.


Educational endowments


2 (1) This paragraph applies to an educational endowment—
(a) to which section 104 of the Education (Scotland) Act 1980 applies,


and
(b) which in any way restricts the benefit of the endowment to persons


of one sex.


(2) Sub-paragraph (3) applies if, on the application of the governing body of an
educational endowment, the Scottish Ministers are satisfied that the removal
or modification of the provision which restricts the benefit of the
endowment to persons of one sex would be conducive to the advancement
of education without sex discrimination.


(3) The Scottish Ministers may by order make such provision as they think
expedient for removing or modifying the restriction.


(4) If the Scottish Ministers propose to make such an order they must publish a
notice in such manner as they think sufficient for giving information to
persons they think may be interested in the endowment—


(a) containing particulars of the proposed order;
(b) stating that representations may be made with respect to the


proposal within such period as is specified in the notice.


(5) The period must be not less than one month beginning with the day after the
date of publication of the notice.
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(6) The cost of publication is to be paid out of the funds of the endowment to
which the notice relates.


(7) Before making an order, the Scottish Ministers—
(a) must consider representations made in accordance with the notice;
(b) may cause a local inquiry to be held into the representations under


section 67 of the Education (Scotland) Act 1980.


(8) A reference to an educational endowment includes a reference to—
(a) a scheme made or approved for the endowment under Part 6 of the


Education (Scotland) Act 1980;
(b) in the case of an endowment the governing body of which is entered


in the Scottish Charity Register, a scheme approved for the
endowment under section 39 or 40 of the Charities and Trustee
Investment (Scotland) Act 2005 (asp 10);


(c) an endowment which is, by virtue of section 108(1) of the Education
(Scotland) Act 1980, treated as if it were an educational endowment
(or which would, but for the disapplication of that section by section
122(4) of that Act, be so treated);


(d) a university endowment, the Carnegie Trust, a theological
endowment and a new endowment.


(9) Expressions used in this paragraph and in Part 6 of the Education (Scotland)
Act 1980 have the same meaning in this paragraph as in that Part.


SCHEDULE 15 Section 107


ASSOCIATIONS: REASONABLE ADJUSTMENTS


Preliminary


1 This Schedule applies where a duty to make reasonable adjustments is
imposed on an association (A) by this Part.


The duty


2 (1) A must comply with the first, second and third requirements.


(2) For the purposes of this paragraph, the reference in section 20(3), (4) or (5) to
a disabled person is a reference to disabled persons who—


(a) are, or are seeking to become or might wish to become, members,
(b) are associates, or
(c) are, or are likely to become, guests.


(3) Section 20 has effect as if, in subsection (4), for “to avoid the disadvantage”
there were substituted—


“(a) to avoid the disadvantage, or
(b) to adopt a reasonable alternative method of affording access


to the benefit, facility or service or of admitting persons to
membership or inviting persons as guests.”


(4) In relation to the first and third requirements, the relevant matters are—
(a) access to a benefit, facility or service;
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(b) members’ or associates’ retaining their rights as such or avoiding
having them varied;


(c) being admitted to membership or invited as a guest.


(5) In relation to the second requirement, the relevant matters are—
(a) access to a benefit, facility or service;
(b) being admitted to membership or invited as a guest.


(6) In relation to the second requirement, a physical feature includes a physical
feature brought by or on behalf of A, in the course of or for the purpose of
providing a benefit, facility or service, on to premises other than those that
A occupies (as well as including a physical feature in or on premises that A
occupies).


(7) Nothing in this paragraph requires A to take a step which would
fundamentally alter—


(a) the nature of the benefit, facility or service concerned, or
(b) the nature of the association.


(8) Nor does anything in this paragraph require a member or associate in whose
house meetings of the association take place to make adjustments to a
physical feature of the house.


SCHEDULE 16 Section 107


ASSOCIATIONS: EXCEPTIONS


Single characteristic associations


1 (1) An association does not contravene section 101(1) by restricting membership
to persons who share a protected characteristic.


(2) An association that restricts membership to persons who share a protected
characteristic does not breach section 101(3) by restricting the access by
associates to a benefit, facility or service to such persons as share the
characteristic.


(3) An association that restricts membership to persons who share a protected
characteristic does not breach section 102(1) by inviting as guests, or by
permitting to be invited as guests, only such persons as share the
characteristic.


(4) Sub-paragraphs (1) to (3), so far as relating to race, do not apply in relation
to colour.


(5) This paragraph does not apply to an association that is a registered political
party.


Health and safety


2 (1) An association (A) does not discriminate against a pregnant woman in
contravention of section 101(1)(b) because she is pregnant if—


(a) the terms on which A is prepared to admit her to membership
include a term intended to remove or reduce a risk to her health or
safety,
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(b) A reasonably believes that admitting her to membership on terms
which do not include that term would create a risk to her health or
safety,


(c) the terms on which A is prepared to admit persons with other
physical conditions to membership include a term intended to
remove or reduce a risk to their health or safety, and


(d) A reasonably believes that admitting them to membership on terms
which do not include that term would create a risk to their health or
safety.


(2) Sub-paragraph (1) applies to section 102(1)(b) as it applies to section
101(1)(b); and for that purpose a reference to admitting a person to
membership is to be read as a reference to inviting the person as a guest or
permitting the person to be invited as a guest.


(3) An association (A) does not discriminate against a pregnant woman in
contravention of section 101(2)(a) or (3)(a) or 102(2)(a) because she is
pregnant if—


(a) the way in which A affords her access to a benefit, facility or service
is intended to remove or reduce a risk to her health or safety,


(b) A reasonably believes that affording her access to the benefit, facility
or service otherwise than in that way would create a risk to her
health or safety,


(c) A affords persons with other physical conditions access to the
benefit, facility or service in a way that is intended to remove or
reduce a risk to their health or safety, and


(d) A reasonably believes that affording them access to the benefit,
facility or service otherwise than in that way would create a risk to
their health or safety.


(4) An association (A) which does not afford a pregnant woman access to a
benefit, facility or service does not discriminate against her in contravention
of section 101(2)(a) or (3)(a) or 102(2)(a) because she is pregnant if—


(a) A reasonably believes that affording her access to the benefit, facility
or service would, because she is pregnant, create a risk to her health
or safety,


(b) A does not afford persons with other physical conditions access to
the benefit, facility or service, and


(c) the reason for not doing so is that A reasonably believes that
affording them access to the benefit, facility or service would create
a risk to their health or safety.


(5) An association (A) does not discriminate against a pregnant woman under
section 101(2)(c) or (3)(c) because she is pregnant if—


(a) the variation of A’s terms of membership, or rights as an associate, is
intended to remove or reduce a risk to her health or safety,


(b) A reasonably believes that not making the variation to A’s terms or
rights would create a risk to her health or safety,


(c) A varies the terms of membership, or rights as an associate, of
persons with other physical conditions,


(d) the variation of their terms or rights is intended to remove or reduce
a risk to their health or safety, and


(e) A reasonably believes that not making the variation to their terms or
rights would create a risk to their health or safety.
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SCHEDULE 17 Section 116


DISABLED PUPILS: ENFORCEMENT


PART 1


INTRODUCTORY


1 In this Schedule— 
“the Tribunal” means—


(a) in relation to a school in England, the First-tier Tribunal;
(b) in relation to a school in Wales, the Special Educational


Needs Tribunal for Wales;
(c) in relation to a school in Scotland, an Additional Support


Needs Tribunal for Scotland;
“the English Tribunal” means the First-tier Tribunal;
“the Welsh Tribunal” means the Special Educational Needs Tribunal


for Wales;
“the Scottish Tribunal” means an Additional Support Needs Tribunal


for Scotland;
“responsible body” is to be construed in accordance with section 85.


PART 2


TRIBUNALS IN ENGLAND AND WALES


Introductory


2 This Part of this Schedule applies in relation to the English Tribunal and the
Welsh Tribunal.


Jurisdiction


3 A claim that a responsible body has contravened Chapter 1 of Part 6 because
of a person’s disability may be made to the Tribunal by the person’s parent.


Time for bringing proceedings


4 (1) Proceedings on a claim may not be brought after the end of the period of 6
months starting with the date when the conduct complained of occurred.


(2) If, in relation to proceedings or prospective proceedings under section 27 of
the Equality Act 2006, the dispute is referred for conciliation in pursuance of
arrangements under that section before the end of that period, the period is
extended by 3 months.


(3) The Tribunal may consider a claim which is out of time.


(4) Sub-paragraph (3) does not apply if the Tribunal has previously decided
under that sub-paragraph not to consider a claim.


(5) For the purposes of sub-paragraph (1)—
(a) if the contravention is attributable to a term in a contract, the conduct


is to be treated as extending throughout the duration of the contract;
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(b) conduct extending over a period is to be treated as occurring at the
end of the period;


(c) failure to do something is to be treated as occurring when the person
in question decided on it.


(6) In the absence of evidence to the contrary, a person (P) is to be taken to
decide on failure to do something—


(a) when P acts inconsistently with doing it, or
(b) if P does not act inconsistently, on the expiry of the period in which


P might reasonably have been expected to do it.


Powers


5 (1) This paragraph applies if the Tribunal finds that the contravention has
occurred.


(2) The Tribunal may make such order as it thinks fit.


(3) The power under sub-paragraph (2)—
(a) may, in particular, be exercised with a view to obviating or reducing


the adverse effect on the person of any matter to which the claim
relates;


(b) does not include power to order the payment of compensation.


Procedure


6 (1) This paragraph applies in relation to the Welsh Tribunal.


(2) The Welsh Ministers may by regulations make provision as to—
(a) the proceedings on a claim under paragraph 3;
(b) the making of a claim.


(3) The regulations may, in particular, include provision—
(a) as to the manner in which a claim must be made;
(b) for enabling functions relating to preliminary or incidental matters


(including in particular a decision under paragraph 4(3) to be
performed by the President or by the person occupying the chair);


(c) enabling hearings to be conducted in the absence of a member other
than the person occupying the chair;


(d) as to persons who may appear on behalf of the parties;
(e) for granting such rights to disclosure or inspection of documents or


to further particulars as may be granted by the county court;
(f) requiring persons to attend to give evidence and produce


documents;
(g) for authorising the administration of oaths to witnesses;
(h) for deciding claims without a hearing in prescribed circumstances;
(i) as to the withdrawal of claims;
(j) for enabling the Tribunal to stay proceedings;


(k) for the award of costs or expenses;
(l) for settling costs or expenses (and, in particular, for enabling costs to


be assessed in the county court);
(m) for the registration and proof of decisions and orders;
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(n) for enabling prescribed decisions to be reviewed, or prescribed
orders to be varied or revoked, in such circumstances as may be
decided in accordance with the regulations.


(4) Proceedings must be held in private, except in prescribed circumstances.


(5) The Welsh Ministers may pay such allowances for the purpose of or in
connection with the attendance of persons at the Tribunal as they may
decide.


(6) Part 1 of the Arbitration Act 1996 does not apply to the proceedings, but
regulations may make provision in relation to such proceedings that
corresponds to a provision of that Part.


(7) The regulations may make provision for a claim to be heard, in prescribed
circumstances, with an appeal under Part 4 of the Education Act 1996
(special educational needs).


(8) A person commits an offence by failing to comply with—
(a) a requirement in respect of the disclosure or inspection of documents


imposed by virtue of sub-paragraph (3)(e), or
(b) a requirement imposed by virtue of sub-paragraph (3)(f).


(9) A person guilty of the offence is liable on summary conviction to a fine not
exceeding level 3 on the standard scale.


PART 3


TRIBUNALS IN SCOTLAND


Introductory


7 This Part of this Schedule applies in relation to the Scottish Tribunal.


Jurisdiction


8 A claim that a responsible body has contravened Chapter 1 of Part 6 because
of a person’s disability may be made to the Tribunal by—


(a) the person’s parent;
(b) where the person has capacity to make the claim, the person.


Powers


9 (1) This paragraph applies if the Tribunal finds the contravention has occurred.


(2) The Tribunal may make such order as it thinks fit.


(3) The power under sub-paragraph (2)—
(a) may, in particular, be exercised with a view to obviating or reducing


the adverse effect on the person of any matter to which the claim
relates;


(b) does not include power to order the payment of compensation.


Procedure etc.


10 (1) The Scottish Ministers may make rules as to—
(a) the proceedings on a claim under paragraph 8;
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(b) the making of a claim.


(2) The rules may, in particular, include provision for or in connection with—
(a) the form and manner in which a claim must be made;
(b) the time within which a claim is to be made;
(c) the withdrawal of claims;
(d) the recovery and inspection of documents;
(e) the persons who may appear on behalf of the parties;
(f) the persons who may be present at proceedings alongside any party


or witness to support the party or witness;
(g) enabling specified persons other than the parties to appear or be


represented in specified circumstances;
(h) requiring specified persons to give notice to other specified persons


of specified matters;
(i) the time within which any such notice must be given;
(j) enabling Tribunal proceedings to be conducted in the absence of any


member of a Tribunal other than the convener;
(k) enabling any matters that are preliminary or incidental to the


determination of proceedings to be determined by the convenor of a
Tribunal alone or with such other members of the Tribunal as may be
specified;


(l) enabling Tribunals to be held in private;
(m) enabling a Tribunal to exclude any person from attending all or part


of Tribunal proceedings;
(n) enabling a Tribunal to impose reporting restrictions in relation to all


or part of Tribunal proceedings;
(o) enabling a Tribunal to determine specified matters without holding


a hearing;
(p) the recording and publication of decisions and orders of a Tribunal;
(q) enabling a Tribunal to commission medical and other reports in


specified circumstances;
(r) requiring a Tribunal to take specified actions, or to determine


specified proceedings, within specified periods;
(s) enabling a Tribunal to make an award of expenses;
(t) the taxation or assessment of such expenses;


(u) enabling a Tribunal, in specified circumstances, to review, or to vary
or revoke, any of its decisions, orders or awards;


(v) enabling a Tribunal, in specified circumstances, to review the
decisions, orders or awards of another Tribunal and take such action
(including variation and revocation) in respect of those decisions,
orders or awards as it thinks fit.


Appeals


11 (1) Either of the persons specified in sub-paragraph (2) may appeal on a point
of law to the Court of Session against a decision of a Tribunal relating to a
claim under this Schedule.


(2) Those persons are—
(a) the person who made the claim;
(b) the responsible body.
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(3) Where the Court of Session allows an appeal under sub-paragraph (1) it
may—


(a) remit the reference back to the Tribunal or to a differently constituted
Tribunal to be considered again and give the Tribunal such
directions about the consideration of the case as the Court thinks fit;


(b) make such ancillary orders as it considers necessary or appropriate.


Amendment of Education (Additional Support for Learning) (Scotland) Act 2004


12 The Education (Additional Support for Learning) (Scotland) Act 2004 (asp 4)
is amended as follows—


(a) in section 17(1), omit “to exercise the functions which are conferred
on a Tribunal by virtue of this Act”;


(b) after section 17(1), insert—


“(1A) Tribunals are to exercise the functions which are conferred on
them by virtue of—


(a) this Act, and
(b) the Equality Act 2010”;


(c) in the definition of “Tribunal functions” in paragraph 1 of Schedule
1, after “Act” insert “or the Equality Act 2010”.


PART 4


ADMISSIONS AND EXCLUSIONS


Admissions


13 (1) This paragraph applies if appeal arrangements have been made in relation
to admissions decisions.


(2) A claim that a responsible body has, because of a person’s disability,
contravened Chapter 1 of Part 6 in respect of an admissions decision must be
made under the appeal arrangements.


(3) The body hearing the claim has the powers it has in relation to an appeal
under the appeal arrangements.


(4) Appeal arrangements are arrangements under—
(a) section 94 of the School Standards and Framework Act 1998, or
(b) an agreement between the responsible body for an Academy and the


Secretary of State under section 482 of the Education Act 1996,
enabling an appeal to be made by the person’s parent against the decision.


(5) An admissions decision is—
(a) a decision of a kind mentioned in section 94(1) or (2) of the School


Standards and Framework Act 1998;
(b) a decision as to the admission of a person to an Academy taken by


the responsible body or on its behalf.


Exclusions


14 (1) This paragraph applies if appeal arrangements have been made in relation
to exclusion decisions.
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(2) A claim that a responsible body has, because of a person’s disability,
contravened Chapter 1 of Part 6 in respect of an exclusion decision must be
made under the appeal arrangements.


(3) The body hearing the claim has the powers it has in relation to an appeal
under the appeal arrangements.


(4) Appeal arrangements are arrangements under—
(a) section 52(3) of the Education Act 2002, or
(b) an agreement between the responsible body for an Academy and the


Secretary of State under section 482 of the Education Act 1996,
enabling an appeal to be made by the person’s parent against the decision.


(5) An exclusion decision is—
(a) a decision of a kind mentioned in 52(3) of the Education Act 2002;
(b) a decision taken by the responsible body or on its behalf not to


reinstate a pupil who has been permanently excluded from an
Academy by its head teacher.


(6) “Responsible body”, in relation to a maintained school, includes the
discipline committee of the governing body if that committee is required to
be established as a result of regulations made under section 19 of the
Education Act 2002.


(7) “Maintained school” has the meaning given in section 20(7) of the School
Standards and Framework Act 1998.


SCHEDULE 18 Section 149


PUBLIC SECTOR EQUALITY DUTY: EXCEPTIONS


Children


1 (1) Section 149, so far as relating to age, does not apply to the exercise of a
function relating to—


(a) the provision of education to pupils in schools;
(b) the provision of benefits, facilities or services to pupils in schools;
(c) the provision of accommodation, benefits, facilities or services in


community homes pursuant to section 53(1) of the Children Act
1989;


(d) the provision of accommodation, benefits, facilities or services
pursuant to arrangements under section 82(5) of that Act
(arrangements by the Secretary of State relating to the
accommodation of children);


(e) the provision of accommodation, benefits, facilities or services in
residential establishments pursuant to section 26(1)(b) of the
Children (Scotland) Act 1995.


(2) “Pupil” and “school” each have the same meaning as in Chapter 1 of Part 6.
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Immigration


2 (1) In relation to the exercise of immigration and nationality functions, section
149 has effect as if subsection (1)(b) did not apply to the protected
characteristics of age, race or religion or belief; but for that purpose “race”
means race so far as relating to—


(a) nationality, or
(b) ethnic or national origins.


(2) “Immigration and nationality functions” means functions exercisable by
virtue of—


(a) the Immigration Acts (excluding sections 28A to 28K of the
Immigration Act 1971 so far as they relate to criminal offences),


(b) the British Nationality Act 1981,
(c) the British Nationality (Falkland Islands) Act 1983,
(d) the British Nationality (Hong Kong) Act 1990,
(e) the Hong Kong (War Wives and Widows) Act 1996,
(f) the British Nationality (Hong Kong) Act 1997,
(g) the Special Immigration Appeals Commission Act 1997, or
(h) a provision made under section 2(2) of the European Communities


Act 1972, or of Community law, which relates to the subject matter
of an enactment within paragraphs (a) to (g).


Judicial functions, etc.


3 (1) Section 149 does not apply to the exercise of—
(a) a judicial function;
(b) a function exercised on behalf of, or on the instructions of, a person


exercising a judicial function.


(2) The references to a judicial function include a reference to a judicial function
conferred on a person other than a court or tribunal.


Exceptions that are specific to section 149(2)


4 (1) Section 149(2) (application of section 149(1) to persons who are not public
authorities but by whom public functions are exercisable) does not apply
to—


(a) a person listed in sub-paragraph (2);
(b) the exercise of a function listed in sub-paragraph (3).


(2) Those persons are—
(a) the House of Commons;
(b) the House of Lords;
(c) the Scottish Parliament;
(d) the National Assembly for Wales;
(e) the General Synod of the Church of England;
(f) the Security Service;
(g) the Secret Intelligence Service;
(h) the Government Communications Headquarters;
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(i) a part of the armed forces which is, in accordance with a requirement
of the Secretary of State, assisting the Government Communications
Headquarters.


(3) Those functions are—
(a) a function in connection with proceedings in the House of Commons


or the House of Lords;
(b) a function in connection with proceedings in the Scottish Parliament


(other than a function of the Scottish Parliamentary Corporate Body);
(c) a function in connection with proceedings in the National Assembly


for Wales (other than a function of the Assembly Commission).


Power to amend Schedule


5 (1) A Minister of the Crown may by order amend this Schedule so as to add,
vary or omit an exception to section 149.


(2) But provision by virtue of sub-paragraph (1) may not amend this Schedule—
(a) so as to omit an exception in paragraph 3;
(b) so as to omit an exception in paragraph 4(1) so far as applying for the


purposes of paragraph 4(2)(a) to (e) or (3);
(c) so as to reduce the extent to which an exception referred to in


paragraph (a) or (b) applies.


SCHEDULE 19 Section 150


PUBLIC AUTHORITIES


PART 1


PUBLIC AUTHORITIES: GENERAL


Ministers of the Crown and government departments


A Minister of the Crown.
A government department other than the Security Service, the Secret


Intelligence Service or the Government Communications
Headquarters.


Armed forces


Any of the armed forces other than any part of the armed forces which is,
in accordance with a requirement of the Secretary of State, assisting the
Government Communications Headquarters.


National Health Service


A Strategic Health Authority established under section 13 of the National
Health Service Act 2006, or continued in existence by virtue of that
section.


A Primary Care Trust established under section 18 of that Act, or
continued in existence by virtue of that section.







Equality Act 2010 (c. 15)
Schedule 19 — Public authorities
Part 1 — Public authorities: general


205


An NHS trust established under section 25 of that Act.
A Special Health Authority established under section 28 of that Act other


than NHS Blood and Transplant and the NHS Business Services
Authority.


An NHS foundation trust within the meaning given by section 30 of that
Act.


Local government


A county council, district council or parish council in England.
A parish meeting constituted under section 13 of the Local Government


Act 1972.
Charter trustees constituted under section 246 of that Act for an area in


England.
The Greater London Authority.
A London borough council.
The Common Council of the City of London in its capacity as a local


authority or port health authority.
The Sub-Treasurer of the Inner Temple or the Under-Treasurer of the


Middle Temple, in that person’s capacity as a local authority.
The London Development Agency.
The London Fire and Emergency Planning Authority.
Transport for London.
The Council of the Isles of Scilly.
The Broads Authority established by section 1 of the Norfolk and Suffolk


Broads Act 1988.
A regional development agency established by the Regional


Development Agencies Act 1998 (other than the London Development
Agency).


A fire and rescue authority constituted by a scheme under section 2 of the
Fire and Rescue Services Act 2004, or a scheme to which section 4 of that
Act applies, for an area in England.


An internal drainage board which is continued in being by virtue of
section 1 of the Land Drainage Act 1991 for an area in England.


A National Park authority established by an order under section 63 of the
Environment Act 1995 for an area in England.


A Passenger Transport Executive for an integrated transport area in
England (within the meaning of Part 2 of the Transport Act 1968).


A port health authority constituted by an order under section 2 of the
Public Health (Control of Disease) Act 1984 for an area in England.


A waste disposal authority established by virtue of an order under section
10(1) of the Local Government Act 1985.


A joint authority established under Part 4 of that Act for an area in
England (including, by virtue of section 77(9) of the Local Transport Act
2008, an Integrated Transport Authority established under Part 5 of
that Act of 2008).


A body corporate established pursuant to an order under section 67 of the
Local Government Act 1985.


A joint committee constituted in accordance with section 102(1)(b) of the
Local Government Act 1972 for an area in England.
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A joint board which is continued in being by virtue of section 263(1) of
that Act for an area in England.


Other educational bodies


The governing body of an educational establishment maintained by an
English local authority (within the meaning of section 162 of the
Education and Inspections Act 2006).


The governing body of an institution in England within the further
education sector (within the meaning of section 91(3) of the Further and
Higher Education Act 1992).


The governing body of an institution in England within the higher
education sector (within the meaning of section 91(5) of that Act).


Police


A police authority established under section 3 of the Police Act 1996.
The Metropolitan Police Authority established under section 5B of that


Act.
The Common Council of the City of London in its capacity as a police


authority.


PART 2


PUBLIC AUTHORITIES: RELEVANT WELSH AUTHORITIES


Welsh Assembly Government, etc.


The Welsh Ministers.
The First Minister for Wales.
The Counsel General to the Welsh Assembly Government.
A subsidiary of the Welsh Ministers (within the meaning given by section


134(4) of the Government of Wales Act 2006).


National Health Service


A Local Health Board established under section 11 of the National Health
Service (Wales) Act 2006.


An NHS trust established under section 18 of that Act.
A Special Health Authority established under section 22 of that Act other


than NHS Blood and Transplant and the NHS Business Services
Authority.


A Community Health Council in Wales.


Local government


A county council, county borough council or community council in
Wales.


Charter trustees constituted under section 246 of the Local Government
Act 1972 for an area in Wales.


A fire and rescue authority constituted by a scheme under section 2 of the
Fire and Rescue Services Act 2004, or a scheme to which section 4 of that
Act applies, for an area in Wales.
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An internal drainage board which is continued in being by virtue of
section 1 of the Land Drainage Act 1991 for an area in Wales.


A National Park authority established by an order under section 63 of the
Environment Act 1995 for an area in Wales.


A port health authority constituted by an order under section 2 of the
Public Health (Control of Disease) Act 1984 for an area in Wales.


A joint authority established under Part 4 of the Local Government Act
1985 for an area in Wales.


A joint committee constituted in accordance with section 102(1)(b) of the
Local Government Act 1972 for an area in Wales.


A joint board which is continued in being by virtue of section 263(1) of
that Act for an area in Wales.


Other educational bodies


The governing body of an educational establishment maintained by a
Welsh local authority (within the meaning of section 162 of the
Education and Inspections Act 2006).


The governing body of an institution in Wales within the further
education sector (within the meaning of section 91(3) of the Further and
Higher Education Act 1992).


The governing body of an institution in Wales within the higher
education sector (within the meaning of section 91(5) of that Act).


PART 3


PUBLIC AUTHORITIES: RELEVANT SCOTTISH AUTHORITIES


Scottish Administration


An office-holder in the Scottish Administration (within the meaning
given by section 126(7)(a) of the Scotland Act 1998).


National Health Service


A Health Board constituted under section 2 of the National Health Service
(Scotland) Act 1978.


A Special Health Board constituted under that section.


Local government


A council constituted under section 2 of the Local Government etc.
(Scotland) Act 1994.


A community council established under section 51 of the Local
Government (Scotland) Act 1973.


A joint board within the meaning of section 235(1) of that Act.
A joint fire and rescue board constituted by a scheme under section 2(1)


of the Fire (Scotland) Act 2005.
A licensing board established under section 5 of the Licensing (Scotland)


Act 2005, or continued in being by virtue of that section.
A National Park authority established by a designation order made under


section 6 of the National Parks (Scotland) Act 2000.
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Scottish Enterprise and Highlands and Islands Enterprise, established
under the Enterprise and New Towns (Scotland) Act 1990.


Other educational bodies


An education authority in Scotland (within the meaning of section 135(1)
of the Education (Scotland) Act 1980).


The managers of a grant-aided school (within the meaning of that
section).


The board of management of a college of further education (within the
meaning of section 36(1) of the Further and Higher Education
(Scotland) Act 1992).


In the case of such a college of further education not under the
management of a board of management, the board of governors of the
college or any person responsible for the management of the college,
whether or not formally constituted as a governing body or board of
governors.


The governing body of an institution within the higher education sector
(within the meaning of Part 2 of the Further and Higher Education
(Scotland) Act 1992).


Police


A police authority established under section 2 of the Police (Scotland) Act
1967.


SCHEDULE 20 Section 186


RAIL VEHICLE ACCESSIBILITY: COMPLIANCE


Rail vehicle accessibility compliance certificates


1 (1) A regulated rail vehicle which is prescribed, or is of a prescribed class or
description, must not be used for carriage unless a compliance certificate is
in force for the vehicle.


(2) A “compliance certificate” is a certificate that the Secretary of State is
satisfied that the regulated rail vehicle conforms with the provisions of rail
vehicle accessibility regulations with which it is required to conform.


(3) A compliance certificate is subject to such conditions as are specified in it.


(4) A compliance certificate may not be issued for a rail vehicle unless the
Secretary of State has been provided with a report of a compliance
assessment of the vehicle.


(5) A “compliance assessment” is an assessment of a rail vehicle against
provisions of rail vehicle accessibility regulations with which the vehicle is
required to conform.


(6) If a regulated rail vehicle is used for carriage in contravention of sub-
paragraph (1), the Secretary of State may require the operator of the vehicle
to pay a penalty.
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(7) The Secretary of State must review a decision not to issue a compliance
certificate if before the end of the prescribed period the applicant—


(a) asks the Secretary of State to review the decision, and
(b) pays any fee fixed under paragraph 4.


(8) For the purposes of the review, the Secretary of State must consider any
representations made by the applicant in writing before the end of the
prescribed period.


Regulations as to compliance certificates


2 (1) Regulations may make provision as to compliance certificates.


(2) The regulations may (in particular) include provision—
(a) as to applications for and issue of certificates;
(b) specifying conditions to which certificates are subject;
(c) as to the period for which a certificate is in force;
(d) as to circumstances in which a certificate ceases to be in force;
(e) dealing with failure to comply with a specified condition;
(f) for the examination of rail vehicles in respect of which applications


have been made;
(g) with respect to the issue of copies of certificates in place of those


which have been lost or destroyed.


Regulations as to compliance assessments


3 (1) Regulations may make provision as to compliance assessments.


(2) The regulations—
(a) may make provision as to the person who has to have carried out the


assessment;
(b) may (in particular) require that the assessment be one carried out by


a person who has been appointed by the Secretary of State to carry
out compliance assessments (an “appointed assessor”).


(3) For the purposes of any provisions in the regulations made by virtue of sub-
paragraph (2)(b), the regulations—


(a) may make provision about appointments of appointed assessors,
including (in particular)—


(i) provision for an appointment to be on application or
otherwise than on application;


(ii) provision as to who may be appointed;
(iii) provision as to the form of applications for appointment;
(iv) provision as to information to be supplied with applications


for appointment;
(v) provision as to terms and conditions, or the period or


termination, of an appointment;
(vi) provision for terms and conditions of an appointment,


including any as to its period or termination, to be as agreed
by the Secretary of State when making the appointment;


(b) may make provision authorising an appointed assessor to charge
fees in connection with, or incidental to, the carrying out of a
compliance assessment, including (in particular)—
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(i) provision restricting the amount of a fee;
(ii) provision authorising fees that contain a profit element;


(iii) provision for advance payment of fees;
(c) may make provision requiring an appointed assessor to carry out a


compliance assessment, and to do so in accordance with any
procedures that may be prescribed, if prescribed conditions (which
may include conditions as to the payment of fees to the assessor) are
satisfied;


(d) must make provision for the referral to the Secretary of State of
disputes between—


(i) an appointed assessor carrying out a compliance assessment,
and


(ii) the person who requested the assessment,
relating to which provisions of rail vehicle accessibility regulations
the vehicle is to be assessed against or to what amounts to conformity
with any of those provisions.


(4) For the purposes of sub-paragraph (3)(b) to (d) a compliance assessment
includes pre-assessment activities (for example, a consideration of how the
outcome of a compliance assessment would be affected by the carrying out
of particular proposed work).


Fees in respect of compliance certificates


4 (1) The Secretary of State may charge such fees, payable at such times, as are
prescribed in respect of—


(a) applications for, and the issue of, compliance certificates;
(b) copies of compliance certificates;
(c) reviews under paragraph 1(7);
(d) referrals of disputes under provision made by virtue of paragraph


3(3)(d).


(2) Fees received by the Secretary of State must be paid into the Consolidated
Fund.


(3) Regulations under this paragraph may make provision for the repayment of
fees, in whole or in part, in such circumstances as are prescribed.


(4) Before making regulations under this paragraph the Secretary of State must
consult such representative organisations as the Secretary of State thinks fit.


Penalty for using rail vehicle that does not conform with accessibility regulations


5 (1) If the Secretary of State thinks that a regulated rail vehicle does not conform
with a provision of rail vehicle accessibility regulations with which it is
required to conform, the Secretary of State may give the operator of the
vehicle a notice—


(a) identifying the vehicle, the provision and how the vehicle fails to
conform;


(b) specifying the improvement deadline.


(2) The improvement deadline may not be earlier than the end of the prescribed
period beginning with the day the notice is given.


(3) Sub-paragraph (4) applies if—
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(a) the Secretary of State has given a notice under sub-paragraph (1),
(b) the improvement deadline specified in the notice has passed, and
(c) the Secretary of State thinks that the vehicle still does not conform


with the provision identified in the notice.


(4) The Secretary of State may give the operator a further notice—
(a) identifying the vehicle, the provision and how the vehicle fails to


conform;
(b) specifying the final deadline.


(5) The final deadline may not be earlier than the end of the prescribed period
beginning with the day the further notice is given.


(6) The Secretary of State may require the operator to pay a penalty if—
(a) the Secretary of State has given notice under sub-paragraph (4), and
(b) the vehicle is used for carriage at a time after the final deadline when


the vehicle does not conform with the provision identified in the
notice.


Penalty for using rail vehicle otherwise than in conformity with accessibility regulations


6 (1) If the Secretary of State thinks that a regulated rail vehicle has been used for
carriage otherwise than in conformity with a provision of rail vehicle
accessibility regulations with which the use of the vehicle is required to
conform, the Secretary of State may give the operator of the vehicle a
notice—


(a) identifying the provision and how it was breached;
(b) identifying each vehicle operated by the operator that is covered by


the notice;
(c) specifying the improvement deadline.


(2) The improvement deadline may not be earlier than the end of the prescribed
period beginning with the day the notice is given.


(3) Sub-paragraph (4) applies if—
(a) the Secretary of State has given a notice under sub-paragraph (1),
(b) the improvement deadline specified in the notice has passed, and
(c) the Secretary of State thinks that a vehicle covered by the notice has


after that deadline been used for carriage otherwise than in
conformity with the provision identified in the notice.


(4) The Secretary of State may give the operator a further notice—
(a) identifying the provision and how it was breached;
(b) identifying each vehicle operated by the operator that is covered by


the further notice;
(c) specifying the final deadline.


(5) The final deadline may not be earlier than the end of the prescribed period
beginning with the day the further notice is given.


(6) The Secretary of State may require the operator to pay a penalty if—
(a) the Secretary of State has given notice under sub-paragraph (4), and
(b) a vehicle covered by the notice is at a time after the final deadline


used for carriage otherwise than in conformity with the provision
identified in the notice.







Equality Act 2010 (c. 15)
Schedule 20 — Rail vehicle accessibility: compliance


212


Inspection of rail vehicles


7 (1) If the condition in sub-paragraph (2) is satisfied, a person authorised by the
Secretary of State (an “inspector”) may inspect a regulated rail vehicle for
conformity with provisions of the accessibility regulations with which it is
required to conform.


(2) The condition is that the Secretary of State—
(a) has reasonable grounds for suspecting that the vehicle does not


conform with such provisions, or
(b) has given a notice under paragraph 5(1) or (4) relating to the vehicle.


(3) For the purpose of exercising the power under sub-paragraph (1) an
inspector may—


(a) enter premises if the inspector has reasonable grounds for suspecting
that the vehicle is at the premises;


(b) enter the vehicle;
(c) require any person to afford such facilities and assistance with


respect to matters under the person’s control as are necessary to
enable the inspector to exercise the power.


(4) An inspector must, if required to do so, produce evidence of the Secretary of
State’s authorisation.


(5) For the purposes of paragraph 5(1) the Secretary of State may draw such
inferences as appear proper from any obstruction of the exercise of the
power under sub-paragraph (1).


(6) Sub-paragraphs (7) and (8) apply if the power under sub-paragraph (1) is
exercisable by virtue of sub-paragraph (2)(b).


(7) The Secretary of State may treat paragraph 5(3)(c) as satisfied in relation to a
vehicle if—


(a) the inspector takes steps to exercise the power after a notice is given
under paragraph 5(1) but before a notice is given under paragraph
5(4), and


(b) a person obstructs the exercise of the power.


(8) The Secretary of State may require the operator of a vehicle to pay a penalty
if—


(a) the operator, or a person acting on the operator’s behalf,
intentionally obstructs the exercise of the power, and


(b) the obstruction occurs after a notice has been given under paragraph
5(4) in respect of the vehicle.


(9) In this paragraph “inspect” includes test.


Supplementary powers


8 (1) For the purposes of paragraph 5 the Secretary of State may give notice to a
person requiring the person to supply the Secretary of State by a time
specified in the notice with a vehicle number or other identifier for a rail
vehicle—


(a) of which the person is the operator, and
(b) which is specified in the notice.
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(2) The time specified may not be earlier than the end of the period of 14 days
beginning with the day the notice is given.


(3) If the person does not comply with the notice, the Secretary of State may
require the person to pay a penalty.


(4) If the Secretary of State has given a notice to a person under paragraph 5(1)
or 6(1), the Secretary of State may request the person to supply the Secretary
of State, by a time specified in the request, with a statement detailing the
steps taken in response to the notice.


(5) The time specified may not be earlier than the improvement deadline.


(6) The Secretary of State may treat paragraph 5(3)(c) or (as the case may be)
paragraph 6(3)(c) as being satisfied in relation to a vehicle if a request under
sub-paragraph (4) is not complied with by the time specified.


Penalties: amount, due date and recovery


9 (1) In this paragraph and paragraphs 10 to 12 “penalty” means a penalty under
this Schedule.


(2) The amount of a penalty must not exceed whichever is the lesser of—
(a) the maximum prescribed for the purposes of this sub-paragraph;
(b) 10% of the turnover of the person on whom it is imposed.


(3) Turnover is to be determined by such means as are prescribed.


(4) A penalty must be paid to the Secretary of State before the end of the
prescribed period.


(5) A sum payable as a penalty may be recovered as a debt due to the Secretary
of State.


(6) In proceedings for recovery of a penalty no question may be raised as to—
(a) liability to the penalty;
(b) its amount.


(7) Sums paid to the Secretary of State as a penalty must be paid into the
Consolidated Fund.


Penalties: code of practice


10 (1) The Secretary of State must issue a code of practice specifying matters to be
considered in determining the amount of a penalty.


(2) The Secretary of State may—
(a) revise the whole or part of the code;
(b) issue the code as revised.


(3) Before issuing the code the Secretary of State must lay a draft of it before
Parliament.


(4) After laying the draft before Parliament, the Secretary of State may bring the
code into operation by order.


(5) The Secretary of State must have regard to the code and any other relevant
matter—


(a) when imposing a penalty;
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(b) when considering an objection under paragraph 11.


(6) In sub-paragraphs (3) to (5) a reference to the code includes a reference to the
code as revised.


Penalties: procedure


11 (1) If the Secretary of State decides that a person is liable to a penalty the
Secretary of State must notify the person.


(2) The notification must—
(a) state the Secretary of State’s reasons for the decision;
(b) state the amount of the penalty;
(c) specify the date by which and manner in which the penalty must be


paid;
(d) explain how the person may object to the penalty.


(3) The person may give the Secretary of State notice of objection to the penalty
on the ground that—


(a) the person is not liable to the penalty, or
(b) the amount of the penalty is too high.


(4) A notice of objection must—
(a) be in writing;
(b) give the reasons for the objection;
(c) be given before the end of the period prescribed for the purposes of


this sub-paragraph.


(5) On considering a notice of objection the Secretary of State may—
(a) cancel the penalty;
(b) reduce the amount of the penalty;
(c) do neither of those things.


(6) The Secretary of State must inform the objector of the decision under sub-
paragraph (5) before the end of the period prescribed for the purposes of this
sub-paragraph (or such longer period as is agreed with the objector).


Penalties: appeals


12 (1) A person may appeal to the court against a penalty on the ground that—
(a) the person is not liable to the penalty;
(b) the amount of the penalty is too high.


(2) The court may—
(a) allow the appeal and cancel the penalty;
(b) allow the appeal and reduce the amount of the penalty;
(c) dismiss the appeal.


(3) An appeal under this section is a re-hearing of the Secretary of State’s
decision and is to be determined having regard to—


(a) any code of practice under paragraph 10 which has effect at the time
of the appeal;


(b) any other matter which the court thinks is relevant (whether or not
the Secretary of State was aware of it).
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(4) An appeal may be brought under this section whether or not—
(a) the person has given notice of objection under paragraph 11(3);
(b) the penalty has been reduced under paragraph 11(5).


(5) In this section “the court” is—
(a) in England and Wales, a county court;
(b) in Scotland, the sheriff.


(6) The sheriff may transfer the proceedings to the Court of Session.


(7) If the sheriff makes a determination under sub-paragraph (2), a party to the
proceedings may appeal against the determination on a point of law to—


(a) the Sheriff Principal, or
(b) the Court of Session.


Forgery, etc.


13 (1) Section 188 has effect—
(a) as if a compliance certificate were a “relevant document”;
(b) as if subsection (4) included a reference to a compliance certificate.


(2) A person commits an offence by pretending, with intent to deceive, to be a
person authorised to exercise a power under paragraph 7.


(3) A person guilty of an offence under sub-paragraph (2) is liable on summary
conviction to a fine not exceeding level 4 on the standard scale.


Regulations


14 A power to make regulations under this Schedule is exercisable by the
Secretary of State.


Interpretation


15 (1) In this Schedule—
“compliance assessment” has the meaning given in paragraph 1(5);
“compliance certificate” has the meaning given in paragraph 1(2);
“operator”, in relation to a rail vehicle, means the person having the


management of the vehicle.


(2) If an exemption order under section 183 authorises the use of a rail vehicle
even though the vehicle does not conform with a provision of rail vehicle
accessibility regulations, a reference in this Schedule to provisions of rail
vehicle accessibility regulations with which the vehicle is required to
conform does not, in relation to the vehicle, include a reference to that
provision.
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SCHEDULE 21 Section 189


REASONABLE ADJUSTMENTS: SUPPLEMENTARY


Preliminary


1 This Schedule applies for the purposes of Schedules 2, 4, 8, 13 and 15.


Binding obligations, etc.


2 (1) This paragraph applies if—
(a) a binding obligation requires A to obtain the consent of another


person to an alteration of premises which A occupies,
(b) where A is a controller of let premises, a binding obligation requires


A to obtain the consent of another person to a variation of a term of
the tenancy, or


(c) where A is a responsible person in relation to common parts, a
binding obligation requires A to obtain the consent of another person
to an alteration of the common parts.


(2) For the purpose of discharging a duty to make reasonable adjustments—
(a) it is always reasonable for A to have to take steps to obtain the


consent, but
(b) it is never reasonable for A to have to make the alteration before the


consent is obtained.


(3) In this Schedule, a binding obligation is a legally binding obligation in
relation to premises, however arising; but the reference to a binding
obligation in sub-paragraph (1)(a) or (c) does not include a reference to an
obligation imposed by a tenancy.


(4) The steps referred to in sub-paragraph (2)(a) do not include applying to a
court or tribunal.


Landlord’s consent


3 (1) This paragraph applies if—
(a) A occupies premises under a tenancy,
(b) A is proposing to make an alteration to the premises so as to comply


with a duty to make reasonable adjustments, and
(c) but for this paragraph, A would not be entitled to make the


alteration.


(2) This paragraph also applies if—
(a) A is a responsible person in relation to common parts,
(b) A is proposing to make an alteration to the common parts so as to


comply with a duty to make reasonable adjustments,
(c) A is the tenant of property which includes the common parts, and
(d) but for this paragraph, A would not be entitled to make the


alteration.


(3) The tenancy has effect as if it provided—
(a) for A to be entitled to make the alteration with the written consent of


the landlord,
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(b) for A to have to make a written application for that consent,
(c) for the landlord not to withhold the consent unreasonably, and
(d) for the landlord to be able to give the consent subject to reasonable


conditions.


(4) If a question arises as to whether A has made the alteration (and,
accordingly, complied with a duty to make reasonable adjustments), any
constraint attributable to the tenancy must be ignored unless A has applied
to the landlord in writing for consent to the alteration.


(5) For the purposes of sub-paragraph (1) or (2), A must be treated as not
entitled to make the alteration if the tenancy—


(a) imposes conditions which are to apply if A makes an alteration, or
(b) entitles the landlord to attach conditions to a consent to the


alteration.


Proceedings before county court or sheriff


4 (1) This paragraph applies if, in a case within Part 3, 4, 6 or 7 of this Act—
(a) A has applied in writing to the landlord for consent to the alteration,


and
(b) the landlord has refused to give consent or has given consent subject


to a condition.


(2) A (or a disabled person with an interest in the alteration being made) may
refer the matter to a county court or, in Scotland, the sheriff.


(3) The county court or sheriff must determine whether the refusal or condition
is unreasonable.


(4) If the county court or sheriff finds that the refusal or condition is
unreasonable, the county court or sheriff—


(a) may make such declaration as it thinks appropriate;
(b) may make an order authorising A to make the alteration specified in


the order (and requiring A to comply with such conditions as are so
specified).


Joining landlord as party to proceedings


5 (1) This paragraph applies to proceedings relating to a contravention of this Act
by virtue of section 20.


(2) A party to the proceedings may request the employment tribunal, county
court or sheriff (“the judicial authority”) to direct that the landlord is joined
or sisted as a party to the proceedings.


(3) The judicial authority—
(a) must grant the request if it is made before the hearing of the


complaint or claim begins;
(b) may refuse the request if it is made after the hearing begins;
(c) must refuse the request if it is made after the complaint or claim has


been determined.


(4) If the landlord is joined or sisted as a party to the proceedings, the judicial
authority may determine whether—


(a) the landlord has refused to consent to the alteration;
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(b) the landlord has consented subject to a condition;
(c) the refusal or condition was unreasonable.


(5) If the judicial authority finds that the refusal or condition was unreasonable,
it—


(a) may make such declaration as it thinks appropriate;
(b) may make an order authorising A to make the alteration specified in


the order (and requiring A to comply with such conditions as are so
specified);


(c) may order the landlord to pay compensation to the complainant or
claimant.


(6) An employment tribunal may act in reliance on sub-paragraph (5)(c) instead
of, or in addition to, acting in reliance on section 124(2); but if it orders the
landlord to pay compensation it must not do so in reliance on section 124(2).


(7) If a county court or the sheriff orders the landlord to pay compensation, it
may not order A to do so.


Regulations


6 (1) Regulations may make provision as to circumstances in which a landlord is
taken for the purposes of this Schedule to have—


(a) withheld consent;
(b) withheld consent reasonably;
(c) withheld consent unreasonably.


(2) Regulations may make provision as to circumstances in which a condition
subject to which a landlord gives consent is taken—


(a) to be reasonable;
(b) to be unreasonable.


(3) Regulations may make provision supplementing or modifying the
preceding paragraphs of this Schedule, or provision made under this
paragraph, in relation to a case where A’s tenancy is a sub-tenancy.


(4) Provision made by virtue of this paragraph may amend the preceding
paragraphs of this Schedule.


Interpretation


7 An expression used in this Schedule and in Schedule 2, 4, 8, 13 or 15 has the
same meaning in this Schedule as in that Schedule.


SCHEDULE 22 Section 191


STATUTORY PROVISIONS


Statutory authority


1 (1) A person (P) does not contravene a provision specified in the first column of
the table, so far as relating to the protected characteristic specified in the
second column in respect of that provision, if P does anything P must do
pursuant to a requirement specified in the third column.
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(2) A reference in the table to Part 6 does not include a reference to that Part so
far as relating to vocational training.


(3) In this paragraph a reference to an enactment includes a reference to—
(a) a Measure of the General Synod of the Church of England;
(b) an enactment passed or made on or after the date on which this Act


is passed.


(4) In the table, a relevant requirement or condition is a requirement or
condition imposed (whether before or after the passing of this Act) by—


(a) a Minister of the Crown;
(b) a member of the Scottish Executive;
(c) the National Assembly for Wales (constituted by the Government of


Wales Act 1998);
(d) the Welsh Ministers, the First Minister for Wales or the Counsel


General to the Welsh Assembly Government.


Protection of women


2 (1) A person (P) does not contravene a specified provision only by doing in
relation to a woman (W) anything P is required to do to comply with—


(a) a pre-1975 Act enactment concerning the protection of women;
(b) a relevant statutory provision (within the meaning of Part 1 of the


Health and Safety at Work etc. Act 1974) if it is done for the purpose
of the protection of W (or a description of women which includes W);


Specified provision Protected 
characteristic


Requirement


Parts 3 to 7 Age A requirement of an enactment


Parts 3 to 7 and 12 Disability A requirement of an enactment


A relevant requirement or
condition imposed by virtue of
an enactment


Parts 3 to 7 Religion or belief A requirement of an enactment


A relevant requirement or
condition imposed by virtue of
an enactment


Section 29(6) and
Parts 6 and 7


Sex A requirement of an enactment


Parts 3, 4, 6 and 7 Sexual orientation A requirement of an enactment


A relevant requirement or
condition imposed by virtue of
an enactment
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(c) a requirement of a provision specified in Schedule 1 to the
Employment Act 1989 (provisions concerned with protection of
women at work).


(2) The references to the protection of women are references to protecting
women in relation to—


(a) pregnancy or maternity, or
(b) any other circumstances giving rise to risks specifically affecting


women.


(3) It does not matter whether the protection is restricted to women.


(4) These are the specified provisions—
(a) Part 5 (work);
(b) Part 6 (education), so far as relating to vocational training.


(5) A pre-1975 Act enactment is an enactment contained in—
(a) an Act passed before the Sex Discrimination Act 1975;
(b) an instrument approved or made by or under such an Act (including


one approved or made after the passing of the 1975 Act).


(6) If an Act repeals and re-enacts (with or without modification) a pre-1975
enactment then the provision re-enacted must be treated as being in a pre-
1975 enactment.


(7) For the purposes of sub-paragraph (1)(c), a reference to a provision in
Schedule 1 to the Employment Act 1989 includes a reference to a provision
for the time being having effect in place of it.


(8) This paragraph applies only to the following protected characteristics—
(a) pregnancy and maternity;
(b) sex.


Educational appointments, etc: religious belief


3 (1) A person does not contravene Part 5 (work) only by doing a relevant act in
connection with the employment of another in a relevant position.


(2) A relevant position is—
(a) the head teacher or principal of an educational establishment;
(b) the head, a fellow or other member of the academic staff of a college,


or institution in the nature of a college, in a university;
(c) a professorship of a university which is a canon professorship or one


to which a canonry is annexed.


(3) A relevant act is anything it is necessary to do to comply with—
(a) a requirement of an instrument relating to the establishment that the


head teacher or principal must be a member of a particular religious
order;


(b) a requirement of an instrument relating to the college or institution
that the holder of the position must be a woman;


(c) an Act or instrument in accordance with which the professorship is
a canon professorship or one to which a canonry is annexed.
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(4) Sub-paragraph (3)(b) does not apply to an instrument taking effect on or
after 16 January 1990 (the day on which section 5(3) of the Employment Act
1989 came into force).


(5) A Minister of the Crown may by order provide that anything in sub-
paragraphs (1) to (3) does not have effect in relation to—


(a) a specified educational establishment or university;
(b) a specified description of educational establishments.


(6) An educational establishment is—
(a) a school within the meaning of the Education Act 1996 or the


Education (Scotland) Act 1980;
(b) a college, or institution in the nature of a college, in a university;
(c) an institution designated by order made, or having effect as if made,


under section 129 of the Education Reform Act 1988;
(d) a college of further education within the meaning of section 36 of the


Further and Higher Education (Scotland) Act 1992;
(e) a university in Scotland;
(f) an institution designated by order under section 28 of the Further


and Higher Education Act 1992 or section 44 of the Further and
Higher Education (Scotland) Act 1992.


(7) This paragraph does not affect paragraph 2 of Schedule 9.


4 A person does not contravene this Act only by doing anything which is
permitted for the purposes of—


(a) section 58(6) or (7) of the School Standards and Framework Act 1998
(dismissal of teachers because of failure to give religious education
efficiently);


(b) section 60(4) and (5) of that Act (religious considerations relating to
certain appointments);


(c) section 124A of that Act (preference for certain teachers at
independent schools of a religious character).


Crown employment, etc.


5 (1) A person does not contravene this Act—
(a) by making or continuing in force rules mentioned in sub-paragraph


(2);
(b) by publishing, displaying or implementing such rules;
(c) by publishing the gist of such rules.


(2) The rules are rules restricting to persons of particular birth, nationality,
descent or residence—


(a) employment in the service of the Crown;
(b) employment by a prescribed public body;
(c) holding a public office (within the meaning of section 50).


(3) The power to make regulations for the purpose of sub-paragraph (2)(b) is
exercisable by the Minister for the Civil Service.


(4) In this paragraph “public body” means a body (whether corporate or
unincorporated) exercising public functions (within the meaning given by
section 31(4)).
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SCHEDULE 23 Section 196


GENERAL EXCEPTIONS


Acts authorised by statute or the executive


1 (1) This paragraph applies to anything done—
(a) in pursuance of an enactment;
(b) in pursuance of an instrument made by a member of the executive


under an enactment;
(c) to comply with a requirement imposed (whether before or after the


passing of this Act) by a member of the executive by virtue of an
enactment;


(d) in pursuance of arrangements made (whether before or after the
passing of this Act) by or with the approval of, or for the time being
approved by, a Minister of the Crown;


(e) to comply with a condition imposed (whether before or after the
passing of this Act) by a Minister of the Crown.


(2) A person does not contravene Part 3, 4, 5 or 6 by doing anything to which
this paragraph applies which discriminates against another because of the
other’s nationality.


(3) A person (A) does not contravene Part 3, 4, 5 or 6 if, by doing anything to
which this paragraph applies, A discriminates against another (B) by
applying to B a provision, criterion or practice which relates to—


(a) B’s place of ordinary residence;
(b) the length of time B has been present or resident in or outside the


United Kingdom or an area within it.


Organisations relating to religion or belief


2 (1) This paragraph applies to an organisation the purpose of which is—
(a) to practise a religion or belief,
(b) to advance a religion or belief,
(c) to teach the practice or principles of a religion or belief,
(d) to enable persons of a religion or belief to receive any benefit, or to


engage in any activity, within the framework of that religion or
belief, or


(e) to foster or maintain good relations between persons of different
religions or beliefs.


(2) This paragraph does not apply to an organisation whose sole or main
purpose is commercial.


(3) The organisation does not contravene Part 3, 4 or 7, so far as relating to
religion or belief or sexual orientation, only by restricting—


(a) membership of the organisation;
(b) participation in activities undertaken by the organisation or on its


behalf or under its auspices;
(c) the provision of goods, facilities or services in the course of activities


undertaken by the organisation or on its behalf or under its auspices;
(d) the use or disposal of premises owned or controlled by the


organisation.
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(4) A person does not contravene Part 3, 4 or 7, so far as relating to religion or
belief or sexual orientation, only by doing anything mentioned in sub-
paragraph (3) on behalf of or under the auspices of the organisation.


(5) A minister does not contravene Part 3, 4 or 7, so far as relating to religion or
belief or sexual orientation, only by restricting—


(a) participation in activities carried on in the performance of the
minister’s functions in connection with or in respect of the
organisation;


(b) the provision of goods, facilities or services in the course of activities
carried on in the performance of the minister’s functions in
connection with or in respect of the organisation.


(6) Sub-paragraphs (3) to (5) permit a restriction relating to religion or belief
only if it is imposed—


(a) because of the purpose of the organisation, or
(b) to avoid causing offence, on grounds of the religion or belief to which


the organisation relates, to persons of that religion or belief.


(7) Sub-paragraphs (3) to (5) permit a restriction relating to sexual orientation
only if it is imposed—


(a) because it is necessary to comply with the doctrine of the
organisation, or


(b) to avoid conflict with strongly held convictions within sub-
paragraph (9).


(8) In sub-paragraph (5), the reference to a minister is a reference to a minister
of religion, or other person, who—


(a) performs functions in connection with a religion or belief to which
the organisation relates, and


(b) holds an office or appointment in, or is accredited, approved or
recognised for the purposes of the organisation.


(9) The strongly held convictions are—
(a) in the case of a religion, the strongly held religious convictions of a


significant number of the religion’s followers;
(b) in the case of a belief, the strongly held convictions relating to the


belief of a significant number of the belief’s followers.


(10) This paragraph does not permit anything which is prohibited by section 29,
so far as relating to sexual orientation, if it is done—


(a) on behalf of a public authority, and
(b) under the terms of a contract between the organisation and the


public authority.


(11) In the application of this paragraph in relation to sexual orientation, sub-
paragraph (1)(e) must be ignored.


(12) In the application of this paragraph in relation to sexual orientation, in sub-
paragraph (3)(d), “disposal” does not include disposal of an interest in
premises by way of sale if the interest being disposed of is—


(a) the entirety of the organisation’s interest in the premises, or
(b) the entirety of the interest in respect of which the organisation has


power of disposal.


(13) In this paragraph— 
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(a) “disposal” is to be construed in accordance with section 38;
(b) “public authority” has the meaning given in section 150(1).


Communal accommodation


3 (1) A person does not contravene this Act, so far as relating to sex
discrimination or gender reassignment discrimination, only because of
anything done in relation to—


(a) the admission of persons to communal accommodation;
(b) the provision of a benefit, facility or service linked to the


accommodation.


(2) Sub-paragraph (1)(a) does not apply unless the accommodation is managed
in a way which is as fair as possible to both men and women.


(3) In applying sub-paragraph (1)(a), account must be taken of—
(a) whether and how far it is reasonable to expect that the


accommodation should be altered or extended or that further
accommodation should be provided, and


(b) the frequency of the demand or need for use of the accommodation
by persons of one sex as compared with those of the other.


(4) In applying sub-paragraph (1)(a) in relation to gender reassignment,
account must also be taken of whether and how far the conduct in question
is a proportionate means of achieving a legitimate aim.


(5) Communal accommodation is residential accommodation which includes
dormitories or other shared sleeping accommodation which for reasons of
privacy should be used only by persons of the same sex.


(6) Communal accommodation may include—
(a) shared sleeping accommodation for men and for women;
(b) ordinary sleeping accommodation;
(c) residential accommodation all or part of which should be used only


by persons of the same sex because of the nature of the sanitary
facilities serving the accommodation.


(7) A benefit, facility or service is linked to communal accommodation if—
(a) it cannot properly and effectively be provided except for those using


the accommodation, and
(b) a person could be refused use of the accommodation in reliance on


sub-paragraph (1)(a).


(8) This paragraph does not apply for the purposes of Part 5 (work) unless such
arrangements as are reasonably practicable are made to compensate for—


(a) in a case where sub-paragraph (1)(a) applies, the refusal of use of the
accommodation;


(b) in a case where sub-paragraph (1)(b) applies, the refusal of provision
of the benefit, facility or service.


Training provided to non-EEA residents, etc.


4 (1) A person (A) does not contravene this Act, so far as relating to nationality,
only by providing a non-resident (B) with training, if A thinks that B does
not intend to exercise in Great Britain skills B obtains as a result.
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(2) A non-resident is a person who is not ordinarily resident in an EEA state.


(3) The reference to providing B with training is—
(a) if A employs B in relevant employment, a reference to doing


anything in or in connection with the employment;
(b) if A as a principal allows B to do relevant contract work, a reference


to doing anything in or in connection with allowing B to do the work;
(c) in a case within paragraph (a) or (b) or any other case, a reference to


affording B access to facilities for education or training or ancillary
benefits.


(4) Employment or contract work is relevant if its sole or main purpose is the
provision of training in skills.


(5) In the case of training provided by the armed forces or Secretary of State for
purposes relating to defence, sub-paragraph (1) has effect as if—


(a) the reference in sub-paragraph (2) to an EEA state were a reference
to Great Britain, and


(b) in sub-paragraph (4), for “its sole or main purpose is” there were
substituted “it is for purposes including”.


(6) “Contract work” and “principal” each have the meaning given in section 41.


SCHEDULE 24 Section 203


HARMONISATION: EXCEPTIONS


Part 1 (public sector duty regarding socio-economic
inequalities)


Chapter 2 of Part 5 (occupational pensions)


Section 78 (gender pay gap)


Section 106 (election candidates: diversity information)


Chapters 1 to 3 and 5 of Part 9 (enforcement), except section 136


Sections 142 and 146 (unenforceable terms, declaration in
respect of void terms)


Chapter 1 of Part 11 (public sector equality duty)


Part 12 (disabled persons: transport)


Part 13 (disability: miscellaneous)


Section 197 (power to specify age exceptions)


Part 15 (family property)


Part 16 (general and miscellaneous)


Schedule 1 (disability: supplementary provision)
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In Schedule 3 (services and public functions: exceptions)—
(a) in Part 3 (health and care), paragraphs 13 and 14;
(b) Part 4 (immigration);
(c) Part 5 (insurance);
(d) Part 6 (marriage);
(e) Part 7 (separate and single services), except paragraph


30;
(f) Part 8 (television, radio and on-line broadcasting and


distribution);
(g) Part 9 (transport);
(h) Part 10 (supplementary)


Schedule 4 (premises: reasonable adjustments)


Schedule 5 (premises: exceptions), except paragraph 1


Schedule 6 (office-holders: excluded offices), except so far as
relating to colour or nationality or marriage and civil
partnership


Schedule 8 (work: reasonable adjustments)


In Schedule 9 (work: exceptions)—
(a) Part 1 (general), except so far as relating to colour or


nationality;
(b) Part 2 (exceptions relating to age);
(c) Part 3 (other exceptions), except paragraph 19 so far as


relating to colour or nationality


Schedule 10 (education: accessibility for disabled pupils)


Schedule 13 (education: reasonable adjustments), except
paragraphs 2, 5, 6 and 9


Schedule 17 (education: disabled pupils: enforcement)


Schedule 18 (public sector equality duty: exceptions)


Schedule 19 (list of public authorities)


Schedule 20 (rail vehicle accessibility: compliance)


Schedule 21 (reasonable adjustments: supplementary)


In Schedule 22 (exceptions: statutory provisions), paragraphs 2
and 5


Schedule 23 (general exceptions), except paragraph 2


Schedule 25 (information society services)
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SCHEDULE 25 Section 206


INFORMATION SOCIETY SERVICES


Service providers


1 (1) This paragraph applies where a person concerned with the provision of an
information society service (an “information society service provider”) is
established in Great Britain.


(2) This Act applies to anything done by the person in an EEA state (other than
the United Kingdom) in providing the service as this Act would apply if the
act in question were done by the person in Great Britain.


2 (1) This paragraph applies where an information society service provider is
established in an EEA state (other than the United Kingdom).


(2) This Act does not apply to anything done by the person in providing the
service.


Exceptions for mere conduits


3 (1) An information society service provider does not contravene this Act only
by providing so much of an information society service as consists in—


(a) the provision of access to a communication network, or
(b) the transmission in a communication network of information


provided by the recipient of the service.


(2) But sub-paragraph (1) applies only if the service provider does not—
(a) initiate the transmission,
(b) select the recipient of the transmission, or
(c) select or modify the information contained in the transmission.


(3) For the purposes of sub-paragraph (1), the provision of access to a
communication network, and the transmission of information in a
communication network, includes the automatic, intermediate and transient
storage of the information transmitted so far as the storage is solely for the
purpose of carrying out the transmission in the network.


(4) Sub-paragraph (3) does not apply if the information is stored for longer than
is reasonably necessary for the transmission.


Exception for caching


4 (1) This paragraph applies where an information society service consists in the
transmission in a communication network of information provided by a
recipient of the service.


(2) The information society service provider does not contravene this Act only
by doing anything in connection with the automatic, intermediate and
temporary storage of information so provided if—


(a) the storage of the information is solely for the purpose of making
more efficient the onward transmission of the information to other
recipients of the service at their request, and


(b) the condition in sub-paragraph (3) is satisfied.


(3) The condition is that the service-provider—







Equality Act 2010 (c. 15)
Schedule 25 — Information society services


228


(a) does not modify the information,
(b) complies with such conditions as are attached to having access to the


information, and
(c) (where sub-paragraph (4) applies) expeditiously removes the


information or disables access to it.


(4) This sub-paragraph applies if the service-provider obtains actual knowledge
that—


(a) the information at the initial source of the transmission has been
removed from the network,


(b) access to it has been disabled, or
(c) a court or administrative authority has required the removal from


the network of, or the disablement of access to, the information.


Exception for hosting


5 (1) An information society service provider does not contravene this Act only
by doing anything in providing so much of an information society service as
consists in the storage of information provided by a recipient of the service,
if—


(a) the service provider had no actual knowledge when the information
was provided that its provision amounted to a contravention of this
Act, or


(b) on obtaining actual knowledge that the provision of the information
amounted to a contravention of that section, the service provider
expeditiously removed the information or disabled access to it.


(2) Sub-paragraph (1) does not apply if the recipient of the service is acting
under the authority of the control of the service provider.


Monitoring obligations


6 An injunction or interdict under Part 1 of the Equality Act 2006 may not
impose on a person concerned with the provision of a service of a
description given in paragraph 3(1), 4(1) or 5(1)—


(a) a liability the imposition of which would contravene Article 12, 13 or
14 of the E-Commerce Directive;


(b) a general obligation of the description given in Article 15 of that
Directive.


Interpretation


7 (1) This paragraph applies for the purposes of this Schedule.


(2) “Information society service”—
(a) has the meaning given in Article 2(a) of the E-Commerce Directive


(which refers to Article 1(2) of Directive 98/34/EC of the European
Parliament and of the Council of 22 June 1998 laying down a
procedure for the provision of information in the field of technical
standards and regulations), and


(b) is summarised in recital 17 of the E-Commerce Directive as covering
“any service normally provided for remuneration, at a distance, by
means of electronic equipment for the processing (including digital
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compression) and storage of data, and at the individual request of a
recipient of a service”.


(3) “The E-Commerce Directive” means Directive 2000/31/EC of the European
Parliament and of the Council of 8 June 2000 on certain legal aspects of
information society services, in particular electronic commerce, in the
Internal Market (Directive on electronic commerce).


(4) “Recipient” means a person who (whether for professional purposes or not)
uses an information society service, in particular for seeking information or
making it accessible.


(5) An information society service-provider is “established” in a country or
territory if the service-provider—


(a) effectively pursues an economic activity using a fixed establishment
in that country or territory for an indefinite period, and


(b) is a national of an EEA state or a body mentioned in Article 48 of the
EEC treaty.


(6) The presence or use in a particular place of equipment or other technical
means of providing an information society service is not itself sufficient to
constitute the establishment of a service-provider.


(7) Where it cannot be decided from which of a number of establishments an
information society service is provided, the service is to be regarded as
provided from the establishment at the centre of the information society
service provider’s activities relating to that service.


(8) Section 212(4) does not apply to references to providing a service.


SCHEDULE 26 Section 211


AMENDMENTS


Local Government Act 1988


1 Part 2 of the Local Government Act 1988 (public supply or works contracts)
is amended as follows.


2 In section 17 (local and other public authority contracts: exclusion of non-
commercial considerations)—


(a) omit subsection (9), and
(b) after that subsection insert—


“(10) This section does not prevent a public authority to which it
applies from exercising any function regulated by this section
with reference to a non-commercial matter to the extent that
the authority considers it necessary or expedient to do so to
enable or facilitate compliance with—


(a) the duty imposed on it by section 149 of the Equality
Act 2010 (public sector equality duty), or


(b) any duty imposed on it by regulations under section
153 or 154 of that Act (powers to impose specific
duties).”
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3 Omit section 18 (exceptions to section 17 relating to race relations matters).


4 In section 19 (provisions supplementary to or consequential on section 17)
omit subsection (10).


Employment Act 1989


5 (1) Section 12 of the Employment Act 1989 (Sikhs: requirements as to safety
helmets) is amended as follows.


(2) In subsection (1), for “requirement or condition”, in the first three places,
substitute “provision, criterion or practice”.


(3) In that subsection, for the words from “section 1(1)(b)” to the end substitute
“section 19 of the Equality Act 2010 (indirect discrimination), the provision,
criterion or practice is to be taken as one in relation to which the condition
in subsection (2)(d) of that section (proportionate means of achieving a
legitimate aim) is satisfied”.


(4) In subsection (2), for the words from “the Race Relations Act” to the end
substitute “section 13 of the Equality Act 2010 as giving rise to
discrimination against any other person”.


Equality Act 2006


6 The Equality Act 2006 is amended as follows.


7 (1) Section 8 (equality and diversity) is amended as follows.


(2) In subsection (1)— 
(a) in paragraph (d) for “equality enactments” substitute “Equality Act


2010”, and
(b) in paragraph (e) for “the equality enactments” substitute “that Act”.


(3) In subsection (4) for “Disability Discrimination Act 1995 (c. 50)” substitute
“Equality Act 2010”.


8 In section 10(2) (meaning of group) for paragraph (d) substitute—
“(d) gender reassignment (within the meaning of section 7 of the


Equality Act 2010),”.


9 For section 11(3)(c) (interpretation) substitute—
“(c) a reference to the equality and human rights enactments is a


reference to the Human Rights Act 1998, this Act and the
Equality Act 2010.”


10 (1) Section 14 (codes of practice) is amended as follows.


(2) For subsection (1) substitute—


“(1) The Commission may issue a code of practice in connection with any
matter addressed by the Equality Act 2010.”


(3) In subsection (2)(a) for “a provision or enactment listed in subsection (1)”
substitute “the Equality Act 2010 or an enactment made under that Act”.


(4) In subsection (3)—







Equality Act 2010 (c. 15)
Schedule 26 — Amendments


231


(a) in paragraph (a) for “section 49G(7) of the Disability Discrimination
Act 1995 (c. 50)” substitute “section 190(7) of the Equality Act 2010”,
and


(b) for paragraph (c)(iv) substitute—
“(iv) section 190 of the Equality Act 2010.”


(5) In subsection (5)(a) for “listed in subsection (1)” substitute “a matter
addressed by the Equality Act 2010”.


(6) In subsection (9) for “section 76A” to “duties)” substitute “section 149, 153 or
154 of the Equality Act 2010 (public sector equality duty)”.


11 In section 16(4) (inquiries: matters which the Commission may consider and
report on) for “equality enactments” substitute “Equality Act 2010”.


12 In section 21(2)(b) (unlawful act notice: specification of legislative provision)
for “equality enactments” substitute “Equality Act 2010”.


13 After section 24 insert—


“24A Enforcement powers: supplemental


(1) This section has effect in relation to—
(a) an act which is unlawful because, by virtue of any of sections


13 to 18 of the Equality Act 2010, it amounts to a
contravention of any of Parts 3, 4, 5, 6 or 7 of that Act, 


(b) an act which is unlawful because it amounts to a
contravention of section 60(1) of that Act (or to a
contravention of section 111 or 112 of that Act that relates to
a contravention of section 60(1) of that Act) (enquiries about
disability and health),


(c) an act which is unlawful because it amounts to a
contravention of section 106 of that Act (information about
diversity in range of election candidates etc.),


(d) an act which is unlawful because, by virtue of section 108(1)
of that Act, it amounts to a contravention of any of Parts 3, 4,
5, 6 or 7 of that Act, or


(e) the application of a provision, criterion or practice which, by
virtue of section 19 of that Act, amounts to a contravention of
that Act.


(2) For the purposes of sections 20 to 24 of this Act, it is immaterial
whether the Commission knows or suspects that a person has been
or may be affected by the unlawful act or application.


(3) For those purposes, an unlawful act includes making arrangements
to act in a particular way which would, if applied to an individual,
amount to a contravention mentioned in subsection (1)(a).


(4) Nothing in this Act affects the entitlement of a person to bring
proceedings under the Equality Act 2010 in respect of a
contravention mentioned in subsection (1).”


14 Omit section 25 (restraint of unlawful advertising etc.).


15 Omit section 26 (supplemental).


16 (1) Section 27 (conciliation) is amended as follows.
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(2) For subsection (1) (disputes in relation to which the Commission may make
arrangements for the provision of conciliation services) substitute—


“(1) The Commission may make arrangements for the provision of
conciliation services for disputes in respect of which proceedings
have been or could be determined by virtue of section 114 of the
Equality Act 2010.”


17 (1) Section 28 (legal assistance) is amended as follows.


(2) In subsection (1)—
(a) in paragraph (a) for “equality enactments” substitute “Equality Act


2010”, and
(b) in paragraph (b) for “the equality enactments” substitute “that Act”.


(3) In subsection (5) for “Part V of the Disability Discrimination Act 1995 (c. 50)
(public” substitute “Part 12 of the Equality Act 2010 (disabled persons:”.


(4) In subsection (6)—
(a) for “the equality enactments”, on the first occasion it appears,


substitute “the Equality Act 2010”, and
(b) for “the equality enactments”, on each other occasion it appears,


substitute “that Act”.


(5) In subsection (7)—
(a) in paragraph (a) for “equality enactments” substitute “Equality Act


2010”, and
(b) in paragraph (b) for “the equality enactments” substitute “that Act”.


(6) In subsection (8) for “Part V of the Disability Discrimination Act 1995 (c. 50)”
substitute “Part 12 of the Equality Act 2010”.


(7) In subsection (9) for “equality enactments” substitute “Equality Act 2010”.


(8) In subsection (12)—
(a) for “A reference in” to “includes a reference” substitute “This section


applies”, and
(b) after paragraph (b) add “as it applies to the Equality Act 2010.”


18 For section 31(1) (duties in respect of which Commission may assess
compliance) substitute—


“(1) The Commission may assess the extent to which or the manner in
which a person has complied with a duty under or by virtue of
section 149, 153 or 154 of the Equality Act 2010 (public sector equality
duty).”


19 (1) Section 32 (public sector duties: compliance notice) is amended as follows.


(2) For subsection (1) substitute—


“(1) This section applies where the Commission thinks that a person has
failed to comply with a duty under or by virtue of section 149, 153 or
154 of the Equality Act 2010 (public sector equality duty).”


(3) In subsection (4) for “section 76A” to “Disability Discrimination Act 1995”
substitute “section 149 of the Equality Act 2010”.
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(4) In subsection (9)(a) for “section 76A” to “Disability Discrimination Act 1995
(c. 50)” substitute “section 149 of the Equality Act 2010”.


(5) In subsection (9)(b) for “in any other case” substitute “where the notice
related to a duty by virtue of section 153 or 154 of that Act”.


(6) In subsection (11) for “section 76B” to “Disability Discrimination Act 1995”
substitute “section 153 or 154 of the Equality Act 2010”.


20 Omit section 33 (equality and human rights enactments). 


21 (1) Section 34 (meaning of unlawful) is amended as follows.


(2) In subsection (1) for “equality enactments” substitute “Equality Act 2010”.


(3) In subsection (2)—
(a) after “virtue of” insert “any of the following provisions of the


Equality Act 2010”, and
(b) for paragraphs (a) to (c) substitute— 


“(a) section 1 (public sector duty regarding socio-economic
inequalities),


(b) section 149, 153 or 154 (public sector equality duty), 
(c) Part 12 (disabled persons: transport), or
(d) section 190 (disability: improvements to let dwelling


houses).”


22 (1) Section 35 (general: definitions) is amended as follows.


(2) In the definition of “religion or belief”, for “Part 2 (as defined by section 44)”
substitute “section 10 of the Equality Act 2010”.


(3) For the definition of “sexual orientation” substitute—
““sexual orientation” has the same meaning as in section 12 of


the Equality Act 2010.”


23 In section 39(4) (orders subject to affirmative resolution procedure) for “,
27(10) or 33(3)” substitute “or 27(10)”.


24 Omit section 43 (transitional: rented housing in Scotland).


25 Omit Part 2 (discrimination on grounds of religion or belief).


26 Omit section 81 (regulations).


27 Omit Part 4 (public functions).


28 In section 94(3) (extent: Northern Ireland)— 
(a) omit “and 41 to 56”, and
(b) omit “and the Disability Discrimination Act 1995 (c. 50)”.


29 (1) Schedule 1 (the Commission: constitution, etc.) is amended as follows.


(2) In paragraph 52(3)(a) for “Parts 1, 3, 4, 5 and 5B of the Disability
Discrimination Act 1995 (c. 50)” substitute “Parts 2, 3, 4, 6, 7, 12 and 13 of the
Equality Act 2010, in so far as they relate to disability”.


(3) In paragraph 53 for “Part 2 of the Disability Discrimination Act 1995 (c. 50)”
substitute “Part 5 of the Equality Act 2010”.
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(4) In paragraph 54 for “Part 2 of the Disability Discrimination Act 1995”
substitute “Part 5 of the Equality Act 2010”.


30 In Schedule 3 (consequential amendments), omit paragraphs 6 to 35 and 41
to 56.


SCHEDULE 27 Section 211


REPEALS AND REVOCATIONS


PART 1


REPEALS


Short title Extent of repeal 


Equal Pay Act 1970 The whole Act.
Sex Discrimination Act 1975 The whole Act.
Race Relations Act 1976 The whole Act.
Sex Discrimination Act 1986 The whole Act.
Local Government Act 1988 Section 17(9).


Section 18.
Section 19(10).


Employment Act 1989 Sections 1 to 7.
Section 9.


Social Security Act 1989 In Schedule 5, paragraph 5.
Disability Discrimination Act


1995
The whole Act. 


Pensions Act 1995 Sections 62 to 65.
Greater London Authority Act


1999
Section 404.


Sex Discrimination (Election
Candidates) Act 2002


Section 1.


Civil Partnership Act 2004 Section 6(1)(b) and (2).
Education (Additional Support


for Learning) (Scotland) Act
2004


In section 17(1) “to exercise the functions which
are conferred on a Tribunal by virtue of this
Act”.


Equality Act 2006 Section 25.
Section 26.
Section 33.
Section 43.
Part 2.
Section 81.
Part 4.
In section 94(3) “and 41 to 56” and “and the


Disability Discrimination Act 1995 (c. 50)”.
In Schedule 3—


(a) paragraphs 6 to 35;
(b) paragraphs 41 to 56.
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PART 2


REVOCATIONS


SCHEDULE 28 Section 214


INDEX OF DEFINED EXPRESSIONS


Title Extent of revocation


Occupational Pension Schemes
(Equal Treatment)
Regulations 1995 (S.I. 1995/
3183)


The whole Regulations.


Employment Equality (Religion
or Belief) Regulations 2003
(S.I. 2003/1660)


The whole Regulations.


Employment Equality (Sexual
Orientation) Regulations
2003 (S.I. 2003/1661)


The whole Regulations.


Disability Discrimination Act
1995 (Pensions) Regulations
2003 (S.I. 2003/2770)


The whole Regulations.


Occupational Pension Schemes
(Equal Treatment)
(Amendment) Regulations
2005 (S.I. 2005/1923)


The whole Regulations.


Employment Equality (Age)
Regulations 2006 (S.I. 2006/
1031)


The whole Regulations (other than Schedules 6
and 8).


Equality Act (Sexual
Orientation) Regulations
2007 (S.I. 2007/1263)


The whole Regulations.


Sex Discrimination
(Amendment of Legislation)
Regulations 2008 (S.I. 2008/
963)


The whole Regulations.


Expression Provision


Accrual of rights, in relation to an
occupational pension scheme


Section 212(12)


Additional maternity leave Section 213(6) and (7)


Additional maternity leave period Section 213(8)


Age discrimination Section 25(1)
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Age group Section 5(2)


Armed forces Section 212(1)


Association Section 107(2)


Auxiliary aid Section 20(11)


Belief Section 10(2)


Breach of an equality clause or rule Section 212(8)


The Commission Section 212(1)


Commonhold Section 38(7)


Compulsory maternity leave Section 213(3)


Contract work Section 41(6)


Contract worker Section 41(7)


Contravention of this Act Section 212(9)


Crown employment Section 83(9)


Detriment Section 212(1) and (5)


Disability Section 6(1)


Disability discrimination Section 25(2)


Disabled person Section 6(2) and (4)


Discrimination Sections 13 to 19, 21 and 108


Disposal, in relation to premises Section 38(3) to (5)


Education Acts Section 212(1)


Employer, in relation to an
occupational pension scheme


Section 212(11)


Employment Section 212(1)


Enactment Section 212(1)


Equality clause Section 212(1)


Equality rule Section 212(1)


Firm Section 46(2)


Gender reassignment Section 7(1)


Gender reassignment discrimination Section 25(3)


Harassment Section 26(1)


Expression Provision
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Independent educational institution Section 89(7)


LLP Section 46(4)


Man Section 212(1)


Marriage and civil partnership Section 8


Marriage and civil partnership
discrimination


Section 25(4)


Maternity equality clause Section 212(1)


Maternity equality rule Section 212(1)


Maternity leave Section 213(2)


Member, in relation to an
occupational pension scheme


Section 212(10)


Member of the executive Section 212(7)


Non-discrimination rule Section 212(1)


Occupation, in relation to premises Section 212(6)


Occupational pension scheme Section 212(1)


Offshore work Section 82(3)


Ordinary maternity leave Section 213(4) and (5)


Parent Section 212(1)


Pension credit member Section 212(11)


Pensionable service Section 212(11)


Pensioner member Section 212(11)


Personal office Section 49(2)


Physical feature Section 20(10)


Pregnancy and maternity
discrimination


Section 25(5)


Premises Section 38(2)


Prescribed Section 212(1)


Profession Section 212(1)


Proposed firm Section 46(3)


Proposed LLP Section 46(5)


Proprietor, in relation to a school Section 89(4)


Expression Provision
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Protected characteristics Section 4


Protected period, in relation to
pregnancy


Section 18(6)


Provision of a service Sections 31 and 212(4)


Public function Sections 31(4) and 150(5)


Public office Sections 50(2) and 52(4)


Pupil Section 89(3) 


Race Section 9(1)


Race discrimination Section 25(6)


Reasonable adjustments, duty to
make


Section 20


Relevant member of the House of
Commons staff


Section 83(5)


Relevant member of the House of
Lords staff


Section 83(6)


Relevant person, in relation to a
personal or public office


Section 52(6)


Religion Section 10(1)


Religious or belief-related
discrimination


Section 25(7)


Requirement, the first, second or third Section 20


Responsible body, in relation to a
further or higher education institution


Section 91(12)


Responsible body, in relation to a
school 


Section 85(9)


School Section 89(5) and (6)


Service-provider Section 29(1)


Sex Section 11


Sex discrimination Section 25(8)


Sex equality clause Section 212(1)


Sex equality rule Section 212(1)


Sexual orientation Section 12(1)


Sexual orientation discrimination Section 25(9)


Expression Provision
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Student Section 94(3)


Subordinate legislation Section 212(1)


Substantial Section 212(1)


Taxi, for the purposes of Part 3
(services and public functions)


Schedule 2, paragraph 4


Taxi, for the purposes of Chapter 1 of
Part 12 (disabled persons: transport)


Section 173(1)


Tenancy Section 38(6)


Trade Section 212(1)


Transsexual person Section 7(2)


Trustees or managers, in relation to an
occupational pension scheme


Section 212(11)


University Section 94(4)


Victimisation Section 27(1)


Vocational training Section 56(6)


Woman Section 212(1)


Expression Provision
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An Overview of Social Role Valorization Theory


Joe Osburn


EDITOR’S NOTE: The following is an up-


dated version of an article originally published 


in The International SRV Journal in 1998 


(Osburn, J. (1998). An Overview of Social Role 


Valorization Theory. SRV/VRS: The Interna-


tional Social Role Valorization Journal/La revue 


internationale de la Valorisation des roles soci-


aux, 3(1), 7-12). I asked the author to revise his 


original article to incorporate significant devel-


opments in SRV made by Wolfensberger since 


1998. We are particularly pleased to offer this 


revised article in our first issue, as a clear 


overview of what this Journal is all about.


“SOCIAL ROLE VALORIZATION” (SRV) is 


the name given to a concept for transacting hu-


man relationships and human service, formu-


lated in 1983 by Wolf Wolfensberger, Ph.D., as 


the successor to his earlier formulation of the 


principle of normalization (Lemay, 1995; 


Wolfensberger, 1972; Wolfensberger, 1983). 


His most recent definition of Social Role Val-


orization is: “The application of empirical 


knowledge to the shaping of the current or po-


tential social roles of a party (i.e., person, 


group, or class) -- primarily by means of en-


hancement of the party’s competencies & image 


-- so that these are, as much as possible, posi-


tively valued in the eyes of the perceivers” 


(Wolfensberger & Thomas, 2005).


THE BASIC PREMISE of SRV is that people 


are much more likely to experience the “good 


things in life” (Wolfensberger, Thomas, & 


Caruso, 1996) if they hold valued social roles 


than if they do not. Therefore, the major goal 


of SRV is to create or support socially valued 


roles for people in their society, because if a 


person holds valued social roles, that person is 


highly likely to receive from society those good 


things in life that are available to that society, 


and that can be conveyed by it, or at least the 


opportunities for obtaining these. In other 


words, all sorts of good things that other peo-


ple are able to convey are almost automatically 


apt to be accorded to a person who holds so-


cietally valued roles, at least within the re-


sources and norms of his/her society. 


There exists a high degree of consensus 


about what the good things in life are 


(Wolfensberger, et al., 1996). To mention only 


a few major examples, they include being ac-


corded dignity, respect, acceptance; a sense of 


belonging; an education, and the development 


and exercise of one’s capacities; a voice in the 


affairs of one’s community and society; op-


portunities to participate; a decent material 


standard of living; an at least normative place 


to live; and opportunities for work and self-


support. 


SRV is especially relevant to two classes of 


people in society: those who are already so-


cietally devalued, and those who are at height-


ened risk of becoming devalued.  In fact, SRV is 


primarily a response to the historically univer-


sal phenomenon of social devaluation, and es-


pecially societal devaluation. In any society, 







there are groups and classes who are at value 


risk or already devalued in and by their society 


or some of its subsystems. (For instance, in 


North America, it has been estimated that from 


one-fourth to one-third of the population exists 


in a devalued state because of impairment, age, 


poverty or other characteristics that are deval-


ued in society.) Devalued individuals, groups, 


and classes are far more likely than other mem-


bers of society to be treated badly, and to be 


subjected to a systematic -- and possibly life-


long -- pattern of such negative experiences as 


the following.


1. Being perceived and interpreted as 


“deviant,” due to their negatively-valued differ-


entness.  The latter could consist of physical or 


functional impairments, low competence, a 


particular ethnic identity, certain behaviors or 


associations, skin color, and many others.


2. Being rejected by community, society, 


and even family and services.


3. Being cast into negative social roles, some 


of which can be severely negative, such as 


“subhuman,” “menace,” and “burden on soci-


ety.”


4. Being put and kept at a social or physical 


distance, the latter most commonly by segrega-


tion.


5. Having negative images (including lan-


guage) attached to them.


6. Being the object of abuse, violence, and 


brutalization, and even being made dead. 


THE REALITY that not all people are posi-


tively valued in their society makes SRV so 


important (Kendrick, 1994). It can help not 


only to prevent bad things from happening to 


socially vulnerable or devalued people, but can 


also increase the likelihood that they will expe-


rience the good things in life. Unfortunately, 


the good things in life are usually not accorded 


to people who are devalued in society. For 


them, many or most good things are beyond 


reach, denied, withheld, or at least harder to at-


tain.  Instead, what might be called “the bad 


things in life” are imposed upon them, such as 


the six experiences listed above. This is why 


having at least some valued social roles is so 


important. A person who fills valued social 


roles is likely to be treated much better than if 


he or she did not have these, or than other peo-


ple who have the same devalued characteristics, 


but do not have equally valued social roles. 


There are several important reasons why this is 


so. One is that such a person is more likely to 


also have valued and competent allies or de-


fenders who can mitigate the impacts of de-


valuation or protect the person from these. 


Also, when a person holds valued social roles, 


attributes of theirs that might otherwise be 


viewed negatively are much more apt to be put 


up with, or overlooked, or “dismissed” as rela-


tively unimportant.


IT IS ROLE-VALORIZING to enhance the 


perceived value of the social roles of a person, 


a group, or an entire class of people, and doing 


so is thus called social role valorization. There 


are two major broad strategies for pursuing this 


goal for (devalued) people: (1) enhancement of 


people’s social image in the eyes of others, and 


(2) enhancement of their competencies, in the 


widest sense of the term. Image and compe-


tency form a feedback loop that can be negative 


or positive. That is, a person who is compe-


tency-impaired is highly at risk of suffering 


image-impairment; a person who is impaired in 


image is apt to be responded to by others in 


ways that delimit or reduce or even prevent the 


person’s competency. But both processes 


work equally in the reverse direction. That is, a 


person whose social image is positive is apt to 
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be provided with experiences, expectancies, 


and other life conditions which are likely to in-


crease, or give scope to, his/her competencies; 


and a person who displays competencies is 


also apt to be imaged positively.  


Role-valorizing actions in the image-en-


hancement or competency-enhancement do-


mains can be carried out on four distinct levels 


and sectors of social organization.


1. The individual;


2. The individual’s primary social systems, 


such as the family;


3. The intermediate level social systems of 


an individual or group, such as the neighbor-


hood, community, and services the person re-


ceives;


4. The larger society of the individual or 


group, including the entire service system.


Combining these different dimensions and 


levels yields a 2x4 matrix for classifying the 


major implications of SRV, as shown in Table 


1 (adapted from Thomas, 1999).


Table 1: Social Role Valorization Action Implications


Level


of


Action


Arranging Physical & Social
Conditions Throughout Society 
That are Likely to Enhance the 
Competencies of Classes of
People


Arranging Physical & Social
Conditions in Secondary Social
Systems That are Likely to
Enhance the Competencies of 
People in Them


Arranging Physical & Social
Conditions of a Person’s Social 
System That are Likely to
Enhance That Person’s
Competencies


Arranging Physical & Social
Conditions for a Specific Person 
That are Likely to Enhance the 
Competencies of That Individual


Arranging Physical & Social 
Conditions Throughout Society 
That are Likely to Enhance 
Positive Perceptions of Classes


Arranging Physical & Social 
Conditions in Secondary Social 
Systems That are Likely to
Enhance Positive Perceptions --
in & via Those Systems -- of
People in Them, & of Others 
like Them


Arranging Physical & Social 
Conditions in a Primary Social 
System That are Likely to
Enhance Positive Perceptions
of a Person in & via This
System


Arranging Physical & Social 
Conditions for a Specific
Individual That are Likely to
Enhance Positive Perceptions
of That Individual by Others


Entire Society of 
an Individual, 
Group, or Class 
of People


Intermediate &
Secondary Social 
Systems


Primary Social
Systems


Individual
Person


Primarily to Enhance
Personal Competencies


Primarily to Enhance
Social Images
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FOR THOSE who wish to improve the situa-


tion of devalued people, SRV constitutes a 


high-level and systematic framework to guide 


their actions. In other words, it provides a co-


herent overall conceptual foundation for ad-


dressing the plight of individuals, groups, or 


classes of devalued people. Within this overall 


framework, SRV points to comprehensive 


service principles, from which are derived ma-


jor service strategies, from which, in turn, flow 


innumerable specific practical action measures.  


These principles, strategies, and action meas-


ures are relevant in both formal and informal 


service contexts, and are thoroughly spelled-


out in the SRV literature.  In fact, SRV is one 


of the most fully articulated broad service 


schemas in existence.  For example, within each 


of the eight boxes in Table 1, innumerable more 


specific role-valorizing actions can be imagined, 


and indeed, a great many have been explicitly 


identified (Thomas, 1999). Even in just the few 


words of the short definition of SRV (stated 


above), there is incorporated an enormous 


amount of explanatory power and implied ac-


tions which can give people much food for 


thought in their whole approach to serving oth-


ers. If implemented, SRV can lead to a genuine 


address of the needs of the people served, and 


thus to a great increase in service quality and 


effectiveness. 


SRV IS A SOCIAL SCIENCE CONCEPT and 


is thus in the empirical realm. It rests on a solid 


foundation of well-established social science 


theory, research, and empiricism within fields 


such as sociology, psychology, and education 


and pedagogy, drawing upon multiple bodies of 


inquiry, such as role theory, learning theory, 


the function and power of social imagery, 


mind-sets and expectancies, group dynamics, 


the social and psychological processes involved 


in unconsciousness, the sociology of deviancy, 


and so forth.  SRV weaves this body of knowl-


edge into an overarching, systematic, and uni-


fied schema.  


SRV is not a value system or ideology, nor 


does it prescribe or dictate value decisions.  


Decisions about whether to implement SRV 


measures for any person or group, and to what 


extent, are ultimately determined by people’s 


higher-order (and not necessarily conscious) 


values which transcend SRV and come from 


other sources, such as their personal upbring-


ing, family influences, political and economic 


ideas, worldviews, and explicit religions.  What 


people do in their relationships and services, or 


in response to the needs of the people they 


serve, or for that matter in any other endeav-


ors, depends greatly on their values, assump-


tions, and beliefs, including those they hold 


about SRV itself. However, SRV makes a big 


point of how positive personal and cultural 


values can be powerfully brought to bear if one 


wishes to pursue valued social roles for people.  


For example, in most western cultures, the 


Judeo-Christian value system and liberal demo-


cratic tradition are espoused and widely as-


sented to, even if rarely actualized in full.  SRV 


can recruit such deeply embedded cultural val-


ues and traditions on behalf of people who 


might otherwise be devalued and even dehu-


manized. Every society has values that can be 


thusly recruited to craft positive roles for peo-


ple (Wolfensberger, 1972, 1998).   


As a social science schema, SRV is descrip-


tive rather than prescriptive. That is, SRV can 


describe certain realities (e.g., social devalua-


tion), and can say what are the likely outcomes 


of doing or not doing certain things in regard to 


those realities, in what has come to be called 


the “if this...then that” formulation of SRV 


(Wolfensberger, 1995a). For example, SRV 
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points out that if parents do things that help 


others to have a positive view of their child and 


that help the child acquire skills needed to par-


ticipate positively in the community, then it is 


more likely that the child will be well-inte-


grated into the community. If one does not em-


phasize the adult status of mentally retarded 


adults, and/or does not avoid things which rein-


force their role stereotype as “eternal children”  


(such as referring to adults as children, engaging 


adults in children’s activities, and so on), then 


one is likely to perpetuate the common nega-


tive stereotype that mentally retarded adults 


really are overgrown children, with all the nega-


tive consequences that attend this stereotype. 


So, these are things that SRV can tell one.  


However, once people learn SRV, they them-


selves have to determine what they think about 


it, whether they believe in its power, whether 


they want to apply it in valorizing the roles of 


a person or class, and to what extent -- if at all 


-- they even want to valorize other people’s 


roles. For example, while SRV brings out the 


high importance of valued social roles, whether 


one decides to actually provide positive roles 


to people, or even believes that a specific per-


son, group, or class deserves valued social 


roles, depends on one’s personal value system, 


which as noted, has to come from somewhere 


other than SRV.  


THE IDEAS BEHIND SRV first began to be 


generated by the work that was being con-


ducted by Wolfensberger and his associates at 


the Training Institute for Human Service Plan-


ning, Leadership and Change Agentry, which 


he directs at Syracuse University. One major 


source of these ideas was an on-going effort on 


the part of Wolfensberger to continually ex-


plore, advance, and refine the principle of nor-


malization -- an effort that began almost as 


soon as normalization first appeared on the 


scene. For example, since normalization was 


first explicitly formulated in 1969, several 


books, numerous articles, chapters, and other 


publications (several hundred altogether) on the 


topic have been written and disseminated (see, 


for example, St-Denis & Flynn, 1999). And it 


was Wolfensberger, more than anyone else, 


whose writings successively clarified and 


helped to increase comprehension of the mean-


ing and application of normalization. This 


process involved a concerted effort on his part 


to systematically incorporate into teaching and 


training materials the deepening understanding 


achieved in the course of: (a) thinking, writing, 


and teaching about normalization over the 


years; (b) its increasing incorporation into ac-


tual human service practice; and (c) numerous 


normalization-based service assessments, 


mostly using the PASS tool (Wolfensberger & 


Glenn, 1973, 1975, reprinted in 1978). There 


were also continuous attempts, again mostly 


on Wolfensberger’s part, to deal with frequent 


misconceptions and even “perversions” of the 


concept of normalization (see Wolfensberger, 


1980), often due to the ease with which the 


term “normalization” itself could be (and was) 


misconstrued or misapplied.


This stream of concentrated development 


resulted in an evolution in thinking which 


brought about the conceptual transition from 


normalization to Social Role Valorization. Not 


surprisingly, the main substance of the concept 


of SRV began to evolve before the concept it-


self was defined, and before a new term was 


coined to describe it. For instance, Wolfens-


berger’s last published formulation of the prin-


ciple of normalization defined it as, “as much 


as possible, the use of culturally valued means 


in order to enable, establish and/or maintain 


valued social roles for people” (Wolfensberger 
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& Tullman, 1982), thus foreshadowing both 


the new concept and the new term Social Role 


Valorization. This article was the first publica-


tion that articulated the insight that valued so-


cial roles for people at risk of social devalua-


tion were -- even more than merely culturally 


normative conditions -- the real key to the good 


things of life for them. This represented such 


an advance that it was clearly a higher concep-


tualization than the earlier formulation of nor-


malization. Thus, SRV definitely amounts to 


far more than a renaming or rewording of the 


normalization principle;  rather, it constitutes a 


major conceptual breakthrough based on the 


double insight that (a) people with valued so-


cial roles will tend to be accorded desirable 


things, at least within the resources and norms 


of their society, and (b) the two major means 


to the creation, support, and defense of valued 


social roles are to enhance both a person’s im-


age and competency.


Another big boost to the conceptualization 


of Social Role Valorization was the work being 


done by Wolfensberger, and his Training Insti-


tute associate, Susan Thomas, over a three to 


four year period on a human service evaluation 


tool called PASSING (Wolfensberger & Tho-


mas, 1983), which stands for “Program Analy-


sis of Service Systems’ Implementation of 


Normalization Goals.” One could say that this 


first published edition of PASSING (i.e., the 


second edition) was ahead of its time in at least 


one sense: it spelled out the major action impli-


cations of the new concept of SRV in much 


more detail than in any other previous publica-


tion, and did so even before a term had been 


coined to name the new concept. PASSING 


thus incorporates mostly SRV concepts while 


still using the earlier normalization language.  


Happily, this anachronism is corrected in the 


anticipated third revised edition (Wolfensberger 


& Thomas, in press) which uses SRV terminol-


ogy exclusively. The development of PASS-


ING contributed much to the insight that ac-


tions to achieve the ultimate as well as interme-


diate goals and processes of SRV can all be 


classified as dealing with either image and/or 


competency enhancement.  


In order to help communicate new concepts, 


new terms are often needed. The selection of 


the term “Social Role Valorization” was quite 


deliberate (see, for example, Wolfensberger, 


1983, 1984, 1985, and 1991a). Not only does it 


overcome many of the historical and other 


problems that had always plagued the term 


“normalization,” but it is based on two addi-


tional discoveries that are highly relevant to the 


essence of its meaning (Wolfensberger, 1985).


1.  In modern French human service con-


texts, people had begun to use the word valori-


sation in order to signify the attachment of 


value to people. In Canadian French specifi-


cally, the term valorisation sociale had been 


used in teaching the normalization principle 


since ca. 1980 (Wolfensberger, 1991b).


2.  In both French and English, the term val-


orization has its root in the Latin word valere, 


which means to value or accord worth. Relat-


edly, the word “valorization” has, or elicits, 


very strong positive connotations that clearly 


correspond to the concept it is meant to con-


vey.


In combination, the above discoveries sug-


gested that in English “Social Role Valoriza-


tion,” and in French La Valorisation des Roles 


Sociaux (Wolfensberger, 1991b), would be emi-


nently suitable terms for the new concept, both 


having positive connotations, while being unfa-


miliar enough not to evoke wrong ideas. The 


French term brings out even better than the 


English the fact that people hold multiple roles, 


and that more than one can be valorized.
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Table 2:  Sequence of Topics for a Leadership-Oriented Introductory 


Social Role Valorization (SRV) Workshop


PART 1: INTRODUCTORY ORIENTATION
a.  How the Workshop Will be Conducted
b. Introduction to the Workshop Topic, Including a Brief Preliminary Sketch of SRV
c. Orientation to Some Concepts Crucial to the Workshop


PART 2:  SOCIAL EVALUATION, DEVALUATION & ITS IMPACT
a. Basic Facts About Human Evaluation, & Social Devaluation Specifically
b. The Devalued Classes in Contemporary Western Societies
c. The Expressions of Social Devaluation:  The Most Common Wounds of Devalued People
d. The Common Effects on Devalued People of Being Systematically Wounded
e. Conclusion to the Material on Wounds


PART 3:  A MORE DETAILED INTRODUCTION TO SRV
a. The Rationale Behind SRV
b. Some Facts About Social Role Theory That Are Easily Understood & Crucial to SRV
c. A More Global Overview Sketch of Social Role Valorization (SRV)


c1. Some Broad Facts About SRV
c2. Making Distinctions Between Empirical Versus Nonempirical Propositions
c3. Concluding Clarifications


PART 4:  TEN THEMES OF GREAT RELEVANCE TO UNDERSTANDING & APPLYING SRV
a. Introduction to the Ten Themes
b. The Dynamics of UNCONSCIOUSNESS, Particularly About Deviancy-Making, & the


Unrecognized Aspects & Functions of Human Services
c. The CONSERVATISM COROLLARY of SRV, i.e., the Importance of Employing the Most


Valued Options, & Positive Compensation for Disadvantage
d. The Importance of INTERPERSONAL IDENTIFICATION
e. The Power of MIND-SETS & EXPECTANCIES
f. The Realities of IMAGERY, Image Transfer, Generalization, & Enhancement
g. The Concept of Service MODEL COHERENCY, With Its Requirements of  RELEVANCE & 


POTENCY
h. The Importance of PERSONAL COMPETENCY ENHANCEMENT & THE


DEVELOPMENTAL MODEL
i.  The Pedagogic Power of IMITATION, Via Modeling & Interpersonal Identification
j. The Relevance of ROLE EXPECTANCIES & ROLE CIRCULARITY to Deviancy-Making & 


Deviancy-Unmaking
k. SOCIAL INTEGRATION & VALUED SOCIETAL PARTICIPATION of Devalued People in 


Valued Society
l.  Grouping & Association Issues That Derive From Combinations of Themes
m. Conclusion to, & Relationship Among, All the Themes


PART 5:  IMPLEMENTATION, ELABORATIONS, CLARIFICATIONS & CONCLUSION
a.  Some Further Issues of SRV Implementation or Practice
b. The Benefits of SRV
c.  Brief Review of the Limitations of, & Constraints on, SRV
d. A Brief Note on the Limitations of This Workshop
e.  Ways to Learn More About SRV
f.  Conclusion & Adjournment
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Finally, another advantage of the switch 


from normalization to SRV is that because So-


cial Role Valorization is an uncommon term, 


people are more likely to listen to definitions 


and explanations of it rather than attaching 


their own preconceived notions to it, as they 


had tended to do with the word 


“normalization.”


SRV IS BEING DISSEMINATED across the 


world.  For example, in the English language, 


both the overarching SRV schema and its major 


elements have been described in an original in-


troductory monograph (Wolfensberger, 1992), 


which was later revised into a 139-page edition 


(Wolfensberger, 1998) that now serves together 


with the PASSING manual (Wolfensberger & 


Thomas 1983; revision in press) as the main 


current SRV texts. Other prominent SRV-re-


lated texts in English are the published pro-


ceedings of the 1994 International SRV confer-


ence held in Ottawa (Flynn & Lemay, 1999), 


with many chapters that reflect recent per-


spectives on SRV, and two books published in 


England (Race, 1999, 2003). There is also a 


massive set of (unpublished) teaching materials 


used in SRV training by qualified trainers 


(Wolfensberger & Thomas, 2005). The multi-


tude of SRV action implications to human 


services and human service workers are thor-


oughly spelled out in SRV and PASSING 


training workshops, both of which are inten-


sive teaching events, conducted in a variety of 


formats, of anywhere from one to seven days 


in length. Table 2 provides a list of topics cov-


ered in the most recent version of introductory 


SRV training workshops.  


To date, most SRV and/or PASSING train-


ing events have been conducted in English, with 


several variations in terms of length (i.e., any-


where from half a day to five days duration), 


processes, and depth and quantity of content.  


There have also been a significant number of 


SRV/PASSING training events in French, con-


ducted mainly by francophone trainers, again in 


different versions.  In addition to English and 


French, such training has also been conducted 


in Spanish, Dutch, Welsh, Icelandic, Norwe-


gian, and possibly other languages, typically 


with the aid of interpreters.  


Both the English SRV (Wolfensberger, 


1991a) and PASSING (Wolfensberger & Tho-


mas, 1983) texts have been translated into 


French (Wolfensberger, 1991b; Wolfensberger 


& Thomas, 1988), and the SRV monograph 


into Italian (Wolfensberger, 1991c) and Japa-


nese (Wolfensberger, 1995b), and is in the 


process of being retranslated into German.  


Another obvious vehicle for dissemination 


(in English) of general SRV related information 


and news is The SRV Journal.  On the internet, 


there are several websites devoted to SRV mat-


ters, including one called Social Role Valoriza-


tion at <http://www.socialrolevalorization.com/>.  


There are also several groups in various coun-


tries that have formed around SRV; while these 


range from formal to informal and have slightly 


different purposes and processes, they tend to 


be composed of people well-versed in SRV de-


velopment, dissemination, and/or application.  


Perhaps the two most prominent of these are 


the (North American) SRV Development, 


Training, and Safeguarding Council, comprised 


of members from both Canada and the United 


States of America, and the Australian SRV 


Group. The membership of both of these 


groups includes representatives of smaller more 


localized groups in various parts of their re-


spective countries. 


Information on the most recent SRV-related 


developments, and/or SRV training events, can 


be requested from the above-mentioned Train-
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ing Institute for Human Service Planning, Lead-


ership and Change Agentry (800 South Wilbur 


Avenue, Suite 3B1 Syracuse, New York 13204, 


USA; 315/473-2978; fax: 315/473-2963).
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INTRODUCTION 
 
The Purpose of the Standards 
 
A key function of CMSUK is to support its members in pursuing practice of the highest standard. 
By providing guidance material, information and advice, its objective is to raise the quality and 
effectiveness of case management services delivered in the United Kingdom. These standards 
build on the original “standards of practice, conduct for case managers” (CMSUK 2001/2) and then 
the first edition of the Standards of Practice (CMSUK 2005). This second edition has not changed 
in essence from the first edition, it is just bringing certain aspects up to date.  
 
It is acknowledged that this edition reflects current legislation and policies. It is the responsibility of 
each member to be aware of any changes to legislation or policies that will affect case 
management practice. 
 
These standards specify the minimum level of service that a case manager should deliver. These 
are a single set of core standards, and should be applicable to all areas of practice. This includes 
the duty for all case managers to base their practice upon evidence and to work towards 
integrating research and practice. This not only benefits our service users, but builds up the body 
of evidence which supports the credibility of case management. These standards are achievable 
by an individual case manager or case management organisation.   
 
The Standards have two main functions. The main role is to provide a key reference point for all 
case managers – a measuring tool against which they may monitor the quality of their services and 
can be included in their terms of business, continuing professional development and curriculum 
vitae. As well as procedural responsibilities, they also outline the case manager’s duty to develop 
the knowledge, skills and behaviour necessary for good and safe working practice. 
 
The Standards will also have a valuable role in helping those who may be unfamiliar with case 
management to understand the level and standard of service to expect. They will be essential 
reading for all people working within the field of case management and an invaluable resource to 
those who wish to ensure that case managers provide competent and appropriate services. We 
recommend that commissioners and employers of case management services incorporate 
adherence to The Standards into the terms and conditions with the case manager, and request 
sight of the completed audit tools.  
 
The Context of the Standards  
 
It is a priority for the Government to establish standards for safe and effective practice. This has 
led to the development of quality assurance bodies and the production of national service 
frameworks and guidelines.  
 
Those case managers whose area of work means that they are registered with a professional body 
will be answerable to those organisations. For those case managers who do not have a 
professional body, these standards will be particularly valuable. 
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Legal Applications of the Standards  
 
In any civil or criminal proceedings these standards may be admissible as evidence. They may be 
used as a measure of reasonable and/or acceptable practice. For instance, it may be more difficult 
to put up a defence against allegations of negligence if these standards have not been followed.  
 
In some instances these standards simply reiterate present legal requirements. If legal 
proceedings concern a breach of those requirements, then these standards could be used to 
support the contention that the individual was aware of the requirement and lack of knowledge 
would not be a valid defence.  
 
How to Use the Standards  
 
The Standards for case management have been broadly structured to reflect the general case 
management process. In certain circumstances more than one standard will be relevant to one 
stage of practice. For example, there is a standard concerning assessment prior to 
discharge/closure or transfer, but the standard on general assessment is also pertinent to this 
activity, as is record keeping.  
 
The Standards for the practice of case management are designed to enable case managers to 
build and strengthen their quality of service and its effectiveness. Each section has a statement 
defining the fundamental standard followed by statements of expectation. Accompanying each 
section is a compatible audit tool to enable the standard to be monitored. Completed copies may 
be requested and checked by CMSUK as proof of conforming to the Standards and thereby 
membership requirements. By using these it is possible to highlight areas of excellence and 
aspects of the service where improvements can be made. The audit tool forms can be photocopied 
for repeated use or downloaded from the CMSUK website.  
 
In these Standards the term ‘service user’ is used to denote the injured or ill party receiving case 
management services. These standards recognise that some service users are unable to give their 
consent and it is necessary to obtain consent - from a parent or guardian in the case of a child, or 
an appropriate representative in the case of the adult lacking in capacity to make informed 
decisions.  
 
Please also refer to the Code of Ethics produced jointly by CMSUK and BABICM (2008). 
 
CMSUK also published Best Practice Guidelines for Case Managers (May 2006). These guidelines 
are now incorporated as one of the sections of the Standards. 
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BEST PRACTICE GUIDELINES FOR CASE MANAGERS 
 
 







CMSUK Standards 2
nd


 Edition November 2009   6 


These guidelines have been produced to help assist case managers and those referring to them. 
There are many potential problems that can arise in the practice of case management for the 
inexperienced or unwary and CMSUK is often consulted for advice. These guidelines attempt to 
gather experiences from our members to help all those involved in case management to avoid the 
common pitfalls that can occur when a case is not carefully managed.  
 
These guidelines should be used in conjunction with the following CMSUK Standards of Practice.  
 
Therapeutic Relationship  
 
Since the therapeutic relationship between the case manager and service user is so important, it 
may be helpful to discuss this first. The quality of the relationship between the case manager and 
the service user is an essential component which can influence the process and outcome of the 
case management service. 
 
It is important for case managers and others to understand the dynamics of the therapeutic 
relationship and how to maintain the relationship within therapeutic boundaries. The boundary is 
the point at which the therapeutic relationship changes from professional and therapeutic to non-
professional or personal.  Case managers need to be consistently aware of the difference between 
a therapeutic relationship and a social or personal relationship. Professional judgement is required 
when establishing a therapeutic relationship with a service user, taking into consideration their 
physical, psychosocial, emotional and cultural needs. 
 
Whilst it is acknowledged that the service user’s therapeutic relationship with the case manager will 
inevitably be subject to internal change over a period of time, it is important to try to keep external 
aspects that adversely affect the relationship to a minimum. Confidences can often be shared with 
the case manager initially in the expectation that the therapeutic relationship will continue. It is 
therefore considered best practice that the assessing case manager, after carrying out the 
assessment, will provide the service thereafter. 
 
The therapeutic relationship between the case manager and the service user is established and 
maintained by the case manager through the use of professional knowledge, skills, competencies 
and an enduring empathetic attitude and behaviour. The therapeutic relationship is non 
judgemental and based on unconditional positive regard, empathy, reliability, genuineness and 
warmth. It relies on the appropriate use of power or authority by the case manager. 
 
The elements of the therapeutic relationship include: 
 
1. Power 
 
 The therapeutic relationship is often one of unequal power due to the authority of the case 


manager’s position, specialised knowledge, influence with other healthcare or legal 
professionals and the access to privileged information.  The appropriate use of power within the 
therapeutic relationship protects the service user’s vulnerability. 
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2. Trust 
 
 Trust is critical to the nurturing, development and maintenance of the therapeutic relationship. 


Safeguarding the trust will rely on the case manager’s ability to communicate clearly and 
openly, avoiding misunderstanding and disappointment which can lead to the erosion of that 
trust.  Once trust is breached, the relationship becomes very difficult to re-establish. 


 
3. Respect 
 
 Respect for the dignity and humanity of the service user is fundamental to the therapeutic 


relationship.  It is important that the case manager understands the service user’s culture and 
values and is not sidetracked by any behaviours of the service user that are not relevant to the 
outcome.  


 
4. Empathy 
 
 Empathy is a potent process which is not skills based or mechanistic, but a deeply human 


process.  This enables the case manager to gain a greater insight into the service user’s needs 
and circumstances.  The case manager should ensure that his/her actions and expressions 
adequately reflect positive regard in order to sustain enduring empathy. 


 
 The case manager is responsible for ensuring their own safety, including the management of 


their own physical/psychological well being whilst safeguarding the therapeutic relationship, 
particularly when the service user has challenging behaviour. 


 
 These guidelines were developed to assist case managers in the conduct of therapeutic 


relationships that are service user centred and stay within defined boundaries. 
 
 It is essential that all parties involved in case management acknowledge and respect the pivotal 


role that the therapeutic relationship plays in facilitating a positive and sustainable outcome.  
 
 







CMSUK Standards 2
nd


 Edition November 2009   8 


1.  DEFINITION OF CASE MANAGEMENT 


1.1 Case management is a collaborative process which assesses, plans, implements, 
coordinates, monitors and evaluates the options and services required to meet an 
individuals health, care, educational and employment needs, using communication and 
available resources to promote quality cost effective outcomes (CMSUK Standards of 
Practice 2005). 


1.2  It is recommended that in their contracts with clients, members highlight that they are aware 
of, and abide by, the CMSUK Standards of Practice. 


 
2.  THE ROLE OF THE CASE MANAGER 
 


2.1 Irrespective of who funds the case management (for example social services, solicitors, 
insurers, primary care trusts, receivers, family or individuals) a case manager has a duty 
of care to the service user. The case manager should be aware of undue pressure from 
sources who may try to influence the case manager’s clinical and professional course of 
action which should be in the most reasonable and appropriate interest of the service 
user.  If undue influences make it increasingly difficult for the case manager to practise 
objectively, it is the responsibility of the case manager to consider how and whether their 
continuing service is still viable 


 
2.2 Case management may be delivered in a variety of ways according to the specific need of 


the service user.  Some cases may be managed from a distance by telephone while at the 
other end of the spectrum are some that need almost daily face-to-face contact.  This 
would depend on the complexity of the case, the need of the service user and the skills of 
the case manager. The case manager will need to make an informed decision on the 
appropriate way to manage the case to deliver the best service in the most efficient way. 


 
2.3 Models of delivering case management may vary according to the core skills and 


experience of the case manager and the need of the service user. The fundamental role 
of the case manager is to coordinate a rehabilitation plan, not to act as the treating 
therapist. However, in some instances it may be cost effective and appropriate for the 
case manager to be actively involved in delivering treatment, for example where the case 
manager has an occupational therapy background and can assist in equipment or housing 
adaptation decisions, or a brain injury specialist helps in establishing a daily routine. It 
many cases it may be more appropriate for the case manager to refer to other 
professionals to provide a treatment programme so that input can be monitored 
effectively. This will need to be objectively assessed on a case-by-case basis by the case 
manager.  


 
2.4 We agree that “a spirit of openness” is to be encouraged (Wright v. Sullivan [2005] EWCA 


Civ 656 27 May 2005).  The case manager is part of, if not leading, the rehabilitation 
process and is not a member of the litigation team.  The case manager’s primary focus is 
the therapeutic needs of the service user. She/he may take into account opinions outside 
the rehabilitation process or team, but will use their own professional judgement and 
evidence base to determine whether any suggested action is appropriate, timely and 
relevant to progress and enhances the rehabilitation process.   


 
2.5 In rehabilitation there is often a large team of interested parties involved to some degree 


and at various stages of the whole process. Where a fund holder (eg insurer, solicitor or 
receiver) is involved it is possible that aspects of case management practice will be 
questioned, and the case manager required to account for their input. Some fund holders 
instruct other case managers to review the original input. From a case management point 
of view this is not unreasonable and the reviewer may have some constructive comments 
and suggestions. As in any rehabilitation situation there are professional courtesies to 
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observe and the reviewer should not disrupt or attempt to influence the therapeutic 
relationship and rehabilitation goals. If the reviewer has concerns, these should be 
discussed firstly with the case manager, as would be the case in any professional 
relationship. 


 
2.6 It is the responsibility of the case manager to clarify to all parties that the case 


management is outside the litigation process. The case manager is not the litigation 
expert witness and should not be asked to produce an expert opinion for the court. Due to 
their familiarity with the case, they may be asked to produce a statement as a witness of 
fact, as would be applicable to any health and social care professional. 


 
2.7 The rehabilitation goals of service users are at the centre of the case management 


process and should not be dictated by the timetable set up by any external processes, 
e.g. court or legal timetables etc. The case manager is responsible for proactively 
managing the case. Each case has its own pace of progress influenced by, for example, 
severity of injury, family circumstances and the availability of resources. 


   
2.8 The fund holders should respect the progress of the case and attempt to be timely with 


provision of funds wherever possible so as not to delay the process where early provision 
may be crucial to success. 


 
2.9 It is the responsibility of the case manager to ensure that the funding and resources 


allocated and authorised are used reasonably, appropriately and cost effectively as 
outlined in the case management recommendations. 


 
2.10 The case manager should not put themselves in a position where they are personally 


responsible for paying fees to others in the management of the case, for example making 
personal orders for equipment and provision of therapies on behalf of the service user. 
The fund holder is responsible for such fees.   


 
3. PERSONAL SPECIFICATION 
 


3.1 The case manager needs to be personally robust and able to appraise accurately the 
needs of the case. They will have a high level of personal integrity to be able to deal 
effectively with a variety of conflicting influences and demands and will behave in an 
ethical and professional manner at all times. 


 
3.2 When accepting a case, it is the personal responsibility of the case manager to ensure 


that their skills, competencies, experience, and qualifications match the requirements of 
the case This is not just about recognising and understanding a particular diagnosis but 
also being able to deliver services to meet the disability related needs. It is recognised 
that for those service users who have complex clinical needs, a case manager with a 
relevant specific professional qualification registered in the UK would be appropriate. 


 
3.3 Even during the initial assessment process the case manager is starting to develop trust  


and rapport with the service user which encourages the commencement of a therapeutic  
relationship. Confidences can often be shared with the case manager on the expectation  
that the relationship will continue. It is therefore considered best practice that the  
assessing case manager thereafter provide the service. 


 
4.  REFERRALS  
 


4.1 CMSUK does not support the term “instruction” to a case manager but prefers the term 
“referral”. The term “instruction” is recognised by lawyers and insurers as part of the legal 
process, whereas the term “referral” more clearly reflects the position of the case manager 
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within a rehabilitation context, as opposed to a litigation arena. For example, a referral and 
not an instruction is made to a doctor or other health care professionals. 


 
4.2 Independent case managers who work outside statutory services will provide their terms, 


conditions, and fees charged. The case manager should clarify who is responsible for the 
case management fees prior to acceptance of the referral. The responsibility of the case 
manager is to the service user irrespective of whoever is responsible for paying the case 
management fees. 


 
4.3  Whilst CMSUK acknowledges the benefit of joint agreement to the referral to enable 


generic transparency of working, it is recognised that irrespective of whether there is a 
single or a joint appointment, the duty of care of the case manager is to the service user.   


 
5. CONSENT AND CONFIDENTIALITY 
 


5.1 The case manager will emphasise to the service user that confidentiality will be observed 
throughout the process. However, where the case manager has concerns that information 
that may be shared with the case manager contravenes laws or has the potential to affect 
the health and safety of involved parties, then the case manager will need to explain to the 
service user that the case manager will have an obligation to inform the appropriate 
authorities. 


 
5.2 The documents related to the case are the property of the service user. Whoever requests 


a copy of the case managers notes should be told that permission from the service user or 
their representative will need to be obtained and recorded. If the request is from 
somebody other than service user’s legal representative, courtesy dictates that the legal 
representative will be informed of the request. 


 
5.3 Where an interpreter is needed, the case manager should ensure that their input is 


impartial and fairly reflects the interchanges. The case manager may need to be sensitive 
to the needs of the service user if a family member suggests acting as interpreter, for 
example a son acting on behalf of his mother where delicate issues are to be discussed.  


 
6.  ASSESSMENT AND GOALS 
 


6.1 An initial case management assessment should be undertaken as early as possible in the 
process to establish baseline needs. 


 
6.2 It may not be possible for the case manager who has carried out the assessment and 


identified initial goals to carry out the subsequent programme. There may be justifiable 
exceptions why this does not occur, for example through illness or a personality clash. 
The new case manager will need to undertake their own assessment and review the initial 
recommendations. 


 
7. INTERVENTION AND REASSESSMENT 
 


7.1 Initiating positive change in human behaviour and sustaining that change takes time to 
achieve and cannot be rushed. The service user’s level of mental capacity, compliance 
and emotional adjustment will influence the rate of progress. 


 
7.2 CMSUK supports the practice of multi-agency round the table meetings to progress the 


rehabilitation process where the aim is to enhance cooperation, communication and 
problem solving between all agencies. 


 
7.3 The case manager has a duty to explore all avenues for obtaining the most appropriate 


resources and provision of services. 
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7.4 The case manager is responsible for ensuring that the goals are re-evaluated regularly. 
 


7.5 The case manager should not foster dependency or a situation where their involvement 
and expenses increase unnecessarily.   


 
8. DISCHARGE 
 


8.1 It takes a high level of integrity and judgment when deciding a case is reaching 
conclusion.  The case manager must be objectively rigorous in evaluating their 
contribution to the case and whether their input is still required. 


 
8.2 The case manager should withdraw when the goals have been fully met or the case 


manager can no longer add value to the service user’s situation. 
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1. REFERRAL 
 


Accurate, sensitive and timely referral to a case manager is a crucial element in a service user’s 
pathway of care, enabling the person to benefit from the most appropriate intervention at an 
optimal time. 


 
1.1. Referral statement 1  
 Case managers should have and abide by clearly documented procedures and 


criteria for referral to their service.  
 
Case managers and case management services are required to:  


• obtain adequate information on which to base a decision about the appropriateness of 
the referral  


• decline the referral if the information gathered indicates that the needs of the individual 
cannot be met by the case management service 


• inform the referring agency if the referral is declined and on what basis  


• inform both the service user and the referring agency if an individual has to be placed 
on a waiting list and advise them of the likely waiting time  


• record or maintain the referral details in the case management records, including the 
source and date of referral 


 
1.2. Referral statement 2 
  Case managers should respond to referrals within a stated time frame. 
 


Case managers and case management services are required to:  


• have a clearly documented policy stating a time frame for responding to referrals  


• have a clearly documented system for prioritising referrals that recognises levels and 
degrees of need and optimises the use of resources. 


 
1.3.  Referral statement 3 


  Where the written referral is inappropriate or the service user’s needs cannot be 
met, case managers should decline the written referral and if possible, suggest 
alternative services. 


 
 Case managers and case management services are required to: 


• decline the written referral in writing 


• suggest alternative services if possible. 
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1. Audit tool form Name ...................................  Date ……………                  REFERRAL 
 


Referral statement 1 (1.1)  
Case managers should have and abide by clearly documented procedures and criteria for 
referral to their service.  


Do you/does your service: Yes No Comment and action required 


• obtain adequate information on which 
to base a decision about the 
appropriateness of the referral  


   


• decline the referral if the information 
gathered indicates that the needs of 
the individual cannot be met by the 
case management service 


   


• inform the referring agency if the 
referral is declined and on what basis  


   


• inform both the service user and the 
referring agency if an individual has to 
be placed on a waiting list and advise 
them of the likely waiting time  


   


• record or maintain the referral details 
in the case management records, 
including the source and date of 
referral 


   


 
Referral statement 2 (1.2) 
Case managers should respond to referrals within a stated time frame.  


Do you/does your service: Yes No Comment and action required 


• have a clearly documented policy 
stating a time frame for responding to 
referrals 


   


• have a clearly documented system for 
prioritising referrals that recognises 
levels and degrees of need and 
optimises the use of resources.  


   


 
Referral statement 3 (1.3)  
Where the written referral is inappropriate or the service user’s needs cannot be met, case 
managers should decline the written referral and if possible, suggest alternative services. 


Do you/does your service: Yes No  Comment and action required 


• decline the written referral and note 
this in writing 


   


• suggest alternative services if 
possible 
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2.  CONSENT  
 
"It is a general legal and ethical principle that valid consent must be obtained before starting 
treatment or physical investigation, or providing personal care, for a patient. This principle reflects 
the right of patients to determine what happens to their own bodies, and is a fundamental part of 
good practice. A health professional who does not respect this principle may be liable both to legal 
action by the patient and action by their professional body. Employing bodies may also be liable for 
the actions of their staff." 


(Department of Health 2001d)   
 
Case managers should apply the 5 fundamental values of the Mental Capacity Act 2005 when 
taking a client’s consent: 


• Capacity is to be presumed 


• Ensure decision making capacity is optimised 


• The lowest form of restriction is to be applied for those people who lack capacity 


• All actions to ensure ‘best interests’ are fundamental to all interventions for those who lack 
capacity 


• The right to make unwise decisions 
The act also focuses on the issue that capacity may vary according to the situation and the time, 
so that there is no blanket assumption of lack of capacity. 
 
Young people under the age of 16 have as great a right to confidentiality as any other person. If 
someone under 16 is not judged mature enough to consent to treatment, the consultation itself can 
still remain confidential. The Fraser Guidelines (previously known as the Gillick Competence) refer 
to a House of Lords judgment which ruled that it would not be a criminal offence to provide advice 
or treatment to young people if the young person showed ‘sufficient understanding and intelligence’ 
to consent. 
 
No-one (partners, close relatives, professional carers or independent advocates) can legally give 
or withhold consent to medical treatment on behalf of another adult and should never be asked to 
sign a consent form on behalf of another person. However, significant others should be consulted 
about the patient’s best interests, though only where this is commensurate with the duty of 
confidentiality and the patient’s wishes.  


(Sexual Offences Act 2003) 
   
Case managers should always act in the best interests of the service user, irrespective of age 
and/or communication difficulties. 
 
 2.1   Consent statement 1 
 Consent to receive case management services should be obtained from the service 


user or representative, recorded and regularly confirmed.  
 
   Case managers and case management services are required to:  


• ensure that the staff member who obtains consent has the knowledge and skills 
necessary 


• explain to the service user, and document, the proposed course of action before 
obtaining consent  


• provide ongoing information and re-confirm consent on a regular basis throughout the 
intervention  


• record the nature of consent given, whether by: 
- word of mouth 
- in writing 
- through a guardian or representative 
- other means  
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• gain written consent to the proposed intervention when substantial risk is identified, 
documenting what points were discussed before written consent was given  


• consider the interests of carers and/or other family members when discussing and 
obtaining consent  


• apply the 5 principles of the Mental Capacity Act 2005 when obtaining consent from a 
service user.  


• fully explain and gain written consent before audio-recording, photographing or 
videoing an individual for information purposes, research, training or publication  


• keep all written consent forms in the service user’s records  


• gain consent before a student observes or provides intervention and ensure the 
consent and its nature are documented in the service user’s record. 


 
 2.2 Consent statement 2 
 Case management staff should be aware of the correct approach to take when 


obtaining consent, irrespective of the age of the service user and/or communication 
difficulties. 


 
   Case managers and case management services are required to: 


• discuss with a service user the advantages and advisability of having a parent or 
representative present 


• seek and obtain appropriate consent if a service user does not have sufficient 
understanding of what is involved in making decisions 


• clarify what the person is being asked to consent to, what is involved and why it is 
being proposed  


• clarify the benefits, risks and alternatives  


• clarify the broad consequences of not consenting  


• confirm that the service user can retain the information long enough to be able to make 
a decision  


• ensure that no coercion or undue pressure is used in order to make a decision 


2.3. Consent statement 3 
 Case managers should ensure that the service user or their representative is fully 


informed about the nature of the case management plan generally and the specific 
nature of the interventions relevant to them. This means that their decisions on 
consent will be informed. 


  
Case managers and case management services are required to:  


• have personal identification available when discussing consent  


• inform the service user or representative referred to case management about 
assessment and intervention – providing details about its purpose, nature, 
consequences, risks and possible alternatives  


• provide information, in appropriate languages and methods, which explains the nature 
and purpose of case management and sets out clearly the client’s rights in consenting 
to case management. 


 
2.4. Consent statement 4 
 Case managers should accept the service user’s or their representative’s decision 


to refuse or withdraw consent at any time. 
 


Case managers and case management services are required to:  


• inform the service user that, once consent is given, it can be withdrawn at any time 
without jeopardising any assistance they may receive in the future  


• document a service user’s refusal to consent and the reasons given where known.  


• Document a representative’s decision where known 
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2.5. Consent statement 5 
 Case management staff have a professional and legal obligation to respect the duty 


of confidentiality, subject to statutory and common-law exceptions to this duty. 
  
  Case managers and case management services are required to:  


• have a policy statement on confidentiality that is provided to service users on referral  


• have a policy statement written in a style that is easy to understand 


• only give information to other professionals directly involved in the service user’s care 
and welfare, unless there are specific circumstances where the law requires it to be 
disclosed to others 


• obtain written consent if information is to be disclosed to a third party not directly 
involved in the service user’s care, except where law requires the disclosure  


• keep all written consent forms in the service user’s records  


• document the legal justification for the disclosure and details of the person to whom it 
has been made 


• seek legal advice if they are concerned that disclosing records to a parent or 
representative may act against the interests of the service user. 


 
 
 


 
 
 
 
 
 







CMSUK Standards 2
nd


 Edition November 2009   18 


2. Audit tool form Name ………………………….   Date ……………               CONSENT 
 


Consent statement 1 (2.1) 
Consent to receive case management should be obtained from the service user or their 
representative, recorded and regularly confirmed. 
Do you/does your service: Yes No Comment and action required 


• ensure that the staff member who 
obtains consent has the knowledge 
and skills necessary  


   


• explain to the service user, and 
document, the proposed course of 
action before obtaining consent  


   


• provide ongoing information and re-
confirm consent on a regular basis 
throughout the intervention 


   


• record the nature of consent given, 
whether by:  
- word of mouth  
- in writing  
- through guardian or 


representative 
- other means  


   


• gain written consent to the proposed 
intervention when substantial risk is 
identified, documenting what points 
were discussed before written consent 
was given  


   


• consider the interests of carers and/or 
other family members when 
discussing and obtaining consent 


   


• apply the 5 principles of the Mental 
Capacity Act 2005 when obtaining 
consent from a service user.  


   


• fully explain and gain written consent 
before audio-recording, photographing 
or videoing an individual for 
information purposes, research, 
training or publication 


   


• keep all written consent forms in the 
service user’s records 


   


• gain consent before a student 
observes or provides intervention and 
ensure the consent and its nature are 
documented in the service user’s 
record.  
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2. Audit tool form Name ………………………….   Date ……………               CONSENT 


 
Consent statement 2 (2.2) 
Case management staff should be aware of the correct legal approach to take when obtaining 
consent is difficult or impossible.  
Do you/does your service: Yes No Comment and action required 


• discuss with a service user the 
advantages and advisability of having a 
parent or representative present 


   


• seek and obtain appropriate consent if 
a service user does not have sufficient 
understanding of what is involved in 
making decisions 


   


• clarify what the person is being asked 
to consent to, what is involved and why 
it is being proposed  


   


• clarify the benefits, risks and 
alternatives  


   


• clarify the broad consequences of not 
consenting  


   


• confirm that the service user can retain 
the information long enough to be able 
to make a decision 


   


• ensure that no coercion or undue 
pressure is used in order to make a 
decision 


   


 


 Consent statement 3 (2.3) 
Case managers should ensure that the service user is fully informed about the nature of case 
management generally and the specific nature of the interventions relevant to them. This means 
that their decisions on consent will be informed.  
Do you/does your service: Yes No Comment and action required 


• have personal identification available 
when discussing consent 


   


•  inform the service user or 
representative referred to case 
management about assessment and 
intervention – providing details about its 
purpose, nature, consequences, risks 
and possible alternatives  


   


• provide information, in appropriate 
languages and methods, which 
explains the nature and purpose of 
case management and sets out clearly 
the client’s rights in consenting to case 
management. 
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2. Audit tool form Name ………………………….   Date ……………               CONSENT 
 


Consent statement 4 (2.4) 
Case managers should accept the service user’s or their representative’s decision to refuse or 
withdraw consent at any time, unless the individual lacks the requisite capacity to make valid 
decisions. 
Do you/does your service: Yes No Comment and action required 


• inform the service user that, once 
consent is given, it can be withdrawn at 
any time without jeopardising any 
assistance they may receive in the 
future  


   


• document a service user’s refusal to 
consent and the reasons given where 
known. 


   


• document a representative’s decision 
where known. 


   


 
Consent statement 5 (2.5) 
Case management staff have a professional and legal obligation to respect the duty of 
confidentiality, subject to statutory and common-law exceptions to this duty.  


Do you/does your service: Yes No Comment and action required 


• have a policy statement on 
confidentiality provided to service users 
on referral 


   


• have a policy statement written in a 
style that is easy to understand 


   


• only give information to other 
professionals directly involved in the 
service user’s care and welfare, unless 
there are specific circumstances where 
the law requires it to be disclosed to 
others  


   


• obtain written consent if information is 
to be disclosed to a third party not 
directly involved in the service user’s 
care, except where law requires the 
disclosure 


   


• keep all written consent forms in the 
service user’s records 


   


• document the legal justification for the 
disclosure and details of the person to 
whom it has been made 


   


• seek legal advice if they are concerned 
that disclosing records to a parent or 
representative may act against the 
interests of the service user 
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3. ASSESSMENT AND GOAL SETTING  
 
Assessment provides the foundation for effective intervention and it is crucial to undertake a 
thorough and reliable assessment at several stages during the case management process. 
Ineffectual assessment may lead to poor and/or inappropriate choice of interventions. For more on 
risk assessment see Standard 10. 
 


3.1. Assessment and goal setting statement 1  
 Case managers should prepare for an assessment by ensuring that it is appropriate 


and safe, and that consent has been given. 
 
  Case managers and case management services are required to:  


• identify the need for an assessment, based on information provided upon referral or 
screening and (in line with local policy guidance)  


• assess and document the service user’s physical, environmental and personal safety 
before or in the early stages of a case management assessment 


• explain the nature and purpose of the assessment to the service user and/or their 
representative, to facilitate their involvement.  


• gain and document consent before the assessment commences. 
  
3.2. Assessment and goal setting statement 2 
 A decision not to carry out, or to discontinue, assessment should be based on 


identifiable, justifiable and ethical reasons. 
  
  Case managers are required to:  


• assess only when it is in the remit of the service, in the scope of their competence and 
when it does not pose a risk to the safety of the service user or case manager  


• document any decision not to assess and the basis for the decision  


• inform the referral source when an assessment is not carried out following a referral  


• document any decision to discontinue an assessment and the basis for the decision – 
for example, sudden illness, distress, consent not given, participation refused, risk to 
the service user or case manager. 


 
3.3. Assessment and goal setting statement 3 
 The assessment tool should be fit for purpose, and should be used appropriately 


by the case management service and its staff. 
 
  Case managers and case management services are required to:  


• use standardised assessments, or assessments derived from recognised models of 
best practice, where available  


• ensure that the staff member who carries out the assessment has the knowledge and 
skills required  


• fully document the details of the assessment, including the date, time, location, those 
present and the outcomes  


• ensure all measures are taken to safeguard the service user's well being during the 
assessment, in terms of physical and mental health, environmental aspects and 
equipment used.  
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3.4. Assessment and goal setting statement 4  
 The assessment should be carried out under conditions that recognise and value 


the needs of the service user, their main carer/s, representatives and relevant 
agencies. 
 
Case managers and case management services are required to:  


• obtain as much relevant information as possible from other involved agencies to 
enhance the assessment process 


• ensure assessments are centred on the service user, taking into account their needs, 
occupation, role, environment and lifestyle  


• ensure the assessment accepts and values the background and culture of the service 
user  


• ensure the assessment is undertaken in the service user’s preferred language  


• ensure privacy and confidentiality by undertaking the assessment in a suitable 
environment  


• make the outcome of the assessment available to the service user and/or agreed 
others (with the individual’s consent)  


• provide an opportunity for the service user and/or their significant others to comment 
upon the assessment  


• recognise the rights of the service user’s significant others to an assessment of their 
own needs and make appropriate referrals if required  


• document the needs and abilities of the person who provides assistance and any 
referrals made on behalf of that person.  


 
3.5. Assessment and goal setting statement 5 
 The goals for intervention should be agreed in discussion with the service user 


and/or their representative, based on their priorities and the needs as indicated by 
the assessment. 


 
Case managers and case management services are required to:  


• record clearly the service user’s assessed needs and the goals and objectives of 
intervention  


• agree priority areas for intervention with the service user  


• record clearly the service user’s priorities and choices  


• work in partnership with the service user and their representatives when identifying the 
goals for intervention  


• set realistic and achievable goals with suggested time frames and estimations of case 
management costs 


• communicate the outcome of the assessment and the identified intervention goals with 
relevant others as agreed. 
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3. Audit tool form Name ……………………  Date …………… ASSESSMENT AND GOAL SETTING 
 


Assessment and goal setting statement 1 (3.1) 
Case managers should prepare for an assessment by ensuring that it is appropriate and safe, and 
that the person being assessed has given their consent.  
Do you/does your service: Yes No Comment and action required 


• identify the need for an assessment, 
based on information provided upon 
referral or screening and (in line with 
local policy guidance)  


   


• assess and document the service user’s 
physical, environmental and personal 
safety before or in the early stages of an 
case management assessment 


   


• explain the nature and purpose of the 
assessment to the service user and/or 
their representative, to facilitate their 
involvement.  


   


• gain and document consent before the 
assessment commences 


   


 
Assessment and goal setting statement 2 (3.2) 
A decision not to carry out, or to discontinue, assessment should be based on identifiable and 
justifiable reasons.  
Do you/does your service: Yes No Comment and action required 


• assess only when it is in the remit of the 
service, in the scope of your competence 
and when it does not pose a risk to the 
safety of the service user or case 
manager  


   


• document any decision not to assess and 
the basis for the decision 


   


• inform the referral source when an 
assessment is not carried out following a 
referral 


   


• document any decision to discontinue an 
assessment and the basis for the 
decision - for example, sudden illness, 
distress, consent not given, participation 
refused, risk to the service user or case 
manager. 
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3. Audit tool form Name ……………………  Date …………… ASSESSMENT AND GOAL SETTING 
 


Assessment and goal setting statement 3 (3.3) 
The assessment tool should be fit for purpose, and should be used appropriately by the case 
management service and its staff.  


Do you/does your service: Yes No Comment and action required 


• use standardised assessments, or 
assessments derived from recognised 
models of best practice, where available 


   


• ensure that the staff member who carries 
out the assessment has the knowledge 
and skills required  


   


• fully document the details of the 
assessment, including the date, time, 
location, those present and the outcomes  


   


• ensure all measures are taken to 
safeguard the service user’s well being 
during the assessment, in terms of 
physical and mental health, 
environmental aspects and equipment 
used. 
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3. Audit tool form Name ……………………  Date …………… ASSESSMENT AND GOAL SETTING 


 
Assessment and goal setting statement 4 (3.4) 
The assessment should be carried out under conditions that recognise and value the needs of the 
service user, their main carer/s, representatives and relevant agencies.  
Do you/does your service: Yes No Comment and action required 


• obtain as much relevant information as 
possible from other involved agencies to 
enhance the assessment process 


   


• ensure assessments are centred on the 
service user, taking into account their 
needs, occupation, role, environment and 
lifestyle 


   


• ensure the assessment accepts and 
values the background and culture of the 
service user  


   


• ensure the assessment is undertaken in 
the service user’s preferred language 


   


• ensure privacy and confidentiality by 
undertaking the assessment in a suitable 
environment 


   


• make the outcome of the assessment 
available to the service user and/or 
agreed others (with the individual’s 
consent) 


   


• provide an opportunity for the service 
user and/or their significant others to 
comment upon the assessment  


   


• recognise the rights of the service user’s 
significant others to an assessment of 
their own needs and make appropriate 
referrals if required  


   


• document the needs and abilities of the 
person who provides assistance and any 
referrals made on behalf of that person 


   


 
Assessment and goal setting statement 5 (3.5) 
The goals for intervention should be agreed in discussion with the service user and/or their 
representatives, based on their priorities and the needs as indicated by the assessment.  
Do you/does your service: Yes No Comment and action required 


• record clearly the service user’s 
assessed needs and the goals and 
objectives of intervention  


   


• agree priority areas for intervention with 
the service user 


   


• record clearly the service user’s priorities 
and choices 


   


• work in partnership with the service user 
and their representatives when 
identifying the goals for intervention 


   


• set realistic and achievable goals with 
suggested time frames and estimations 
of case management costs 


   


• communicate the outcome of the 
assessment and the identified 
intervention goals with relevant others as 
agreed.  
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4. INTERVENTION AND EVALUATION 
 
Intervention is all the actions taken by the case manager on behalf of the service user. The 
process can include prioritising, planning, implementing, co-ordinating, monitoring and evaluating 
the options and services required to address agreed goals and promote quality cost effective 
outcomes. Intervention may be interpreted as the process of initiating, undertaking and co-
ordinating activities with or on behalf of a service user in order to move them towards their stated 
goal. 
 
Evaluation can be both formal and informal. The measurement of outcomes is an integral part of 
quality assurance. Outcome measures can be defined as ‘an end product in terms of health, 
performance and satisfaction’.                                                                                                          
 


4.1. Intervention and evaluation statement 1 
 Intervention should be based upon the goals and objectives that have been 


identified and negotiated with the service user. 
 
 Case managers and case management services are required to:  


• select the course of action or activities on the basis of which offer the best options for 
achieving the agreed goals and have the most meaning for the service user  


• carry out the intervention in a suitable environment  


• make the best use of existing resources  


• work in collaboration with other professionals to fit in with the overall programme of 
intervention the service user is receiving  


• actively co-ordinate and promote the activities for the benefit of the service user. 


• manage and document any decisions or actions taken where there is an element of risk 
in planning and/or respecting the service user’s choices  


• document and explain any unmet needs  


• respect the choice of the service user, if at any time they wish to discontinue 
intervention. 
 


4.2. Intervention and evaluation statement 2 
Intervention should be in accordance with the best or evidence-based practice.  
 
Case managers and case management services are required to:  


• develop an information and evidence resource to support best practice  


• seek evidence or descriptions of best practice to justify interventions or approaches  


• evaluate this evidence and incorporate findings within intervention.  
 


4.3. Intervention and evaluation statement 3  
 Intervention should only be delegated to another member of staff or person in a 


care role if they are deemed competent.  
 


Case managers and case management services are required to:  


• provide only those services and techniques which are within their professional 
competence and which they are qualified to employ by education and training and/or 
experience  


• ensure that any person, such as students, support workers, assistants and volunteers, 
to whom they delegate tasks or actions is competent to carry them out 


• provide adequate information, supervision and teaching to other members of staff, 
family members and carers if they are to provide intervention  


• retain ultimate responsibility for the intervention to the service user. 
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4.4. Intervention and evaluation statement 4 
 The case managers should monitor and review the effectiveness of an activity or 


intervention, revising it as necessary to ensure progress. 
  
  Case managers and case management services are required to:  


• identify a baseline from which to measure any change in the service user’s status and 
thereby to evaluate treatment  


• use assessment tools incorporating outcome measures, where formal evaluation is 
required  


• understand the purpose and accuracy of the outcome measure being used, so that the 
results can be interpreted correctly  


• document the process and results of intervention, using the records and outcome 
measures to ensure that progress is being made towards the agreed goals and 
objectives.  
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4. Audit tool form Name …………………….  Date …………… INTERVENTION AND EVALUATION 
 
Intervention and evaluation statement 1 (4.1) 
Intervention should be based upon the goals and objectives that have been identified and 
negotiated with the service user.  
Do you/does your service: Yes No Comment and action required 


• select the course of action or activities 
on the basis of which offer the best 
options for achieving the agreed goals 
and have the most meaning for the 
service user  


   


• carry out the intervention in a suitable 
environment 


   


• make the best use of existing 
resources 


   


• work in collaboration with other 
professionals to fit in with the overall 
programme of intervention the service 
user is receiving  


   


• actively co-ordinate and promote 
activities for the benefit of the service 
user. 


   


• manage and document any decisions 
or actions taken where there is an 
element of risk in planning and/or 
respecting the service user’s choices  


   


• document and explain any unmet  
    needs 


   


• respect the choice of the service user, 
if at any time they wish to discontinue 
intervention. 


   


 
Intervention and evaluation statement 2 (4.2) 
Intervention should be in accordance with the best or evidence-based practice. 
Do you/does your service: Yes No Comment and action required 


• develop an information and evidence 
resource to support best practice  


   


• seek evidence or descriptions of best 
practice to justify interventions or 
approaches  


   


• evaluate this evidence and incorporate 
findings within intervention. 
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4. Audit tool form Name …………………….  Date …………… INTERVENTION AND EVALUATION 
 
Intervention and evaluation statement 3 (4.3) 
Intervention should only be delegated to another member of staff or person in a care role if they 
are deemed competent.  
Do you/does your service: Yes No Comment and action required 


• provide only those services and 
techniques which are within their 
professional competence and which 
they are qualified to employ by 
education and training and/or 
experience  


   


• ensure that any person, such as 
students, support workers, assistants 
and volunteers, to whom they delegate 
tasks or actions is competent to carry 
them out 


   


• provide adequate information, 
supervision and teaching to other 
members of staff, family members and 
carers if they are to provide intervention 


   


• retain ultimate responsibility for the 
intervention to the service user. 


   


 
 
Intervention and evaluation standard statement 4 (4.4) 
The case manager should monitor and review the effectiveness of an activity or intervention, 
revising it as necessary to ensure progress.  
Do you/does your service: Yes No Comment and action required 


• identify a baseline from which to 
measure any change in the service 
user’s status and thereby to evaluate 
treatment 


   


• use assessment tools incorporating 
outcome measures, where formal 
evaluation is required  


   


• understand the purpose and accuracy 
of the outcome measure being used, so 
that the results can be interpreted 
correctly  


   


• document the process and results of 
intervention, using the records and 
outcome measures to ensure that 
progress is being made towards the 
agreed goals and objectives. 
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5. DISCHARGE, CLOSURE OR TRANSFER OF CASE 
 
It is acknowledged that in any case management some service users will require ongoing services 
for the remainder of their lives, while others will, in the course of their rehabilitation, cease to 
require the services of a case manager.  This standard confirms that for those people who will 
cease to require case management from your service, there will be discharge, closure, or transfer 
of the case to others (whether other case managers or other services). 
 


5.1. Discharge, closure or transfer statement 1 
 Case managers should assess the service user and their situation in preparation 


for discharge, closure or transfer, considering their ability to manage in their future 
environment, and at all times taking into account the service user’s priorities and 
choices.  
 
Case managers and case management services are required to:  


• assess the service user’s progress against their pre-set goals  


• document the amount of assistance needed   


• make recommendations as required for any ongoing intervention or support required  


• make recommendations as required for any assistive equipment and/or environmental 
modifications required  


• make recommendations as required for any further follow-up, intervention or re-
assessment required. 


 
5.2 Discharge, closure or transfer statement 2 


 Case management should be discontinued only when the service user has 
achieved their pre-set goals, has moved outside the criteria of the service, or 
withdraws their consent. 


 
Case managers and case management services are required to:  


• prepare and implement a discharge, closure or transfer plan if required that is 
consistent with the goals of the service user and the intervention plan  


• prepare and implement a discharge, closure or transfer plan if required that takes into 
consideration the needs and considerations of the family or carer, and the community or 
other support resources  


• allow sufficient time if possible for the co-ordination and implementation of a discharge, 
closure or transfer plan  


• liaise with members of the service user’s team as required about the discharge, closure 
or transfer plan, keeping them informed about how it will be implemented and followed 
up 


• include a written summary if possible in the clinical records. 
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5. Audit tool form Name …………………….  Date ……………  
DISCHARGE, CLOSURE OR TRANSFER OF CASE 


 


Discharge, closure or transfer statement 1 (5.1) 
Case managers should assess the service user in preparation for discharge, closure or transfer, 
considering their ability to manage in their future environment, and at all times taking into 
account the service user’s priorities and choices.  
Do you/does your service: Yes No Comment and action required 


• assess the service user’s progress 
against their pre-set goals 


   


• document the amount of assistance 
needed  


   


• make recommendations for any ongoing 
intervention or support required 


   


• make recommendations for any assistive 
equipment and/or environmental 
modifications required. 


   


• make recommendations for any further 
follow-up, intervention or re-assessment 
required. 


   


 
Discharge, closure or transfer statement 2 (5.2) 
Case management should be discontinued only when the service user has achieved their pre-set 
goals, has moved outside the criteria of the service, or withdrawn their consent.  
Do you/does your service: Yes No Comment and action required 


• prepare and implement a discharge, 
closure or transfer plan if required that is 
consistent with the goals of the service 
user and the intervention plan. 


   


• prepare and implement a discharge, 
closure or transfer plan that takes into 
consideration the needs and 
considerations of the family or carer, and 
the community or other support 
resources  


   


• allow sufficient time for the co-ordination 
and implementation of a discharge, 
closure or transfer plan 


   


• liaise with members of the service user’s 
team about the discharge, closure or 
transfer plan, keeping them informed 
about how it will be implemented and 
followed up 


   


• Include a written summary if possible in 
the clinical records. 
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6. RECORD KEEPING 
 
Record keeping – as either a case management record or part of a multidisciplinary record – is an 
essential and integral part of care. The purpose of the records is to give a comprehensive, 
accurate and justifiable account of the interventions, advice, care and support provided or planned 
for a service user. The information also supports the use of audit, evidence based clinical practice 
and improvements in clinical effectiveness through research.  
 
For any service user involved in the litigation process, the inclusion in case management records 
of any comments relating to a service user’s legal case should be carefully considered so as not to 
compromise the litigation privilege. 
   


6.1. Record keeping statement 1 
 A record should be kept of all case management activity and intervention made 


with, or on behalf of, the service user. 
  


  Case managers and case management services are required to:  


• clearly identify the service user by name, address and date of birth on all records kept  


• document details of all key people involved in the service user's management, 
including professionals, family, carers and other agencies 


• document all referral details, including date and source of referral and reason for 
referral when given  


• document any relevant social, medical or rehabilitative history  


• document, date and time all assessments made, methods used and resulting outcomes  


• document and date the views and wishes of the service user about goals or treatment 
plans, and any time frames suggested  


• document the consent and nature of consent given to intervention  


• document, date and time all interventions planned and carried out in connection with 
the service user, the resulting outcomes and associated costs where known.  


• document and date all reviews, alterations to goals, treatment plans or time frames  


• document all interventions or decisions made by members of the multidisciplinary team 
when they impact upon the case management care given, including decisions taken in 
clinical supervision  


• incorporate in the records all correspondence, telephone conversations and reports 
related to the service user’s care  


• document and date interventions or contact with family and carers, and any outcomes  


• document all information and advice provided to the service user and their 
family/people providing support and assistance 


• document all discharge, closure or transfer details  


• document the destination of onward referrals or case transfers and any information that 
needs to be considered in handover (with the knowledge and consent of the service 
user).  


 
6.2. Record keeping statement 2  
 Case management records should be well organised, well managed and clear, to 


ensure that they are accessible to those who may need to refer to them. 
 
  Case managers and case management services are required to:  


• maintain and organise records systematically, ensuring that they are easy to find and in 
good order  


• ensure that records are chronological and contemporaneous  


• ensure the records are complete, factual, objective and concise  


• ensure the records are legible and do not use slang or unexplained abbreviations and 
acronyms  
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• amend written records by scoring out with a single line, so that the original text is still 
legible  


• provide a clear signature, designation and date with all entries, additions or 
amendments  


• countersign student or support staff records to ensure and demonstrate their accuracy  


• ensure that electronic records clearly identify the member of staff making the record, in 
the absence of a signature and meet the same standards as written records  


• ensure electronic records are completed to the same standard as written records. 
 
6.3. Record keeping statement 3 


 Case management staff should be aware of, and abide by, legal regulations about 
the confidentiality, storage and disposal of records, and a service user’s right to 
access their own records. 
 


Case managers are required to:  


• inform themselves of, and abide by, the key principles of the Data Protection Act 
1998, local policy and current legislation, in relation to a service user’s right of 
access to their records (Great Britain, Parliament 1998a)  


• inform themselves of, and abide by, the key principles of the Data Protection Act 
1998, local policy and current legislation, relating to the confidentiality, storage and 
disposal of records (Great Britain, Parliament 1998a)  


• provide a policy on record keeping and storage 


• store records securely, with arrangements in place to protect them from use by 
unauthorised persons, damage or loss  


• encourage the storage of records kept in a service user’s home in an agreed safe 
place, away from sight of visitors to the home 


• ensure security when transporting records in person from place to place, for 
example in a car or on public transport   


• ensure the safekeeping of other records such as diaries that may be used as legal 
evidence  


• retain and dispose of records according to legal and professional guidance. 
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6. Audit tool form Name ..............................  Date ……………                        RECORD KEEPING 
 
Record keeping statement 1 (6.1) 
A record should be kept of all case management activity and intervention made with, or on 
behalf of, the service user. 
Do you/does your service: Yes No Comment and action required 


• clearly identify the service user by name, 
address and date of birth on all records 
kept  


   


• document details of all key people 
involved in the service user's 
management, including professionals, 
family and carers and other agencies 


   


• document all referral details, including 
date and source of referral and reason for 
referral when given  


   


• document any relevant social, medical or 
rehabilitative history  


   


• document, date and time all assessments 
made, methods used and resulting 
outcomes 


   


• document and date the views and wishes 
of the service user about goals or 
treatment plans and any time frames 
suggested  


   


• document the consent and nature of 
consent given to intervention  


   


• document, date and time all interventions 
planned and carried out in connection 
with the service user, the resulting 
outcomes and associated costs where 
known. 


   


• document and date all reviews, 
alterations to goals, treatment plans or 
time frames. 


   


• document all interventions or decisions 
made by members of the multi-
disciplinary team when they impact upon 
the case management care given, 
including decisions taken in clinical 
supervision 


   


• incorporate in the records all 
correspondence, telephone conversations 
and reports related to the service user’s 
care 


   


• document and date interventions or 
contact with family and carers, and any 
outcomes  


   


• document all information and advice 
provided to the service user and their 
family/people providing support and 
assistance  


   


• document all discharge, closure or 
transfer details 


   


• document the destination of onward 
referrals or care transfers and any 
information that needs to be considered in 
handover (with the knowledge and the 
consent of service user). 
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6. Audit tool form Name ………………………… Date ………………………  RECORD KEEPING 
 


Record keeping statement 2 (6.2) 
Case management records should be well organised, well managed and clear, to ensure that 
they are accessible to those who may need to refer to them.  
Do you/does your service: Yes No Comment and action required 


• maintain and organise records 
systematically, ensuring that they are 
easy to find and in good order  


   


• ensure that records are chronological 
and contemporaneous 


   


• ensure the records are complete, 
factual, objective and concise  


   


• ensure the records are legible and do 
not use slang or unexplained 
abbreviations and acronyms 


   


• amend written records by scoring out 
with a single line, so that the original 
text is still legible  


   


• provide a clear signature, designation 
and date with all entries, additions or 
amendments 


   


• countersign student or support records 
to ensure and demonstrate their 
accuracy 


   


• ensure that electronic records clearly 
identify the member of staff making the 
record, in the absence of a signature 
and meet the same standards as 
written records  


   


• ensure electronic records are 
completed to the same standard as 
written records. 
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6. Audit tool form Name ………………………… Date ………………………  RECORD KEEPING 


 
Record keeping statement 3 (6.3) 
Case management staff should be aware of, and abide by, legal regulations about the 
confidentiality, storage and disposal of records, and a service user’s right to access their own 
records.  They should be guided by local policy on these matters. 
Do you/does your service: Yes No Comment and action required 


• inform themselves of, and abide by, the 
key principles of the Data Protection 
Act 1998, local policy and current 
legislation, in relation to a service 
user’s right of access to their records 
(Great Britain, Parliament 1998a)  


   


• inform themselves of, and abide by, the 
key principles of the Data Protection 
Act 1998, local policy and current 
legislation, relating to the 
confidentiality, storage and disposal of 
records (Great Britain, Parliament 
1998a) 


   


• provide a policy on record keeping and 
storage 


   


• store records securely, with 
arrangements in place to protect them 
from use by unauthorised persons, 
damage or loss  


   


• encourage the storage of records kept 
in a service user’s home in an agreed 
safe place, away from sight of visitors 
to the home 


   


• Ensure security when transporting 
records in person from place to place, 
for example in a car or on public 
transport 


   


• ensure the safekeeping of other 
records such as diaries that may be 
used as legal evidence  


   


• retain and dispose of records according 
to legal and local guidance. 
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7.  SERVICE QUALITY AND GOVERNANCE  


 
It can be difficult for anyone commissioning services to monitor the quality and cost effectiveness 
of the service they receive. The principles of quality and governance apply equally to all case 
managers, in all settings. Individual practitioners and services have a duty to provide case 
management of the highest competence, safety, quality and value, personalised to a service user’s 
individual needs. See also the Standards on The Case Manager as Practitioner (14) and Business 
Practice (15). 
 
Quality has been defined as "doing the right things, to the right people, at the right time and doing 
things right first time" (Department of Health 1997b, p17). 
 
Governance refers to the processes and systems put in place to ensure that quality is provided, 
while making best use of resources. 
  


 
7.1.  Service quality and governance statement 1  
 Case managers should maintain and develop their knowledge, skills and attitudes, 


and therefore their competence to practise. 
  


Case managers are required to:  


• ensure that staff have appropriate levels of education, training, skills and competencies 
to deliver the services needed by clients. 


• seek out and attend learning opportunities relevant to their practice and development 
as practitioners  


• enable the development of staff, by providing supervision and appraisal systems and 
support for learning opportunities  


• be aware of national and international practice development, e.g. through reading, 
attending learning opportunities, membership of a specialist section or special interest 
group  


• apply newly acquired professional knowledge, skills and behaviour in a safe and 
responsible manner  


• share good practice with fellow practitioners and colleagues  


• have networks and management structures which provide regular supervision and 
feedback (or equivalent support) where relevant 


• reflect upon practice and development, maintaining a record where relevant, through 
the use of professional development portfolios  


• participate in a regular appraisal process, enabling reflection on current practice, 
consideration of past, current and future objectives and learning/development needs.  
 


7.2. Service quality and governance statement 2 
 Case managers should protect and maintain the safety of those who use their 


service.  
 


 Case managers and case management services are required to:  


• abide by national and local health and safety regulations, policies and procedures  


• work only within their professional competence, in terms of education, training and/or 
experience  


• minimise the risk of untoward events by identifying the potential for harm and avoiding 
or managing these factors. This should not rule out positive risk-taking as part of 
intervention  


• recognise and learn from adverse events, identifying and addressing areas of poor 
practice.  
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7.3. Service quality and governance statement 3 
 Case managers should provide a service of consistent quality, in line with local, 


professional and national standards. 
 


Case managers and case management services are required to:  


• monitor the performance and quality of their service against relevant local, national and 
professional standards and guidelines as they are published  


• ensure mechanisms are in place to monitor safe, effective, ethical, equitable and anti-
discriminatory practice  


• be informed of the opinions of the people to whom they provide a service and their 
carers  


• implement regular clinical audits, quality and governance systems  


• provide a complaints procedure  


• take responsibility for drawing attention to any areas of concern about the service 
 


7.4. Service quality and governance statement 4  
 Case managers should provide a service that is of the highest quality and the best 


value for money. 
  
  Case managers and case management services are required to:  


• monitor the use of resources and facilities, along with the outcomes of the service, to 
ensure their optimum efficiency and effectiveness  


• recognise and take opportunities to influence health and social policy and practice to 
the benefit of those who use the service. 
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7. Audit tool form Name ………………………… Date ……………  
                          SERVICE QUALITY AND GOVERNANCE 


 


Service quality and governance statement 1 (7.1) 
Case managers should maintain and develop their knowledge, skills and attitude, and therefore 
their competence to practise. 
Do you/does your service: Yes No Comment and action required 


• ensure that staff have appropriate 
levels of education, training, skills and 
competencies to deliver the services 
needed by clients 


   


• seek out and attend learning 
opportunities relevant to your practice 
and development as practitioners 


   


• enable the development of staff, by 
providing supervision and appraisal 
systems and support for learning 
opportunities  


   


• be aware of national and international 
practice development, e.g. through 
reading, attending learning 
opportunities, membership of a 
specialist section or special interest 
group  


   


• apply newly acquired professional 
knowledge, skills and behaviour in a 
safe and responsible manner 


   


• share good practice with fellow 
practitioners and colleagues 


   


• have networks and management 
structures which provide regular 
supervision and feedback (or 
equivalent support) where relevant 


   


• reflect upon practice and development, 
maintaining a record where relevant 
through the use of professional 
development portfolios 


   


• participate in a regular appraisal 
process, enabling reflection on current 
practice, consideration of past, current 
and future objectives and learning/ 
development needs. 
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7. Audit tool form Name ………………………… Date ……………  
                          SERVICE QUALITY AND GOVERNANCE 


 
Service quality and governance statement 2 (7.2) 
Case managers should protect and maintain the safety of those who use their service. 
Do you/does your service: Yes No Comment and action required 


• abide by national and local health and 
safety regulations, policies and 
procedures  


   


• work only within your professional 
competence, in terms of education, 
training and/or experience 


   


• minimise the risk of untoward events by 
identifying the potential for harm and 
avoiding or managing these factors. 
This should not rule out positive risk-
taking as part of intervention 


   


• recognise and learn from adverse 
events, identifying and addressing 
areas of poor practice. 


   


 
Service quality and governance statement 3 (7.3) 
Case managers should provide a service of consistent quality, in line with local, professional 
and national standards.  


Do you/does your service: Yes No Comment and action required 


• monitor the performance and quality of 
their service against relevant local, 
national and professional standards 
and guidelines as they are published  


   


• ensure mechanisms are in place to 
monitor safe, effective, ethical, 
equitable and anti-discriminatory 
practice  


   


• be informed of the opinions of the 
people to whom they provide a service 
and their carers 


   


• implement regular clinical audits, 
quality and governance systems 


   


• provide a complaints procedure    


• take responsibility for drawing attention 
to any areas of concern about the 
service. 


   


 
Service quality and governance statement 4 (7.4) 
Case managers should provide a service that is of the highest quality and the best value for 
money.  
Do you/does your service: Yes No Comment and action required 


� monitor the use of resources and 
facilities, along with the outcomes of 
the service, to ensure their optimum 
efficiency and effectiveness 


   


� recognise and take opportunities to 
influence health and social policy and 
practice to the benefit of those who use 
the service. 
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8.  PROFESSIONAL DEVELOPMENT/LIFELONG LEARNING  
 
Continuing personal and professional development (CPD) and lifelong learning for all members 
ensures the competence required to provide safe, efficient and effective services which meet 
clients’ expectations and support best practice.  
Effective CPD should be: 
Continuous   - occurring throughout the practitioner’s working life 
Professional        - required for the delivery of services involving technical skill, quality and 


professionalism 
Broad based   - development of personal skills, knowledge and qualities 
Structured   - systematic maintenance, improvement and broadening 
  
CPD can be achieved in a number of ways including distance learning, E-learning, systematic 
reading, membership of relevant groups, secondment, formal courses, project involvement and 
networking.  
 
8.1. Professional development/lifelong learning statement 1 
 Case managers should achieve and continuously maintain high standards of 


competence in terms of knowledge, skills and conduct. 
  
 Case managers and case management services are required to:  


• allocate and maintain agreed time and funding for CPD and/or research 


• demonstrate a personal development plan illustrating a systematic approach to CPD 
and incorporating future learning goals  


• document and demonstrate enhanced performance through the plan and update goals 
no less than annually 


• provide CPD opportunities for staff and support workers who contribute to the case 
management service  


• apply learning to benefit service users, colleagues and the case management service 
 


8.2. Professional development/lifelong learning statement 2 
        Case managers should be supported in their practice and development through 


regular supervision, within an agreed structure or model. 
   
 Case managers and case management services are required to:  


• participate in supervision to an agreed structure or model 


• have a verbal or written agreement about the nature of supervision between the 
supervisor and the supervisee 


• ensure that if individual supervision is used, it is by a case manager with appropriate 
experience in the field of practice, minimum 5 years, who is sufficiently trained in 
supervision  


• respect and uphold the confidentiality of the supervisory relationship  


• objectively record all supervision sessions  


• keep a note that supervision has taken place, in the clinical records, for as long as 
those records are kept  


 
8.3. Professional development/lifelong learning statement 3 
  Case management staff should participate in an appraisal cycle where appropriate.  
 
  Case managers and case management services are required to:  


• provide a suitable location and adequate time for the appraisal  


• ensure supervision records are available for use at an annual appraisal  


• review, clarify and confirm the roles and responsibilities expected of the staff member, 
in light of the organisational structure and objectives  
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• appraise the staff member fairly and objectively against past or current objectives, roles 
and responsibilities  


• agree future objectives for the staff member, including key targets, action to be taken 
and timescale, considering the requirements of the individual, the post and the 
objectives of the organisation  


• agree and document the development and learning needs of the staff member  


• document accurately and objectively the content and outcomes of the appraisal, using 
any local or organisational documentation provided  


• ensure the record is agreed as a true account by participating individuals 


• ensure the appraiser is sufficiently trained and experienced to fulfil their role  


• review the appraisal outcome on a regular basis and follow up any agreed actions  


• provide a procedure for either party to follow should they be dissatisfied with the 
appraisal outcome.  
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8. Audit tool form Name ………………………… Date…………… 
     PROFESSIONAL DEVELOPMENT/LIFELONG LEARNING 


 


 
Professional development/lifelong learning statement 1 (8.1) 
Case Managers should achieve and continuously maintain high standards of competence in 
terms of knowledge, skills and conduct. 
Do you/does your service: Yes No Comment and action required 


• allocate and maintain agreed time and 
funding for CPD and/or research 


   


• demonstrate a personal development 
plan illustrating systematic approach to 
CPD and incorporating future learning 
goals. 


   


• document and demonstrate enhanced 
performance through the plan and 
update goals no less than annually. 


   


• provide CPD opportunities for staff and 
support workers who contribute to the 
case management service 


   


• apply learning to benefit service users, 
colleagues and the case management 
service. 


   


 
Professional development/lifelong learning statement 2 (8.2) 
Case managers should be supported in their practice and development through regular 
supervision, within an agreed structure or model.  
Do you/does your service: Yes No Comment and action required 


• participate in supervision to an agreed 
structure or model 


   


• have a verbal or written agreement 
about the nature of supervision 
between the supervisor and the 
supervisee  


   


• ensure that if individual supervision is 
used, it is by a case manager with 
appropriate experience in the field of 
practice, minimum 5 years, who is 
sufficiently trained in supervision 


   


• respect and uphold the confidentiality 
of the supervisory relationship  


   


• objectively record all supervision 
sessions  


   


• keep a note that supervision has taken 
place, in the clinical records, for as long 
as those records are kept. 
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8. Audit tool form Name ………………………… Date …………… 
PROFESSIONAL DEVELOPMENT/LIFELONG LEARNING 


 


Professional development/lifelong learning statement 3 (8.3) 
Case management staff should participate in an annual appraisal cycle where appropriate.  
Do you/does your service: Yes No Comment and action required 


• provide a suitable location and 
adequate time for the appraisal  


   


• ensure supervision records are 
available for use at an annual appraisal 


   


• review, clarify and confirm the roles 
and responsibilities expected of the 
staff member, in light of the 
organisational structure and objectives 


   


• appraise the staff member fairly and 
objectively against past or current 
objectives, roles and responsibilities 


   


• agree future objectives for the staff 
member, including key targets, action 
to be taken and timescale, considering 
the requirements of the individual, the 
post and the objectives of the 
organisation 


   


• agree and document the development 
and learning needs of the staff member 


   


• Document accurately and objectively 
the content and outcomes of the 
appraisal, using any local or 
organisational documentation provided 


   


• ensure the record is agreed as a true 
account by participating individuals 


   


• ensure the appraiser is sufficiently 
trained and experienced to fulfil their 
role 


   


• review the appraisal outcome on a 
regular basis and follow up any agreed 
actions  


   


• provide a procedure for either party to 
follow should they be dissatisfied with 
the appraisal outcome. 
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9. FIELDWORK EDUCATION 
 
Case managers are encouraged to provide practice education opportunities for trainee case 
managers, to ensure a future workforce and to promote a learning culture within the workplace.  It 
is acknowledged that case management courses are developing, and this standard will become 
more applicable. 
 
 9.1. Fieldwork education statement 1 
 As educational courses develop, there should be a placement agreement between 


the Higher Education Institution [HEI] and the case management service. There 
should be appropriate policies and procedures, sufficient facilities and resources to 
support practice education.  


 
Case managers and case management services are required to:  


• maintain a reciprocal relationship with the HEI which acknowledges the costs, benefits 
and resource requirements of providing practice education  


• ensure that practice education contributes to the learning culture of their service, 
supporting lifelong learning, continued competence and a work-life balance  


• develop a placement resource file including the operational policies and procedures 
that assure the quality of practice education (for example, health and safety, support 
available to both student and educator, etc.)  


• ensure mechanisms are in place to support students with diverse needs, to ensure 
compliance with the special education needs, disability and equal opportunities 
legislation  


• provide students with preparatory information before the placement starts and a 
comprehensive induction programme at the beginning of the placement, orientating the 
student and providing practical information and advice  


• ensure access to a range of resources, facilities and staff to support independent 
learning  


• ensure the students and the educator have clear support mechanisms within the 
placement and from the HEI. 


 
 9.2. Fieldwork education statement 2 
 The practice education provided within the service should contribute to the overall 


aims of the education programme, by helping students become fit to practise 
independently. 
 
In partnership with the HEI, case management services are encouraged to:  


• ensure that the practice curriculum reflects the international and national reference 
standards and benchmarks  


• base the practice curriculum upon a sound educational philosophy that is compatible 
with the values of case management  


• contribute to the development of the pre-registration curriculum  


• ensure that the curriculum is updated regularly to reflect contemporary practice, 
professional priorities for service development, research findings and policy initiatives.  
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   9.3. Fieldwork education statement 3 
 There should be sufficient, properly prepared and supported practice placement 


educators to facilitate the achievement of students’ learning outcomes, while 
maintaining service delivery. 


  
Case management services that are able to offer this support are required to:  


• acknowledge the responsibilities placed on practice placement educators and their 
need to balance pre-registration education with caseload management  


• ensure that practice placement educators have sufficient time and availability to 
provide regular supervision and assessment (a minimum of one hour formal 
supervision per week)  


• ensure that there are appropriate arrangements to guarantee client safety and 
continuity of learning when the practice placement educator is absent  


• ensure that practice placement educators are aware of their duty of care to students 
and service users  


• recognise only people with sufficient experience and expertise as practice placement 
educators  


• support practice placement educators with relevant professional development activities.  
 
 


   9.4. Fieldwork education statement 4  
 A range of methods designed to promote trainee case managers’ personal and 


professional development and help them achieve learning outcomes, should be 
employed during each placement. 


 
Case managers and case management services are required to:  


• ensure that each trainee has an individual learning agreement that reflects their 
learning needs, the module outcomes and the experience available  


• ensure that the learning, teaching and supervisory strategies promote continuing 
professional development towards entry level competence and are outlined in the 
placement resource file  


• use a range of learning methods and opportunities, including inter-professional 
learning, to enable the placement outcomes to be achieved  


• design all learning, teaching and supervisory methods so as to: assess and manage 
risk, ensure the safety, consent and confidentiality of service users and their carers, 
and demonstrate respect for others  


• use a planned approach to the amount, type and frequency of supervision, employing a 
model that recognises individual learning styles  


• facilitate the integration of theory with practice throughout the placement by formal and 
informal supervision demonstrated in the student’s portfolio and the practice placement 
report  


• identify the requirements for professional conduct and the opportunities for developing 
professional identity in the practice placement file  


• enable the student to set time aside each week for independent study. 
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9.   Audit tool form Name ………………………… Date ……………               FIELDWORK EDUCATION 
 
Fieldwork education statement 1 (9.1) 
As educational courses develop, there should be a placement agreement between the Higher 
Education Institution (HEI) and the case management service. There should be appropriate 
policies and procedures, sufficient facilities and resources to support practice education. 
Do you/does your service: Yes No Comment and action required 


• maintain a reciprocal relationship 
with the HEI which acknowledges 
the costs, benefits and resource 
requirements of providing practice 
education  


   


• ensure that practice education 
contributes to the learning culture of 
their service, supporting lifelong 
learning, continued competence and 
a work-life balance  


   


• develop a placement resource file 
including the operational policies 
and procedures that assure the 
quality of practice education (for 
example, health and safety, support 
available to both student and 
educator etc) 


   


• ensure mechanisms are in place to 
support students with diverse 
needs, to ensure compliance with 
the special education needs, 
disability and equal opportunities 
legislation 


   


• provide students with preparatory 
information before the placement 
starts and a comprehensive 
induction programme at the 
beginning of the placement, 
orientating the student and 
providing practical information and 
advice 


   


• ensure access to a range of 
resources, facilities and staff to 
support independent learning  


   


• ensure the students and the 
educator have clear support 
mechanisms within the placement 
and from the HEI. 
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9.   Audit tool form Name ………………………… Date ……………               FIELDWORK EDUCATION 
 
Fieldwork education statement 2 (9.2) 
The practice education provided within the service should contribute to the overall aims of 
the education programme, by helping students become fit to practise independently. 
Do you/does your service: Yes No Comment and action required 


• ensure that the practice curriculum 
reflects the international and 
national reference standards and 
benchmarks 


   


• base the practice curriculum upon a 
sound educational philosophy that is 
compatible with the values of case 
management 


   


• contribute to the development of the 
pre-registration curriculum 


   


• ensure that the curriculum is 
updated regularly to reflect 
contemporary practice, professional 
priorities for service development, 
research findings and policy 
initiatives. 


   


 
Fieldwork education statement 3 (9.3) 
There should be sufficient, properly prepared and supported practice placement educators to 
facilitate the achievement of students learning outcomes, while maintaining service delivery.  
Do you/does your service: Yes No Comment and action required 


• acknowledge the responsibilities 
placed on practice placement 
educators and their need to balance 
pre-registration education with 
caseload management 


   


• ensure that practice placement 
educators have sufficient time and 
availability to provide regular 
supervision and assessment (a 
minimum of one hour formal 
supervision per week) 


   


• ensure that there are appropriate 
arrangements to guarantee client 
safety and continuity of learning 
when the practice placement 
educator is absent 


   


• ensure that practice placement 
educators are aware of their duty of 
care to students and service users  


   


• recognise only people with sufficient 
experience and expertise as 
practice placement educators  


   


• support practice placement 
educators with relevant professional 
development activities.  
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9.   Audit tool form Name ………………………… Date ……………               FIELDWORK EDUCATION 
 
Fieldwork education statement 4 (9.4) 
A range of methods designed to promote trainee case managers’ personal and professional 
development and help them achieve learning outcomes, should be employed during each 
placement.  
Do you/does your service: Yes No Comment and action required 


• ensure that each trainee has an 
individual learning agreement that 
reflects their learning needs, the 
module outcomes and the 
experience available  


   


• ensure that the learning, teaching 
and supervisory strategies promote 
continuing professional 
development towards entry level 
competence and are outlined in the 
placement resource file  


   


• use a range of learning methods 
and opportunities, including inter-
professional learning, to enable the 
placement outcomes to be 
achieved  


   


• design all learning, teaching and 
supervisory methods so as to: 
assess and manage risk, ensure 
the safety, consent and 
confidentiality of service users and 
their carers, and demonstrate 
respect for others  


   


• use a planned approach to the 
amount, type and frequency of 
supervision, employing a model 
that recognises individual learning 
styles 


   


• facilitate the integration of theory 
with practice throughout the 
placement by formal and informal 
supervision demonstrated in the 
student’s portfolio and the practice 
placement report 


   


• identify the requirements for 
professional conduct and the 
opportunities for developing 
professional identity in the practice  
placement file  


   


• enable the student to set time aside 
each week for independent study.  
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10. SAFE WORKING PRACTICE 
 
Health and safety law puts a duty on employers to ensure the health, safety and welfare of their 
employees, so far as is reasonable. Employees have a duty to care for their own health and safety, 
and to care for the health and safety of those who may be affected by what they do. These duties, 
under the Health and Safety at Work Act 1974 and the Management of Health and Safety at Work 
Regulations (1999), also apply to lone workers. Case managers may wish to base any 
comprehensive risk assessment on the Five Steps to Risk Assessment of the Health and Safety 
Executive (2006). 
 
Case managers therefore have a duty to assess risk to themselves and in their own environment, 
and risks associated with their clients. 
 
Risk management involves ensuring a strategy is in place for managing potential risks and 
reducing the likelihood and effect of untoward incidents. This includes strategies that incorporate 
positive risk-taking aspects of case management which case managers frequently engage in so as 
to provide positive, realistic and meaningful interventions. 
 
Case managers have both professional and legal responsibilities to ensure safe moving and 
handling practice irrespective of their professional background. The Manual Handling Operations 
Regulations (MHOR 1992) specify that each employer shall, as far as is reasonably practicable, 
avoid the need for employees to undertake any manual handling operations at work which involve 
a risk of their being injured. Where it is not practicable to avoid the need, they must make a 
suitable assessment of all manual handling operations, taking appropriate steps to reduce the risk 
of injury. Case managers should refer to MHOR and take appropriate steps to reduce the risk of 
injury to staff, service users, support workers, family members and themselves. Identical duties are 
placed on self-employed workers in respect of their own safety.  


 
10.1. Safe working practice statement 1 


 Case managers should take responsibility for systematically assessing and 
managing the risks involved in providing a service.  


 
    Case managers are required to:  


• undertake a comprehensive risk assessment of the risk to the health and safety of 
the service user and their situation  


• have clear, up to date policies, programmes or systems in place aimed at identifying 
and managing real or potential risk 


• engage all staff in the identification of risk or hazard, and their management  


• clearly document the outcome of any risk assessment and decisions based upon the 
risk assessment 


• develop and implement risk management strategies to eliminate, avoid or reduce 
the likelihood of unwanted risk  


• ensure contingency plans are in place for risks that cannot be eliminated  


• participate in training to prevent and manage violence at work, including abuse and 
harassment, where assessment shows there to be a risk  


• change practice where reviews of incidents indicate this may be necessary  


• fully co-operate with the investigation of incidents if they occur  


• identify and be aware of procedures to be carried out should an incident occur 


• adhere to local risk management policies and incident reporting procedures 
including and in relation to infectious diseases where relevant  


• establish documentation and incident reporting procedures where there are none 
locally 


• enable positive risks to be taken safely by service users, in cases where such risks 
are a necessary part of intervention 
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  10.2. Safe working practice statement 2  
 Case managers who are lone workers or working alone away from their base, 


should ensure procedures are in place to minimise risk to themselves and other 
people affected by their work and co-operate with their employers in meeting 
their legal obligations. 


  
Case managers and case management services are required to:  


• ensure that a risk assessment is made of lone working practice and that any risks or 
hazards are identified and documented  


• be aware of and follow measures which avoid or control the risks/hazards 
associated with lone working  


• provide an appropriate level of supervision, based on the findings of the risk 
assessment  


• ensure that arrangements are in place for providing help when the risk assessment 
shows that it is not possible for the work to be done safely by a lone worker  


• ensure that that there is a system for monitoring the safety and well-being of the 
lone worker, or those working alone away from their base, such as regular 
telephone contact  


• ensure that there is an emergency system in place should an incident occur. 
 


10.3. Safe working practice statement 3 
 Case management staff should maintain an approach to moving and handling 


people that abides by the law and should also facilitate the active rehabilitation 
of the people in their care, enabling them to exercise control and autonomy in 
their lives. 


 
Case managers and case management services are required to:  


• exercise sound professional judgement in arriving at handling regimes that are 
sensitive to the needs and wishes of service users and their family/carers, and 
ensure that the welfare and autonomy of the person requiring lifting or moving is 
paramount  


• acknowledge a service user’s right of refusal and right of choice, placing emphasis 
on a working partnership that promotes dignity, privacy, safety and social inclusion  


• avoid unnecessary manual handling operations which involve a risk of injury  


• complete a formal risk assessment where an individual is assessed as having some 
dependency, to ensure that assistance is provided safely  


• carry out and document appropriate actions and recommendations based upon the 
risk assessment  


• take steps to ensure the risk of injury during those operations is as low as possible, 
and that others are not put at risk  


• inform the employer if hazardous handling activities are identified  


• ensure the service or team has an agreed protocol for manually handling service 
users.  
 


10.4  Safe working practice statement 4  
 Case managers and case management services should use equipment 


appropriately and with regard to the safety of staff and those referred to the 
service.  
 
Case managers and case management services are required to:  


• select and use the most appropriate equipment for the task  


• use equipment only for the purpose for which it was manufactured  


• ensure the equipment conforms to safety standards and is hygienic for use  


• provide adequate information and training to people and/or their carers, to ensure 
safe use of loan equipment  
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• store all equipment safely and securely  


• handle equipment with regard to manual handling operations  


• transport equipment safely, being adequately restrained within any vehicle.  
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10.  Audit tool form Name ………………………… Date ……………         SAFE WORKING PRACTICE 
 
Safe working practice statement 1 (10.1) 
Case managers should take responsibility for systematically assessing and managing the risks 
involved in providing a service.  
Do you/does your service: Yes No Comment and action required 


• undertake a comprehensive risk 
assessment of the risk to the health 
and safety of the service user and 
their situation  


   


• have clear, up to date policies, 
programmes or systems in place 
aimed at identifying and managing 
real or potential risk 


   


• engage all staff in the identification of 
risk or hazard, and their management  


   


• clearly document the outcome of any 
risk assessment and decisions based 
upon the risk assessment 


   


• develop and implement risk 
management strategies to eliminate, 
avoid or reduce the likelihood of 
unwanted risk 


   


• ensure contingency plans are in place 
for risks that cannot be eliminated 


   


• participate in training to prevent and 
manage violence at work, including 
abuse and harassment, where 
assessment shows there to be a risk. 


   


• change practice where reviews of 
incidents indicate this may be 
necessary 


   


• fully co-operate with the investigation 
of incidents if they occur  


   


• identify and be aware of procedures to 
be carried out should an incident 
occur 


   


• adhere to local risk management 
policies and incident reporting 
procedures including and in relation to 
infectious diseases where relevant 


   


• establish documentation and incident 
reporting procedures where there are 
none locally 


   


• enable positive risks to be taken 
safely by service users, in cases 
where such risks are a necessary part 
of intervention 
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10.  Audit tool form Name ………………………… Date ……………         SAFE WORKING PRACTICE 
 
Safe working practice statement 2 (10.2) 
Case managers who are lone workers or working alone away from their base should take 
reasonable care of themselves and other people affected by their work and co-operate with 
their employers in meeting their legal obligations.  
Do you/does your service: Yes No Comment and action required 


• ensure that a risk assessment is 
made of lone working practice and 
that any risks or hazards are identified 
and documented  


   


• be aware of and follow measures 
which avoid or control the 
risks/hazards associated with lone 
working  


   


• provide an appropriate level of 
supervision, based on the findings of 
the risk assessment 


   


• ensure that arrangements are in place 
for providing help when the risk 
assessment shows that it is not 
possible for the work to be done 
safely by a lone worker 


   


• ensure that that there is a system for 
monitoring the safety and well being 
of the lone worker, or those working 
alone away from their base, such as 
regular telephone contact 


   


• ensure that there is an emergency 
system in place should an incident 
occur. 
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10.  Audit tool form Name ………………………… Date ……………         SAFE WORKING PRACTICE 
 
Safe working practice statement 3 (10.3) 
Case managers should maintain an approach to moving and handling people that abides by the 
law and should also facilitate the active rehabilitation of the people in their care, enabling them 
to exercise control and autonomy in their lives. 
Do you/does your service: Yes No Comment and action required 


• exercise sound professional 
judgement in arriving at handling 
regimes that are sensitive to the 
needs and wishes of service users 
and their family/carers, and ensure  
that the welfare and autonomy of the 
person requiring lifting or moving is 
paramount 


   


• acknowledge a service user’s right of 
refusal and right of choice, placing 
emphasis on a working partnership 
that promotes dignity, privacy, safety 
and social inclusion 


   


• avoid unnecessary manual handling 
operations which involve a risk of 
injury 


   


• complete a formal risk assessment 
where an individual is assessed as 
having some dependency, to ensure 
that assistance is provided safely 


   


• carry out and document appropriate 
actions and recommendations based 
upon the risk assessment 


   


• take steps to ensure the risk of injury 
during those operations is as low as 
possible, and that others are not put 
at risk 


   


• inform the employer if hazardous 
handling activities are identified 


   


• ensure the service or team has an 
agreed protocol for manually handling 
service users. 
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10.  Audit tool form Name ………………………… Date ……………         SAFE WORKING PRACTICE 
 
Safe working practice statement 4 (10.4) 
Case managers and case management services should use equipment appropriately and with 
regard to the safety of staff and those referred to the service.  
Do you/does your service: Yes No Comment and action required 


• select and use the most appropriate 
equipment for the task 


   


• use equipment only for the purpose 
for which it was manufactured  


   


• ensure the equipment conforms to 
safety standards and is hygienic for 
use 


   


• provide adequate information and 
training to people and/or their carers, 
to ensure safe use of loan equipment 


   


• store all equipment safely and 
securely 


   


• handle equipment with regard to 
manual handling operations 


   


• transport equipment safely, being 
adequately restrained within a vehicle. 
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11. RESEARCH ETHICS 
 
The conduct and ethics of research in the NHS has become subject to a range of standards, which 
are applicable in independent practice. Research governance frameworks for health and social 
care in the United Kingdom have been published. Legislation and guidance documents form part of 
the framework acknowledging public concern about health research and issues around informed 
consent. Case managers should not undertake any research without appropriate ethical committee 
approval and research governance. 
   


11.1. Research ethics statement 1 
 Case managers who undertake research should take steps to prevent or 


minimise harm to participants, researchers or others throughout the research.  
 
Case managers and case management services are required to: 


• investigate whether a research method is likely to affect the well-being of 
participants, researchers or others  


• identify and address any potential risks which might arise in the course of the 
research  


• justify the research methods and processes used, demonstrating why alternative 
approaches involving less risk or intrusion cannot be used  


• justify any intervention used in the course of the research  


• place the welfare of participants above the needs of the research and the 
researchers  


• ensure that appropriate support is available to both participants and researchers 
throughout the research and beyond. 


  
11.2. Research ethics statement 2  
 Case managers who undertake research should take steps to maximise the 


potential benefits of research. 
  


Case managers and case management services are required to:  


• make explicit the intended value of the research for participants, researchers, the 
profession, the research community and/or society  


• identify and state clearly from the outset the potential benefits (or absence of them) 
of the research  


• design and conduct research in a methodologically rigorous manner  


• disseminate research findings in a format that would reach the proper audience. 
 


11.3. Research ethics statement 3  
 Case managers who undertake research should respect everyone involved in 


research as true partners. 
  
  Case managers and case management services are required to:  


• respect cultural, religious, gender and other differences in a research population  


• acknowledge the possibility of a power relationship between themselves and 
participants, and avoid exploiting that power  


• identify and acknowledge any undue influences which might exist if the researchers 
have had a relationship of trust with the participants. 
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  11.4. Research ethics statement 4 


 Case managers who undertake research should create circumstances in which 
participants are able to act on their own, freely made decisions.  


 
Case managers and case management services are required to:  


• prepare a written explanation of the project for participants and obtain written 
consent from them 


• explain research procedures, including any potential benefits or harm, in a way that 
can be understood by each potential participant  


• give sufficient time for potential participants who are able to give consent to consider 
whether or not to participate  


• ensure that potential participants who decline to participate suffer no detriment 
because of their decision  


• allow potential participants to withdraw freely from the research at any time without 
giving a reason and suffer no detriment as a result  


• withdraw and destroy a participant’s data if he or she so requests, provided that the 
data can be identified  


• refrain from using any coercion or inducement to persuade potential participants to 
participate in research  


• identify and clearly state from the outset in writing any potential risks involved in 
participation and discuss these with relevant parties. 


  
 


  11.5. Research ethics statement 5 
    Case managers who undertake research should act with integrity and honesty.  
 
    Case managers and case management services are required to:  


• take steps to avoid deceiving or misleading, or withholding information from, 
participants and potential participants  


• act with integrity and honesty in stating what they intend to do in their research and 
in conducting the research  


• act with integrity and honesty in collecting, storing, analysing and interpreting data 
and in presenting their results  


• take care not to raise expectations of improved service provision as a result of 
participation in research. 


  
 


11.6 . Research ethics statement 6  
 Case managers who undertake research should act with impartiality and 


fairness.  
 
Case managers and case management services are required to:  


• have a valid reason for deciding to include or exclude any groups or service user/s 
in the research and document this  


• attempt to validate the accuracy of information given by those advocating or 
interpreting for participants. 
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  11.7. Research ethics statement 7 
 Case managers who undertake research should establish and maintain the 


confidentiality and/or anonymity of participants. 
 


Case managers and case management services are required to:  


• explain clearly, during the process of obtaining informed consent, any limits to 
confidentiality and anonymity  


• obtain explicit written consent from potential participants before accessing personal 
information about them  


• design and put into place procedures to ensure the confidentiality and anonymity of 
participants  


• store data securely and destroy them at the appropriate time. 
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11.   Audit tool form Name ………………………… Date ……………      RESEARCH ETHICS 
 
Research ethics statement 1 (11.1) 
Case managers who undertake research should take steps to prevent or minimise harm to 
participants, researchers or others throughout the research. 
Do you/does your service: Yes No Comment and action required 


• investigate whether a research method 
is likely to affect the well-being of 
participants, researchers or others 


   


• identify and address any potential risks 
which might arise in the course of the 
research  


   


• justify the research methods and 
processes used, demonstrating why 
alternative approaches involving less 
risk or intrusion cannot be used  


   


• justify any intervention used in the 
course of the research 


   


• place the welfare of participants above 
the needs of the research and the 
researchers  


   


• ensure that appropriate support is 
available to both participants and 
researchers throughout the research 
and beyond. 


   


 
Research ethics statement 2 (11.2) 
Case managers who undertake research should take steps to maximise the potential benefits of 
research.  
Do you/does your service: Yes No Comment and action required 


• make explicit the intended value of the 
research for participants, researchers, 
the profession, the research 
community and/or society  


   


• identify and state clearly from the 
outset the potential benefits (or 
absence of them) of the research  


   


• design and conduct research in a 
methodologically rigorous manner  


   


• disseminate research findings in a 
format that would reach the proper 
audience.  
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11.   Audit tool form Name ………………………… Date ……………      RESEARCH ETHICS 
 
Research ethics statement 3 (11.3) 
Case managers who undertake research should respect everyone involved in research as true 
partners.  
Do you/does your service: Yes No Comment and action required 


• respect cultural, religious, gender and 
other differences in a research 
population  


   


• acknowledge the possibility of a power 
relationship between themselves and 
participants, and avoid exploiting that 
power 


   


• identify and acknowledge any undue 
influences which might exist if the 
researchers have had a relationship of 
trust with the participants. 


   


 
Research ethics statement 4 (11.4) 
Case managers who undertake research should create circumstances in which participants are 
able to act on their own, freely made decisions.  


Do you/does your service: Yes No Comment and action required 


• prepare a written explanation of the 
project for participants and obtain 
written consent from them   


   


• explain research procedures, including 
any potential benefits or harm, in a 
way that can be understood by each 
potential participant 


   


• give sufficient time for potential 
participants who are able to give 
consent to consider whether or not to 
participate  


   


• ensure that potential participants who 
decline to participate suffer no 
detriment because of their decision 


   


• allow potential participants to withdraw 
freely from the research at any time 
without giving a reason and suffer no 
detriment as a result  


   


• withdraw and destroy a participant’s 
data if he or she so requests, provided 
that the data can be identified 


   


• refrain from using any coercion or 
inducement to persuade potential 
participants to participate in research  


   


• identify and clearly state from the 
outset any potential risks involved in 
participation and discuss these with 
relevant parties. 
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11.   Audit tool form Name ………………………… Date ……………      RESEARCH ETHICS 
 
Research ethics statement 5 (11.5) 
Case managers who undertake research should act with integrity and honesty.  


Do you/does your service: Yes No Comment and action required 


• take steps to avoid deceiving or 
misleading, or withholding information 
from, participants and potential 
participants  


   


• act with integrity and honesty in stating 
what they intend to do in their research 
and in conducting the research  


   


• act with integrity and honesty in 
collecting, storing, analysing and 
interpreting data and in presenting their 
results 


   


• take care not to raise expectations of 
improved service provision as a result 
of participation in research. 


   


 
Research ethics statement 6 (11.6) 
Case managers who undertake research should act with impartiality and fairness.  
Do you/does your service: Yes No Comment and action required 


• have a valid reason for deciding to 
include or exclude any groups or a 
service user/s in the research. 


   


• attempt to validate the accuracy of 
information given by those advocating 
or interpreting for participants. 


   


 
Research ethics statement 7 (11.7) 
Case managers who undertake research should establish and maintain the confidentiality 
and/or anonymity of participants. 
Do you/does your service: Yes No Comment and action required 


• explain clearly, during the process of 
obtaining informed consent, any limits 
to confidentiality and anonymity  


   


• obtain explicit consent from potential 
participants before accessing personal 
information about them  


   


• design and put into place procedures to 
ensure the confidentiality and 
anonymity of participants  


   


• store data securely and destroy them at 
the appropriate time. 
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12. PEOPLE WHO PROVIDE SUPPORT AND ASSISTANCE 
 


In meeting the needs of the client, case managers draw upon the resources of people who provide 
support and assistance.  This may be in a professional, voluntary or familial capacity. The term 
“carer” is often used to describe people who undertake a variety of activities, but this is frequently 
thought to mean physical or personal assistance. Hence, the term “people who provide support 
and assistance” is used here to encapsulate and include everyone who contributes physical, 
emotional, psychological and social support and assistance to a service user.  
 
The Care Standards Act 2000 did not include a definition of “personal care” (except that 
regulations may be made excluding prescribed activities from personal care).  Its established, 
ordinary meaning includes four main types of care which are: 
 


•  Assistance with bodily functions such as feeding, bathing and toileting 


•  Care falling just short of assistance with bodily functions, but still involving physical and intimate 
touching, including activities such as helping a person get out of a bath and helping them to get 
dressed. 


•  Non-physical care, such as advice, encouragement and supervision relating to the foregoing, 
such as prompting a person to take a bath and supervising them during this. 


•  Emotional and psychological support, including the promotion of social functioning, behaviour 
management, and assistance with cognitive functions. 


 
  12.1. People who provide support and assistance statement 1 
 The case manager will provide relevant information to enable service users or 


their significant others to make an informed decision regarding training 
requirements for people providing them with support and assistance. 


 
    Case managers and case management services are required to: 


• ensure that the learning, teaching and supervisory strategies promote competence 
and where relevant, continuing professional development  


• use a range of teaching methods and opportunities, including inter-disciplinary 
learning where appropriate  


• establish and/or collaborate in the design of learning, teaching and supervisory 
methods so as to assess and manage risk, ensure the safety, consent and 
confidentiality of service users and demonstrate respect for others 


• use a planned approach to the amount, type and frequency of training, by employing 
a model that recognises individual learning styles  


• facilitate the integration of theory with practice by appropriate supervision. 
 


  12.2. People who provide support and assistance statement 2 
 Case managers will identify training needs and see evidence of mandatory 


training completed, when support and assistance is delivered by paid care staff. 
 
Case managers and case management services are required to:  


• monitor training delivery to paid care staff  


• initiate training where appropriate in accordance with current legislation. 


• people who provide support and assistance statement 3 
The case manager will show evidence of planning to deal with emergencies that 
occur out of hours which would inadvertently affect service users. 


• Case managers are required to have a contingency plan in case of out of hours 
emergencies. 
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12.   Audit tool form Name ………………………… Date ……………  
PEOPLE WHO PROVIDE SUPPORT AND ASSISTANCE 


 
People who provide support and assistance statement 1 (12.1) 
The case manager will provide the information to allow users or their families to make an 
informed decision regarding their training needs to people providing support and assistance. 
Do you/does your service: Yes No Comment and action required 


• ensure that the learning, teaching and 
supervisory strategies promote 
competence and where relevant, 
continuing professional development 


   


• use a range of teaching methods and 
opportunities, including inter-
disciplinary learning where appropriate 


   


• establish and/or collaborate in the 
design of learning, teaching and 
supervisory methods so as to assess 
and manage risk, ensure the safety, 
consent and confidentiality of service 
users and demonstrate respect for 
others. 


   


• use a planned approach to the 
amount, type and frequency of 
training, by employing a model that 
recognises individual learning styles 


   


• facilitate the integration of theory with 
practice by appropriate  supervision. 


   


 
People who provide support and assistance statement 2 (12.2) 
Case managers will identify training needs and see evidence of mandatory training completed, 
when support and assistance is delivered by paid care staff.  
Do you/does your service: Yes No Comment and action required 


• monitor training delivery to paid 
care staff 


   


• initiate training where appropriate 
in accordance with current 
legislation. 


   


People who provide support and 
assistance statement 3.  The case 
manager will show evidence of 
planning to deal with emergencies 
that occur out of hours which would 
inadvertently affect service users. 


   


• Case managers are required to 
have a contingency plan in case of 
out of hours emergencies. 
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13. SERVICE USER PROTECTION 
 
This standard identifies aspects that need to be addressed to ensure that services that the case 
manager provides are as safe as possible.  Vulnerable adults and children are particularly 
susceptible to abuse for many different reasons ranging from dependency on others for personal 
care to difficulties in communication.  
 
The Care Standards Act 2000 defines abuse or exploitation as physical, financial, psychological, 
sexual abuse, neglect, discriminatory abuse or self-harm or inhuman or degrading treatment 
through deliberate intent, negligence or ignorance (Domiciliary Care Standards, Standard 14). 
 
Everyone has the right: 


• To be safe and protected from abuse in any form. 


• To protect their own bodies. 


• To say ‘no’. 


• To get help against any form of bullying. 


• To tell. 


• To be believed. 
 
The UN Convention on the Rights of the Child (which came into force in the UK in 1992) and the 
Children Act 2004, define a child as any person under 18. There should be some flexibility at the 
upper end of the age range for those young people who have suffered trauma that has interrupted 
the normal development process. This would be determined by or be dependent on issues 
affecting a particular young person.  
 
Child abuse is the term used when an adult harms a young child or a young person under the age 
of 18. 
 
A ‘vulnerable person’ means a person of 18 years and over who: 


• suffers from a mental disorder within the meaning of the Mental Health Act 1983, or otherwise 
has a significant  impairment of intelligence and social functioning, or 


• has a physical disability or is suffering from a physical disorder  
 
A vulnerable adult is a person who has attained the age of 18 and: 


• is in residential accommodation 


• is in sheltered housing 


• receives domiciliary care 


• receives any form of health care 


• is detained in lawful custody 


• is by virtue of an order of a court under supervision by a person exercising functions for the 
purposes of Part 1 of the Criminal Justice and Court Services Act 2000 (c43) 


• receives a welfare service of a prescribed description 


• receives any service or participates in any activity provided specifically for persons who fall 
within subsection (9) 


• receives payments (or payments are made to another on his behalf) in pursuance of 
arrangements under section 57 of the Health and Social Care Act 2001 (c15), or requires 
assistance in the conduct of his own affairs 


(Care Standards Legislation Handbook)  
 
In order to meet this standard, the case manager or case management service must be aware of 
the National Minimum Care Standards (available through the Department of Health, 
www.dh.gov.uk) and other guidance from relevant authorities (such as the Care Quality 
Commission, www.cqc.org.uk and the Independent Safeguarding Authority, www.isa-gov.org.uk). 
They must be able to provide evidence of a clear policy statement and procedures to demonstrate 
their commitment to guaranteeing the safety of all children and vulnerable adults for whom they 
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provide case management.  This includes agreed statements for code of conduct, appropriate 
behaviour, record keeping, risk assessments, evidence of staff training and a named service 
contact. 
 
Case managers should have training and education to raise their awareness of child and 
vulnerable adult protection issues. Their working knowledge should enable them to identify signs of 
abuse and take decisive action in response to allegations or suspicions, in line with Local Authority 
policy.  
 
Current employment legalisation and guidelines should be adhered to, to ensure proper 
recruitment and selection of employees to work with service users because this is one of the most 
sensible and effective ways of assessing an applicant’s suitability, and may in itself act as a 
deterrent to potential abusers.  
 
Providing case management for children requires co-ordinated, family centred care. Ideally the 
case manager should have previous experience of working with children, young people and their 
families. If this is not possible, the case manager should be supervised by an experienced 
practitioner who has that background.   
 
The ability to recognise abuse depends as much on a person’s willingness to accept the possibility 
of its existence as it does on knowledge and information.  Abuse is not always readily visible, but 
case managers may have suspicions that something is wrong.  In all situations it is important to 
record details of the intuitive reasons for concern, an allegation or a reported incident, regardless 
of whether or not the concerns are shared with a statutory protection agency or the police. 
 
  
  13.1. Service user protection statement 1 
 Case managers accept and recognise their responsibilities to develop awareness 


of the issues that can cause service users harm. 
 
    Case managers and case management services are required to: 


• have a rigorous recruitment and selection procedure that meets the requirements of 
legislation and ensures the protection of service users and their carers as outlined in 
Standard 17 of the Domiciliary Care Standards Act 2000 


• adopt protection guidelines through agreed procedures and a code of conduct for 
staff 


• share information about protection and good practice with the service users, 
families, staff and other practitioners and agencies 


• share information about concerns with agencies who need to know, and involving 
families appropriately as stated in the Children Act 1989 and “No Secrets - guidance 
on developing and implementing multi-agency policies and procedures to protect 
vulnerable adults from abuse” (DOH 2000) 


• keep informed in respect of the procedures for recruitment and selection and 
induction training for staff and volunteers 


• provide effective support for inexperienced staff through mentorship and role 
modelling. 
 


  13.2. Service user protection statement 2 
 Case managers will teach service users about their rights.  Where this is not 


possible, they will ensure those rights are preserved.  
 
    Case managers and case management services are required to: 


• Provide suitable educational materials to enable service users to know their rights to 
be safe from an abuse 


• inform service users that no one should take away their right to be safe  
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• treat all service users with respect and to create an environment where children and 
adults feel comfortable enough to point out attitudes or behaviour they do not like 


• provide a written Code of Conduct  


• respect the service user’s right to personal privacy 


• be aware that physical contact with a service user may be misinterpreted 


• challenge unacceptable behaviour and report all allegations/suspicions of abuse 
immediately following current legislation, procedures and guidelines 


• believe and support service users when they seek help or advice 


• recognise that special care is required when sensitive issues are being discussed 


• assure service users that arrangements will be made for them to talk in confidence 
about their concerns 


• assure service users that arrangements will be made for them to talk to appropriate 
others if they feel unable to talk to the immediate team. 


 
  13.3. Service user protection statement 3 
 Case managers working with children in any capacity will have or develop 


knowledge relevant to that area of work and to the depth of knowledge required. 
   


Case managers and case management services are required to: 


• demonstrate knowledge of child development 


• have undertaken regular courses in child protection  


• understand current legislation and services for children 


• ensure the service has a child protection contact person   


• understand the impact of acquired disability on child development if the service user 
is a child 


 
  13.4. Service user protection statement 4 
 The case manager/case management organisation will adhere to recognised best 


practice in recognising and reporting suspected or actual abuse. 
 
Case managers and case management organisations are required to: 


• have clear guidelines which clarify what abuse is, how to report it and how to 
respond to an allegation or expression of concern 


• have clear written procedures, including good record-keeping, which describe what 
actions must be taken following the receipt of an allegation of abuse  


• have accessible details of support services available with contact names and 
telephone numbers. 







CMSUK Standards 2
nd


 Edition November 2009   68 


13.    Audit tool form  Name ………………………… Date ……………  
SERVICE USER PROTECTION 


 
Service user protection statement 1 (13.1) 
Case managers accept and recognise their responsibilities to develop awareness of the 
issues that can cause service users harm. 
Do you/does your service: Yes No Comment and action required 


• have a rigorous recruitment and 
selection procedure that meets the 
requirements of legislation and 
ensures the protection of service 
users and their carers as outlined in 
Standard 17 of the Domiciliary Care 
Standards Act 2000 


   


• adopt protection guidelines through 
agreed procedures and a code of 
conduct for staff 


   


• share information about protection 
and good practice with service 
users, families, staff and other 
practitioners and agencies 


   


• share information about concerns 
with agencies that need to know, 
and involving families appropriately 
as stated in the Children Act 1989 
and “No Secrets’ – guidance on 
developing and implementing multi-
agency policies and procedures to 
protect vulnerable adults from 
abuse” (DOH 2000) 


   


• keep informed in respect of the 
procedures for recruitment and 
selection and induction training for 
staff and volunteers 


   


• provide effective support for 
inexperienced staff through 
mentorship and role modelling. 
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13.    Audit tool form  Name ………………………… Date …………… 
 SERVICE USER PROTECTION 


 


Service user protection statement 2 (13.2) 
Case managers will teach service users about their rights.  Where this is not possible, they 
will ensure those rights are preserved. 


Do you/does your service: Yes No Comment and action required 


• provide suitable educational 
materials to enable service users 
to know their rights to be safe from 
abuse. 


   


• inform users that no one should 
take away their right to be safe 


   


• treat all service users with respect 
and create an environment where 
children and adults feel 
comfortable enough to point out 
attitudes or behaviour they do not 
like 


   


• provide a written Code of Conduct    


• respect a service user’s right to 
personal privacy 


   


• be aware that physical contact with 
a service user may be 
misinterpreted 


   


• challenge unacceptable behaviour 
and report all 
allegations/suspicions of abuse 
immediately following current 
legislation, procedures and 
guidelines 


   


• believe and support service users 
when they seek help or advice 


   


• recognise that special care is 
required when sensitive issues are 
being discussed. 


   


• assure service users that 
arrangements will be made for 
them to talk in confidence about 
their concerns. 


   


• assure service users that 
arrangements will be made for 
them to talk to appropriate others if 
they feel unable to talk to the 
immediate team. 


   


 
 







CMSUK Standards 2
nd


 Edition November 2009   70 


13.  Audit tool form Name ………………………… Date …………… 
SERVICE USER PROTECTION 


 


Service user protection statement 3 (13.3) 
Case managers working with children in any capacity will have to develop knowledge relevant 
to that area of work and to the depth of knowledge required. 
Do you/does your service: Yes No Comment and action required 


• demonstrate knowledge of child 
development  


   


• have undertaken regular courses in 
child protection  


   


• understand current legislation and 
services for children  


   


• ensure the service has a child 
protection contact person  


   


• understand the impact of acquired 
disability on child development if the 
service user is a child.  


   


 
 
 


 Service user protection statement 4 (13.4) 
The case manager/case management organisation will adhere to recognise best practice in 
recognising and reporting suspected or actual abuse. 
Do you/does your service: Yes No Comment and action required 


• have clear guidelines which clarify what 
abuse is, how to report it and how to 
respond to an allegation or expression of 
concern 


   


• have clear written procedures, including 
good record-keeping, which describe 
what actions must be taken following the 
receipt of an allegation of abuse  


   


• have accessible details of support 
services available with contact names 
and telephone numbers. 
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14. THE CASE MANAGER AS PRACTITIONER 


 
The case manager must protect the health and well-being of people who use their services.  This 
means that the case manager must always keep high standards of conduct, behaviour, 
performance, competence and ethics. 
 


14.1  Case manager as practitioner statement 1  
Case managers should demonstrate professional responsibility and 
accountability in accordance with their discipline, training and experience. 
 
Case managers and case management services are required to: 


•  practice within the legal and ethical boundaries of their discipline, experience, 
qualifications, training and terms of insurance 


•  practice in a safe, effective, ethical, equitable and non-discriminatory manner 


•  keep high standards of personal conduct, dress and demeanour   


•  know the limits of their experience/practice and when to seek advice 


•  exercise a duty of care 


•  understand the importance of maintaining their own health/care to ensure fitness for 
practice. 


•  hold an enhanced Criminal Records Bureau disclosure 
 


  14.2 Case manager as practitioner statement 2  
           Case managers should maintain effective communication systems. 
 
            Case managers and case management services are required to: 


• demonstrate effective and appropriate skills in communicating advice, information, 
instruction and opinions to service users, their representatives, support staff, 
professional colleagues and other agencies 


• communicate in English to the standard equivalent to level 7 of the international 
English Language Testing System 


• understand the need to use an interpreter to assist a service user whose first 
language is not English, where appropriate 


• demonstrate awareness of the characteristics and consequences of non-verbal 
communication and how this can be affected by culture, age, ethnicity, gender, 
religious beliefs and socio-economic status 


• understand the need to provide service users (or representatives) with the 
information necessary to enable them to make informed choices 


• recognise that rapport with a service user should be based on mutual respect and 
trust even in situations of personal incompatibility 


• recognise the need to use interpersonal skills to encourage active participation of a 
service user 


• build therapeutic and professional rapport with a service user and others. 
 


   14.3   Case manager as practitioner statement 3  
 Case managers should ensure that the service to users is effectively managed 


using evidence based practice which is in line with current national guidelines 
frameworks standards and legislation. 


 
 Case managers and case management services are required to: 


• demonstrate that the welfare, health and safety of service users are promoted and 
protected in accordance with national guidelines, frameworks and legislation. 


• demonstrate that they have a user-friendly complaints policy 


• promote a service user centred approach 


• outline clearly the accessibility of your service, within office hours, out of hours or 
on call. 
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14. Audit tool form Name: …………………………….. Date …………… 
      CASE MANAGER AS PRACTITIONER 


 


Case manager as practitioner statement 1 (14.1) 
Case managers should demonstrate professional responsibility and accountability in 
accordance with their discipline, training and experience. 
Do you/does your service: Yes No Comment and action required 


• practice within the legal and ethical 
boundaries of your discipline, experience, 
qualifications, training and terms of 
insurance 


   


• practice in a safe, effective, ethical 
equitable and non-discriminatory manner 


   


• keep high standards of personal conduct    


• know the limits of your experience/ 
practice and when to seek advice 


   


• exercise a duty of care    


• understand the importance of maintaining 
their own health/care to ensure fitness for 
practice. 


   


• hold an enhanced Criminal Records 
Bureau disclosure 


   


 
Case manager as practitioner statement 2 (14.2) 
Case managers should maintain effective communication systems. 
Do you/does your service: Yes No Comment and action required 


• demonstrate effective and appropriate 
skills in communicating advice, 
information, instruction and opinions to 
service users, their representatives, 
support staff, professional colleagues and 
other agencies 


   


• communicate in English to the standard 
equivalent to level 7 of the international 
English Language Testing System 


   


• understand the need to use an interpreter 
to assist a service user whose first 
language is not English, where appropriate 


   


• demonstrate awareness of the 
characteristics and consequences of non-
verbal communication and how this can be 
affected by culture, age, ethnicity, gender, 
religious beliefs and socio-economic 
status 


   


• understand the need to provide service 
users (or representatives) with the 
information necessary to enable them to 
make informed choices 


   


• recognise that rapport with a service user 
should be based on mutual respect and 
trust even in situations of personal 
incompatibility 


   


• recognise the need to use interpersonal 
skills to encourage active participation of a 
service user 


   


• build therapeutic and professional rapport 
with a service user and others. 
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14. Audit tool form Name: …………………………….. Date …………… 
      CASE MANAGER AS PRACTITIONER 


 


Case manager as practitioner statement 3 (14.3) 
Case managers should ensure that service to users is effectively managed using evidence 
based practice which is in line with current national guidelines frameworks standards and 
legislation. 
Do you/does your service: Yes No Comment and action required 


• demonstrate that the welfare, health 
and safety of service users are 
promoted and protected in accordance 
with current national guidelines, 
frameworks, and legislation. 


   


• have a user-friendly complaints policy    


• promote a service user centred 
approach 


   


• outline clearly the accessibility of your 
service, within office hours, out of 
hours or on call facility. 
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15. BUSINESS PRACTICE 
 


Many case managers work in independent practice rather than in the statutory sectors.  These 
recommendations seek to help those case managers who are either self-employed or working 
within a case management company to achieve and maintain good business practice. 
 


 15.1  Business practice statement 1 
      The case management service provides a clear business identity for customers. 
         
         Case management services are required to:   


• clearly define for themselves and others the legal trading status of the business: 
sole trader, partnership, limited company 


• define in writing the objectives and scope of professional and business practice 
including the nature of the service and how the service is delivered. 


 
  15.2  Business Practice Statement 2 


  The case manager ensures that the business is robust and is protected as far as 
possible against risk. 


 
         Case management services are required to: 


• demonstrate awareness of the requirements to adhere to Inland Revenue, National 
Insurance and Data Protection regulations    


• demonstrate awareness and adhere to good practice and the law (dependent on the 
nature, size or location of the practice) pertaining to areas such as: 


• Employment Law 


• Revenue and Customs (VAT) regulations 


• Health and Safety Law 


• Supply of Goods and Services Act 1982 


• Disability and other discrimination Acts 


• Confidentiality:  NHS Code of Practice 


• National Care Standards 


• Criminal Records Bureau requirements  


• Safeguarding vulnerable people     


• carry professional, public and product indemnity, relevant to the business, 
employer’s liability if employing staff and product indemnity if supplying products  


• agree to continue the professional indemnity and other insurance for the necessary 
period of years following cessation of practice to cover the lapse of time allowed in 
law for possible claims to be made   


• have a system of financial record keeping and accounting in accordance with 
relevant legal, tax and accounting practice.  There is an annual financial audit or 
accounts review 


• have a strategy for reflecting on business progress and planning future business 
development 


• set and maintain a clear fee structure, regularly reviewed, which fairly reflects the 
nature of the business undertaken   


• pro-actively and responsibly manage financial planning and cash flow   


• have terms of business in written form readily available for each customer 


• have a contract in written form to cover each piece of work, agreed prior to 
commencement of that work and to include all likely fees 


• obtain and document authorisation from the fund holder for any expenditure in a 
case. 


• exercise strong caution and clarity about their own responsibility for contracts, for 
example for goods and services they may commission 


• provide regular clear accounts to the payer for services provided and for any funds 
received in advance for any services. 
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  15.3 Business practice statement 3 
      The case manager will strive to ensure a quality business. 
 
         The case manager is required to: 


• take responsibility for updating knowledge of current business issues relevant to the 
service 


• take responsibility for ensuring adequate mentoring and advice for business 
development 


• maintain records, which are clear and accurate, facilitating an optimum service to 
users and satisfying legal and good business requirements 


• have a clear system in place for recording and managing complaints and other 
customer feedback, and clarifying lines of accountability 


• give and adhere to clear timescales for the customer with respect to enquiries, and 
completion of reports and other work agreed, providing supporting documentation 
where relevant 


 
 


 15.4 Business practice statement 4 
          The case manager will promote their business honestly and with integrity. 
 
         The case manager is required to: 


• advertise and market the service with integrity without inflated claims, and in 
accordance with any relevant professional codes regarding advertising 


• only use logos that you or the service are legally entitled to use.  The CMSUK logo 
is copyright and cannot be used without permission 


• ensure that there are sufficient resources and expertise to deliver the service 
advertised or that they may be commissioned to provide 


• present a comprehensive range of information to service users on the range of 
relevant options, services, products or suppliers to ensure that needs and choices 
are not compromised by the case manager. 


• declare any conflict of interest, pecuniary or otherwise, to all relevant parties 


• agree not to canvas service users, clients, staff or case managers of any previous 
employer according to the terms of any contract with that employer.    
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15.  Audit tool form Name …………………………….. Date ……………        BUSINESS PRACTICE 
 
Business practice statement 1 (15.1) 
The case management service provides a clear business identity for customers. 
Do you/does your service; Yes No Comment and action required 


 


• clearly define for themselves and 
others the legal trading status of the 
business: sole trader, partnership, 
limited company 


   


• define in writing the objectives and 
scope of professional and business 
practice including the nature of the 
service and how the service is 
delivered. 


   


 
 
Business practice statement 2 (15.2) 
The case manager ensures that the business is robust and is protected as far as possible 
against risk. 


Do you/does your service: Yes No Comment and action required 
 


• demonstrate awareness of the 
requirements to adhere to Inland 
Revenue, National Insurance and Data 
Protection regulations 


   


• demonstrate awareness and adhere to 
good practice and the law (dependent 
on the nature, size or location of the 
practice) pertaining to areas such as: 


• Employment Law 


• Customs and Excise (VAT) 
regulations 


• Health and Safety Law 


• Supply of Goods and Services Act 
1982 


• National Care Standards 


• Criminal Records Bureau 
requirements  


• Disability Discrimination Act 


• viii) Confidentiality:  NHS Code of 
Practice 


   


• carry professional, public and product 
indemnity, relevant to the business,  
employer’s liability if employing staff 
and product indemnity if supplying 
products  


   


• agree to continue the professional 
indemnity and other insurance for the 
necessary period of years following 
cessation of practice to cover the lapse 
of time allowed in law for possible 
claims to be made 


   


• have a system of financial record 
keeping and accounting in accordance 
with relevant legal, tax and accounting 
practice.  There is an annual financial 
audit or accounts review 
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15.  Audit tool form Name …………………………….. Date ……………        BUSINESS PRACTICE 
 
Business practice statement 2 (15.2) cont… 


 
• have a strategy for reflecting on 


business progress and planning future 
business development. 


   


• set and maintain a clear fee structure, 
regularly reviewed, which fairly reflects 
the nature of the business undertaken 


   


• pro-actively and responsibly manage 
financial planning and cash flow. 


   


• have terms of business in written form 
readily available for each customer 


   


• have a contract in written form to cover 
each piece of work, agreed prior to 
commencement of that work and to 
include all likely fees 


   


• obtain and document authorisation 
from the fund holder for any 
expenditure in a case. 


   


• exercise strong caution and clarity 
about their own responsibility for 
contracts, for example for goods and 
services they may commission 


   


• provide regular clear accounts to the 
payer for services provided and for any 
funds received in advance for any 
services 


   


 
 


Business practice statement 3 (15.3) 
The case manager will strive to ensure a quality business. 
Do you/does your service: Yes No Comment and action required 


 


• take responsibility for updating 
knowledge of current business issues 
relevant to the service 


   


• take responsibility for ensuring 
adequate mentoring and advice for 
business development 


   


• maintain records, which are clear and 
accurate, facilitating an optimum 
service to service users and satisfying 
legal and good business requirements 


   


• have a clear system in place for 
recording and managing complaints 
and other customer feedback, and 
clarifying lines of accountability 


   


• give and adhere to clear timescales for 
the customer with respect to enquiries, 
and completion of reports and other 
work agreed, providing supporting 
documentation where relevant. 
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15.  Audit tool form Name …………………………….. Date ……………        BUSINESS PRACTICE 


 
Business practice statement 4 (15.4) 
The case manager will promote their business honestly. 
Do you/does your service Yes No Comment and action required 


 


• advertise and market the service 
honestly without inflated claims, and 
according to any relevant professional 
codes regarding advertising 


   


• only use logos that you or the service 
are legally entitled to use.  The 
CMSUK logo is copyright and cannot 
be used by without permission 


   


• ensure that there are sufficient 
resources and expertise to deliver the 
service advertised or that they may be 
commissioned to provide 


   


• present a comprehensive range of 
information to service users on the 
range of relevant options, services, 
products or suppliers to ensure that 
needs and choices are not 
compromised by the case manager. 


   


• declare any conflict of interest, 
pecuniary or otherwise, to all relevant 
parties. 


   


• agree not to canvas service users, 
clients, staff or case managers of any 
previous employer according to the 
terms of any contract with that 
employer 
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GLOSSARY OF TERMS  
 


The original source for many of the definitions in this glossary have been taken from Creek (2003 
Occupational Therapy Defined As A Complex Intervention). Most are distillations of various 
people’s definitions and/or general dictionaries. The original sources may be found in the above 
document.  
 


Action plan (treatment 
plan):  


Specification of the approach to be used and the actions to be 
taken by the case manager and service user towards solving 
identified problems or reaching agreed goals.  


  
Action planning (treatment 
planning):  


A collaborative endeavour between the case manager, the 
service user, the person providing support and assistance and 
the treatment team to devise a unique approach that meets the 
needs of the service user in a particular set of circumstances.  


  
Activities of daily living:  Basic activities required to maintain personal health and well-


being.  
  
Aim:  A brief statement of the general purpose which treatment or 


intervention will be planned to achieve.  
  
Approach:  The methods by which theories are put into practice and case 


management is delivered.  
  
Assessment:  The process of collecting accurate and relevant information 


about a service user in order to set baselines and to monitor and 
measure the outcomes of intervention. The art of gathering 
relevant information in order to define the problem to be tackled, 
or identify the priorities or goal to be attained, and to establish a 
baseline for planning.  


  
Audit:  The systematic and critical analysis of the quality of clinical care 


including diagnostic and treatment procedures, associated use 
of resources, outcomes and quality of life for people seen by the 
service.  


  
Autonomy:  Personal freedom; freedom of will; the capacity to make 


choices; the ability to govern one’s own actions.  
  
Case Management: A collaborative process which assesses, plans, implements, co-


ordinates, monitors and evaluates the options and services 
required to meet an individuals health, care, educational and 
employment needs, using communication and available 
resources to promote quality cost effective outcomes. 


  
Case management 
research: 


Any part of the research process involving case management 
personnel, other than as participants. 


  
Choice: The power, right or faculty of deciding between possibilities; a  


scope or field of possibilities. 
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Clinical reasoning: The mental strategies and high-level cognitive patterns and 


processes that underlie the process of naming, framing and 
solving problems and that enable the case manager to reach 
decisions about the best course of action. Clinical reasoning 
translates the knowledge, skills and values of the case manager 
into action and ensures that case managers practise case 
management and not some other form of intervention. 


  
Continuing professional 
development: 


Movement along the continuum of competence required by 
practitioners, educators, managers and researchers to provide 
services based upon evidence of effectiveness and best value.  
This can be achieved through informal and formal learning. 


  
Enablement/enabling: The process of helping the service user to achieve what is 


important to her/him, to respond to her/his circumstances, to 
assert her/his individuality and establish her/his goals. 


  
Environment: The human and non-human surroundings of the individual, 


including objects, people, events, cultural influences, social 
norms and expectations. Environmental factors make up the 
physical, social and psychological attitudinal environment in 
which people live and conduct their lives. 


  
Environmental adaptation:   Changing the physical or social features of an environment in 


order to enhance performance, promote or restrict a behaviour, 
provide therapy or enable an activity. 


  
Ethics: The formal, co-operative endeavour of a particular tradition, 


group or individual to define its values and moral principles. 
  
Evaluation:   The process of using clinical reasoning, problem analysis, self 


appraisal and review to interpret the results of assessment in 
order to make judgements about the situation or needs of an 
individual, the success of case management or the case 
manager’s own performance.  


  
Evidence:   Facts or testimony in support of a conclusion, statement or 


belief. Can include the findings from high-quality, systematic 
research, clinical expertise, past experience, information 
gathered from assessment and the preferences of people seen 
by the service. 


  
Evidence-based practice: The conscious, explicit and judicious use of current best 


available evidence in making decisions about the care of 
individual people. It is a way for staff to be more accountable in 
the interventions they provide. 


  
Function: The ability to perform competently the roles and occupations 


required in the course of daily life; an action performed to fulfil 
an allocated task. 
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Functional assessment 
(functional analysis): 


Part of the assessment process that looks at the roles and 
occupations performed by the service user in her/his daily life, 
including self-care, productivity and leisure, and at her/his 
capabilities and problem areas. Functional assessment allows 
the case manager to identify areas of difficulty, determine level 
of independence, make recommendations about care needs, 
find out what meaning the individual places on different aspects 
of life, identify areas needing further assessment and set the 
main goals of intervention. 


  
Goal: A concise statement of a desired outcome or specific result to 


be attained at a particular stage in an intervention. 
  
Governance:   The processes and systems in place to ensure that quality is 


provided, while making best use of resources. 
  
Independence: The position of not being dependent on authority; not relying on 


others for one’s opinions or behaviours; being able to do things 
for oneself; having choice, control and participation in society. 


  
Intervention: Actions taken by the case manager on behalf of the service 


user. 
  
Lone workers: Those who work by themselves without close or direct 


supervision, including peripatetic professionals working away 
from their fixed bases. 


  
Manual handling: "Any transporting or supporting of a load (including the lifting, 


putting down, pushing, pulling, carrying or moving thereof) by 
hand or bodily force." (Great Britain, Parliament 1992, 
Regulation 2) 


  
Model for practice: A simplified representation of the structure and content of a 


phenomenon or system that describes or explains certain data 
or relationships and integrates elements of theory and practice. 


  
Occupation:   The highest level of complexity of human function, which 


provides longitudinal organisation of time and effort in a 
person’s life. Occupation defines and organises a sphere of  
action over a period of time and is perceived by the individual as 
part of her/his personal and social identity. 


  
Outcome measurement: Evaluation of the nature and degree of change brought about by 


intervention, or the extent to which a goal has been reached or 
an outcome has been achieved. 


  
Outcome: An agreed, clearly defined, expected or desired result of 


intervention (predetermined outcome); the result of case 
management processes, which may be different from the initial 
objectives of case management. 
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Person-centred practice: A partnership between the case manager and service user in 


which the service user’s goals are given priority during 
assessment and involvement. The case manager listens to and 
respects the service user’s standards and adapts the 
intervention to meet their needs. The service user actively 
participates in negotiating goals for intervention and making 
decisions. 


  
Policy/local policy: A principle or guideline that governs an activity and that 


employees or members of an institution or organisation are 
expected to follow. 


  
Problem solving: A set of cognitive strategies used to resolve difficulties; the 


analytical process whereby a course of action is decided upon, 
or one or more solutions to a problem are found and tried out  
until one is found to be effective. 


  
Professional Suitable for, or engaged in a profession.  Engaging in an activity 


for gain or as a means of livelihood.  Extremely competent in a 
job.  A person who belongs to or engages in one of the 
professions.  A person who engages for his livelihood in some 
activity also pursued by amateurs.  A person who engages in an 
activity with great competence. 


  
Professional competence: The combination of knowledge, skills and behaviour required to 


perform the role of a case manager. 
  
Professional experience: The aptitudes, skills, knowledge and judgement acquired from 


having been occupied for a period of time in any branch or 
branches of case management practice. 


  
Professional responsibility: Being accountable for carrying out the duties required of a case 


manager and for one’s actions. 
  
Professional role:   The responsibilities and functions expected of someone in a 


particular job or position. 
  
Record keeping:   Systems for collecting, collating and storing information about 


people. 
  
Records:   Detailed accounts, kept by professionals, of people from the 


time they enter the care of a health or social care facility until the 
intervention ends or they are discharged. Records include  
the actions of the professional. 


  
Referral: The process by which a case manager comes into contact with 


a person with case management needs or puts the person in 
contact with another, appropriately qualified/ experienced 
professional or with another agency. 
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Reflection: Self-monitoring of thoughts and feelings, and self-regulation of 


actions, leading to more effective practice, increased insight, 
new knowledge and improved skills. Reflection in action 
involves thinking about oneself during the therapy process and 
acting on feedback. Reflection after the event involves returning 
to, recalling and re-evaluating the experience. 


  
Rehabilitation:   The process through which a service user is helped to adjust to 


the limitations of her/his disability by developing residual 
capacities and regaining maximum competence commensurate 
with individual limitations. 


  
Research: A search or investigation undertaken to discover facts and reach 


new conclusions by the critical study of a subject or by a course 
of scientific enquiry. 


  
Resources:   Includes any equipment required, IT equipment, office space, 


staffing, etc. 
  
Risk: Exposure to the possibility of loss, injury or other adverse 


circumstance. 
  
Risk assessment: The systematic evaluation of local risk factors, carried out to 


determine the degree to which risk is present and to develop a 
risk management strategy. 


  
Risk management: Weighing up the potential benefits and risks of an activity in 


order to allow positive risk taking to take place; having a 
strategy for dealing with potential risks in order to reduce the 
likelihood and effect of harm 


  
Service User  The person who receives case management services. 
  
Skill: A specific ability or integrated set of abilities (e.g. motor, 


sensory, cognitive or perceptual) which evolve with practice. 
Skills have to be learnt or practised to a standard that will 
enable the effective performance of a task or subsection of a 
task. 


  
Supervision:   A relationship in which one person oversees and/or directs the 


work of, and shares knowledge and skills with, a less 
experienced or less skilled person, as in the fieldwork 
educator/student relationship. 


  
Task: A self-contained stage in an activity; a definable piece of 


performance with a completed purpose or product; a constituent 
part of an activity. 


  
  .  
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 A Vision for Adult Social Care: Capable Communities and Active Citizens 


We will engage widely as we develop plans for achieving our vision. If you have any views 
about the vision, please e-mail socialcarevision@dh.gsi.gov.uk or write to: Social Care 
Vision, Department of Health, Room 116, Wellington House, 133–155 Waterloo Road, 
London SE1 8UG. We are fully committed to developing and publishing an impact 
assessment and an equalities impact assessment to accompany the White Paper on the future 
system of social care, which this vision will inform.  
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 A Vision for Adult Social Care: Capable Communities and Active Citizens 


Foreword 
Social Care is an essential human need, something most of us will need at some point in our 
lives, whether for ourselves or those close to us. How well we look after each other says a 
great deal about the strength and character of our society. 


The Coalition Government recognises this and the Spending Review settlement gives local 
authorities the resources they need to maintain vital services and meet growing demands. 
Funding is, however, only one part of the answer. People’s expectations are changing, and 
neither those who provide the services nor those who receive them expect to trade autonomy 
for dependency. 


This challenge is reflected across the policy spectrum. The answer is to strengthen 
communities, while changing the role and our relationship with the state.  It is a new vision 
for government which does not simply look to the state for answers to the issues we face, but 
outwards to communities. This is why we talk about building the ‘Big Society’. This 
approach underpins our vision for social care – a vision grounded in the Coalition 
Government’s values. 


The first value is Freedom.  We want to see a real shift of power from the state to people and 
communities. We want people to have the freedom to choose the services that are right for 
them from a vibrant plural market.  That is why this vision challenges councils to provide 
personal budgets, preferably as direct payments, to everyone eligible within the next two 
years.1 We also want professionals to have freedom from local authority procedures and be 
able to work more closely with people who use services. 


The second is Fairness, through a lasting settlement to the question “how do we pay for 
care?” and a clear, comprehensive and modern legal framework for social care.  The 
recommendations of both the Law and Funding Commissions will be brought together with 
this vision in a White Paper next year, with legislation to follow.  We also want to see those 
who are already carers provided with the support they need. That is why we want to see more 
carers receiving direct payments for breaks from care over the next few years.  


The third is Responsibility. Social care is not solely the responsibility of the state. 
Communities and wider civil society must be set free to run innovative local schemes and 
build local networks of support. There are already some hugely successful examples of how 
this approach can help reduce people’s dependency on care services, such as the Southwark 
Circle initiative in London, Timebank schemes and complementary currency schemes that 


1 See Spending Review 2010, including the commitment to Personal Budgets, (HM Treasury) Para1.84, page 33 
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allow people living far from their relatives to partner with local people in the same position to 
provide reciprocal care. 


Frederick Seebohm, in his landmark 1968 report, said that social care should enable ‘the 
greatest possible number of individuals to act reciprocally, giving and receiving service for 
the well-being of the whole community’.2 We need a return to these foundations. Care must 
again be about reinforcing personal and community resilience, reciprocity and responsibility, 
to prevent and postpone dependency and promote greater independence and choice.   


This vision cannot be achieved by Government alone. We need a social movement to form 
around these values, with different organisations and communities coming together to develop 
new ways of caring for people. All of us want a culture of dignity, respect and compassion 
deeply rooted in our communities. By working together towards this vision, we can make it 
happen. 


Rt Hon Andrew Lansley CBE MP  


Secretary of State for Health 


Paul Burstow MP 


Minister of State for Care Services  


2 Report of the Committee on Local Authority and Allied Personal Social Services The Seebohm Report 
HMSO(1968) 
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 A Vision for Adult Social Care: Capable Communities and Active Citizens 


1. Introduction 
The Coalition Programme3 committed the Government to reforming the system of social 
care in England to provide much more control to individuals and their carers.  This 
vision focuses on the Government commitments to:  


•	 break down barriers between health and social care funding to incentivise 
preventative action; 


•	 extend the greater rollout of personal budgets to give people and their carers 
more control and purchasing power; and 


•	 use direct payments to carers and better community-based provision to improve 
access to respite care. 


1.1	 This vision sets a new agenda for adult social care in England. We want to make 
services more personalised, more preventative and more focused on delivering the best 
outcomes for those who use them.  


1.2	 The Government is committed to devolving power from central government to 
communities and individuals, and social care is no exception. Front-line workers and 
carers are fundamental to the delivery of personalisation – we want to give them the 
freedom and responsibility to improve care services and support people in new ways.   


1.3	 The Spending Review provided social care with a stable financial base over the next 
four years. It provides additional funding of £2bn by 2014/15: £1 billion through the 
NHS and £1 billion in grant funding to local government.  


1.4	 This settlement gives councils a platform for reform and improvement – including 
redesign of services and significant gains in productivity. The vision is the first step 
towards the White Paper that we intend to publish next year, setting out a long-term 
solution to the funding and delivery of care and support. 


3 The public’s comments on The Coalition: Our Programme for Government are at: 
http://programmeforgovernment.hmg.gov.uk/social-care-and-disability/index.html. The Government’s response 
is at: www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_118129 
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Timeline4 


Government  
publishes  
Vision and 
Outcomes 
consultation  


        I       


 


           
         Autumn 2010   


Government  
publishes   
Public Health 
White Paper 


 


        I  


          
    end 2010        


Law 
Commission  
publishes its 
review of 
adult social 
care 
legislation 


 


     I     


        
   Spring 2011  


Commission  
on the 
Funding of  
Care and  
Support  
publishes its 
report 


          I            


           
   Summer 2011


Government  
publishes  
Care and  
Support  
White Paper 


       I	  


            
       end 2011     


Government  
publishes  
Social Care 
Reform Bill 


 I   


       
    Spring 2012  


1.5	 Reform cannot and will not be top-down. We want decision-making devolved as closely 
to the individual as possible, and we need the care services sector, working with 
partners, to take a lead role in promoting and delivering transformation. The Partnership 
Agreement Think Local, Act Personal 5, developed together with partners in the adult 
social care sector, set out concrete steps to transform social care. Best practice 
documents describe how we can make care more personalised for service users and 
carers.6 If power and control is devolved to communities, then people – including the 
most vulnerable – can lead more independent and fulfilled lives. This is the challenge at 
the heart of the vision. 


4 The Department of Health Business Plan 2010-15 and Transparency Plan can be found at: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/index.html 
5 http://www.puttingpeoplefirst.org.uk/ThinkLocalActPersonal/ 
6 You can find the best practice papers at: www.dh.gov.uk/socialcare. The documents are: Practical approaches 
to improving the lives of disabled and older people by building stronger communities; Practical approaches to 
market and provider development; Practical approaches to co-production; Practical approaches to safeguarding 
and personalisation and; Personal Budgets – Checking the Results 
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2. The principles  
Our vision for a modern system of social care is built on seven principles:  


Prevention: empowered people and strong communities will work together to maintain 
independence. Where the state is needed, it supports communities and helps people to 
retain and regain independence. 


Personalisation: individuals not institutions take control of their care. Personal budgets, 
preferably as direct payments, are provided to all eligible people. Information about care 
and support is available for all local people, regardless of whether or not they fund their 
own care. 


Partnership: care and support delivered in a partnership between individuals, 
communities, the voluntary and private sectors, the NHS and councils - including wider 
support services, such as housing. 


Plurality: the variety of people’s needs is matched by diverse service provision, with a 
broad market of high quality service providers. 


Protection: there are sensible safeguards against the risk of abuse or neglect. Risk is no 
longer an excuse to limit people’s freedom.  


Productivity: greater local accountability will drive improvements and innovation to 
deliver higher productivity and high quality care and support services. A focus on 
publishing information about agreed quality outcomes will support transparency and 
accountability. 


People: we can draw on a workforce who can provide care and support with skill, 
compassion and imagination, and who are given the freedom and support to do so. We 
need the whole workforce, including care workers, nurses, occupational therapists, 
physiotherapists and social workers, alongside carers and the people who use services, 
to lead the changes set out here. 
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3. Our vision for prevention 
Empowered people and strong communities will work together to maintain 
independence. Where the state is needed, it supports communities and helps people to 
retain and regain independence. 


3.1	 Our vision is based on the principle that those actively involved in care are the best 
people to decide how these services should change. We want people who receive care 
and those who provide it to work with councils, user-led organisations and voluntary 
bodies to deliver outcomes that are right for them. We can transform care, not by 
looking upwards to the state, but outwards to open communities – by empowering 
individuals and unlocking the power and creativity of neighbourhoods to deliver the Big 
Society. 


3.2	 Prevention is the first step. All of us want to maintain independence and good health 
throughout our lives. We also know that a considerable proportion of care needs can be 
avoided or significantly reduced if we intervene earlier. It is always far better to prevent 
or postpone dependency than deal with the consequences. 


3.3	 We also know that prevention is best achieved through community action, working 
alongside statutory services. We need to inspire neighbourhoods to come together to 
look out for those who need support. In other words, we need a Big Society approach to 
social care – one that gives people the power to support each other and meet the 
challenges they face. This not only leads to better and more creative solutions, it also 
makes our communities stronger and people less isolated and vulnerable. 


3.4	 Councils can play a vital role in leading change and stimulating action within their 
communities. Their broader role in promoting health and well-being will be enhanced 
by the new public health functions outlined in the White Paper Liberating the NHS,7 and 
by joint working with GP consortia on planning and commissioning services. 


7 Responses to the views raised in the White Paper and the associated papers will be published prior to the 
introduction of the Bill and its Parliamentary passage. 
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Active citizens and strong communities – the Big Society 


3.5 	 A Big Society approach to social care means unleashing the creativity and enthusiasm  
of local communities to maintain independence and prevent dependency.8 Local 
councils should work to enable people, their carers, families and communities to 
support and maintain full and independent lives. This means unlocking the potential of 
local support networks to reduce isolation and vulnerability.9 Social care has a long 
history of building community capacity. A renewed emphasis on this goes well beyond 
the social care sector and must focus on what people can do for each other. 


 


3.6	  Examples from all over the world show the value of reciprocity. A scheme in Japan, for 
example, allows people who live too far from their elderly relatives to care for them to 
partner with other families in the same situation and 'adopt' each other's responsibilities, 
meaning less need for so much state intervention.  There are good examples closer to 
home too. Innovations such as Timebanking schemes and  ‘complementary currency’ 
systems, outlined below, allow people to exchange different kinds of support.   


Building community capacity 


Over 250 time banks have been set up locally in the UK. People from all backgrounds 
and abilities come together to help others and help themselves at the same time. To 
quote a time bank member, “you give what you want and get back whatever you need”. 
Local people 'deposit' their time by sharing their skills, one hour of giving earns them 
one time credit. They can then spend their time credits on any of the skills and support 
on offer from other local people. Resilient social networks are formed that people can 
rely on and trust.10 


The Royal Borough of Windsor and Maidenhead, one of the four ‘Vanguard 
Communities’ for Big Society, will test a web-based complementary currency approach 
for care and support, to assess the potential benefits both in reduced demand for formal 
care and in people’s quality of life.11 


Connected Care is Turning Point’s model of community-led commissioning, one that 
integrates health, housing and social care. Through a rigorous process of community 
engagement and co-production they narrow the gap between commissioners priorities 


8 Shared Support at Home and in the Community (Elders Voice, 2010) shows how targeted social support for an 
individual can lead to community support for a larger group of people. 
9 Village Agents: An Evaluation (University of Birmingham, 2008). Village Agents, a Department for Work and 
Pensions scheme in Gloucestershire, combats social isolation among people over 50 by providing information 
about services. 
10 To learn more, visit www.timebanking.org 
11 See: www.rbwm.gov.uk/web/consultation_big_society_white_paper.htm 
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and the needs of the community. It is a model of commissioning that puts the voice and 
needs of the community to the fore when designing and delivering services enabling 
them to build vital social capital and community resilience to ensure better results for 
whole communities. In Hartlepool the Connected Care initiative has addressed barriers 
facing local residents. A team of local 'navigators' work with local people to support 
them to achieve their quality of life outcomes and a community interest company (CIC) 
commissions a range of support services in the local community. The navigators are a 
low cost model and evaluations of the service have demonstrated the cost benefits of the 
service and the positive impact in reducing demand on existing statutory services.12 


Southwark Circle is the flagship in a network of ‘Circles’ that extends to Hammersmith 
& Fulham in West London and to Suffolk County (as of November 2010). The concept 
and business model has been co-designed and developed over three years with over 
1,000 older people and their families, in conjunction with Participle.  At the individual 
level, a Circle delivers flexible support with life’s practical tasks (from DIY to 
gardening to technology), an opportunity to learn, build social networks, and maintain 
relationships around shared interests and hobbies. Crucially, it does this by allowing 
those that seek support in some areas of life to provide help to other members in other 
areas of life. The outcome is a more connected, supported person, who is part of a 
service that evolves with them as they age. The social impact is an improved sense of 
well being and new relationships and acquaintances that lead to improved quality of 
life. The service is delivered by a distributed network of people called Neighbourhood 
Helpers. These are people of all ages who share their talents and skills; many are also 
members and some are paid the London Living wage for their time. Each Circle is 
designed to be self-sustaining within a three-year launch period, and is supported by the 
Local Authority as it grows towards this milestone.13 


The Asian Welfare and Cultural Association (AWCA), is a community-led organisation 
working to improve the quality of life for older Asian men and women in the Eastleigh 
area of Hampshire. They approached the Council to ask about the local support 
available. From this, Asian elders established a meeting space to socialise and take part 
in activities. Local community members had the will to form a community group, and 
the council helped the AWCA to get started.  


12 www.puttingpeoplefirst.org.uk/BCC/topics/Latest/resourceOverview/?cid=6775 
13 For more information visit: www.southwarkcircle.org.uk 
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3.7 	 Local government can be a catalyst for social action. In some areas, people will need the 
support of councils to stimulate a community response. This may mean encouraging and 
supporting employment, local mentoring and volunteering activity at an individual 
level. As part of the Government’s Big Society programme, 5,000 new community 
organisers are being trained across the country, and a new Community First Grant 
programme will help build local community capacity, particularly in areas with less 
social capital. A range of learning and development opportunities funded through 
Informal Adult and Community Learning are helping to train volunteer Community 
Learning Champions to engage local people in learning for personal, family and 
community development.14   


3.8 	 User-led organisations, supported by local councils, can help people come together to 
reduce social isolation, particularly in rural areas.15 Happier, more socially connected 
individuals have more pride in their neighbourhoods, which can enhance quality of life, 
health and well-being.16  


Preventative services to maintain and restore independence  


3.9 	 When people develop care and support needs, our first priority should be to restore an 
individual’s independence and autonomy. With the solid basis provided in the Spending 
Review for social care, there is no reason for councils to restrict support to those with 
the most intensive needs. This not only serves local people poorly, it is a false economy. 


3.10  Carers are the first line of prevention. Their support often stops problems from  
escalating to the point where more intensive packages of support become necessary. But 
carers need to be properly identified and supported. Councils should recognise the value 
of offering a range of personalised support for carers to help prevent the escalation of 
needs that fall on statutory services. They should also be mindful, when assessing 
adults, of young carers to make sure they are not being asked to provide inappropriate 
levels of care.17 The forthcoming carers’ strategy will set out how we can support carers 
in their vital role, and ensure they have a life of their own. 


14 Research shows the importance of mental, physical and social activity in  delivering mental and physical health 
benefits for older people (Mental Capital and  Wellbeing, Government Office for Science, 2008). Informal Adult 
and Community Learning offers a wide menu  of activities that help meet needs and  benefit people in residential  
home and home care.  
15  Village  Agents: An Evaluation  (University of Birmingham, 2008). Village Agents, a Department for Work and 
Pensions scheme in Gloucestershire, combats social isolation among people over  50 by  providing information 
about services. 
16 Martin  Knapp’s study  on making an economic case for community development looks at  models  of 
interventions, with calculations  of the costs and returns of  a community initiative. Knapp, M et al. Social capital 
economics. Full study to  be published shortly at  www.puttingpeoplefirst.org.uk/BCC   
17 To learn more see: Working Tog ether to Sup port Young Carers - A Model Local Memorandum of  
Understanding  between  Statutory Directors  for Children’s Services and Adult Services  ADASS and ADCS, 
2009   
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3.11 New technology opens up new horizons for care. From community alarms to 
sophisticated communication systems, telecare can help people stay in their own homes 
and live independently for longer. Chapter 7 discusses its potential to save resources as 
well as promote independence. 


3.12 Re-ablement covers a range of short-term interventions which help people recover their 
skills and confidence after an episode of poor health, admission to hospital, or 
bereavement. We know that re-ablement can help people to continue to live 
independently in their own homes without the need for an ongoing social care package. 
The Government is supporting an expansion of re-ablement across the NHS and social 
care, with £70m in new resources in 2010/11 and up to £300m a year earmarked for re-
ablement in the next Spending Review period. The cost-effectiveness of re-ablement 
schemes is explored further in Chapter 7. 


3.13 Many people need social care because of the effects of long-term conditions. Good 
partnership working between health and social care is vital for helping them to manage 
their condition and live independently. The long-term conditions chronic care model 
within the Department of Health’s Quality, Innovation, Productivity and Prevention 
(QIPP) programme is exploring how different services can work together to promote 
self-care, preventative care and early intervention, minimising the need for hospital and 
residential care.18, 19 


3.14 Securing good outcomes for disabled people may also mean bringing employment and 
housing services together to improve their well-being and meet emerging needs. 
‘Supporting People’ provides housing related support to help individuals to live 
independently in their own home and avoid more costly interventions. These 
preventative services improve outcomes for individuals and return savings to other 
areas, such as housing, health, social care and the criminal justice system.20 


18 The long-term conditions QIPP workstream aims to support local health economies to learn the large-scale 
change techniques needed to accelerate the delivery of this evidenced-based model of long-term conditions care 
management. 
19 Quality, Innovation, Productivity and Prevention (QIPP) works at a national, regional and local level to 
support clinical teams and NHS organisations to improve the quality of care they deliver while making 
efficiency savings to reinvest in services to deliver quality improvements. 
20 A toolkit that helps local authorities model the local financial benefits of supporting people services can be 
found here: www.communities.gov.uk/publications/housing/financialbenefitsguide 
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Council leadership for health and well-being  


3.15 At its broadest level, prevention depends on promoting health and well-being at a 
grassroots level. The Coalition is committed to giving local authorities the power and 
influence they need to lead change within their communities. Following the NHS White 
Paper Liberating the NHS, local government will take on new health improvement 
responsibilities. Councils will also take the lead role in drawing up joint strategic needs 
assessments (JSNAs), which will shape the commissioning of health, social care and 
health improvement services. These developments offer councils a huge opportunity to 
shape local services to promote health and well-being and prevent dependency. Further 
details will be set out shortly in a White Paper on public health. 


Nothing about me, without me  


Bristol Older People’s Partnership Board involves older people in equal measure at the 
highest levels of service planning and decision making. The Board is made up of 
heads of service drawn from departments across the whole local authority as well as 
senior decision makers in health, community safety, pensions service, voluntary sector 
etc. More importantly 50% of the places on the Board are reserved for older people 
and carers, drawn from representative bodies in the area, who have an equal say in all 
discussions and have co-authored an “Improving the Quality of Life Strategy for Older 
People”.21 


Making it happen 


3.16  Councils should exploit the many opportunities to improve preventative services by: 


•	  developing community capacity and promoting active citizenship, working with 
community organisations and others across all council services, establishing the 
conditions in which the Big Society can flourish; and 


• 	 commissioning a full range of appropriate preventative and early intervention 
services such as re-ablement and telecare, working in partnership with the NHS, 
housing authorities and others. 


3.17 The Government will:  


•	 publish a White Paper on public health, outlining councils’ enhanced leadership role 
in health improvement and the opportunities this offers.  


21 More information about how older people are involved in developing services in Bristol is available at: 
www.bristol.gov.uk/ccm/content/Health-Social-Care/ppfb/quality-of-life-for-older-people-strategy.en 
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 A Vision for Adult Social Care: Capable Communities and Active Citizens 


4. Our vision for personalisation 
Individuals not institutions take control of their care. Personal budgets, preferably as 
direct payments, are provided to all eligible people.  Information about care and support 
is available for all local people, regardless of whether or not they fund their own care. 


4.1	 Our vision starts with securing the best outcomes for people. People, not service 
providers or systems, should hold the choice and control about their care. Personal 
budgets and direct payments22 are a powerful way to give people control.  Care is a 
uniquely personal service. It supports people at their most vulnerable, and often covers 
the most intimate and private aspects of their lives. With choice and control, people’s 
dignity and freedom is protected and their quality of life is enhanced. Our vision is to 
make sure everyone can get the personalised support they deserve. 


4.2	 While social care is more advanced than any other public service in making direct 
payments, we need faster progress to bring the benefits to all.23 A personal budget alone 
does not in itself mean that services are automatically personalised. This requires a 
wholesale change - a change of attitude by councils and staff, reform of financial24 and 
management and information systems, and reduction of inflexible block contracts. 
People should get personal choice and control over their services - from supported 
housing through to personal care.25 Even those with the most complex needs can benefit 
from personalised services.26 


22 A personal budget can be taken by an individual as a direct (cash) payment; as an account held and managed 
by the council in line with the individual’s wishes; or as an account placed with a third party (provider) and 
called off by the individual; or as a mixture of these approaches. 
23 The scope and legislation governing personal budgets varies across Europe, but many countries have more 
extensively personalised their social care system. For example, cash allowances for people over 65 have 100 per 
cent coverage in Austria (Direct Payments and Older People (The King’s Fund, 2006), pp. 6–8). 
24 Financial management of personal budgets (Audit Commission, 2010) See: 
www.audit-commission.gov.uk/nationalstudies/localgov/personalbudgets/Pages/default.aspx
25 Delivering Personalisation in Housing Support (Department for Communities and Local Government, 
forthcoming).  
26 Raising our Sights: Services for Adults with Profound Intellectual and Multiple Disabilities – A Report by 
Professor Jim Mansell (Mansell J, 2010). 
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Bringing the benefits of personalisation to all 


4.3	 Where personalisation has taken root, it works and is popular with users and carers. A 
report from the Office of Fair Trading showed that direct payments made people 
happier with the service they receive.27  Two reports on individual budgets said people, 
including carers, enjoyed the enhanced control over their care.28, 29 The time is now 
right to make personal budgets the norm for everyone who receives ongoing care and 
support – ideally as a direct cash payment, to give maximum flexibility and choice. 


4.4 	 In order to bring the benefits of personalisation to all there are five groups of people 
who may need more support or appropriate help to manage a direct payment:  


•	  older people should be supported with information on quality of providers readily 
available and the ‘hassle costs’ of choice reduced as far as possible.30, 31 For example, 
by ensuring they receive appropriate support and assurance through the process. 
Strengthening the voice, choice and control of older people with high support needs 
takes time and effort to achieve. A range of person-centred approaches exists to help 
plan and deliver better outcomes for people who need support, which can have 
benefits for older people, staff and families, and also contribute to ending age 
discrimination as outlined in the Equality Act 2010;32  


•	  people with learning disabilities, autism, disabled people  and those with complex 
needs require person-centred planning to maximise choice and control, and 
appropriate help in cases where a direct payment is not chosen; 


• 	 despite evidence that use of personal budgets resulted in a significantly higher 
quality of life for people with mental health conditions,33 take-up has so far been 
low; 


•	  people in residential care should have the same entitlement as anyone else to exercise 
choice and control over their care and how they live; and 


27 Choice and Competition in Public Services: A Guide for Policy Makers (Office of Fair Trading/Frontier  
Economics, 2010).  
28 The National Evaluation of the Individual Budgets Pilot Programme (Social Policy Research Unit, University  
of York, 2008).  
29 Individual Budgets: Impacts and Outcomes for Carers (Social Policy Research Unit, University of York,  
2009).  
30 See ref. 27  
31 See Delivering Personal Budgets for Adult Social Care: Reflections from Essex (Office for Public  
Management, 2010); see also ref. 14 above  
32 NDTi (National Development Team for Inclusion) Insights 3 Examples can be found at:  
www.independentlivingresource.org.uk
33 See ref. 14 
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•	 people who lack the mental capacity to make some decisions should also be offered 
the same opportunities for choice and control as anyone else. The core principle of 
the Mental Capacity Act – that best interests and participation in decisions should be 
enabled wherever possible – must guide the approach. Councils should work with the 
person and those close to them to find out their preferences and manage risk sensibly. 
This may involve placing control of a personal budget in the hands of another 
suitable person.34 


The power of personal budgets  


Charlie is a young man living in the countryside with a diagnosis of Paranoid 
Schizophrenia. After treatment for his mental health needs in hospital he returned to 
stay with his family but spent most of his time indoors. He felt unable to live in his 
own house, and had regular contact with mental health services. A Personal Budget 
enabled him to live at home  with the support of personal assistants he and his family 
employed. Now he helps out on a local farm, his mental health has improved and he is 
living more independently. 35  


Lynne was diagnosed with epilepsy after receiving a head injury and the impact of 
seizures on her everyday life was huge. Everyday tasks suddenly became hazardous to 
her. At her local Epilepsy Action branch she learned how Seizure Alert Dogs can warn 
epilepsy sufferers of imminent seizures. Lynne now uses her direct payment to fund 
the upkeep of her dog, Dougal.36   


David started his own business selling local produce at a market. His personal budget 
buys him support from a social enterprise that helps people with learning disabilities 
to establish their own micro-enterprises or small businesses.  


4.5 	 Pooling budgets is one way of maximising outcomes, using direct payments to employ 
an organiser to help a group of people to arrange leisure activities together.37  
Personalisation can also be achieved by harnessing the untapped potential of 
communities. For example, volunteer visiting schemes can reduce the social isolation of  
older people, who are disproportionately represented in the rural population. Whether 
they receive a direct payment or fund their own care and support, people should have 
access to a service that meets their needs.  


34 See: www.publicguardian.gov.uk/mca/code-of-practice.htm for more information. 
35 Lincolnshire Partnership NHS FT 
36 See the case study at: www.support-dogs.org.uk/lynn%20ratcliffe.htm 
37 See, for example: www.ruils.co.uk/Options/1/8 
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4.6	 Rolling out personal budgets is not, however, an end in itself – our focus is not on the 
process but on the outcomes of greater choice, control and independence, and ultimately 
better quality of life. Outcome-based tools, including the ASCOT toolkit38 and POET,39 


alongside the development of outcome-based assessment and review processes, 40 


support a better understanding of whether people’s expected outcomes are being met 
and the information used to commission differently. Chapter 7 sets out our broader 
proposals to put outcomes at the heart of social care. 


4.7	 The system should support rather than hinder people’s goals. People who want to 
pursue educational or employment opportunities, for example, should be able to move 
from one part of the country to another without having to go through unnecessary 
multiple assessments and uncertainty. We want to see greater portability of assessments, 
and will consider how to pursue this in the light of the work of the Law Commission 
and the Commission on the Funding of Care and Support. 


Information, advice, advocacy and support 


4.8	  To have real autonomy and choice people need information and advice. Lack of good, 
accessible information to help support their choices is a real concern for people. 
Councils’ role here is to ensure that everyone – whether using a personal budget or their 
own funds – can get the information and advice they need. This could include: 


• 	 good quality, up-to-date and accessible information direct from the council, 
especially on websites;  


•	  working with local voluntary and/or community organisations and experts in user-led 
organisations, including carer-led organisations, to provide support, advocacy and 
brokerage services; 


•	  advocacy, which helps people express views and receive the services they want as a 
result. This can range from a person helping a disabled person speak up for 
themselves to a paid advocate employed by the Independent Mental Capacity 
Advocacy Service; and 


•	  recognising that provision of information and advice is a universal service, and that 
people funding their own care have a particular need for information and guidance to 
help plan how their care needs are met. 


38 The Adult Social Care Outcomes Toolkit (ASCOT) is available at: www.pssru.ac.uk/ascot. ASCOT and the 
outcomes data it generates can be used to inform cost-effectiveness, examine the relative costs of outcome 
improvements across service types and aid outcomes-based commissioning. 
39 The Personal Budget Outcomes Evaluation Tool (POET) is in use at a number of councils, with support from 
In Control and Lancaster University.
40 Outcome-focused Reviews: A Practical Guide (Department of Health, 2009), a practical tool that discusses the 
use of outcome-focused reviews, is available at: 
www.puttingpeoplefirst.org.uk/Topics/Browse/Measuringresults/Review/?parent=3249&child=5625 
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Information for choice 


Harrow Council and shop4support have entered into a partnership to create an online 
marketplace, shop4support.com, that brings together the services and support available 
in the local area. People can shop around, choose the services that suit them best and 
decide how to make the best use of their personal budget. People can also suggest new 
types of services they would like, helping the council to stimulate new provision to 
meet people’s needs.41 


Making it happen 


4.9	  Personalisation in social care is under way, but there is plenty of scope for progress. An  
Association of Directors of Adult Social Services (ADASS) survey in April 2010 said 
that 42 out of 152 councils (30 per cent) had made good progress towards 
personalisation.42 Councils should: 


• 	 provide personal budgets for everyone eligible for ongoing social care , preferably as 
a direct payment, by April 2013; 


• 	 accelerate reforms to their assessment, care management, financial and information 
systems to support a personalised system that places a stronger emphasis on 
outcomes and gives all users choice over their services, whatever the setting;43, 44 and 


•	  focus on improving the range, quality and accessibility of information, advice and 
advocacy available for all in their communities – regardless of how their care is paid 
for – to support their social care choices. 


4.10  The Government will: 


• 	 put personalisation at the heart of the framework for quality and outcomes being 
developed and examine the outcomes and benefits for people; 


•	  consider how to embed personalisation in the new legal framework following the 
Law Commission’s report – for instance, in strengthened guidance, new statutory 
principles to underpin the law, and through an entitlement, or right, for support to be 
offered as a personal budget or direct payment; 


•	  develop proposals, subject to the Law Commission and Funding Commission 
reports, to ensure portability of assessments; and 


41 See: www.shop4support.com/s4s/ui/content/ 
42 Putting People First: 2nd year progress (ADASS, 2010); available from  
www.puttingpeoplefirst.org.uk/Topics/Browse/General/?parent=2734&child=7671


43 Right to Control Trailblazers, which build on the principles of personal budgets and personalisation and will 
give disabled people more choice and control over the services they use (personal budget pilots for disabled 
people in 7 areas) will be able to delegate their non-complex assessment reviews from social workers to user-led 
organisations (ULOs) and third parties via a Deregulation and Contracting Out (DACO) Order.
44 A total of 12 councils are currently leading local partnerships in the development and evaluation of 
information sharing across organisational boundaries. More information is available at: 
www.dhcarenetworks.org.uk/CAF 


19 



www.dhcarenetworks.org.uk/CAF

www.puttingpeoplefirst.org.uk/Topics/Browse/General/?parent=2734&child=7671

www.shop4support.com/s4s/ui/content

http:personalisation.42

http:needs.41

http:shop4support.com





 


 


                                                 


 
  


    


 A Vision for Adult Social Care: Capable Communities and Active Citizens 


•	 use the pilots currently under way to inform the rollout of personal health budgets 
and make it possible to combine personal health budgets with personal budgets in 
social care in the future. 45 


45 A personal health budget pilot programme is currently underway involving  half the PCTs in the country and 
around 3000 people. The independent evaluation, to be published in 2012 will inform the wider rollout of 
personal health budgets. 
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5. Our vision for plurality and partnership  
The variety of people’s needs is matched by diverse service provision, with a broad 
market of high quality service providers.  


Care and support is delivered in partnership between individuals, communities, the 
voluntary and private sectors, the NHS and councils - including wider support services, 
such as housing. 


A plural market 


5.1	 Our vision looks out to strong communities, not up to the state – to a big and open 
society. It shifts the power from the state to the citizen, from Whitehall to the town hall 
and from provider to citizen. This vision can be realised if people and providers work 
together for the benefit of people who need care.  The increased use of personal budgets 
preferably as a direct payment, alongside people funding their own care, will be a 
catalyst for change. People will demand the services they want to meet their needs, 
creating truly person-centred services. These will be delivered by organisations, 
including social enterprises and mutuals, that can respond to the demands of their 
communities. This can include niche and specialist providers. It can also include more 
mainstream and universal service providers – for instance, those offering transport or 
leisure options, or employment and education support – which are able to cater for 
people’s needs without operating exclusively in the social care sector.  


5.2	 Social care already involves a diverse range of providers, including the voluntary and 
private sectors. But more can be done to make a reality of our vision of a thriving social 
market in which innovation flourishes. Councils have a role in stimulating, managing 
and shaping this market, supporting communities, voluntary organisations, social 
enterprises and mutuals to flourish and develop innovative and creative ways of 
addressing care needs. Local government has already made great strides towards 
developing local services with their local communities and voluntary organisations.46 


To build on this they will need robust evidence about what local markets offer and how 
they operate. 


5.3	 A first step in market shaping is for councils, with their NHS partners, to move away 
from traditional block contracts; increase personal budgets, including direct payments; 
and support the growth of a market in services that people want. The starting point 
should be a shared view of the outcomes to be achieved.   


46 See: www.scie.org.uk/publications/ataglance/ataglance15.asp 
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Addressing barriers 


5.4	 There should be a fair playing field for providers, particularly for small providers who 
often struggle to engage with formal tendering processes but can offer very 
individualised solutions. Commissioners of services should work with suppliers in the 
independent and voluntary sectors to better understand market capacity and capability, 
and decide how innovation and best value can be incentivised effectively.  


Working together 


Lancashire County Council (LCC) were an early adopter of the Working together for 
change approach to engaging people in commissioning and service development. LCC 
has used the approach in a variety of ways, including for specific client groups and 
across pathways such as stroke services, older people’s day services and dementia 
services in the county. The approach has been used with providers to support them to 
improve the quality and responsiveness of their services and the degree of choice and 
control people experience. So far this has included extra care housing, domiciliary 
care and community support.47 


5.5	 The Government will consider whether there are barriers, in particular to social 
enterprises, that prevent a dynamic and varied market. The Department of Health will 
work with the Department for Business, Innovation and Skills (BIS) to look both at 
barriers that may exist, and at initiatives that could support new approaches. One 
example is social impact bonds, where philanthropic and private investment can support 
voluntary sector activity and successful outcomes are rewarded on a payment by results 
basis.48, 49, 50 The Department of Health, working with the Department for Communities 
and Local Government, will also consider the proposed role for Monitor in overseeing 
the market in social care, and ensure that such a role does not duplicate existing 
functions. 


47 Guidance for Working Together for Change is available at: 
www.puttingpeoplefirst.org.uk/Topics/Browse/General/?parent=2734&child=5802
48 ‘Will social impact bonds solve society’s most intractable problems?’ (The Guardian, 6 October 2010), 
www.guardian.co.uk/society/2010/oct/06/social-impact-bonds-intractable-societal-problems
49 See also: From Social Security to Social Productivity: A Vision for 2020 Public Services (2020 Public Services 
Trust at the RSA, 2010), p. 45 
50 The Department of Health has been working in partnership with the Department for Business, Innovation and 
Skills (BIS). BIS market analysis for the Department of Health, 2010. 
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 A Vision for Adult Social Care: Capable Communities and Active Citizens 


Partnership working 


5.6	 Partnership working means individuals, communities, statutory organisations, the 
voluntary, private and community sectors, all working together. It must also mean 
ensuring that a joined up approach is taken within councils, including for young 
disabled people, making the transition from children’s to adults services, and identifying 
wider individual and family needs, in particular safeguarding children.  The greatest 
benefit of partnership working is better outcomes for people. Alongside this, however, 
efficiencies can be achieved through a joined-up approach between social care, housing, 
employment and other sectors.51 


5.7	 Evidence suggests that joint strategies, including a focus on reducing hospital 
admissions, save resources in the NHS.52 Specifically, getting more people into 
employment has well-documented benefits including generating savings for the 
taxpayer.53 The local government ‘Getting A Life’ and ‘Jobs First’ websites are already 
showing how people with learning disabilities can use their personal budgets, drawn 
together with other appropriate funding, to buy the support they need to get and keep a 
job or self-employment.54 Similarly, it is likely that expenditure on adults with 
significant disabilities could be reduced if funding were used for supported employment 
rather than leisure-focused day services. 


5.8	 The flexible use of resources should be encouraged if it improves outcomes. Coherent 
and integrated services are essential, not optional. Indeed, the Six Lives55 progress report 
is a reminder of how poorly co-ordinated services for people with learning disabilities 
can contribute to harm and unacceptable failings in quality. 


The opportunity 


5.9	 The plans set out in the NHS White Paper, Liberating the NHS, provides the 
opportunity for a much greater degree of local co-ordination and integrated working to 
shift the balance of power towards local communities and individuals: 


•	 JSNAs will form the foundation of priority setting, encouraging greater involvement 
of local voluntary and community organisations. JSNAs will help local people to 
hold providers and commissioners to account, agree local priorities and inform a 
range of commissioning strategies and plans. This will be underpinned through new 
statutory duties for local councils and GP consortia to work together to promote the 
health and well-being of their local population.  


51 Right to control is working across six funding streams to deliver more choice and control for disabled people.  
52 See: www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_111240  
53 A Financial Cost: Benefit Analysis of Kent Supported Employment (Kilsby M, Beyer S, Kent County Council,  
2010).  
54 See: www.valuingpeoplenow.dh.gov.uk/content/demonstration-sites  
55 Six Lives: Progress Report (Department of Health, 2010),  
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_120251 
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•	 joint commissioning, pooled budgets and place-based budgets allow the focus to shift 
away from funding streams and onto people’s needs. 


•	 simplifying the commissioning and contracting landscape by merging or sharing 
back office functions across councils and NHS commissioners can develop a more 
accessible, less costly process for suppliers. 


•	 learning from the Trailblazer local councils developing Health and Wellbeing 
Boards. 


Making it happen 


5.10  Local councils should: 


• 	 exploit the opportunities of the NHS White Paper to play a lead role in their 
communities, ensuring local services are more coherent, responsive and integrated. 
Together with the NHS and other partners, councils should agree a shared view of 
local priorities and the outcomes to be achieved, and deliver commissioning 
strategies to meet the needs of their local populations – including the most 
vulnerable; 


• 	 work with the NHS and other partners to pool and align funding streams at the local 
level and alert the government if there are any barriers to this local flexibility 


• 	 work with private providers, charities, voluntary organisations, mutuals, social 
enterprises and user-led organisations, and move away from traditional block 
contracts; and 


•	  critically examine their arrangements for contracting service providers to ensure that 
the rules are fair, proportionate and enable micro and small social enterprises, user-
led organisations and voluntary organisations to compete to deliver personalised 
services. 


5.11  The Government will:  


•	  identify and remove barriers to collaboration and to pooling or alignment of budgets 
across health and social care and bring together funding streams for employment 
support;56 and  


• 	 consider the barriers to market entry for micro and small social enterprises, user led 
organisations and charities, and the proposed role for Monitor to play in market 
shaping. 


56 Partnership arrangements for lead commissioning, joint management of provision for services and pooling of 
funds between NHS bodies and local government to support improvements in outcomes for local populations via 
section 75 of the NHS Act 2006 
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6. Our vision for providing protection 
There are sensible safeguards against the risk of abuse or neglect. Risk is no longer an 
excuse to limit people’s freedom. 


6.1	 Abuse is a hidden and often ignored problem. It is fundamental in any civilised society 
that the most vulnerable people are protected from abuse and neglect. People should be 
protected when they are unable to protect themselves. This should not be at the cost of 
people’s right to make decisions about how they live their lives.  


Safeguarding is everybody’s business 


6.2	 Providers and commissioners of services are responsible for their quality and safety. 
They should ensure their staff provide safe, high quality care. This includes rigorous 
pre-employment checks and monitoring of their work. Equally, all staff need to see 
safeguarding and providing a high quality service as central to their role.  


6.3	 The Care Quality Commission (CQC) sets the essential level of quality and safety that 
all organisations must follow. By focusing on core duties for safety and quality, CQC 
can identify where standards are at risk of failing and will retain the ability to inspect 
services where safeguarding concerns have been raised. Professional regulation of the 
social care sector, including regulation of social workers, is another important aspect of 
delivering quality services. 


6.4	 Government should provide direction and leadership, ensuring that the law is clear, 
proportionate and effective. There is a particular responsibility for national government 
in relation to those who lack mental capacity, and their welfare and safety must be a 
priority. However, the state’s role is to strike a balance – allowing people to make 
decisions about risk without becoming intrusive or overbearing. People tell us they wish 
to be safe, but equally they do not want to be over-protected and denied their 
independence. People also tell us that they want more choice and control. A modern 
social care system needs to balance freedom and choice with risk and protection. 


6.5	 The risk of abuse can come from people close to the individual concerned, not just from 
paid staff or volunteers. We want to support and encourage local communities to be the 
eyes and ears of safeguarding, speaking up for people who may not be able to protect 
themselves. This could build on existing Neighbourhood Watch schemes or involve 
initiatives by local HealthWatch. People and communities have a part to play in 
preventing, recognising and reporting neglect and abuse. It is everyone’s responsibility 
to be vigilant. 


6.6	 An effective safeguarding system requires everyone to be clear about their roles and 
responsibilities. It is essential that there is coherent local leadership, vision and strategic 
direction. Safeguarding Adults Boards exist in all parts of the country and some 
currently take on this function. Local government should act as the champion of 
safeguarding within communities. In developing our plans for legislation we will 
consider whether this function should be placed on a statutory basis.  
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6.7	 The Law Commission has recently consulted on a number of proposals on safeguarding 
as part of a proposed new adult care statute57. We will work with the Law Commission 
in preparation for strengthening the law in respect of safeguarding. Our aim is to have a 
system that is proportionate and gives people local flexibility, without leaving gaps in 
the legislative framework. 


Safeguarding is central to personalisation. 


6.8	 Choice and control can only be meaningful if people can make informed choices, in an 
environment where they can make decisions freely and safely. Giving people control 
over their care and support does not mean they are abandoned. Safeguards against poor 
practice, harm and abuse need to be an integral part of managing care and support.  


6.9	 Personalised care is for everyone, but some people will need more support than others 
to make choices about how they live their lives. Everyone has the right to personalised 
care and as much choice and control as possible. As we pick up the pace on 
personalisation, we need to ensure that this includes the most vulnerable members of 
our society, including those who may lack capacity. With effective personalisation 
comes the need to manage risk for people to make decisions as safely as possible. 
Making risks clear and understood is crucial to empowering service users and carers, 
recognising people as ‘experts in their own lives’.  


6.10 Risk management does not mean trying to eliminate risk. It means managing risks to 
maximise people’s choice and control over their services. True empowerment means 
that people might make decisions service providers disagree with. But as long as the 
outcomes are part of the care plan and all risks have been fully discussed and 
understood, this can lead to real choice and control and a better quality of life for the 
individual. 


Making it happen 


6.11  Local councils should: 


• 	 ensure that everyone involved in local safeguarding is clear about their roles and 
responsibilities; 


• 	 ensure that people who need care and support to maintain their independence have 
their right to personal autonomy respected, underpinned by a proportionate approach 
to the management of risk; and 


• 	 champion and support safeguarding within communities. Citizens and communities 
have a part to play in preventing, detecting and reporting abuse and neglect. 


6.12  The Government will: 


•	  work with the Law Commission in preparation for strengthening the law on 
safeguarding to ensure the right powers, duties and safeguards are in place.  


57 Consultation can be found at: www.lawcom.gov.uk/current_consultations.htm 
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7. Our vision for productivity, quality and 
innovation 


Greater local accountability will drive improvements and innovation to deliver higher 
productivity and high quality care and support services. A focus on publishing 
information about agreed quality outcomes will support transparency and 
accountability. 


7.1	 The Coalition Programme for Government made clear the over-riding importance of 
deficit reduction. The Spending Review recognised the pressures on the social care 
system in a challenging fiscal climate and allocated an additional £2bn by 2014/15 to 
support the delivery of social care. This includes £1bn through the NHS to be spent on 
measures that support social care but also benefit health.  Of this £1bn, up to £300m a 
year is for re-ablement spending in the NHS, while the remainder will support other 
social care services. The other half of the £2bn is from additional local government 
grant funding, rising to £1bn by 2014/15. This funding will be allocated in addition to 
the Department’s existing social care grants, which will rise in line with inflation. Grant 
funding for social care will therefore reach £2.4bn by 2014/15. In order to support local 
flexibility and to reduce administrative burdens, this funding will go to authorities 
through the local government formula grant.   


7.2	 This additional funding of £2bn comes in the context of a reduction to overall local 
government funding. It is vital that councils deliver lasting reforms and redesign their 
services to deliver efficiencies and transform how social care is delivered. Finding new 
and innovative ways to deliver social care, maintain quality and work in a more 
integrated way with the NHS is essential. We know that councils have an excellent track 
record in delivering efficiencies, and that the social care sector is on course to deliver 
3% savings this year. 


7.3	 Councils must now redouble their efforts. Over the next four years, demographic 
changes will continue to put pressure on social care. Councils must examine how they 
use their resources and reform their services to ensure the very best quality outcomes 
for those who need social care. We have set out below a framework that councils should 
use when looking at delivering efficiencies and getting value for money from social care 
without reducing services. 


Helping people to stay independent for as long as possible  


7.4	 Preventing people’s needs from escalating will help to reduce the costs of intensive care 
packages. Employment is also an important part of helping people to stay independent 
for as long as possible. Effective rehabilitation and the management of long-term 
conditions are both central elements of the NHS’s QIPP programme. Health and social 
care professionals should take a joint, evidence-based approach to identifying the needs 
of local populations and agreeing shared solutions. 
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7.5	 Re-ablement services help people to regain their independence after a crisis, and can 
have a significant positive impact on people’s quality of life. The recent study on the 
impacts of re-ablement, from the Personal Social Services Research Unit and the 
University of York, showed that those going through a re-ablement programme 
experienced a significant improvement in health-related quality of life compared to a 
comparison group58. In addition, the report suggests that re-ablement is cost-effective 
for local authorities. For the 10 months after a re-ablement programme, people's care 
costs were around 60% lower than those who had not gone through a re-ablement 
programme - which significantly outweighed the initial costs of providing the re-
ablement service to people. 


7.6	 To strengthen and mainstream re-ablement services, the Department of Health will 
amend the ‘Payment by Results’ tariff from April 2012 so that the NHS pays for re-
ablement and other post-discharge services for 30 days after a patient leaves hospital. 
From next April, Trusts will not be reimbursed for unnecessary readmissions to 
hospital. 


7.7	 To prepare for these changes, we have allocated £70m for PCTs to spend on re-
ablement in 2010/11. This is a chance for the NHS, including the emerging GP 
consortia, and councils to agree the re-ablement services they will need to fulfil the new 
30-day post discharge responsibility. The Spending Review also allocated up to £300m 
a year for further re-ablement services. Investing in re-ablement should improve 
people’s outcomes - supporting their independence, reducing unnecessary hospital 
admissions and easing discharges - which will also benefit the NHS.  


Crisis or rapid response services 


7.8	 Case studies suggest that an integrated crisis response service that responds within a 
four-hour period could save an average of £2m per PCT, and £0.5m per council, by 
reducing ambulance callouts, unnecessary admission to hospital and unplanned entry to 
long term nursing or residential care.59 Bristol PCT and Bristol City Council’s service is 
an example of a highly regarded crisis response service. It is part of a comprehensive 
range of intermediate care services, which has saved around £4.3m across health and 
social care.60 


58 http://www.csed.dh.gov.uk/homeCareReablement/prospectiveLongitudinalStudy/?parent=5172&child=6450  
59 See Care Services Efficiency Delivery research at: www.csed.dh.gov.uk/CrisisResponse/  
60 The case study is available at:  
www.csed.dh.gov.uk/_library/Resources/CSED/CSEDProduct/Bristol_Crisis_Response_Case_Study.pdf 
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Providing care and support to meet people’s goals  


7.9	 Providing people’s care and support in the most appropriate and cost-effective way is 
vital. Self-evaluations from three councils indicate that adult social care departments 
could save at least 1.5 per cent per annum of their home and residential care spend by 
introducing integrated telecare support to people.  North Yorkshire Council has led the 
way in embedding telecare services into its social care provision, saving around £1m 
per annum as a result.61 


7.10 Assisted living is one of the most promising developments for ensuring the ageing 
population continues to be well served with high quality and affordable health and care 
services. Technologies such as telehealth help people with long-term conditions to 
better manage and understand their condition. They also provide daily information on 
health status to support more effective and timely clinical decisions. Telecare enables 
people to live at home independently for longer by providing technologies that make 
their homes more safe and secure.  


7.11 Robust evidence on how to target telecare and telehealth to ensure both cost-
effectiveness and successful outcomes is lacking. The £31m whole system demonstrator 
programme will start to address this problem. It is the largest ever randomised control 
trial of these technologies. Over 6,000 people across Kent, Cornwall and Newham are 
involved in testing assisted living services, and the evaluation by six of the UK’s 
leading academic bodies will report in spring 2011. The results will inform the 
Department of Health’s work with BIS on market shaping and the barriers to new 
technology entering the market, including assisted living. 


Reducing spending on long term residential care for reinvestment in 
other services 


7.12	 Use of Resources in Adult Social Care62 highlighted how the proportion of social care 
budgets spent on long term nursing and residential care varies dramatically across the 
country – from 12 per cent to 80 per cent of spend on services for people with learning 
disabilities, for example. Some of this variation may reflect local preferences. However, 
some people are placed in residential care because there are few alternatives to meet 
their needs in the community, or because people are discharged from hospital without a 
suitable care plan. 


61 See: www.csed.dh.gov.uk/AT/ 
62 Use of Resources in Adult Social Care: A Guide for Local Authorities (Department of Health, 2009).  


29 



www.csed.dh.gov.uk/AT

http:result.61





 


 


  


 


                                                 


 
  


 
   


  


 A Vision for Adult Social Care: Capable Communities and Active Citizens 


7.13 Supported housing and extra care housing offer flexible levels of support in a 
community setting, and can provide better outcomes at lower costs for people and their 
carers than traditional high cost nursing and residential care. The Care Services 
Efficiency Delivery Programme’s evaluation of a supported housing scheme for people 
with learning disabilities in Redcar with Cleveland suggested that a saving of £12,000 
per person per annum could be achieved.63 Better use of existing community-based 
services, for example step-down re-ablement or home improvement and adaptations, 
can also reduce demand for nursing and residential care. We expect councils to look 
closely at how they can reduce the proportion of spending on residential care through 
such improvements to their community-based provision. 


Support to stay at home 


In Nottingham, the Support Management and Response Team (SMaRT) covers over 
1,000 people living in supported accommodation and in their own homes. This includes 
people with learning disabilities and mental health needs, homeless people, female 
victims of violence, ex-offenders and people with drug and alcohol issues. People can 
press the SMaRT button in their home to speak with an experienced support worker. If 
necessary, a mobile response team can swiftly attend. The service has directly saved 
over £0.5 million per year by replacing night staff and making sure that access to 
floating support is better linked to need. The service enables people who would 
otherwise be in high-cost residential care or hospitals to live in their own homes.64 


Homeshare is a model which allows people to stay in their own homes for longer. It is a 
simple way of helping people to help each other. A Homeshare involves two people 
with different sets of needs, both of whom also have something to offer. Firstly, people 
who have a home that they are willing to share but are at a stage in their life where they 
need some help and support. Secondly, people who need accommodation and who are 
willing to give some help in exchange for somewhere to stay.65 


63 See: www.csed.dh.gov.uk/supportRelatedHousing/  
64 Use of Resources in Adult Social Care: A Guide for Local Authorities (Department of Health, 2009). Also see:  
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_107596
65 See: http://naaps.org.uk/en/homeshare/?PHPSESSID=6b19ddd1de455d2f07dde3bafb009819 
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Maximising spend on front-line services  


7.14 The solid Spending Review settlement for social care requires the rigorous prioritising 
of expenditure to ensure that as much money as possible goes to those most in need. 
Tough choices will be required of councils to transform services and meet efficiencies. 
Councils must therefore ensure they minimise spend on back office administration and 
replace poor value services. Herefordshire Hospital Trust, PCT and Council have 
agreed to establish a public sector joint venture to carry out shared back office services 
across local government and health. They expect that this approach will lead to 
significant savings, and free up resources for front-line care.  


7.15 Despite growth in the private and voluntary sectors, some councils retain a large 
proportion of in-house services. In 2008/09, around half of councils spent over a fifth of 
their residential care budgets on in-house provision, rising to over 60 per cent of 
residential care budgets in some areas. For day care, the situation was even more stark, 
with the majority of councils spending over half their budgets on in-house services.66 


7.16 There may be exceptional reasons for the council to retain services, but separating 
responsibility for commissioning and providing services should become the norm. It is 
crucial for providing choice for service users and carers, and increasing competition 
amongst providers. Evidence from a wide range of public services shows that choice 
and competition can be a powerful tool to drive up quality and reduce and control 
costs.67 Local councils with substantial in-house provision should look to the market, 
including social enterprises, mutual and voluntary organisations, to replace them as a 
local service provider. Benchmarking both quality and unit costs provides a useful 
reference point for councils as they grow a broader market of local care providers. 


High quality assessment and care management services  


7.17 High quality assessment and care management services are central to providing a 
person-centred social care service. But inefficient, unnecessary processes remain. We 
expect councils to show that they have reduced unnecessary management costs in their 
assessment and care management processes and redirected it to funding more care and 
support. We will also look carefully at whether the law could allow some assessments to 
be undertaken by people themselves, including user led and community organisations, 
rather than councils. This could be better for the individual, make better use of council 
resources, address people’s frustration at being asked the same questions on each 
contact, and reduce inconsistency in record keeping. 


66 PSS Ex1 data. Further information at: www.ic.nhs.uk/statistics-and-data-collections/social-care/adult-social-
care-information/personal-social-services-expenditure-and-unit-costs-england-final-2008-09
67 Assessing the Impact of Public Sector Procurement on Competition (Office of Fair Trading, 2004). 
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Putting quality at the heart of social care: a strategic approach to quality 
and outcomes 


7.18  The balance of power is shifting dramatically – away from the centre and towards 
empowered local communities holding organisations to account for the services they 
provide based on the experience of service users and carers. The Government does not 
believe in top-down programmes or performance management. Instead we need to 
combine sector-led improvement with a stronger local voice and accountability. The 
national role in this approach should be to facilitate, assure and support, not to dictate.  


7.19  The approach aims to free the frontline from bureaucratic constraints, and support local 
organisations to focus on the quality of care and the outcomes achieved.  Local 
government will be responsible for delivering improved outcomes for people using 
services and their carers, without the focus on targets and service activity. By 
embedding outcomes throughout the social care system, we can help organisations at all 
levels to think about what individuals need, and design services to meet those needs. 


7.20  The consultation document Transparency in Outcomes: a framework for Adult Social 
Care, published alongside this vision, proposes a new agenda for adult social care. It 
will be co-produced with the social care sector, voluntary and community organisations  
and people who use services over the coming months and years. It will have five core 
elements: 


•	  building the evidence base – being clear about what quality means for social care 
and the relationship between quality and outcomes. Expanding the remit of NICE to 
cover adult social care, to produce quality standards that bring together best practice 
on service quality and achieving outcomes; 


• 	 demonstrating progress – developing fair, consistent data on quality and outcomes 
which helps local government and communities to see progress and hold 
organisations to account; 


•	  supporting transparency – focusing on the core issues of transparency and local 
public accountability by making information on quality and outcomes available to 
local people, carers, commissioners and managers; 


• 	 rewarding and incentivising – promoting quality improvement through stronger 
incentives for providers and commissioners and closer integrated working with the 
NHS; and 


•	  securing the foundations – ensuring essential standards of quality underpin all 
services to secure safety for the most vulnerable and support public confidence. This 
includes the role of regulation in controlling market entry, and the extent of 
inspection powers to check compliance and highlight risk. 
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7.21 The new approach signalled in the consultation will emphasise information generated 
by people who use services. The Government’s plans for information services, An 
Information Revolution: a Consultation on Proposals, sets this trend in the context of 
broader plans to make information in health and social care much more responsive to 
people’s needs.68 


7.22 Similarly, the performance assessment system will be changed to support the enhanced 
role of the sector and local communities in shaping local services and holding councils 
to account. The current annual assessment of councils as commissioners of adult social 
care will be ended and replaced by a new sector led-approach. Where concerns are 
raised about services, CQC will continue to be able to inspect councils. We envisage a 
robust system of triggers that can lead to inspection. For example, local HealthWatch 
organisations will be able to report concerns to HealthWatch England. It could request 
CQC to undertake inspections where it has grounds for concern about the quality or 
safety of social care or health services. 


7.23 Adult social care has shown that, over the last two decades since the community care 
reforms, it has an excellent track record in delivering efficiencies. Now, quality and 
efficiency can no longer be seen as two separate objectives – we must deliver both. 


Making it happen 


7.24  Local councils should: 


•	  develop a local plan for reform, to ensure that they are making the best use of 
available resources. This should draw upon work also being undertaken by ADASS, 
and by the Local Government Association led Place Based Productivity Programme. 


 


7.25  The Government will:  


• 	 support the work of councils to deliver efficiency savings by co-ordinating and 
disseminating support tools and best practice; and 


•	  publish and consult publicly on our proposals for a new strategic approach to quality 
and outcomes in adult social care.  


68 Liberating the NHS: An Information Revolution: A Consultation on Proposals (HM Government, 2010), 
www.dh.gov.uk/en/Consultations/Liveconsultations/DH_120080 


33 



www.dh.gov.uk/en/Consultations/Liveconsultations/DH_120080

http:needs.68





 


 


 


 


 A Vision for Adult Social Care: Capable Communities and Active Citizens 


8. Our vision for people 
We can draw on a workforce who can provide care and support with skill, compassion 
and imagination, and who are given the freedom and support to do so. We need the 
whole workforce, including care workers, nurses, occupational therapists, 
physiotherapists and social workers, alongside carers and the people who use services, to 
lead the changes set out here. 


A diverse workforce 


8.1	 The contribution of all those who make up the workforce in adult social care should be 
celebrated. Over 1.6 million people provide vital services day in day out, working 
alongside carers to help people live more independently and play a fuller role in our 
communities. Often working closely with people from other agencies, including the 
NHS, they have a huge variety of jobs and careers – from senior managers and 
professionals in social work, nursing and occupational therapy to people of all ages with 
practical skills in care, catering and other essential support roles. It is challenging but 
rewarding work. 


8.2	 To deliver the vision the workforce will need to respond to the challenges of the 
principles at its core when delivering care. They will be crucial to delivering 
personalisation. People with more choice and control over their care and support will 
need more information and advice, and want to know how to access and fund services, 
including from new brokerage and advocacy roles. The provision of personal budgets 
for all eligible people will mean personal assistants (PAs), directly employed by people 
who use care and support services, working in new, creative and person-centred ways to 
play an increasingly important role in providing tailored support to meet individual 
needs. 


8.3	 The principle of partnership and plurality will result in the workforce being employed in 
different types of organisations, some of which will work across traditional health and 
social care boundaries to deliver more integrated services. They will work for a variety 
of employers including mutuals, employee-owned co-operatives, user-led organisations, 
existing independent sector employers and individual people who use care and support 
services. 


A skilled and responsive workforce 


8.4	 Delivering the vision demands a capable and well-trained workforce. This will be led by 
those working in the sector, their employers and employer-led organisations, including 
Skills for Care (the part of the Sector Skills Council that represents the sector) and the 
National Skills Academy for Social Care. Skills for Care will publish a workforce 
development strategy later this year to help employers design their workforces to 
support the greater personalisation and other changes to services set out in this vision. 
The Skills Academy will publish a leadership strategy to address the need to increase 
leadership capacity in the sector, in order to deliver on those changes.  
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8.5	 Local councils will play an important role, working with local employers in the 
independent sector and other partners, including healthcare workforce planners, to 
commission the workforce of the future and lead local changes for existing staff. 
Continuing training and skills development is a vital investment in the future. The 
Department will work with BIS and others to increase uptake of professional standards. 


8.6	 The Department of Health will also work with BIS and others to ensure there is a secure 
and simplified framework for training and skills development within the sector to meet 
future needs. The particular needs of personal assistants and their employers will be 
addressed in a forthcoming PA strategy, to be published next year. The PA strategy will 
highlight the need to give people who use services choice and control over their care 
needs. It will also emphasise that with this freedom comes responsibility to be a good 
employer and to train, recruit and retain staff.  


8.7	 New and continuing professional roles will be developed for front-line social workers, 
occupational therapists, nurses and others. New career pathways will be developed, 
including more apprenticeships and a new care worker role in home and residential 
care, as well as more PAs. There will be renewed work with employers to maximise 
recruitment and, especially, retention within the sector.  Employment opportunities in 
the sector are expected to grow over the medium term.   


8.8	 Sickness absence in the social care sector must be tackled. In adult social care rates of 
sickness absence range from 6.8 days per employee in council adult social services 
(incorporating social work staff) to 4.9 days per employee in the independent sector 
(which incorporates care staff).69 Good staff health and well-being is important to 
quality and productivity in social care. Work in the NHS shows that the development of 
effective occupational health strategies can make a significant difference.70 In the light 
of this and the challenges in social care, the Government will work with the social care 
sector to co-produce an occupational health strategy.  


New freedoms 


8.9	 Giving decision making to front-line professionals is important in building localised and 
flexible services. The workforce will be empowered to work more in partnership with 
carers and volunteers locally, helping to develop community skills. The initial findings 
of the Munro Review of children’s services make clear that burdensome procedures and 
over-regulation reduce social workers’ discretion to exercise professional judgement.71 


The Government will carefully consider Professor Munro’s work as we give more 
decision making authority back to social workers and allow staff to exercise judgement 
with skill and imagination.  


69 State of the Adult Social Care Workforce in England 2010, Skills for Care 
70 NHS Health and Well-being: Final Report (Boorman S, 2009), 
www.dh.gov.uk/en/publicationsandstatistics/Publications/PublicationsPOlicyAndGuidance/DH_108799
71 The Munro Review of Child Protection (Munro E, 2010), www.education.gov.uk/munroreview/ 
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8.10 To develop the confidence and competence of the profession across both children’s and 
adults’ services, we will implement the recommendations of the Social Work Taskforce, 
including the creation of a new College of Social Work. Social workers and others will 
play a key role in community development, supporting individuals and community 
groups to provide more care and support locally. 


8.11 The Localism Bill will give organisations the ability to challenge local authorities where 
they believe they could provide services differently or better. Social Work Practices 
(SWP) are one example of running mainstream social care functions differently. They 
are professional partnerships of social workers, voluntary sector organisations and 
private sector organisations independent of the council that operate as social enterprises. 
Existing pilots currently focus on looked-after children.72 We will invite councils and 
their social workers to extend this opportunity to adult services during 2011. We want to 
see a much more locally specialised service, with social workers combining their skills 
with the knowledge that local people and carers have about their own needs. This 
should result in greater choice and control over the services that local people purchase.73 


Regulation of the social care workforce 


8.12 The primary objective of workforce regulation should be to secure the safety of service 
users and assure public confidence in the workforce in a way that is both proportionate 
and targeted. The General Social Care Council has proved to be an expensive model and 
due to past management failures has not been able to take on the regulation of other care 
workers. The Government has announced the transfer of the General Social Care 
Council’s regulatory functions to the renamed Health Professions Council, reflecting its 
new broader remit. We are currently reviewing the overall approach to professional 
regulation in health and social care and will be making proposals later in the year. 


Making it happen 


8.13 Local councils should: 


•	 take a leadership role in workforce commissioning in their area, including integrated 
local area workforce strategies linked to JSNAs. Central government will support 
and co-ordinate developments only where and when the sector demands this, with a 
particular focus on the smaller employers who predominate in this sector. 


72 The Department for Education social work practice pilots are explained in more detail at: 
www.dcsf.gov.uk/everychildmatters/safeguardingandsocialcare/childrenincare/socialworkpracticepilots/swppilots/ 
73 For more information about Social Work Practices you can e-mail swpenquiries@dh.gsi.gov.uk  
or write to: Social Care Vision, Department of Health, Room 116, Wellington House, 133–155 Waterloo Road,  
London SE1 8UG.  
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8.14  The Government will: 


• 	 support the publication of a workforce development strategy by Skills for Care and a 
leadership strategy by the Skills Academy 


• 	 publish a personal assistants’ strategy in 2011; and 
•	  working with councils, extend the piloting of social work practices to adult social 


care during 2011. 
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9. Conclusion  
9.1	 This vision for social care is part of the Government’s ambition to reform health and 


social care, alongside an integrated public health service focused on prevention, and an 
NHS with patients in the driving seat and professionals with discretion to make the 
decisions that matter to people and service users. Local government and adult social 
care in particular have a key role to play, working in partnership to determine local 
public health needs and to integrate the commissioning and delivery of services 
wherever this makes sense locally. 


9.2	 The Spending Review settlement gives local councils a solid basis to reform social care 
services, rise to the new opportunities and accelerate the pace of change in their existing 
responsibilities. It also assumes councils will show the leadership needed to make tough 
choices to deliver efficiency and transform services. The partnership agreement, Think 
Local, Act Personal published in November 2010 set out the immediate actions for 
councils, focusing on personalisation, a community-based approach to developing 
services with local communities and other service providers, and a sustained drive on 
productivity. The Government welcomes the partnership agreement. As we establish the 
new structures in the NHS and public health, we will work closely with local 
government and voluntary and community sector leaders to ensure that service 
development continues apace. 


9.3	 This vision for social care demonstrates the Government’s values of freedom, fairness 
and responsibility, shifting power from central to local, from state to citizen, from 
provider to people who use services. Our ambition is to foster the conditions in which 
communities, social enterprises and others can develop a diverse range of preventative 
and other support that will help to reduce isolation, improve health and well-being and, 
by doing so, better manage the demand for formal health and care. The Spending 
Review prioritised resources for social care and partnership working with the NHS, 
including a transfer from the NHS rising to £1bn by 2014/15. This demonstrates the 
importance that the Government attaches to social care services. It is now up to 
councils, working with their local communities and those who already provide care as a 
carer, family member or neighbour, to make a reality of this vision.  
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Annex A  
The Vision for quality in social care – a summary of proposals 


Prevention The Government will: 


• publish a White Paper on public health, outlining councils’ 
enhanced leadership role in health improvement and the 
opportunities this offers. 


Personalisation The Government will: 


• put personalisation at the heart of the framework for quality 
and outcomes being developed and examine the outcomes and 
benefits for people; 


• consider how to embed personalisation in the new legal 
framework following the Law Commission’s report – for 
instance, in strengthened guidance new statutory principles to 
underpin the law, and through an entitlement, or right, for 
support to be offered as a personal budget or direct payment; 


• consider how to pursue greater portability of assessment, 
subject to the Law Commission and Funding Commission 
reports; and 


• use the pilots currently under way to inform the rollout of 
personal health budgets and make it possible to combine 
personal health budgets with personal budgets in social care  
in the future. 


Plurality and The Government will: 
partnership 


• identify and remove barriers to collaboration, pooling or 
alignment of budgets across health and social care and bring 
together funding streams for employment support; and 


• consider the barriers to market entry for micro and small 
social enterprises, user-led organisations and charities, and the 
proposed role for Monitor to play in market shaping. 


Providing protection The Government will: 


• work with the Law Commission in preparation for 
strengthening the law on safeguarding to ensure the right 
powers, duties and safeguards are in place. 
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Productivity, quality 
and innovation 


The Government will: 


• support the work of councils to deliver efficiency savings by 
co-ordinating and disseminating support tools and best 
practice; and 


• publish and consult publicly on our proposals for a new 
strategic approach to quality and outcomes in adult social care. 


People The Government will: 


• support the publication of a workforce development strategy 
by Skills for Care and a leadership strategy by the Skills 
Academy;  


• publish a personal assistants’ strategy in 2011; and 


• working with councils, extend the piloting of social work 
practices to adult social care during 2011. 
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Foreword

The NHS is a great national institution. The principles it was founded on are as important 
now as they were then: free at the point of use and available to everyone based on need, not 
ability to pay. But we believe that it can be so much better – for both patients and 
professionals. 


That’s why we’ve set out a bold vision for the future of the NHS - rooted in the coalition’s 
core beliefs of freedom, fairness and responsibility. 


We will make the NHS more accountable to patients. We will free staff from excessive 
bureaucracy and top-down control. We will increase real terms spending on the health 
service in every year of this Parliament. 


Our ambition is to once again make the NHS the envy of the world. Liberating the NHS - a 
lend of Conservative and Liberal Democrat ideas - sets out our plans to do this. 


irst, patients will be at the heart of everything we do. So they will have more choice and 
ontrol, helped by easy access to the information they need about the best GPs and hospitals.  
atients will be in charge of making decisions about their care.  


econd, there will be a relentless focus on clinical outcomes. Success will be measured, 
ot through bureaucratic process targets, but against results that really matter to patients – 
uch as improving cancer and stroke survival rates. 


hird, we will empower health professionals. Doctors and nurses must to be able to use their 
rofessional judgement about what is right for patients. We will support this by giving front-
ine staff more control. Healthcare will be run from the bottom up, with ownership and 
ecision-making in the hands of professionals and patients.  


f course, our massive deficit and growing debt means there are some difficult decisions to 
ake. The NHS is not immune from those challenges. But far from that being reason to 


bandon reform, it demands that we accelerate it. Only by putting patients first and trusting 
rofessionals will we drive up standards, deliver better value for money and create a healthier 
ation. 


rime Minister Deputy Prime Minister 


Secretary of State for Health 
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Our strategy for the NHS: an executive summary 


1.	 The Government upholds the values and principles of the NHS: of a comprehensive 
service, available to all, free at the point of use and based on clinical need, not the 
ability to pay. 


2.	 We will increase health spending in real terms in each year of this Parliament. 


3.	 Our goal is an NHS which achieves results that are amongst the best in the world. 

Putting patients and public first 

4.	 We will put patients at the heart of the NHS, through an information revolution and 
greater choice and control:  


a.	 Shared decision-making will become the norm: no decision about me without me. 


b.	 Patients will have access to the information they want, to make choices about their 
care. They will have increased control over their own care records. 


c.	 Patients will have choice of any provider, choice of consultant-led team, choice of 
GP practice and choice of treatment. We will extend choice in maternity through 
new maternity networks.  


d.	 The Government will enable patients to rate hospitals and clinical departments 
according to the quality of care they receive, and we will require hospitals to be 
open about mistakes and always tell patients if something has gone wrong. 


e.	 The system will focus on personalised care that reflects individuals’ health and care 
needs, supports carers and encourages strong joint arrangements and local 
partnerships. 


f.	 We will strengthen the collective voice of patients and the public through 
arrangements led by local authorities, and at national level, through a powerful new 
consumer champion, HealthWatch England, located in the Care Quality 
Commission. 


g.	 We will seek to ensure that everyone, whatever their need or background, benefits 
from these arrangements.  
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Improving healthcare outcomes 

5.	 To achieve our ambition for world-class healthcare outcomes, the service must be 
focused on outcomes and the quality standards that deliver them. The Government’s 
objectives are to reduce mortality and morbidity, increase safety, and improve patient 
experience and outcomes for all: 


h.	 The NHS will be held to account against clinically credible and evidence-based 
outcome measures, not process targets. We will remove targets with no clinical 
justification. 


i.	 A culture of open information, active responsibility and challenge will ensure that 
patient safety is put above all else, and that failings such as those in Mid-
Staffordshire cannot go undetected. 


j.	 Quality standards, developed by NICE, will inform the commissioning of all NHS 
care and payment systems. Inspection will be against essential quality standards. 


k.	 We will pay drug companies according to the value of new medicines, to promote 
innovation, ensure better access for patients to effective drugs and improve value 
for money. As an interim measure, we are creating a new Cancer Drug Fund, which 
will operate from April 2011; this fund will support patients to get the drugs their 
doctors recommend. 


l.	 Money will follow the patient through transparent, comprehensive and stable 
payment systems across the NHS to promote high quality care, drive efficiency, and 
support patient choice. 


m. Providers will be paid according to their performance. Payment should reflect 
outcomes, not just activity, and provide an incentive for better quality. 


Autonomy, accountability and democratic legitimacy 


6.	 The Government’s reforms will empower professionals and providers, giving them more 
autonomy and, in return, making them more accountable for the results they achieve, 
accountable to patients through choice and accountable to the public at local level: 


n.	 The forthcoming Health Bill will give the NHS greater freedoms and help prevent 
political micromanagement. 


o.	 The Government will devolve power and responsibility for commissioning services 
to the healthcare professionals closest to patients: GPs and their practice teams 
working in consortia. 


p.	 To strengthen democratic legitimacy at local level, local authorities will promote 
the joining up of local NHS services, social care and health improvement. 
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q.	 We will establish an independent and accountable NHS Commissioning Board. The 
Board will lead on the achievement of health outcomes, allocate and account for 
NHS resources, lead on quality improvement and promoting patient involvement 
and choice. The Board will have an explicit duty to promote equality and tackle 
inequalities in access to healthcare.  We will limit the powers of Ministers over day-
to-day NHS decisions. 


r.	 We aim to create the largest social enterprise sector in the world by increasing the 
freedoms of foundation trusts and giving NHS staff the opportunity to have a 
greater say in the future of their organisations, including as employee-led social 
enterprises. All NHS trusts will become or be part of a foundation trust. 


s.	 Monitor will become an economic regulator, to promote effective and efficient 
providers of health and care, to promote competition, regulate prices and safeguard 
the continuity of services. 


t.	 We will strengthen the role of the Care Quality Commission as an effective quality 
inspectorate across both health and social care. 


u.	 We will ring-fence the public health budget, allocated to reflect relative population 
health outcomes, with a new health premium to promote action to reduce health 
inequalities. 


Cutting bureaucracy and improving efficiency 


7.	 The NHS will need to achieve unprecedented efficiency gains, with savings reinvested 
in front-line services, to meet the current financial challenge and the future costs of 
demographic and technological change: 


v.	 The NHS will release up to £20 billion of efficiency savings by 2014, which will be 
reinvested to support improvements in quality and outcomes. 


w.	 The Government will reduce NHS management costs by more than 45% over the 
next four years, freeing up further resources for front-line care. 


x.	 We will radically delayer and simplify the number of NHS bodies, and radically 
reduce the Department of Health’s own NHS functions. We will abolish quangos 
that do not need to exist and streamline the functions of those that do. 


Conclusion: making it happen 


8.	 We will maintain constancy of purpose. This White Paper1 is the long-term plan for the 
NHS in this Parliamentary term and beyond. We will give the NHS a coherent, stable, 
enduring framework for quality and service improvement. The debate on health should 
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no longer be about structures and processes, but about priorities and progress in health 
improvement for all. 


9.	 This is a challenging and far-reaching set of reforms, which will drive cultural changes 
in the NHS. We are setting out plans for managing change, including the transitional 
roles of strategic health authorities and primary care trusts. Implementation will happen 
bottom-up.  


Many of the commitments made in this White Paper require primary legislation and are 
subject to Parliamentary approval. 
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1. 	 Liberating the NHS 


Our values 


1.1	 It is our privilege to be custodians of the NHS, its values and principles. We believe 
that the NHS is an integral part of a Big Society, reflecting the social solidarity of 
shared access to collective healthcare, and a shared responsibility to use resources 
effectively to deliver better health. 


1.2	 We are committed to an NHS that is available to all, free at the point of use, and 
based on need, not the ability to pay. We will increase health spending in real terms in 
each year of this Parliament. 


1.3	 The NHS is about fairness for everyone in our society. It is about this country doing 
the right thing for those who need help. We are committed to promoting equality2 and 
will implement the ban on age discrimination in NHS services and social care to take 
effect from 2012. The NHS Commissioning Board will have an explicit duty to 
address inequalities in outcomes from healthcare services. 


1.4	 We will uphold the NHS Constitution, the development of which enjoyed cross-party 
support. By 2012, the Government will publish the first statement of how well 
organisations are living by its letter and spirit.3 The NHS Constitution codifies NHS 
principles and values, and the rights and responsibilities of patients and staff. It is 
about mutuality; and our proposals in chapter 2 for shared decision-making by 
patients, their carers, and clinicians will give better effect to this principle. It is also 
about NHS-funded organisations being good employers; and our plans in chapter 4 
will give organisations and professionals greater freedoms, leading to better staff 
engagement and better patient care. 


1.5	 Current statutory arrangements allow the Secretary of State a large amount of 
discretion to micromanage parts of the NHS.4 We will be clear about what the NHS 
should achieve; we will not prescribe how it should be achieved. We will legislate to 
establish more autonomous NHS institutions, with greater freedoms, clear duties, and 
transparency in their responsibilities to patients and their accountabilities. We will use 
our powers in order to devolve them. 


The NHS today 


1.6	 At its best, the NHS is world-class. The people who work in the NHS are among the 
most talented in the world, and some of the most dedicated public servants in the 
country. Other countries seek to learn from our comprehensive system of general 
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practice, and its role as the medical home for patients, providing continuity of care 
and coordination. The NHS has an increasingly strong focus on evidence-based 
medicine, supported by internationally respected clinical researchers with funding 
from the National Institute for Health Research, and the National Institute for Health 
and Clinical Excellence (NICE). Other countries admire NHS delivery of 
immunisation programmes. Our patient participation levels in cancer research are the 
highest in the world.5 


1.7	 We will build on the ongoing good work in the NHS. We recognise the importance of 
Lord Darzi’s work, in putting a stronger emphasis on quality. 


1.8	 Compared to other countries, however, the NHS has achieved relatively poor 
outcomes in some areas. For example, rates of mortality amenable to healthcare,6 


rates of mortality from some respiratory diseases and some cancers,7 and some 
measures of stroke8 have been amongst the worst in the developed world.9 In part this 
is due to differences in underlying risk factors, which is why we need to re-focus on 
public health. But international evidence also shows we have much further to go on 
managing care more effectively. For example, the NHS has high rates of acute 
complications of diabetes and avoidable asthma admissions;10 the incidence of MRSA 
infection has been worse than the European average;11 and venous thromboembolism 
causes 25,000 avoidable deaths each year.12 


1.9	 The NHS also scores relatively poorly on being responsive to the patients it serves. It 
lacks a genuinely patient-centred approach in which services are designed around 
individual needs, lifestyles and aspirations. Too often, patients are expected to fit 
around services, rather than services around patients. The NHS is admired for the 
equity in access to healthcare it achieves; but not for the consistency of excellence to 
which we aspire. Our intention is to secure excellence as well as equity. 


Our vision for the NHS 


1.10	 We can foresee a better NHS that: 


• Is genuinely centred on patients and carers; 


• Achieves quality and outcomes that are among the best in the world; 


• Refuses to tolerate unsafe and substandard care; 


• Eliminates discrimination and reduces inequalities in care; 


• Puts clinicians in the driving seat and sets hospitals and providers free to 
innovate, with stronger incentives to adopt best practice; 
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• Is more transparent, with clearer accountabilities for quality and results; 


• Gives citizens a greater say in how the NHS is run; 


• Is less insular and fragmented, and works much better across boundaries, 
including with local authorities and between hospitals and practices; 


• Is more efficient and dynamic, with a radically smaller national, regional 
and local bureaucracy; and 


• Is put on a more stable and sustainable footing, free from frequent and 
arbitrary political meddling. 


1.11	 This is our vision. It is based on our commitment to NHS values and principles, and is 
about building on what is best in the NHS today, and striving for continual 
improvement, while being open and honest about shortcomings. Our strategy to 
implement this vision draws inspiration from the coalition principles of freedom, 
fairness and responsibility13 . 


1.12	 The headquarters of the NHS will not be in the Department of Health or the new NHS 
Commissioning Board but instead, power will be given to the front-line clinicians and 
patients. The headquarters will be in the consulting room and clinic. The Government 
will liberate the NHS from excessive bureaucratic and political control, and make it 
easier for professionals to do the right things for and with patients, to innovate and 
improve outcomes. We will create an environment where staff and organisations 
enjoy greater freedom and clearer incentives to flourish, but also know the 
consequences of failing the patients they serve and the taxpayers who fund them. 


1.13	 The current architecture of the health system has developed piecemeal, involves 
duplication, and is unwieldy. Liberating the NHS, and putting power in the hands of 
patients and clinicians, means we will be able to effect a radical simplification, and  
remove layers of management. We will build on key aspects of the existing 
arrangements: for example, a number of GP consortia are likely to emerge from 
practice-based commissioning clusters and Monitor will become the economic 
regulator. 


Improving public health and reforming social care 


1.14	 Liberating the NHS will fundamentally change the role of the Department. Its NHS 
role will be much reduced and more strategic. It will focus on improving public 
health, tackling health inequalities and reforming adult social care.  


1.15	 We will set out our programme for public health in a White Paper later this year. The 
forthcoming Health Bill will support the creation of a new Public Health Service, to 
integrate and streamline existing health improvement and protection bodies and 
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functions, including an increased emphasis on research, analysis and evaluation. It 
will be responsible for vaccination and screening programmes and, in order to 
manage public health emergencies, it will have powers in relation to the NHS 
matched by corresponding duties for NHS resilience. 


1.16	 PCT responsibilities for local health improvement will transfer to local authorities, 
who will employ the Director of Public Health jointly appointed with the Public 
Health Service. The Department will create a ring-fenced public health budget and, 
within this, local Directors of Public Health will be responsible for health 
improvement funds allocated according to relative population health need. The 
allocation formula for those funds will include a new “health premium” designed to 
promote action to improve population-wide health and reduce health inequalities.  


1.17	 The Department will continue to have a vital role in setting adult social care policy. 
We want a sustainable adult social care system that gives people support and freedom 
to lead the life they choose, with dignity. We recognise the critical interdependence 
between the NHS and the adult social care system in securing better outcomes for 
people, including carers. We will seek to break down barriers between health and 
social care funding to encourage preventative action. Later this year we will set out 
our vision for adult social care, to enable people to have greater control over their care 
and support so they can enjoy maximum independence and responsibility for their 
own lives. The Department will continue to work closely with the Department for 
Education on services for children, to ensure that the changes in this White Paper and 
the subsequent public health White Paper support local health, education and social 
care services to work together for children and families. 


1.18	 The Department will establish a commission on the funding of long-term care and 
support, to report within a year. We understand the urgency of reforming the system 
of funding social care. The Commission will consider a range of ideas, including both 
a voluntary insurance scheme and a partnership scheme. As a key component of a 
lasting settlement for the social care system, we will reform and consolidate the law 
underpinning adult social care, working with the Law Commission. 


1.19	 The Government will bring together the conclusions of the Law Commission and the 
Commission on funding of long-term care, along with our vision, into a White Paper 
in 2011, with a view to introducing legislation in the second session of this Parliament 
to establish a sustainable legal and financial framework for adult social care. 


The financial position 


1.20	 We know that the reforms that we are proposing in this White Paper will take place 
against the backdrop of a very challenging financial position. In the Coalition 
Agreement, the Government said that the single greatest priority for the next 
Parliament will be to reduce the deficit. It is now even more pressing that we 
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implement the reforms set out here in order to increase productivity and efficiency in 
the NHS. 


1.21	 We will increase NHS spending in real terms in each year of this Parliament. Despite 
this, local NHS organisations will need to achieve unprecedented efficiency gains, if 
we are to meet the costs of demographic and technological changes, and even more so 
if we are to achieve quality and improve outcomes. Large cuts in administrative costs 
will provide an important but still modest contribution. In the next five years, the 
NHS will only be able to increase quality through implementing best practice and 
increasing productivity. This will be difficult work. Inevitably, as a result of the 
record debt, the NHS will employ fewer staff at the end of this Parliament; although 
rebalanced towards clinical staffing and front-line support rather than excessive 
administration. This is a hard truth which any government would have to recognise. 


1.22	 All of this means we have a responsibility to ensure that funding is used as efficiently 
as possible. The proposals laid out in this White Paper are a part of this. They are 
intended to put the NHS onto a sustainable footing, so that everyone in the system – 
from the Department to groups of GP practices – is accountable for the best use of 
funding. We are very clear that there will be no bail-outs for organisations which 
overspend public budgets. 


Implementing our NHS vision 


1.23	 Our strategy is about making changes for the long-term; not just for this Parliament, 
but beyond. Experience in other sectors and abroad shows that embedding change 
takes time, and requires ongoing adaptation. The Department is committed to 
evidence-based policy-making and a culture of evaluation and learning. 


1.24	 Many will welcome our vision and clarity of intention, our insistence on 
transparency, and our sense of real urgency. Others may find it too challenging. 
Throughout, we will maintain constancy of purpose. This White Paper is our strategy 
for the NHS during this Parliamentary term, so that it is liberated to deliver the best 
quality care over the longer-term. In the next five years, the coalition Government 
will not produce another long-term plan for the NHS. 


1.25	 The NHS will face very significant challenges along the way. The new financial 
context will require difficult local decisions in the NHS, irrespective of this White 
Paper.14 We will be open and honest about what this means. 


1.26	 These reforms will make the NHS more responsive and transparent, better able to 
withstand the funding pressures of the future. Once they are in place, it will not just 
be the responsibility of government, but of every commissioner, every healthcare 
provider and every GP practice to ensure that taxpayers' money is used to achieve the 
best possible outcomes for patients. 
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1.27	 The following chapters set out how we will bring about this long-term transformation 
through: 


• putting patients and the public first; 


• focusing on improvement in quality and healthcare outcomes; 


• autonomy, accountability and democratic legitimacy; and  


• cutting bureaucracy and improving efficiency. 


1.28	 These plans are interconnected and mutually reinforcing. The final chapter sets out 
plans for making it happen.  The Department will take forward work to manage the 
transition and flesh out further policy details in partnership with external 
organisations, seeking their help and expertise. 
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2. 	Putting patients and the public firs

Shared decision-making: nothing about me without me 


2.1	 The Government’s ambition is to achieve healthcare outcomes that are among the best 
in the world. This can only be realised by involving patients fully in their own care, 
with decisions made in partnership with clinicians, rather than by clinicians alone. 


2.2	 Healthcare outcomes are personal to each of us. The outcomes we experience reflect 
the quality of our interaction with the professionals that serve us.15 But compared to 
other sectors, healthcare systems are in their infancy in putting the experience of the 
user first, and have barely started to realise the potential of patients as joint providers 
of their own care and recovery. Progress has been limited in making the NHS truly 
patient led.16 We intend to put that right. 


2.3	 We want the principle of “shared decision-making” to become the norm: no decision 
about me without me. International evidence shows that involving patients in their 
care and treatment improves their health outcomes,17 boosts their satisfaction with 
services received, and increases not just their knowledge and understanding of their 
health status but also their adherence to a chosen treatment.18 It can also bring 
significant reductions in cost, as highlighted in the Wanless Report,19 and in evidence 
from various programmes to improve the management of long-term conditions.20 This 
is equally true of the partnership between patients and clinicians in research, where 
those institutions with strong participation in clinical trials tend to have better 
outcomes. 


2.4	 The new NHS Commissioning Board will champion patient and carer involvement, 
and the Secretary of State will hold it to account for progress. In the meantime, the 
Department will work with patients, carers and professional groups, to bring forward 
proposals about transforming care through shared decision-making. 


An NHS information revolution 


2.5	 Information, combined with the right support, is the key to better care, better 
outcomes and reduced costs. Patients need and should have far more information and 
data on all aspects of healthcare, to enable them to share in decisions made about their 
care and find out much more easily about services that are available. 


2.6	 The Government intends to bring about an NHS information revolution, to correct the 
imbalance in who knows what. Our aim is to give people access to comprehensive, 
trustworthy and easy to understand information from a range of sources on 
conditions, treatments, lifestyle choices and how to look after their own and their 
family’s health. The information revolution is also about new ways of delivering care, 
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such as enabling patients to communicate with their clinicians about their health 
status on-line. We will provide a range of on-line services which will mean services 
being provided much more efficiently at a time and place that is convenient for 
patients and carers, and will also enable greater efficiency. 


2.7	 Information generated by patients themselves will be critical to this process, and will 
include much wider use of effective tools like Patient-Reported Outcome Measures 
(PROMS), patient experience data, and real-time feedback. At present, PROMs, other 
outcome measures, patient experience surveys and national clinical audit are not used 
widely enough. We will expand their validity, collection and use. The Department 
will extend national clinical audit to support clinicians across a much wider range of 
treatments and conditions, and it will extend PROMs across the NHS wherever 
practicable.  


2.8	 We will also encourage more widespread use of patient experience surveys and real-
time feedback. We will enable patients to rate services and clinical departments 
according to the quality of care they received, and we will require hospitals to be open 
about mistakes and always tell patients if something has gone wrong. We will also 
require that staff feedback around the quality of the patient care provided in 
organisations is publicly available. As in many other services, this feedback from 
patients, carers and families, and staff will help to inform other people with similar 
conditions to make the right choice of hospital or clinical department and will 
encourage providers to be more responsive.21 The Department will seek views on 
how best to ensure this approach is developed in a coherent way. 


2.9	 Information will improve accountability: in future, it will be far easier for the public 
to see where unacceptable services are being provided and to exert local pressure for 
them to be improved. There is compelling evidence that better information also 
creates a clear drive for improvement in providers. Our intention is for clinical teams 
to see a meaningful, risk-adjusted assessment of their performance against their peers, 
and this assessment should also be placed in the public domain. The Department will 
revise and extend quality accounts to reinforce local accountability for performance, 
encourage peer competition, and provide a clear spur for boards of provider 
organisations to focus on improving outcomes. Subject to evaluation, we will extend 
quality accounts to all providers of NHS care from 2011 and continue to strengthen 
the independent assurance of quality accounts to ensure the content is accurate and 
fair. We will ensure that nationally comparable information is published, in a way that 
patients, their families and clinical teams can use. 


2.10	 More information about commissioning of healthcare will also improve public 
accountability.  Wherever possible, we will ensure that information about services is 
published on a commissioner basis.  We will also publish assessments of how well 
commissioners are performing, so that they are held to account for their use of public 
money. 
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Information to support choice and accountability 


In future, there should be increasing amounts of robust information, 
comparable between similar providers, on: 


• Safety: for example, about levels of healthcare-associated 
infections, adverse events and avoidable deaths, broken down by 
providers and clinical teams; 


• Effectiveness: for example, mortality rates (this could include 
mortality from heart disease, and one year and five year cancer 
survival), emergency re-admission rates; and patient-reported 
outcome measures; and 


• Experience: including information on average and maximum 
waiting times; opening hours and clinic times; cancelled 
operations; and diverse measures of patient experience, based on 
feedback from patients, families and carers. 


2.11	 We will enable patients to have control of their health records. This will start with 
access to the records held by their GP and over time this will extend to health records 
held by all providers. The patient will determine who else can access their records and 
will easily be able to see changes when they are made to their records. We will 
consult on arrangements, including appropriate confidentiality safeguards, later this 
year. 


2.12	 Our aim is that people should be able to share their records with third parties, such as 
support groups for patients, who can help patients understand their records and 
manage their condition better. We will make it simple for a patient to download their 
record and pass it, in a standard format, to any organisation of their choice. 


2.13	 We intend to make aggregate data available in a standard format to allow 
intermediaries to analyse and present it to patients in an easily understandable way. 
Making aggregated, anonymised data available to the university and research sectors 
also has the potential to suggest new areas of research through medical and scientific 
analysis. There will be safeguards to protect personally identifiable information. We 
will consider introducing a voluntary accreditation system, which will allow 
information intermediaries to apply for a kitemark to demonstrate to the public that 
they meet quality standards. 


2.14	 Patients and carers will be able to access the information they want through a range of 
means, to ensure that no individual or section of the community is left out. In addition 
to NHS Choices, a range of third parties will be encouraged to provide information to 
support patient choice. Assistance will be provided for people who do not access on-
line health advice, or who would particularly benefit from more intensive support. 


15 







2.15	 We will ensure the right data is collected by the Health and Social Care Information 
Centre to enable people to exercise choice. We will seek to centralise all data returns 
in the Information Centre, which will have lead responsibility for data collection and 
assuring the data quality of those returns, working with other interested parties such 
as Monitor and the Care Quality Commission. We will also review data collections 
with a view to reducing burdens, as outlined in chapter 5. The forthcoming Health 
Bill will contain provisions to put the Information Centre on a firmer statutory 
footing, with clearer powers across organisations in the health and care system. 


2.16	 Providers will be under clear contractual obligations, with sanctions, in relation to 
accuracy and timeliness of data. Along with commissioners, they will have to use 
agreed technical and data standards to promote compatibility between different 
systems. The NHS Commissioning Board will determine these standards but they will 
include, for example, record keeping, data sharing capabilities, efficiency of data 
transfer and data security. We will clarify the legal ownership and responsibilities of 
organisations and people who manage health data. This may require primary 
legislation and we will consult on arrangements later this year. 


2.17	 The Department will publish an information strategy this autumn to seek views on 
how best to implement these changes. 


Increased choice and control 


2.18	 In future, patients and carers will have far more clout and choice in the system; and as 
a result, the NHS will become more responsive to their needs and wishes. People 
want choice,22 and evidence at home and abroad shows that it improves quality.23 We 
are also clear that increasing patient choice is not a one-way street. In return for 
greater choice and control, patients should accept responsibility for the choices they 
make, concordance with treatment programmes and the implications for their 
lifestyle. 


2.19	 The previous Government made a start on patient choice, but its focus was narrow, 
concentrating mainly on choice of provider. Although limited progress has been made 
on choice of provider for first elective appointment, the policy has not been 
implemented fully and momentum has stalled. It has remained the case for several 
years that just under half of patients recall that their GP has offered them choice.24 


The Department will increase that significantly. We will explore with the profession 
and patient groups how we can make rapid progress towards this goal. 


2.20	 However, we do not see choice as just being about where you go and when, but a 
more fundamental control of the circumstances of the treatment and care you receive.  
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Extending choice 


The Government will: 


• Increase the current offer of choice of any provider significantly, and will 
explore with professional and patient groups how we can make rapid 
progress towards this goal; 


• Create a presumption that all patients will have choice and control over 
their care and treatment, and choice of any willing provider wherever 
relevant (it will not be appropriate for all services – for example, 
emergency ambulance admissions to A&E); 


• Introduce choice of named consultant-led team for elective care by April 
2011 where clinically appropriate. We will look at ways of ensuring that 
Choose and Book usage is maximised, and we intend to amend the 
appropriate standard acute contract to ensure that providers list named 
consultants on Choose and Book; 


• Extend maternity choice and help make safe, informed choices 
throughout pregnancy and in childbirth a reality – recognising that not all 
choices will be appropriate or safe for all women – by developing new 
provider networks. Pregnancy offers a unique opportunity to engage 
women from all sections of society, with the right support through 
pregnancy and at the start of life being vital for improving life chances and 
tackling cycles of disadvantage; 


• Begin to introduce choice of treatment and provider in some mental 
health services from April 2011, and extend this wherever practicable; 


• Begin to introduce choice for diagnostic testing, and choice post-
diagnosis, from 2011; 


• Introduce choice in care for long-term conditions as part of 
personalised care planning. In end-of-life care, we will move towards a 
national choice offer to support people’s preferences about how to have 
a good death, and we will work with providers, including hospices, to 
ensure that people have the support they need; 


• Give patients more information on research studies that are relevant to 
them, and more scope to join in if they wish; 


• Give every patient a clear right to choose to register with any GP 
practice they want with an open list, without being restricted by where 
they live. People should be able to expect that they can change their GP 
quickly and straightforwardly if and when it is right for them, but 
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equally that they can stay with their GP if they wish when they move 
house. 


• Develop a coherent 24/7 urgent care service in every area of 
England that makes sense to patients when they have to make choices 
about their care. This will incorporate GP out-of-hours services and 
provide urgent medical care for people registered with a GP elsewhere. 
We will make care more accessible by introducing, informed by 
evaluation, a single telephone number for every kind of urgent and 
social care and by using technology to help people communicate with 
their clinicians; and 


• Consult on choice of treatment later this year including the potential 
introduction of new contractual requirements.  


2.21	 In implementing proposals for extending choice, the Department will consult widely. 
We will need to tackle a range of issues, including: professional and patient 
engagement; reform to payment systems so that money follows the patient and 
enables choices to work; information availability and accessibility to enable choice of 
treatment, including decision aids, particularly in mental health and community 
services; support to patients with different language needs and patients with 
disabilities to ensure that they can exercise choice; ensuring that local commissioners 
fully support rather than restrict choice; and maximising use of Choose and Book. We 
will consult on choice of treatment later this year, including the potential introduction 
of new contractual requirements on providers, and collecting and publishing 
information on whether this is happening, to support patients.  


2.22	 The previous Government recently started a programme of personal health budget 
pilots. International evidence, and evidence from social care, shows that these have 
much potential to help improve outcomes, transform NHS culture by putting patients 
in control, and enable integration across health and social care. As part of 
personalised care planning, the Department will encourage further pilots to come 
forward and explore the potential for introducing a right to a personal health budget  
in discrete areas such as NHS continuing care. We also recognise that introducing 
personal budgets is operationally complex and the Government will use the results of 
the evaluation in 2012 to inform a wider, more general roll-out. 


2.23	 We expect choice of treatment and provider to become the reality for patients in the 
vast majority of NHS-funded services by no later than 2013/14. In future, the NHS 
Commissioning Board will have a key role in promoting and extending choice and 
control. It will be responsible for developing and agreeing with the Secretary of State 
guarantees for patients about the choices they can make, in order to provide clarity for 
patients and providers alike, ensuring the advice of Monitor is sought on any 
implications for competition. The Government will require the NHS Commissioning 
Board to develop an implementation plan as one of its first tasks, working with 
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patient and professional groups; and the Secretary of State will hold it to account for 
progress. 


Patient and public voice 


2.24	 We will strengthen the collective voice of patients, and we will bring forward 
provisions in the forthcoming Health Bill to create HealthWatch England, a new 
independent consumer champion within the Care Quality Commission. Local 
Involvement Networks (LINks) will become the local HealthWatch, creating a strong 
local infrastructure, and we will enhance the role of local authorities in promoting 
choice and complaints advocacy, through the HealthWatch arrangements they 
commission.  


2.25	 We will also look at existing mechanisms, including relevant legislation, to ensure 
that public engagement is fully effective in future, and that services meet the needs of 
neighbourhoods. 


2.26	 All sources of feedback, of which complaints are an important part, should be a 
central mechanism for providers to assess the quality of their services. We want to 
avoid the experience of Mid-Staffordshire, where patient and staff concerns were 
continually overlooked while systemic failure in the quality of care went unchecked. 
Building on existing complaints handling structures, we will strengthen arrangements 
for information sharing. Local HealthWatch will also have the power to recommend 
that poor services are investigated.  


The role of HealthWatch 


At local level: 


• Local HealthWatch organisations will ensure that the views and feedback 
from patients and carers are an integral part of local commissioning across 
health and social care; 


• Local authorities will be able to commission local HealthWatch or 
HealthWatch England to provide advocacy and support, helping people 
access and make choices about services, and supporting individuals who 
want to make a complaint.  In particular, they will support people who lack 
the means or capacity to make choices; for example, helping them choose 
which General Practice to register with; 


• Local HealthWatch will be funded by and accountable to local authorities, 
and will be involved in local authorities’ new partnership functions, 
described in chapter 4. To reinforce local accountability, local authorities 
will be responsible for ensuring that local HealthWatch are operating 
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effectively, and for putting in place better arrangements if they are not; and 


• Local HealthWatch will provide a source of intelligence for national 
HealthWatch and will be able to report concerns about the quality of 
providers, independently of the local authority. 


At national level: 


• HealthWatch England will provide leadership, advice and support to local 
HealthWatch, and will be able to provide advocacy services on their behalf 
if the local authority wishes; 


• HealthWatch England will provide advice to the Health and Social Care 
Information Centre on the information which would be of most use to 
patients to facilitate their choices about their care; 


• HealthWatch England will provide advice to the NHS Commissioning 
Board, Monitor and the Secretary of State; and 


• Based on information received from local HealthWatch and other sources, 
HealthWatch England will have powers to propose CQC investigations of 
poor services. 


Figure 1 
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3. 	Improving healthcare outcomes 

3.1	 The primary purpose of the NHS is to improve the outcomes of healthcare for all: to 
deliver care that is safer, more effective, and that provides a better experience for 
patients. Building on Lord Darzi’s work, the Government will now establish 
improvement in quality and healthcare outcomes as the primary purpose of all NHS-
funded care. This primary purpose will be enshrined in statute, the NHS Constitution, 
and model contracts for services, ensuring that the focus is always on what matters 
most to patients and professionals. 


3.2	 We will start by discarding what blocks progress in the NHS today: the overwhelming 
importance attached to certain top-down targets. These targets crowd out the bigger 
objectives of reducing mortality and morbidity, increasing safety and improving 
patient experience more broadly – including for the most vulnerable in our society. 
We have already revised the NHS Operating Framework for 2010/11, setting out how 
existing targets should be treated this year. Some targets are clinically justifiable and 
deliver significant benefits. Others, that have no clinical relevance, have been 
removed. In future, performance will be driven by patient choice and commissioning; 
as a result, there will be no excuse or hiding place for deteriorating standards and our 
proposals will drive improving standards.  


.3	 This will help ensure that patient safety is placed above all else at the heart of the 
NHS, and that there are no longer any production line approaches to healthcare, 
which measure the volume but ignore the quality. There cannot be a trade-off between 
safety and efficiency. Our information revolution will play an important role in this, 
boosting transparency so that failings do not go undetected. It will help foster a 
culture of active responsibility where staff and patients are empowered to ask, 
challenge and intervene. 


.4	 We will replace the relationship between politicians and professionals with 
relationships between professionals and patients. Instead of national process targets, 
the NHS will, wherever possible, use clinically credible and evidence-based measures 
that clinicians themselves use. The Government believes that outcomes will improve 
most rapidly when clinicians are engaged, and creativity, research participation and 
professionalism are allowed to flourish. In future, the Secretary of State will hold the 
NHS to account for improving healthcare outcomes. The NHS, not politicians, will be 
responsible for determining how best to deliver this within a clear and coherent 
national policy framework. 
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The NHS Outcomes Framework 


3.5	 The current performance regime will be replaced with separate frameworks for 
outcomes that set direction for the NHS, for public health and social care, which 
provide for clear and unambiguous accountability, and enable better joint working. 
The Secretary of State, through the Public Health Service, will set local authorities 
national objectives for improving population health outcomes. It will be for local 
authorities to determine how best to secure those objectives, including by 
commissioning services from providers of NHS care. 


3.6	 A new NHS Outcomes Framework will provide direction for the NHS. It will include 
a focused set of national outcome goals determined by the Secretary of State, against 
which the NHS Commissioning Board will be held to account, alongside overall 
improvements in the NHS.  


3.7	 In turn, the NHS Outcomes Framework will be translated into a commissioning 
outcomes framework for GP consortia, to create powerful incentives for effective 
commissioning. 


3.8	 The NHS Outcomes Framework will span the three domains of quality: 


•	 the effectiveness of the treatment and care provided to patients – measured by 
both clinical outcomes and patient-reported outcomes; 


•	 the safety of the treatment and care provided to patients; and 


•	 the broader experience patients have of the treatment and care they receive. 


For example, effectiveness goals might include how we compare internationally on 
avoidable mortality and morbidity across a range of conditions. The criteria used will 
ensure that we do not exclude outcomes for key groups and services such as children, 
older people and mental health.  


3.9	 The Department will launch a consultation on the development of the national 
outcome goals. We are committed to working with clinicians, patients, carers and 
representative groups to create indicators that are based on the best available 
evidence. Later this year, in the light of the Spending Review, the Government will 
issue the first NHS Outcomes Framework. We intend it will be available to support 
NHS organisations in delivering improved outcomes from April 2011, with full 
implementation from April 2012. 


3.10	 The NHS Commissioning Board will work with clinicians, patients and the public at 
every level of the system to develop the NHS Outcomes Framework into a more 
comprehensive set of indicators, reflecting the quality standards developed by NICE. 
The framework and its constituent indicators will enable international comparisons 
wherever possible, and reflect the Board’s duties to promote equality and tackle 
inequalities in healthcare outcomes. It will ensure that clinical values direct 
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managerial activity and that every part of the NHS is focusing on the right goals for 
patients. The main purpose of the programme of reform set out in this White Paper is 
to change the NHS environment so that it is easier to progress against those goals. 


3.11	 It is essential for patient outcomes that health and social care services are better 
integrated at all levels of the system.  We will be consulting widely on options to 
ensure health and social care works seamlessly together to enable this. 


Developing and implementing quality standards 


3.12	 Progress on outcomes will be supported by quality standards. These will be developed 
for the NHS Commissioning Board by NICE, who will develop authoritative 
standards setting out each part of the patient pathway, and indicators for each step. 
NICE will rapidly expand its existing work programme to create a comprehensive 
library of standards for all the main pathways of care. The first three on stroke, 
dementia and prevention of venous thromboembolism were published in June. Within 
the next five years, NICE expects to produce 150 standards. To support the 
development of quality standards, NICE will advise the National Institute for Health 
Research on research priorities. 


3.13	 Each standard is a set of 5-10 specific, concise quality statements and associated 
measures. These measures act as markers of high quality, cost-effective patient care. 
They are about excellence, derived from the best available evidence and are produced 
collaboratively with the NHS and social care professionals, along with their partners, 
service users and carers. The standards will be developed in a way that makes sense 
for patients, and they will extend beyond NHS care, informing the work of local 
authorities and the Public Health Service. They will include information for clinicians 
and patients on relevant and ongoing research studies that are key to improving 
evidence for better outcomes. 


3.14	 With the increasing importance of coherent joint arrangements between health and 
social care, the standards will cover areas that span health and social care. We will 
expand the role of NICE to develop quality standards for social care. The Health Bill 
will put NICE on a firmer statutory footing, securing its independence and core 
functions and extending its remit to social care. 


NICE quality standard for venous thromboembolism (VTE)  


Quality statements: 


• All patients, on admission, receive an assessment of VTE and bleeding risk 
using the clinical risk assessment criteria described in the national tool. 


• Patients/carers are offered verbal and written information on VTE prevention 
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as part of the admission process. 


• Patients provided with anti-embolism stockings have them fitted and 
monitored in accordance with NICE guidance. 


• Patients are re-assessed within 24 hours of admission for risk of VTE and 
bleeding. 


• Patients assessed to be at risk of VTE are offered VTE prophylaxis in 
accordance with NICE guidance. 


• Patients/carers are offered verbal and written information on VTE prevention 
as part of the discharge process. 


• Patients are offered extended (post-hospital) VTE prophylaxis in accordance 
with NICE guidance.25 


3.15	 Commissioners will draw from the NICE library of standards as they commission 
care. GP consortia and providers will agree local priorities for implementation each 
year, taking account of the NHS Outcomes Framework. NICE quality standards will 
be reflected in commissioning contracts and financial incentives. Together with 
essential regulatory standards, these will provide the national consistency that patients 
expect from their National Health Service. 


Research 


3.16	 The Government is committed to the promotion and conduct of research as a core 
NHS role. Research is vital in providing the new knowledge needed to improve health 
outcomes and reduce inequalities. Research is even more important when resources 
are under pressure – it identifies new ways of preventing, diagnosing and treating 
disease. It is essential if we are to increase the quality and productivity of the NHS, 
and to support growth in the economy. A thriving life sciences industry is critical to 
the ability of the NHS to deliver world-class health outcomes. The Department will 
continue to promote the role of Biomedical Research Centres and Units, Academic 
Health Science Centres and Collaborations for Leadership in Applied Health 
Research and Care, to develop research and to unlock synergies between research, 
education and patient care. 


Incentives for quality improvement 


3.17	 The absence of an effective payment system in many parts of the NHS severely 
restricts the ability of commissioners and providers to improve outcomes, increase 
efficiency and increase patient choice. In future, the structure of payment systems will 
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be the responsibility of the NHS Commissioning Board, and the economic regulator 
will be responsible for pricing. In the meantime the Department will start designing 
and implementing a more comprehensive, transparent and sustainable structure of 
payment for performance so that money follows the patient and reflects quality. 
Payments and the ‘currencies’ they are based on will be structured in the way that is 
most relevant to the service being provided, and will be conditional on achieving 
quality goals. 


3.18	 The previous administration made progress in developing payment by results in acute 
trusts. The mandatory scope has changed little since 2005/06, and has not incentivised 
results throughout the system. The Department will: 


• implement a set of currencies for adult mental health services for use from 
2012/13, and develop currencies for child and adolescent services; 


• develop payment systems to support the commissioning of talking therapies; 


• mandate in 2011/12 national currencies for adult and neonatal critical care; 


• review payment systems to support end-of-life care, including exploring 
options for per-patient funding; 


• accelerate the development of pathway tariffs for use by commissioners; 


• accelerate the development of currencies and tariffs for community services; 


• implement in 2011/12 further incentives to reduce avoidable readmissions 
and encourage more joined-up working between hospitals and social care for 
services following discharge; and 


• link quality measures in national clinical audits to payment arrangements. 


3.19	 The Department will also refine the basis of current tariffs. We will rapidly accelerate 
the development of best-practice tariffs, introducing an increasing number each year, 
so that providers are paid according to the costs of excellent care, rather than average 
price. 2011/12 will see the introduction of best-practice tariffs for interventional 
radiology, day-case surgery for breast surgery, hernia repairs and some orthopaedic 
surgery. The Department will also introduce the latest version of the International 
Classification of Disease (ICD) 10 clinical diagnosis coding system from 2012/13, 
and explore the scope for developing a benchmarking approach, with greater local 
flexibility, including for local marginal rates. 


3.20	 If providers deliver excellent care in line with commissioner priorities, the 
commissioner will be able to pay a quality increment. The Department will extend the 
scope and value of the Commissioning for Quality and Innovation (CQUIN) payment 
framework, to support local quality improvement goals. The CQUIN framework will 
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be important for the implementation of NICE quality standards and improving patient 
experience and patient-reported outcomes. And in future, if providers deliver poor 
quality care, the commissioner will also be able to impose a contractual penalty. In 
particular, we will proceed with work to impose fines for an extended list of “never 
events”, such as wrong site surgery, from October 2010.26 


3.21	 The principle of rewarding quality will also apply in primary care. In general practice 
the Department will seek over time to establish a single contractual and funding 
model to promote quality improvement, deliver fairness for all practices, support free 
patient choice, and remove unnecessary barriers to new provision. Our principle is 
that funding should follow the registered patient, on a weighted capitation model, 
adjusted for quality. We will incentivise ways of improving access to primary care in 
disadvantaged areas. 


3.22	 Following consultation and piloting, we will introduce a new dentistry contract, with 
a focus on improving quality, achieving good dental health and increasing access to 
NHS dentistry, and an additional focus on the oral health of schoolchildren. The 
community pharmacy contract, through payment for performance, will incentivise 
and support high quality and efficient services, including better value in the use of 
medicines through better informed and more involved patients. Pharmacists, working 
with doctors and other health professionals, have an important and expanding role in 
optimising the use of medicines and in supporting better health. Pharmacy services 
will benefit from greater transparency in NHS pricing and payment for services.  


3.23	 The Government will also reform the way that drug companies are paid for NHS 
medicines, moving to a system of value-based pricing when the current scheme 
expires. This will help ensure better access for patients to effective drugs and 
innovative treatments on the NHS and secure value for money for NHS spending on 
medicines. As an interim measure, the Department is creating a new Cancer Drug 
Fund, which will operate from April 2011; this fund will help patients get the cancer 
drugs their doctors recommend. 
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4. Autonomy, accountability and democratic legitimacy 


4.1	 The Government’s reforms will liberate professionals and providers from top-down 
control. This is the only way to secure the quality, innovation and productivity needed 
to improve outcomes. We will give responsibility for commissioning and budgets to 
groups of GP practices; and providers will be freed from government control to shape 
their services around the needs and choices of patients. Greater autonomy will be 
matched by increased accountability to patients and democratic legitimacy, with a 
transparent regime of economic regulation and quality inspection to hold providers to 
account for the results they deliver. 


GP commissioning consortia 


4.2	 In order to shift decision-making as close as possible to individual patients, the 
Department will devolve power and responsibility for commissioning services to 
local consortia of GP practices. This change will build on the pivotal and trusted role 
that primary care professionals already play in coordinating patient care, through the 
system of registered patient lists.  


4.3	 Primary care professionals coordinate all the services that patients receive, helping 
them to navigate the system and ensure they get the best care (of course, they do not 
deliver all the care themselves). For this reason they are best placed to coordinate the 
commissioning of care for their patients while involving all other clinical 
professionals who are also part of any pathway of care. 


4.4	 Commissioning by GP consortia will mean that the redesign of patient pathways and 
local services is always clinically-led and based on more effective dialogue and 
partnership with hospital specialists. It will bring together responsibility for clinical 
decisions and for the financial consequences of these decisions. This will reinforce 
the crucial role that GPs already play in committing NHS resources through their 
daily clinical decisions – not only in terms of referrals and prescribing, but also how 
well they manage long-term conditions, and the accessibility of their services. It will 
increase efficiency, by enabling GPs to strip out activities that do not have 
appreciable benefits for patients’ health or healthcare.  


4.5	 GP-led purchasing has history. Practice-based commissioning was an attempt by the 
last Government to build on the successful parts of previous Conservative 
approaches, such as total purchasing pilots. There have been some examples of 
practice-based groups making progress, in spite of a flawed policy framework that 
confuses the respective responsibilities of GPs and PCTs, and fails to transfer real 
freedom and responsibility to GP practices. Our model is neither a recreation of GP 
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fundholding nor a complete rejection of practice-based commissioning. Fundholding 
led to a two-tier NHS; and practice-based commissioning never became a real transfer 
of responsibility. So we will learn from the past, and offer a clear way forward for GP 
consortia. 


4.6	 The Government will shortly issue a document setting out our proposals in more 
detail, and providing the basis for fuller engagement with primary care professionals, 
patients and the public. We will then bring forward legislation in the forthcoming 
Health Bill. 


The role of GP commissioning consortia 


• We envisage putting GP commissioning on a statutory basis, with powers 
and duties set out in primary and secondary legislation. 


• Consortia of GP practices, working with other health and care 
professionals, and in partnership with local communities and local 
authorities, will commission the great majority of NHS services for their 
patients. They will not be directly responsible for commissioning services 
that GPs themselves provide, but they will become increasingly 
influential in driving up the quality of general practice. They will not 
commission the other family health services of dentistry, community 
pharmacy and primary ophthalmic services. These will be the 
responsibility of the NHS Commissioning Board, as will national and 
regional specialised services, although consortia will have influence and 
involvement. 


• The NHS Commissioning Board will calculate practice-level budgets and 
allocate these directly to consortia. The consortia will hold contracts with 
providers and may choose to adopt a lead commissioner model, for 
example in relation to large teaching hospitals.  


• GP consortia will include an accountable officer, and the NHS 
Commissioning Board will be responsible for holding consortia to 
account for stewardship of NHS resources and for the outcomes they 
achieve as commissioners. In turn, each consortium will hold its 
constituent practices to account against these objectives. 


• A fundamental principle of the new arrangements is that every GP 
practice will be a member of a consortium, as a corollary of holding a 
registered list of patients. Practices will have flexibility within the new 
legislative framework to form consortia in ways that they think will 
secure the best healthcare and health outcomes for their patients and 
locality. We envisage that the NHS Commissioning Board will be under a 
duty to establish a comprehensive system of GP consortia, and we 
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envisage a reserve power for the NHS Commissioning Board to be able to 
assign practices to consortia if necessary. 


• GP consortia will need to have a sufficient geographic focus to be able to 
take responsibility for agreeing and monitoring contracts for locality-
based services (such as urgent care services), to have responsibility for 
commissioning services for people who are not registered with a GP 
practice, and to commission services jointly with local authorities. The 
consortia will also need to be of sufficient size to manage financial risk 
and allow for accurate allocations. 


• GP consortia will be responsible for managing the combined 
commissioning budgets of their member GP practices, and using these 
resources to improve healthcare and health outcomes. The Government 
will discuss with the BMA and the profession how primary medical care 
contracts can best reflect new complementary responsibilities for 
individual GP practices, including being a member of a consortium and 
supporting the consortium in ensuring efficient and effective use of NHS 
resources. 


• GP consortia will need to have sufficient freedoms to use resources in 
ways that achieve the best and most cost-efficient outcomes for patients. 
Monitor and the NHS Commissioning Board will ensure that 
commissioning decisions are fair and transparent, and will promote 
competition. 


• GP consortia will have the freedom to decide what commissioning 
activities they undertake for themselves and for what activities (such as 
demographic analysis, contract negotiation, performance monitoring and 
aspects of financial management) they may choose to buy in support from 
external organisations, including local authorities, private and voluntary 
sector bodies. 


• We envisage that consortia will receive a maximum management 
allowance to reflect the costs associated with commissioning, with a 
premium for achieving high quality outcomes and for financial 
performance. 


• GP consortia will have a duty to promote equalities and to work in 
partnership with local authorities, for instance in relation to health and 
adult social care, early years services, public health, safeguarding, and the 
wellbeing of local populations. 


• GP consortia will have a duty of public and patient involvement, and will 
need to engage patients and the public in their neighbourhoods in the 
commissioning process. Through its local infrastructure, HealthWatch 
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will provide evidence about local communities and their needs and 
aspirations. 


4.7	 A number of PCTs have made important progress in developing commissioning 
experience which we will be looking to capitalise on during the transition period.  
Through the transitional arrangements, we will seek to ensure that existing expertise 
and capability in primary care trusts (PCTs) is maintained during the transition period 
where this is the wish of GP consortia. 


4.8	 Primary care trusts will have an important task in the next two years in supporting 
practices to prepare for these new arrangements. We want implementation to be 
driven bottom-up, with GP consortia taking on their new responsibilities as rapidly as 
possible, and early adopters promoting best practice.  


4.9	 The final shape of these proposals will depend upon our consultation findings and 
developing clear arrangements for managing financial risk.  Our indicative timetable 
is for: 


•	 a comprehensive system of GP consortia in place in shadow form during 2011/12, 
taking on increased delegated responsibility from PCTs; 


•	 following passage of the Health Bill, consortia to take on responsibility for 
commissioning in 2012/13; 


•	 the NHS Commissioning Board to make allocations for 2013/14 directly to GP 
consortia in late 2012; and 


•	 GP consortia to take full financial responsibility from April 2013. 


An autonomous NHS Commissioning Board 


4.10	 To support GP consortia in their commissioning decisions we will create a statutory 
NHS Commissioning Board. This will be a lean and expert organisation, free from 
day-to-day political interference, with a commissioning model that draws from best 
international practice. The NHS Commissioning Board will provide leadership for 
quality improvement through commissioning: through commissioning guidelines, it 
will help standardise what is known good practice, for example improving discharge 
from hospital, maximising the number of day care operations, reducing delays prior to 
operations, and enabling community access to care and treatments. It will play its full 
part in promoting equality in line with the Equality Act 2010. It will not manage 
providers or be the NHS headquarters. 


4.11	 The Board will promote patient and carer involvement and choice, championing the 
interests of the patient rather than the interests of particular providers. It will involve 
patients as a matter of course in its business, for example in developing 
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commissioning guidelines. To avoid double jeopardy and duplication, it will take over 
the current CQC responsibility of assessing NHS commissioners and will hold GP 
consortia to account for their performance and quality. It will manage some national 
and regional commissioning. It will allocate and account for NHS resources. It will 
have a role in supporting the Secretary of State and the Public Health Service to 
ensure that the NHS in England is resilient and able to be mobilised during any 
emergency it faces, or as part of a national response to threats external to the NHS.  It 
will promote involvement in research and the use of research evidence. 


The role of the NHS Commissioning Board 


The Board will have five main functions: 


1. Providing national leadership on commissioning for quality 
improvement: 


• setting commissioning guidelines on the basis of clinically approved 
quality standards developed with the advice of NICE in a way that 
promotes joint working across health, public health and social care; 


• designing model contracts for local commissioners to adapt and use 
with providers; 


• designing the structure of tariff and other financial incentives, whilst 
Monitor will set tariff levels; 


• hosting some clinical commissioning networks, for example for rarer 
cancers and transplant services, to pool specialist expertise; 


• setting standards for the quality of NHS commissioning and 
procurement; 


• making available accessible information on commissioner 
performance; and 


• tackling inequalities in outcomes of healthcare. 


2. Promoting and extending public and patient involvement and choice: 


• championing greater involvement of patients and carers in decision-
making and managing their own care, working with commissioners 
and local authorities; 


• promoting personalisation and extending patient choice of what, 
where and who, including personal health budgets; and 


• commissioning information requirements for choice and for 
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accountability, including through patient-reported measures. 


3. Ensuring the development of GP commissioning consortia: 


• supporting and developing the establishment and maintenance of an 
effective and comprehensive system of GP consortia; and 


• holding consortia to account for delivering outcomes and financial 
performance. 


4. Commissioning certain services that cannot solely be commissioned by 
consortia, in accordance with Secretary of State designation, including: 


• GP, dentistry, community pharmacy and primary ophthalmic 
services; 


• national specialised services27 and regional specialised services set 
out in the Specialised Services National Definitions Set;28 and 


• maternity services. 


5. Allocating and accounting for NHS resources: 


• allocating NHS revenue resources to GP consortia on the basis of 
seeking to secure equivalent access to NHS services relative to the 
burden of disease and disability; 


• managing an overall NHS commissioner revenue limit, for which it 
will be accountable to the Department of Health; and 


• promoting productivity through better commissioning. 


The Board would not have the power to restrict the scope of the services 
offered by the NHS. 


Establishing the Board and managing the transition 


4.12	 The Board will be established in shadow form as a special health authority from April 
2011. In 2011/12 it will develop its future business model, organisational structure 
and staffing. It will be converted by the forthcoming Health Bill into a statutory body, 
with its own powers and duties, and will go live in April 2012.  


4.13	 Changes in the way that strategic health authorities (SHA) operate will help pave the 
way for the NHS Commissioning Board. From this year SHAs will separate their 
commissioning and provider oversight functions. They will support the Board during 
its preparatory year, and have a critical role during the transition in managing finance 
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and performance. It will be for the NHS Commissioning Board to decide what, if any, 
presence it needs in different parts of the country. SHAs will be abolished as statutory 
bodies during 2012/13. From 2012 the Board will perform those national functions 
relevant to its new role that are currently carried out by the Department of Health. It 
will be subject to clear controls over management costs and consultancy spend.  


A new relationship between the NHS and the Government 


4.14	 At present the Secretary of State enjoys extraordinarily wide powers over the NHS. It 
is intended that the forthcoming Health Bill will introduce provisions to limit the 
ability of the Secretary of State to micromanage and intervene. The forthcoming 
Health Bill will formalise the relationship between the government and the NHS, to 
improve transparency and increase stability, while maintaining the necessary level of 
political accountability for such large amounts of taxpayers’ money. 


The NHS role of the Secretary of State 


The key NHS-related functions of the Secretary of State will include: 


• Setting a formal mandate for the NHS Commissioning Board. This 
will be subject to consultation and Parliamentary scrutiny, and will 
include specific levels of improvement against a small number of 
outcome indicators. 


• Holding the NHS Commissioning Board to account. In addition to 
delivery of improvements against the agreed outcome indicators, the 
Secretary of State will hold the Board to account on delivering 
improvements in choice and patient involvement, and in maintaining 
financial control. Clear financial controls and associated financial 
instructions will be set by the Secretary of State in line with the 
Department’s continued Parliamentary accountability for expenditure and 
HM Treasury requirements. 


• Arbitration. The Secretary of State will have a statutory role as arbiter of 
last resort in disputes that arise between NHS commissioners and local 
authorities, for example in relation to major service changes. 


• The legislative and policy framework. Responsibility for Department 
of State functions will remain with the Secretary of State. This includes 
determining the comprehensive service which the NHS provides, and 
developing and publishing national service strategies which will enable 
the roles of NHS, public health services and social care services to be 
better coordinated. 
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• Accounting annually to Parliament for the overall performance of the 
NHS, public health and social care systems. 


4.15	 In future, the Secretary of State will be obliged to lay out a short formal mandate for 
the NHS Commissioning Board. This will be subject to public consultation and 
Parliamentary scrutiny, including by the Health Select Committee. The mandate is 
likely to be over a three year period, updated annually. The mandate will set out the 
totality of what the Government expects from the NHS Commissioning Board on 
behalf of the taxpayer for that period. This will comprise progress against outcomes 
specified by the Secretary of State, and objectives in relation to its core functions. 
Should the Government wish, by exception, to impose additional performance 
requirements on the Board in-year, it will on each occasion be obliged to lay a report 
in Parliament to explain why. The Secretary of State will also lose existing powers to 
intervene in relation to any specific commissioner other than in discharging defined 
statutory responsibilities. To ensure transparency, a public record will be made of all 
meetings between the Board and the Secretary of State. 


Local democratic legitimacy  


4.16	 Following the establishment of the NHS Commissioning Board and a comprehensive 
network of GP consortia, PCTs will no longer have NHS commissioning functions. 
To realise administrative cost savings, and achieve greater alignment with local 
government responsibilities for local health and wellbeing, the Government will 
transfer PCT health improvement functions to local authorities and abolish PCTs. We 
expect that PCTs will cease to exist from 2013, in light of the successful 
establishment of GP consortia. Local Directors of Public Health will be jointly 
appointed by local authorities and the Public Health Service. Local Directors of 
Public Health will also have statutory duties in respect of the Public Health Service. 


4.17	 The Government will strengthen the local democratic legitimacy of the NHS. 
Building on the power of the local authority to promote local wellbeing, we will 
establish new statutory arrangements within local authorities – which will be 
established as "health and wellbeing boards" or within existing strategic partnerships 
– to take on the function of joining up the commissioning of local NHS services, 
social care and health improvement. These health and wellbeing boards allow local 
authorities to take a strategic approach and promote integration across health and 
adult social care, children's services, including safeguarding, and the wider local 
authority agenda. 


4.18	 We will simplify and extend the use of powers that enable joint working between the 
NHS and local authorities. It will be easier for commissioners and providers to adopt 
partnership arrangements, and adapt them to local circumstances. 
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4.19	 These arrangements will give local authorities influence over NHS commissioning, 
and corresponding influence for NHS commissioners in relation to public health and 
social care. While NHS commissioning will be the sole preserve of the NHS 
Commissioning Board and GP consortia, our aim is to ensure coherent and 
coordinated local commissioning strategies across all three services, for example in 
relation to mental health or elderly care. The Secretary of State will seek to ensure 
strategic coordination nationally; the local authority’s new functions will enable 
strategic coordination locally. It will not involve day-to-day interventions in NHS 
services. The Government will consult fully on the details of the new arrangements. 


Local authorities’ new functions 


Each local authority will take on the function of joining up the commissioning of 
local NHS services, social care and health improvement. 


Local authorities will therefore be responsible for: 


• Promoting integration and partnership working between the NHS, 
social care, public health and other local services and strategies; 


• Leading joint strategic needs assessments, and promoting 
collaboration on local commissioning plans, including by supporting 
joint commissioning arrangements where each party so wishes; and 


• Building partnership for service changes and priorities. There will be 
an escalation process to the NHS Commissioning Board and the 
Secretary of State, which retain accountability for NHS commissioning 
decisions. 


These functions would replace the current statutory functions of Health 
Overview and Scrutiny Committees.   


As well as elected members of the local authority, all relevant NHS 
commissioners will be involved in carrying out these functions, as will the 
Directors of Public Health, adult social services, and children's services. They 
will all be under duties of partnership. Local HealthWatch representatives will 
also play a formal role to ensure that feedback from patients and service users is 
reflected in commissioning plans. 


Freeing existing NHS providers 


4.20	 Autonomy in commissioning will be matched by autonomy for providers. Previous 
governments have tried to give greater freedom to providers, most recently through 
the introduction of foundation trusts. Yet the policy was flawed from the outset by the 
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controls imposed upon foundation trusts by Whitehall. Meanwhile, the drive to extend 
foundation status across the NHS has lost momentum, leaving reform half completed. 


4.21	 Our ambition is to create the largest and most vibrant social enterprise sector in the 
world. The Government’s intention is to free foundation trusts from constraints they 
are under, in line with their original conception, so they can innovate to improve care 
for patients. In future, they will be regulated in the same way as any other providers, 
whether from the private or voluntary sector. Patients will be able to choose care from 
the provider they think to be the best. As all NHS trusts become foundation trusts, 
staff will have an opportunity to transform their organisations into employee-led 
social enterprises that they themselves control, freeing them to use their front-line 
experience to structure services around what works best for patients. For many 
foundation trusts, a governance model involving staff, the public and patients works 
well but we recognise that this may not be the best model for all types of foundation 
trust, particularly smaller organisations such as those providing community services. 
We will consult on future requirements: we envisage that some foundation trusts will 
be led only by employees; others will have wider memberships. The benefits of this 
approach will be seen in high productivity, greater innovation, better care and greater 
job satisfaction. Foundation trusts will not be privatised. 


4.22	 Ahead of bringing forward legislation, we intend to consult on options for increasing 
foundation trusts’ freedoms – while ensuring financial risk is properly managed – 
including: 


•	 abolishing the arbitrary cap on the amount of income foundation trusts may earn 
from other sources to reinvest in their services and allowing a broader scope, for 
example to provide health and care services;  


•	 enabling foundation trusts to merge more easily; and 


•	 whether we should enable foundation trusts to tailor their governance 
arrangements to their local needs, within a broad statutory framework that ensures 
any surplus and any proceeds are reinvested in the organisation rather than 
distributed externally. 


4.23	 Within three years, we will support all NHS trusts to become foundation trusts. It will 
not be an option for organisations to decide to remain as an NHS trust rather than 
become or be part of a foundation trust and in due course, we will repeal the NHS 
trust legislative model. A new unit in the Department of Health will drive progress 
and oversee SHAs’ responsibilities in relation to providers. In the event that a few 
NHS trusts and SHAs fail to agree credible plans, and where the NHS trust is 
unsustainable, the Secretary of State may as a matter of last resort apply the trust 
administration regime set out in the Health Act 2009.29 From April 2013, Monitor 
will take on the responsibility of regulating all providers of NHS care, irrespective of 
their status. Financial control will be maintained during the transition, with the 
Department, Monitor and SHAs taking any necessary steps. 
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4.24	 The Government will apply a consistent approach across all types of NHS services. 
We will end the uncertainty and delay about the future of community health services 
currently provided within PCTs. We will complete the separation of commissioning 
from provision by April 2011 and move as soon as possible to an “any willing 
provider” approach for community services, reducing barriers to entry by new 
suppliers. In future, all community services will be provided by foundation trusts or 
other types of provider. 


4.25	 Special statutory arrangements will be made for the three high secure psychiatric 
hospitals (Broadmoor, Rampton and Ashworth), allowing them to benefit from the 
independence of foundation status while retaining appropriate safeguards to reflect 
their role in the criminal justice system.  


Economic regulation and quality inspection to enable provider freedom 


4.26	 Providers will no longer be part of a system of top-down management, subject to 
political interference. Instead, they will be governed by a stable, transparent and 
rules-based system of regulation. Our aim is to free up provision of healthcare, so that 
in most sectors of care, any willing provider can provide services, giving patients 
greater choice and ensuring effective competition stimulates innovation and 
improvements, and increases productivity within a social market. 


4.27	 As now, the Care Quality Commission will act as quality inspectorate across health 
and social care for both publicly and privately funded care. In addition, we will 
develop Monitor, the current independent regulator of foundation trusts, into an 
economic regulator from April 2012, with responsibility for all providers of NHS care 
from April 2013. Providers will have a joint licence overseen by both Monitor and 
CQC, to maintain essential levels of safety and quality and ensure continuity of 
essential services. 


The role of the Care Quality Commission 


We will strengthen the role of CQC as an effective quality inspectorate by giving 
it a clearer focus on the essential levels of safety and quality of providers. In 
relation to the NHS, CQC's responsibilities will include: 


Licensing - Together with Monitor, CQC will operate a joint licensing regime, 
with CQC being responsible for licensing against the essential safety and quality 
requirements.  Where services fail to meet these essential levels, providers will 
be subject to enforcement action, including the possibility of fines and 
suspension of services. 


Inspections - CQC will inspect providers against the essential levels of safety 
and quality. Inspection will be targeted and risk-based. CQC will carry out 
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inspections of providers in response to information that it receives about a 
provider. This information will come through a range of sources including 
patient feedback and complaints, HealthWatch, GP consortia and the NHS 
Commissioning Board. Where inspection reveals that a provider is not meeting 
essential levels of safety and quality, CQC will take enforcement action to bring 
about improvement. 


The role of Monitor 


Monitor will be turned into the economic regulator for the health and social 
care sectors, with three key functions: 


• Promoting competition, to ensure that competition works effectively in 
the interests of patients and taxpayers. Like other sectoral regulators, 
such as OFCOM and OFGEM, Monitor will have concurrent powers 
with the Office of Fair Trading to apply competition law30 to prevent 
anti-competitive behaviour; 


• Price regulation. Where price regulation is necessary, Monitor's role 
will be to set efficient prices, or maximum prices, for NHS-funded 
services, in order to promote fair competition and drive productivity. In 
setting prices, Monitor will be required to consult the NHS 
Commissioning Board and take account of patients and taxpayers’ 
interests including the need to secure the most efficient use of available 
resources; and 


• Supporting continuity of services. Primary responsibility for ensuring 
continuity of services will lie with the NHS Commissioning Board and 
local commissioners. However, Monitor will also play a role in ensuring 
continued access to key services in some cases.  Monitor will be 
responsible for defining regulated services that will be subject to special 
licence conditions and controls. 


Monitor’s levers to ensure that essential services are maintained will include: 


• powers to protect assets or facilities required to maintain continuity of 
essential services; 


• authorising special funding arrangements for essential services that 
would otherwise be unviable (with the agreement of the NHS 
Commissioning Board, and subject to rules on state aid); 


• powers to levy providers for contributions to a risk pool; and 
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• intervening directly in the event of failure, including power to trigger a 
special administration and regime. 


Monitor’s scope and powers 


4.28	 Like other sectoral regulators, we propose that Monitor should have proactive, “ex 
ante” powers to protect essential services and help open the NHS social market up to 
competition, as well as being able to take “ex post” enforcement action reactively. Ex 
ante powers would enable Monitor, for instance, to protect essential assets; require 
monopoly providers to grant access to their facilities to third parties; or conduct 
market studies and refer potential structural problems to the Competition Commission 
for investigation. To minimise the risks of excessive regulation, the need for ex ante 
powers would be reviewed over time. In most regulated industries, the focus of 
competition regulation is on preventing anti-competitive behaviour by powerful 
suppliers. However, within the NHS social market, there is also scope for purchasers 
to act anti-competitively, for example by failing to tender services or discriminating 
in favour of incumbent providers. Monitor will be able to investigate complaints of 
anti-competitive purchasing and act as arbiter. 


4.29	 Monitor’s powers to regulate prices and license providers will only cover publicly-
funded health services. However, its powers to apply competition law will extend to 
both publicly and privately funded healthcare, and to social care. 


4.30	 The Government will shortly issue a document setting out our proposals on 
foundation trusts and economic regulation in more detail, for consultation, prior to 
bringing forward provisions in the forthcoming Health Bill. 
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Valuing staff 


4.31	 Staff who are empowered, engaged and well supported provide better patient care. 
We will therefore promote staff engagement, partnership working and the 
implementation of Dr Steve Boorman's recommendations to improve staff health and 
wellbeing.31 We will also extend the principles of autonomy, not only by giving 
professionals more control of the way that NHS services are commissioned and 
provided, but also in our approach to staff training, education and pay. 


Training and education 


4.32	 Each year several billion pounds are spent on central funding of education and 
training for NHS staff through the Multi-Profession Education and Training levy, in 
addition to investment by NHS organisations in their own staff. A top-down 
management approach led by the Department of Health does not allow accountability 
for decisions affecting workforce supply and demand to sit in the right place. It is 
time to give employers greater autonomy and accountability for planning and 
developing the workforce, alongside greater professional ownership of the quality of 
education and training. 


4.33	 In future, the Department will have a progressively reducing role in overseeing 
education and training. The system will be designed to ensure that education and 
training commissioning is aligned locally and nationally with the commissioning of 
patient care. Our vision is that: 


• Healthcare employers and their staff will agree plans and funding for 
workforce development and training; their decisions will determine 
education commissioning plans. 


• Education commissioning will be led locally and nationally by the 
healthcare professions, through Medical Education England for doctors, 
dentists, healthcare scientists and pharmacists. Similar mechanisms will be 
put in place for nurses and midwives and the allied health professions. 
They will work with employers to ensure a multi-disciplinary approach that 
meets their local needs. 


• The professions will have a leading role in deciding the structure and 
content of training, and quality standards. 


• All providers of healthcare services will pay to meet the costs of 
education and training. Transparent funding flows for education and 
training will support the level playing field between providers. 


• The NHS Commissioning Board will provide national patient and public 
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oversight of healthcare providers’ funding plans for training and 
education, checking that these reflect its strategic commissioning 
intentions. GP consortia will provide this oversight at local level. 


• The Centre for Workforce Intelligence will act as a consistent source of 
information and analysis, informing and informed by all levels of the 
system. 


4.34	 The Department will publish proposals for consultation in due course. Reforms will 
be managed and introduced carefully to ensure that the changes do not de-stabilise 
individual providers. 


NHS pay 


4.35	 Ministers currently exercise substantial control over pay levels and contractual 
arrangements for NHS staff. In the short term, the need for fiscal consolidation is 
paramount and this will require sustained pay restraint across the public sector. The 
NHS must play its part as the largest public service in the country. We will pursue the 
Coalition Agreement and policies announced in the Budget on 22 June in relation to 
public sector pay restraint. 


4.36	 Pay decisions should be led by healthcare employers rather than imposed by the 
Government. In future, all individual employers will have the right, as foundation 
trusts have now, to determine pay for their own staff. However, it is likely that many 
providers will want to continue to use national contracts as a basis for their local 
terms and conditions. In the short term, the Budget announced that pay will be frozen 
for two years for those earning more than £21,000 and the Government will ask the 
Pay Review Bodies to make recommendations on pay for those earning below this 
threshold, with a minimum increase of £250 for each year of the freeze.  In the longer 
term, we will work with NHS employers and trade unions to explore appropriate 
arrangements for setting pay. However, while ministers will retain responsibility for 
determining overall resources and affordability, we would expect employers to take 
the lead in providing advice on staffing and cost pressures. Employers would also be 
responsible for leading negotiations on new employment contracts. In line with our 
aim of a decentralised system, the main incentives for financial management and 
efficiency will in future come from tariff-setting and a transparent regulatory 
framework – not from central government controls on providers’ pay and internal 
processes. 
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NHS pensions 


4.37	 The Government has announced that Lord John Hutton will chair an independent 
review of public pensions, including those in the NHS. This wide ranging review will 
look not only at the affordability and sustainability of public service pensions but will 
also consider issues such as access, the impact on labour market mobility between the 
public and private sectors, and the extent to which pensions may act as a barrier to 
greater plurality of provision of public services. We will consider the findings of that 
review in due course but remain committed to ensuring that pension solutions are 
found that are fair to the workforce in the health service and fair to the taxpayer. 
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5. 	 Cutting bureaucracy and improving efficiency 


5.1	 The Government has guaranteed that health spending will increase in real terms in 
every year of this Parliament. With that protection comes the same obligation for the 
NHS to cut waste and transform productivity as applies to other parts of the public 
sector. 


5.2	 This discipline is also required to meet the costs of demographic change and new 
technologies. Since its inception, the NHS budget has risen by an average of over 4% 
in real terms each year; so even with our spending commitment, the NHS will face a 
sustained and substantial financial constraint. We will not cut the NHS as happened in 
the 1970s in a previous financial crisis. Meeting this challenge will require difficult 
local decisions, and that would be true under any government. The scale of the NHS 
productivity challenge may prompt calls during this Parliament for even bigger 
increases in NHS resources; but the reality is that there is no more money. 


Cutting bureaucracy and administrative costs 


5.3	 So our first task is to increase the proportion of resource available for front-line 
services, by cutting the costs of health bureaucracy. Over the past decade, layers of 
national and regional organisations have accumulated, resulting in excessive 
bureaucracy, inefficiency and duplication. The Government will therefore impose the 
largest reduction in administrative costs in NHS history. Over the next four years we 
will reduce the NHS’s management costs by more than 45%.  


5.4	 Reduction on this scale cannot be met by cutting all organisations equally; instead, it 
can only be realised by radically simplifying the architecture of the health and care 
system. The Government’s plans for decentralisation, set out in the previous chapter, 
will bring major savings. PCTs – with administrative costs of over a billion pounds a 
year – and practice-based commissioners, will together be replaced by GP consortia. 
The Department will radically reduce its own NHS functions. Strategic health 
authorities will be abolished. 


5.5	 The Department will shortly publish a review of its arm’s-length bodies. Subject to 
Parliamentary approval, we will abolish organisations that do not need to exist. We 
will streamline those functions that need to remain, to cut cost and remove 
duplication and burdens on the NHS. In future, the Department will impose tight 
governance over the costs and scope of all its arm’s-length bodies. For example, to 
prevent duplication and aid transparency, the Secretary of State will consider, for any 
particular arm’s-length body, setting out an explicit list of functions that it is not to 
undertake, to complement the positive list of what it is expected to do. In future, 
quangos’ independence will be about how they perform clear and agreed functions, 
not the freedom to assume new roles. 
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5.6	 The Government does not embark upon these changes lightly. Taken together, they 
amount to a major delayering, which will cause significant disruption and loss of jobs, 
and incur transitional costs between now and 2013, even as we are cutting the 
management cost of the NHS. But it has rapidly become clear to us that the NHS 
simply cannot continue to afford to support the costs of the existing bureaucracy; and 
the Government has a moral obligation to release as much money as possible into 
supporting front-line care.  


5.7	 At present, there are over 260,000 data returns32 to the Department of Health. Later 
this year, the Department will initiate a fundamental review of data returns, with the 
aim of culling returns of limited value. This will ensure that the NHS information 
revolution described in chapter 2 is fuelled by data that are meaningful to patients and 
clinicians when making decisions about care, rather than by what has been collected 
historically. We will consult on the findings prior to implementation. 


5.8	 The Government will cut the bureaucracy involved in medical research. We have 
asked the Academy of Medical Sciences to conduct an independent review of the 
regulation and governance of medical research. In the light of this review we will 
consider the legislation affecting medical research, and the bureaucracy that flows 
from it, and bring forward plans for radical simplification. 


5.9	 As a further measure to support front-line services, the Department of Health will 
apply cuts to its budgets for centrally managed programmes, such as consultancy 
services and advertising spend. NHS services will increasingly be empowered to be 
the customers of a more plural system of IT and other suppliers. 


5.10	 We are moving to a system of control based on quality and economic regulation, 
commissioning and payments by results, rather than national and regional 
management.  Within that context, we are committed to reducing the overall burdens 
of regulation across the health and social care sectors.  We will therefore undertake a 
wide-ranging review of all health and social care regulation, with a view to making 
significant reductions. 


5.11	 The reforms outlined in this White Paper will themselves have one-off costs. We will 
ensure these are affordable within the requirements of the wider Spending Review, 
while ensuring funding is focused on front-line patient care. 


Increasing NHS productivity and quality 


5.12	 The reforms in this White Paper will provide the NHS with greater incentives to 
increase efficiency and quality:  
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• Patients will be more involved in making decisions about their own 
health and care, improving outcomes and reducing costs. 


• Patient choice will reward the most efficient, high quality services, 
reducing expenditure on less efficient care.  


• The NHS information revolution will also lead to more efficient ways of 
providing care, such as on-line consultations. Greater transparency will 
make it easier to compare the performance of commissioners and 
providers. 


• Prices will be calculated on the basis of the most efficient, high quality 
services rather than average cost. 


• Payment will depend on quality of care and outcomes, not just volume. 
Penalties for poor quality will encourage providers to get care right first 
time. 


• The NHS will be freed from inefficient micromanagement of meeting 
targets like the 98% requirement for A&E waits, and associated 
performance management bureaucracy. 


• Commissioners and providers will focus on implementing best practice to 
achieve improvements in outcomes, supported by a comprehensive 
library of NICE standards, the work of the NHS Commissioning Board, 
model contracts and continued research. 


• GP consortia will align clinical decisions in general practice with the 
financial consequences of those decisions. 


• Local authorities’ new functions will help unlock efficiencies across the 
NHS, social care and public health through stronger joint working. 


• Existing providers will be set free and will be in charge of their own 
destiny, without central or regional management or support. This will be 
supported by a system of economic regulation overseen by Monitor that 
will drive efficiency. It will include a rules-based special administration 
regime. Hidden bail-outs will end. 


5.13	 Taken together, these ten changes will bring about a revolution in NHS efficiency. In 
the long term, they will help put the NHS on a more sustainable and resilient financial 
footing. The Department recognises that full implementation will take time; in 
particular the migration away from current risk pooling arrangements across SHAs. 
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Enhanced financial controls 


5.14	 As well as providing incentives for greater efficiency, the new arrangements will 
provide for enhanced financial control: 


How the NHS will manage its resources 


• NHS services will continue to be funded by the taxpayer. The Department 
of Health will receive funding voted by Parliament, and will remain 
accountable to Parliament and HM Treasury for NHS spend. 


• The NHS Commissioning Board will be accountable to the Department for 
living within an annual NHS revenue limit, and subject to clear financial 
rules. This arrangement will introduce greater financial transparency 
between the Government and the NHS. The NHS Commissioning Board 
will allocate resources to GP consortia on the basis of need. 


• GP consortia will have a high level of freedom; but in return they will be 
accountable to the NHS Commissioning Board for managing public funds. 
They will be subject to transparent controls and incentives for financial 
performance, and will enjoy a clear relationship with their constituent 
practices. Consortia will be required to take part in risk-pooling 
arrangements overseen by the NHS Commissioning Board; the 
Government will not bail out commissioners who fail. Regulations will 
specify a failure regime for commissioners.  


• Commissioners will be free to buy services from any willing provider; and 
providers will compete to provide services. Providers who wish to provide 
NHS-funded services must be licensed by Monitor, who will assess 
financial viability.  


• Providers of essential services may be required to take part in risk-pooling 
arrangements to ensure that, if a provider becomes financially 
unsustainable, Monitor will be able to step in and keep essential services 
running, without recourse to the Department of Health. The Government 
will not provide additional funding for failing providers. Monitor will be 
able to allow transparent subsidies where these are objectively justified, 
and agreed by commissioners. 


Making savings during the transition 


5.15	 We will implement the reforms in this White Paper as rapidly as is possible. But the 
NHS cannot wait for them all to be in place to begin to deliver improvements in 
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quality and productivity. Patients are rightly demanding the former, and the national 
economic position requires the latter.  


5.16	 The NHS has understood for some time the need to make extremely challenging 
improvements in productivity and efficiency. Work has begun to release £15-20 
billon of efficiency savings for reinvestment across the system over the next four 
years whilst driving up quality. Achieving this ambition will be extremely 
challenging, but it is essential; and it will be given a boost by our reforms as they 
come on stream.  


5.17	 The existing Quality, Innovation, Productivity and Prevention (QIPP) initiative will 
continue with even greater urgency, but with a stronger focus on general practice 
leadership. The QIPP initiative is identifying how efficiencies can be driven and 
services redesigned to achieve the twin aims of improved quality and efficiency. 
Work has started on implementing what is required, for example by improving care 
for stroke patients, the “productive ward programme”, increased self-care and the use 
of new technologies for people with long-term conditions.33 Further efficiencies can, 
and need to, be made from improving energy efficiency and developing more 
sustainable forms of delivery across the NHS, for example through working with the 
Carbon Trust and similar bodies on carbon reduction programmes that reduce energy 
consumption and expenditure. 


5.18	 SHAs and PCTs have a current role in supporting QIPP. In discharging this, and to 
pave the way for the new arrangements, they should seek to devolve leadership of 
QIPP to emerging GP consortia and local authorities as rapidly as possible, wherever 
they are willing and able to take this on. The Department will require SHAs and PCTs 
to have an increased focus on maintaining financial control during the transition 
period, and they will also be supported in this task by Monitor. The Department will 
not hesitate to increase financial control arrangements during the transition, wherever 
that is necessary to maintain financial balance; in such instances, central control will 
be a necessary precursor to subsequent devolution to GP consortia. 
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6. 	 Conclusion: making it happen 


Engaging external organisations 


6.1	 This White Paper sets out the Government’s strategy for liberating the NHS in the 
current Parliamentary term and beyond. It provides clarity of purpose: a more 
responsive, patient-centred NHS, which achieves outcomes that are among the best in 
the world. It provides certainty, through a clear policy framework to support that 
ambition, with increased autonomy and clear accountability at every level in the NHS.  


6.2	 Much work now needs to be undertaken over the next two to three years, both to 
manage the transition, as well as to flesh out the policy details. The Department will 
take this forward in partnership with external organisations, seeking their help and 
expertise in developing proposals that work in practice, for example on shared 
decision-making and choice.  


6.3	 The implementation of all these reforms, and the detailed approach we take, will be 
subject to broad consultation – with local government, patients and the public, as well 
as external organisations.  The Government will formally consult wherever it is 
appropriate to do so, for example on strengthening the NHS Constitution, and on draft 
regulations. 


6.4	 The Government will shortly publish more detailed documents seeking views on 
commissioning for patients (the implementation of the NHS Commissioning Board 
and GP consortia); local democratic legitimacy in health; freeing providers and 
economic regulation; and the NHS outcomes framework. The report of the arm’s-
length bodies review will also be published shortly. Later this year, the Government 
will also publish for consultation a NHS information strategy, and a document on the 
move to a provider-led education and training system.  


6.5	 To support the ownership of the strategy within the NHS and to inform the 
implementation of this White Paper, the Department of Health will carry out a series 
of consultation activities with: patients, their representative groups and the public; 
NHS staff, their representative and professional bodies; local government; and the 
voluntary, social enterprise and independent sectors. This will run in parallel to the 
formal consultation on the proposals above. 


6.6	 We will need to ensure, through our consultation exercises and broader policy work, 
that the system is financially sustainable through the transition, as well as in the 
longer term. The proper management of financial risk will be of particular 
importance. 
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Proposals for legislation 


6.7	 Many of the changes in this White Paper require primary legislation. The Queen’s 
Speech included a major Health Bill in the legislative programme for this first 
Parliamentary session. The Government will introduce this in the autumn. The 
principal legislative reforms will include: 


• Enabling the creation of a Public Health Service, with a lead role on 
public health evidence and analysis;  


• Transferring local health improvement functions to local authorities, 
with ring-fenced funding and accountability to the Secretary of State for 
Health; 


• Placing the Health and Social Care Information Centre, currently a 
Special Health Authority, on a firmer statutory footing, with powers over 
other organisations in relation to information collection; 


• Enshrining improvement in healthcare outcomes as the central purpose 
of the NHS; 


• Making the National Institute for Health and Clinical Excellence a 
non-departmental public body, to define its role and functions, reform its 
processes, secure its independence, and extend its remit to social care; 


• Establishing the independent NHS Commissioning Board, accountable 
to the Secretary of State, paving the way for the abolition of SHAs. The 
NHS Commissioning Board will initially be established as a Special 
Health Authority; the Bill will convert it into an independent non-
departmental public body; 


• Placing clear limits on the role of the Secretary of State in relation to 
the NHS Commissioning Board, and local NHS organisations, thereby 
strengthening the NHS Constitution; 


• Giving local authorities new functions to increase the local democratic 
legitimacy in relation to the local strategies for NHS commissioning, and 
support integration and partnership working across social care, the NHS 
and public health; 


• Establishing a statutory framework for a comprehensive system of GP 
consortia, paving the way for the abolition of PCTs; 


• Establishing HealthWatch as a statutory part of the Care Quality 
Commission to champion services users and carers across health and 
social care, and turning Local Involvement Networks into local 


49 







HealthWatch; 


• Reforming the foundation trust model, removing restrictions and enabling 
new governance arrangements, increasing transparency in their functions, 
repealing foundation trust deauthorisation and enabling the abolition of the 
NHS trust model; 


• Strengthening the role of the Care Quality Commission as an effective 
quality inspectorate; and 


• Developing Monitor into the economic regulator for health and social care, 
including provisions for special administration. 


Associated with these changes, reducing the number of arm’s-length bodies in 
the health sector, and amending their roles and functions. 


6.8	 We are clear about the coherent strategy, and we will engage people in understanding 
this and its implications.  We are consulting on how best to implement these changes.  
In particular, the Department would welcome comments on the implementation of the 
proposals requiring primary legislation, and will publish a response to the views 
raised on the White Paper and the associated papers, prior to the introduction of the 
Bill. Comments should be sent by 5th October 2010, to: 


NHSWhitePaper@dh.gsi.gov.uk 


or: 


White Paper team

 Room 601 



Department of Health 

79 Whitehall 

London SW1A 2NS 



Managing the transition 


6.9	 Liberating the NHS involves change at every level of the NHS. The policy and 
legislative framework is just the start. Effective implementation will require a major 
and sustained implementation effort right across the NHS over a number of years. 
Change will happen bottom-up, for example by GP consortia having greater say and 
responsibility as rapidly as possible, and NHS trusts applying for foundation trust 
status at the earliest opportunity - rather than waiting until 2013. The pace of change 
will therefore vary across the country according to organisations’ readiness to assume 
their new functions. 
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6.10	 Alongside the White Paper, the Department is issuing a framework for managing the 
initial steps of the transition.  This will include the principles and the values that the 
Department will hold itself to, to ensure that the transition is managed fairly and 
transparently, and in a way that respects staff and the contribution they make. Some 
organisations will disappear as we simplify NHS administration, and free resources to 
support front-line services. But the need for good managers performing essential 
functions, such as managing finance and contracts, will remain. There will be 
opportunities for managers to start new roles, and help build a more innovative and 
responsive NHS, for example supporting GP consortia, and within the NHS 
Commissioning Board.  


Timetable for action 


6.11	 The high level timetable below outlines the Government’s proposed timetable 
(subject to Parliamentary approval for legislation).  


Commitment Date 


Further publications on: 


• framework for transition 


• NHS outcomes framework 


• commissioning for patients 


• local democratic legitimacy in health 


• freeing providers and economic regulation  


July 2010 


Report of the arm’s length bodies review published Summer 2010 


Health Bill introduced in Parliament Autumn 2010 


Further publications on: 


• vision for adult social care  


• information strategy 


• patient choice 


• a provider-led education and training 


• review of data returns 


By end 2010 


Separation of SHAs’ commissioning and provider oversight 
functions 


Public Health White Paper Late 2010 
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Commitment Date 


Introduction of choice for: 


• care for long-term conditions  


• diagnostic testing, and post-diagnosis 


From 2011 


White Paper on social care reform 2011 


Choice of consultant-led team By April 2011 


Shadow NHS Commissioning Board established as a special 
health authority 


April 2011 


Arrangements to support shadow health and wellbeing 
partnerships begin to be put in place 


Quality accounts expanded to all providers of NHS care 


Cancer Drug Fund established 


Choice of treatment and provider in some mental health 
services 


From April 2011 


Improved outcomes from NHS Outcomes Framework 


Expand validity, collection and use of PROMs 


Develop pathway tariffs for use by commissioners  


Quality accounts: nationally comparable information published June 2011 


Report on the funding of long-term care and support  By July 2011 


Hospitals required to be open about mistakes Summer 2011 


GP consortia established in shadow form 2011/12 


Tariffs: 


• Adult mental health currencies developed 


• National currencies introduced for critical care  


• Further incentives to reduce avoidable readmissions  


• Best-practice tariffs introduced for interventional 
radiology, day-case surgery for breast surgery, hernia 
repairs, and some orthopaedic surgery  


2011/12 


NHS Outcomes Framework fully implemented By April 2012 
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Commitment Date 


Majority of reforms come into effect: 


• NHS Commissioning Board fully established 


• New local authority health and wellbeing boards in place 


• Limits on the ability of the Secretary of State to 
micromanage and intervene  


• Public record of all meetings between the Board and the 
Secretary of State 


• Public Health Service in place, with ring-fenced budget 
and local health improvement led by Directors of Public 
Health in local authorities 


• NICE put on a firmer statutory footing 


• HealthWatch established 


• Monitor established as economic regulator 


April 2012 


International Classification of Disease (ICD) 10 clinical 
diagnosis coding system introduced 


From 2012/13 


NHS Commissioning Board makes allocations for 2013/14 
direct to GP consortia 


Autumn 2012 


Free choice of GP practice 2012 


Formal establishment of all GP consortia 


SHAs are abolished 2012/13 


GP consortia hold contracts with providers April 2013 


PCTs are abolished From April 2013 


All NHS trusts become, or are part of, foundation trusts 2013/14 


All providers subject to Monitor regulation 


Choice of treatment and provider for patients in the vast 
majority of NHS-funded services 


By 2013/14 


Introduction of value-based approach to the way that drug 
companies are paid for NHS medicines 


NHS management costs reduced by over 45% By end 2014 


NICE expected to produce 150 quality standards By July 2015 
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Glossary 


Commissioning – the process of assessing the needs of a local population and putting in 
place services to meet those needs. 


Commissioning for Quality and Innovation (CQUIN) framework – the CQUIN 
framework enables those commissioning care to pay for better quality care, helping promote 
a culture of continuous improvement. 


Currencies – in a tariff-based payment system, payments are made for defined units of 
healthcare (such as an out-patient appointment with a consultant).  These are known as 
currencies. 


Foundation trusts – NHS providers who achieve foundation trust status have greater 
freedoms and are subject to less central control, enabling them to be more responsive to the 
needs of local populations. 


Health Bill – proposals for a Health Bill were included in the Queen’s Speech for the first 
Parliamentary session of the coalition Government. The Health Bill will bring forward the 
legislative changes required for the implementation of the proposals in this White Paper. 


Law Commission – an independent body set up by Parliament to review and recommend 
reform of the law in England and Wales. 


Local Involvement Networks (LINks) – LINks are local organisations in each local 
authority area set up to represent views of local people on health and social care services. 
These will become local HealthWatch.  Further details are in paragraphs 2.23 to 2.25 


National Clinical Audit – Assesses the quality of patient care across all NHS providers by 
measuring activities and outcomes, using that information to stimulate clinicians to improve 
their performance, to help patients choose providers, to guide commissioners, and to support 
regulation and performance management.  


National Institute of Health and Clinical Excellence (NICE) – an independent 
organisation which provides advice and guidelines on the cost and effectiveness of drugs and 
treatments. 


NHS Constitution – the NHS Constitution describes the principles and values of the NHS in 
England, and the rights and responsibilities of patients, the public and staff. 


NHS Operating Framework – the Operating Framework sets out the priorities for the NHS 
for each financial year.  The Government published a revised Operating Framework for this 
year on 21st June 2010. 


Patient Reported Outcome Measures (PROMs) – PROMSprovide information on how 
patients feel about their own health, and the impact of the treatment or care they receive. 
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Pay Review Bodies - independent bodies which make recommendations on public sector pay 
in the light of evidence submitted by the Government, employers, staff and others. 


Payment by Results – provides a transparent system for paying providers of healthcare 
services. By using the tariff and currencies to link payment to activity the system is designed 
to reward efficiency and support patient choice. 


Personal health budget – an extension of personalised care planning, that gives people more 
choice and control over the services they receive by giving them more control over the 
money that is spent on their care. 


Primary care trusts (PCTs) – the NHS body currently responsible for commissioning 
healthcare services and, in most cases, providing community-based services such as district 
nursing, for a local area. 


Provider – organisations which provide services direct to patients, including hospitals, 
mental health services and ambulance services. 


Quality accounts – a report on the quality of services published annually by providers of 
NHS care. Quality accounts are intended to enhance accountability to the public. 


Spending Review – the Spending Review will set out the Government’s priorities, and 
spending plans to meet these priorities, for the period 2011/12 to 2014/15. 


Strategic health authorities (SHAs) – the 10 public bodies which currently oversee 
commissioning and provision of NHS services at a regional level. 


Tariff – in relation to payment by results, the tariff it the calculated price for a unit of 
healthcare activity. 


Value-based pricing – a mechanism for ensuring patients can get access to the medicines 
they need by linking the prices the NHS pays drug providers to the value of the treatment. 


Venous thromboembolism (VTE) – a condition in which a blood clot (thrombus) forms in a 
vein. An embolism occurs if all or a part of the clot breaks off from the site where it forms 
and travels through the venous system. 
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Note

1 This White Paper applies only to the NHS in England.  The devolved administrations in Scotland, Wales and 
Northern Ireland are responsible for developing their own health policies. 
2 European Union and domestic legislation prohibit discrimination on a number of grounds at work or in 
employment services, when providing goods, facilities or services to the public or disposing of or managing 
premises, in relation to education, when exercising public functions and by associations.  The Equality Act 2010 
which received Royal Assent on 8th April 2010 will replace existing anti-discrimination laws with one single 
Act and prohibit discrimination on a number of grounds such as sex, race, disability, age, religion or belief, 
sexual orientation, gender reassignment, pregnancy and maternity, and marriage and civil partnership. 
3 Section 6 Health Act 2009 places a duty on the Secretary of State to publish a report every three years on how 
the NHS Constitution has affected patients, staff, carers and members of the public, with the first report by 5 
July 2012. 
4 For example, the Secretary of State has power in section 7 of the NHS Act 2006 to delegate functions to NHS 
bodies (other than NHS foundation trusts) and power in section 8 to direct those bodies as to the exercise of 
their functions. The Secretary of State also has powers to require information from NHS bodies, powers in 
relation to the allocation of their funding and various powers to intervene in certain NHS bodies. 
5 National Cancer Research Network, National Institute for Health Research, www.ncrn.org.uk 
6 Nolte, E., McKee, C.M, Measuring the Health of Nations: analysis of mortality amenable to healthcare. BMJ 
2003; 327:1129; (2003). 
7 EUROCARE-4, www.eurocare.it 
8 OECD In-hospital case-fatality rates within 30 days after admission for ischemic stroke (2007) 
9 OECD, Health at a Glance 2009, (2009). 
10 OECD, Health at a Glance 2009, (2009). 
11 European Antimicrobial Resistance Surveillance System (EARSS) incidence of MRSA per 100,000 patient 
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econd report of session 2004-5. (2007). 
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14 Chote, R., Crawford, R., Emmerson, C., Tetlow, G., Britain’s Fiscal Squeeze: the Choices Ahead, Institute 
or Fiscal Studies (2009). 
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ystem”, The Tallinn Charter: Health Systems for Health and Wealth Draft Charter. WHO, (2008). 
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Mental Capacity Act 2005


2005 CHAPTER 9


An Act to make new provision relating to persons who lack capacity; to
establish a superior court of record called the Court of Protection in place of
the office of the Supreme Court called by that name; to make provision in
connection with the Convention on the International Protection of Adults
signed at the Hague on 13th January 2000; and for connected purposes.


[7th April 2005]


E IT ENACTED by the Queen’s most Excellent Majesty, by and with the advice and


consent of the Lords Spiritual and Temporal, and Commons, in this present


Parliament assembled, and by the authority of the same, as follows:— 


PART 1


PERSONS WHO LACK CAPACITY


The principles


1 The principles


(1) The following principles apply for the purposes of this Act.


(2) A person must be assumed to have capacity unless it is established that he lacks
capacity.


(3) A person is not to be treated as unable to make a decision unless all practicable
steps to help him to do so have been taken without success.


(4) A person is not to be treated as unable to make a decision merely because he
makes an unwise decision.


(5) An act done, or decision made, under this Act for or on behalf of a person who
lacks capacity must be done, or made, in his best interests.


B
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(6) Before the act is done, or the decision is made, regard must be had to whether
the purpose for which it is needed can be as effectively achieved in a way that
is less restrictive of the person’s rights and freedom of action.


Preliminary


2 People who lack capacity


(1) For the purposes of this Act, a person lacks capacity in relation to a matter if at
the material time he is unable to make a decision for himself in relation to the
matter because of an impairment of, or a disturbance in the functioning of, the
mind or brain.


(2) It does not matter whether the impairment or disturbance is permanent or
temporary.


(3) A lack of capacity cannot be established merely by reference to—


(a) a person’s age or appearance, or


(b) a condition of his, or an aspect of his behaviour, which might lead
others to make unjustified assumptions about his capacity.


(4) In proceedings under this Act or any other enactment, any question whether a
person lacks capacity within the meaning of this Act must be decided on the
balance of probabilities.


(5) No power which a person (“D”) may exercise under this Act—


(a) in relation to a person who lacks capacity, or 


(b) where D reasonably thinks that a person lacks capacity,


 is exercisable in relation to a person under 16.


(6) Subsection (5) is subject to section 18(3).


3 Inability to make decisions


(1) For the purposes of section 2, a person is unable to make a decision for himself
if he is unable—


(a) to understand the information relevant to the decision,


(b) to retain that information,


(c) to use or weigh that information as part of the process of making the
decision, or


(d) to communicate his decision (whether by talking, using sign language
or any other means).


(2) A person is not to be regarded as unable to understand the information
relevant to a decision if he is able to understand an explanation of it given to
him in a way that is appropriate to his circumstances (using simple language,
visual aids or any other means).


(3) The fact that a person is able to retain the information relevant to a decision for
a short period only does not prevent him from being regarded as able to make
the decision.


(4) The information relevant to a decision includes information about the
reasonably foreseeable consequences of—


(a) deciding one way or another, or







Mental Capacity Act 2005 (c. 9)
Part 1 — Persons who lack capacity


3


(b) failing to make the decision.


4 Best interests


(1) In determining for the purposes of this Act what is in a person’s best interests,
the person making the determination must not make it merely on the basis of—


(a) the person’s age or appearance, or


(b) a condition of his, or an aspect of his behaviour, which might lead
others to make unjustified assumptions about what might be in his best
interests.


(2) The person making the determination must consider all the relevant
circumstances and, in particular, take the following steps.


(3) He must consider—


(a) whether it is likely that the person will at some time have capacity in
relation to the matter in question, and


(b) if it appears likely that he will, when that is likely to be.


(4) He must, so far as reasonably practicable, permit and encourage the person to
participate, or to improve his ability to participate, as fully as possible in any
act done for him and any decision affecting him.


(5) Where the determination relates to life-sustaining treatment he must not, in
considering whether the treatment is in the best interests of the person
concerned, be motivated by a desire to bring about his death.


(6) He must consider, so far as is reasonably ascertainable—


(a) the person’s past and present wishes and feelings (and, in particular,
any relevant written statement made by him when he had capacity),


(b) the beliefs and values that would be likely to influence his decision if he
had capacity, and


(c) the other factors that he would be likely to consider if he were able to
do so.


(7) He must take into account, if it is practicable and appropriate to consult them,
the views of—


(a) anyone named by the person as someone to be consulted on the matter
in question or on matters of that kind,


(b) anyone engaged in caring for the person or interested in his welfare,


(c) any donee of a lasting power of attorney granted by the person, and


(d) any deputy appointed for the person by the court,


as to what would be in the person’s best interests and, in particular, as to the
matters mentioned in subsection (6).


(8) The duties imposed by subsections (1) to (7) also apply in relation to the
exercise of any powers which—


(a) are exercisable under a lasting power of attorney, or


(b) are exercisable by a person under this Act where he reasonably believes
that another person lacks capacity.


(9) In the case of an act done, or a decision made, by a person other than the court,
there is sufficient compliance with this section if (having complied with the
requirements of subsections (1) to (7)) he reasonably believes that what he does
or decides is in the best interests of the person concerned.
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(10) “Life-sustaining treatment” means treatment which in the view of a person
providing health care for the person concerned is necessary to sustain life.


(11) “Relevant circumstances” are those—


(a) of which the person making the determination is aware, and


(b) which it would be reasonable to regard as relevant.


5 Acts in connection with care or treatment


(1) If a person (“D”) does an act in connection with the care or treatment of another
person (“P”), the act is one to which this section applies if—


(a) before doing the act, D takes reasonable steps to establish whether P
lacks capacity in relation to the matter in question, and


(b) when doing the act, D reasonably believes—


(i) that P lacks capacity in relation to the matter, and


(ii) that it will be in P’s best interests for the act to be done.


(2) D does not incur any liability in relation to the act that he would not have
incurred if P—


(a) had had capacity to consent in relation to the matter, and


(b) had consented to D’s doing the act.


(3) Nothing in this section excludes a person’s civil liability for loss or damage, or
his criminal liability, resulting from his negligence in doing the act.


(4) Nothing in this section affects the operation of sections 24 to 26 (advance
decisions to refuse treatment).


6 Section 5 acts: limitations


(1) If D does an act that is intended to restrain P, it is not an act to which section 5
applies unless two further conditions are satisfied.


(2) The first condition is that D reasonably believes that it is necessary to do the act
in order to prevent harm to P.


(3) The second is that the act is a proportionate response to—


(a) the likelihood of P’s suffering harm, and


(b) the seriousness of that harm.


(4) For the purposes of this section D restrains P if he—


(a) uses, or threatens to use, force to secure the doing of an act which P
resists, or


(b) restricts P’s liberty of movement, whether or not P resists.


(5) But D does more than merely restrain P if he deprives P of his liberty within
the meaning of Article 5(1) of the Human Rights Convention (whether or not
D is a public authority).


(6) Section 5 does not authorise a person to do an act which conflicts with a
decision made, within the scope of his authority and in accordance with this
Part, by—


(a) a donee of a lasting power of attorney granted by P, or


(b) a deputy appointed for P by the court.


(7) But nothing in subsection (6) stops a person—
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(a) providing life-sustaining treatment, or


(b) doing any act which he reasonably believes to be necessary to prevent
a serious deterioration in P’s condition,


while a decision as respects any relevant issue is sought from the court.


7 Payment for necessary goods and services


(1) If necessary goods or services are supplied to a person who lacks capacity to
contract for the supply, he must pay a reasonable price for them.


(2) “Necessary” means suitable to a person’s condition in life and to his actual
requirements at the time when the goods or services are supplied.


8 Expenditure


(1) If an act to which section 5 applies involves expenditure, it is lawful for D—


(a) to pledge P’s credit for the purpose of the expenditure, and


(b) to apply money in P’s possession for meeting the expenditure.


(2) If the expenditure is borne for P by D, it is lawful for D—


(a) to reimburse himself out of money in P’s possession, or


(b) to be otherwise indemnified by P.


(3) Subsections (1) and (2) do not affect any power under which (apart from those
subsections) a person—


(a) has lawful control of P’s money or other property, and


(b) has power to spend money for P’s benefit.


Lasting powers of attorney


9 Lasting powers of attorney


(1) A lasting power of attorney is a power of attorney under which the donor (“P”)
confers on the donee (or donees) authority to make decisions about all or any
of the following—


(a) P’s personal welfare or specified matters concerning P’s personal
welfare, and


(b) P’s property and affairs or specified matters concerning P’s property
and affairs,


and which includes authority to make such decisions in circumstances where
P no longer has capacity.


(2) A lasting power of attorney is not created unless—


(a) section 10 is complied with,


(b) an instrument conferring authority of the kind mentioned in subsection
(1) is made and registered in accordance with Schedule 1, and


(c) at the time when P executes the instrument, P has reached 18 and has
capacity to execute it.


(3) An instrument which—


(a) purports to create a lasting power of attorney, but


(b) does not comply with this section, section 10 or Schedule 1,


confers no authority.
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(4) The authority conferred by a lasting power of attorney is subject to—


(a) the provisions of this Act and, in particular, sections 1 (the principles)
and 4 (best interests), and


(b) any conditions or restrictions specified in the instrument.


10 Appointment of donees


(1) A donee of a lasting power of attorney must be—


(a) an individual who has reached 18, or


(b) if the power relates only to P’s property and affairs, either such an
individual or a trust corporation.


(2) An individual who is bankrupt may not be appointed as donee of a lasting
power of attorney in relation to P’s property and affairs.


(3) Subsections (4) to (7) apply in relation to an instrument under which two or
more persons are to act as donees of a lasting power of attorney.


(4) The instrument may appoint them to act—


(a) jointly,


(b) jointly and severally, or


(c) jointly in respect of some matters and jointly and severally in respect of
others.


(5) To the extent to which it does not specify whether they are to act jointly or
jointly and severally, the instrument is to be assumed to appoint them to act
jointly.


(6) If they are to act jointly, a failure, as respects one of them, to comply with the
requirements of subsection (1) or (2) or Part 1 or 2 of Schedule 1 prevents a
lasting power of attorney from being created.


(7) If they are to act jointly and severally, a failure, as respects one of them, to
comply with the requirements of subsection (1) or (2) or Part 1 or 2 of Schedule
1—


(a) prevents the appointment taking effect in his case, but


(b) does not prevent a lasting power of attorney from being created in the
case of the other or others.


(8) An instrument used to create a lasting power of attorney—


(a) cannot give the donee (or, if more than one, any of them) power to
appoint a substitute or successor, but


(b) may itself appoint a person to replace the donee (or, if more than one,
any of them) on the occurrence of an event mentioned in section
13(6)(a) to (d) which has the effect of terminating the donee’s
appointment.


11 Lasting powers of attorney: restrictions


(1) A lasting power of attorney does not authorise the donee (or, if more than one,
any of them) to do an act that is intended to restrain P, unless three conditions
are satisfied.


(2) The first condition is that P lacks, or the donee reasonably believes that P lacks,
capacity in relation to the matter in question.
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(3) The second is that the donee reasonably believes that it is necessary to do the
act in order to prevent harm to P.


(4) The third is that the act is a proportionate response to—


(a) the likelihood of P’s suffering harm, and


(b) the seriousness of that harm.


(5) For the purposes of this section, the donee restrains P if he—


(a) uses, or threatens to use, force to secure the doing of an act which P
resists, or


(b) restricts P’s liberty of movement, whether or not P resists,


or if he authorises another person to do any of those things.


(6) But the donee does more than merely restrain P if he deprives P of his liberty
within the meaning of Article 5(1) of the Human Rights Convention.


(7) Where a lasting power of attorney authorises the donee (or, if more than one,
any of them) to make decisions about P’s personal welfare, the authority—


(a) does not extend to making such decisions in circumstances other than
those where P lacks, or the donee reasonably believes that P lacks,
capacity,


(b) is subject to sections 24 to 26 (advance decisions to refuse treatment),
and


(c) extends to giving or refusing consent to the carrying out or
continuation of a treatment by a person providing health care for P.


(8) But subsection (7)(c)—


(a) does not authorise the giving or refusing of consent to the carrying out
or continuation of life-sustaining treatment, unless the instrument
contains express provision to that effect, and


(b) is subject to any conditions or restrictions in the instrument.


12 Scope of lasting powers of attorney: gifts


(1) Where a lasting power of attorney confers authority to make decisions about
P’s property and affairs, it does not authorise a donee (or, if more than one, any
of them) to dispose of the donor’s property by making gifts except to the extent
permitted by subsection (2).


(2) The donee may make gifts—


(a) on customary occasions to persons (including himself) who are related
to or connected with the donor, or


(b) to any charity to whom the donor made or might have been expected
to make gifts,


if the value of each such gift is not unreasonable having regard to all the
circumstances and, in particular, the size of the donor’s estate.


(3) “Customary occasion” means—


(a) the occasion or anniversary of a birth, a marriage or the formation of a
civil partnership, or


(b) any other occasion on which presents are customarily given within
families or among friends or associates.


(4) Subsection (2) is subject to any conditions or restrictions in the instrument.
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13 Revocation of lasting powers of attorney etc.


(1) This section applies if—


(a) P has executed an instrument with a view to creating a lasting power of
attorney, or


(b) a lasting power of attorney is registered as having been conferred by P,


and in this section references to revoking the power include revoking the
instrument.


(2) P may, at any time when he has capacity to do so, revoke the power.


(3) P’s bankruptcy revokes the power so far as it relates to P’s property and affairs.


(4) But where P is bankrupt merely because an interim bankruptcy restrictions
order has effect in respect of him, the power is suspended, so far as it relates to
P’s property and affairs, for so long as the order has effect.


(5) The occurrence in relation to a donee of an event mentioned in subsection (6)—


(a) terminates his appointment, and


(b) except in the cases given in subsection (7), revokes the power.


(6) The events are—


(a) the disclaimer of the appointment by the donee in accordance with
such requirements as may be prescribed for the purposes of this section
in regulations made by the Lord Chancellor,


(b) subject to subsections (8) and (9), the death or bankruptcy of the donee
or, if the donee is a trust corporation, its winding-up or dissolution,


(c) subject to subsection (11), the dissolution or annulment of a marriage or
civil partnership between the donor and the donee,


(d) the lack of capacity of the donee.


(7) The cases are—


(a) the donee is replaced under the terms of the instrument,


(b) he is one of two or more persons appointed to act as donees jointly and
severally in respect of any matter and, after the event, there is at least
one remaining donee.


(8) The bankruptcy of a donee does not terminate his appointment, or revoke the
power, in so far as his authority relates to P’s personal welfare.


(9) Where the donee is bankrupt merely because an interim bankruptcy
restrictions order has effect in respect of him, his appointment and the power
are suspended, so far as they relate to P’s property and affairs, for so long as
the order has effect.


(10) Where the donee is one of two or more appointed to act jointly and severally
under the power in respect of any matter, the reference in subsection (9) to the
suspension of the power is to its suspension in so far as it relates to that donee.


(11) The dissolution or annulment of a marriage or civil partnership does not
terminate the appointment of a donee, or revoke the power, if the instrument
provided that it was not to do so.


14 Protection of donee and others if no power created or power revoked


(1) Subsections (2) and (3) apply if—
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(a) an instrument has been registered under Schedule 1 as a lasting power
of attorney, but


(b) a lasting power of attorney was not created,


whether or not the registration has been cancelled at the time of the act or
transaction in question.


(2) A donee who acts in purported exercise of the power does not incur any
liability (to P or any other person) because of the non-existence of the power
unless at the time of acting he—


(a) knows that a lasting power of attorney was not created, or


(b) is aware of circumstances which, if a lasting power of attorney had been
created, would have terminated his authority to act as a donee.


(3) Any transaction between the donee and another person is, in favour of that
person, as valid as if the power had been in existence, unless at the time of the
transaction that person has knowledge of a matter referred to in subsection (2).


(4) If the interest of a purchaser depends on whether a transaction between the
donee and the other person was valid by virtue of subsection (3), it is
conclusively presumed in favour of the purchaser that the transaction was
valid if—


(a) the transaction was completed within 12 months of the date on which
the instrument was registered, or


(b) the other person makes a statutory declaration, before or within 3
months after the completion of the purchase, that he had no reason at
the time of the transaction to doubt that the donee had authority to
dispose of the property which was the subject of the transaction.


(5) In its application to a lasting power of attorney which relates to matters in
addition to P’s property and affairs, section 5 of the Powers of Attorney Act
1971 (c. 27) (protection where power is revoked) has effect as if references to
revocation included the cessation of the power in relation to P’s property and
affairs.


(6) Where two or more donees are appointed under a lasting power of attorney,
this section applies as if references to the donee were to all or any of them.


General powers of the court and appointment of deputies


15 Power to make declarations


(1) The court may make declarations as to—


(a) whether a person has or lacks capacity to make a decision specified in
the declaration;


(b) whether a person has or lacks capacity to make decisions on such
matters as are described in the declaration;


(c) the lawfulness or otherwise of any act done, or yet to be done, in
relation to that person.


(2) “Act” includes an omission and a course of conduct.


16 Powers to make decisions and appoint deputies: general


(1) This section applies if a person (“P”) lacks capacity in relation to a matter or
matters concerning—
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(a) P’s personal welfare, or 


(b) P’s property and affairs.


(2) The court may—


(a) by making an order, make the decision or decisions on P’s behalf in
relation to the matter or matters, or


(b) appoint a person (a “deputy”) to make decisions on P’s behalf in
relation to the matter or matters.


(3) The powers of the court under this section are subject to the provisions of this
Act and, in particular, to sections 1 (the principles) and 4 (best interests).


(4) When deciding whether it is in P’s best interests to appoint a deputy, the court
must have regard (in addition to the matters mentioned in section 4) to the
principles that—


(a) a decision by the court is to be preferred to the appointment of a deputy
to make a decision, and


(b) the powers conferred on a deputy should be as limited in scope and
duration as is reasonably practicable in the circumstances.


(5) The court may make such further orders or give such directions, and confer on
a deputy such powers or impose on him such duties, as it thinks necessary or
expedient for giving effect to, or otherwise in connection with, an order or
appointment made by it under subsection (2).


(6) Without prejudice to section 4, the court may make the order, give the
directions or make the appointment on such terms as it considers are in P’s best
interests, even though no application is before the court for an order, directions
or an appointment on those terms.


(7) An order of the court may be varied or discharged by a subsequent order.


(8) The court may, in particular, revoke the appointment of a deputy or vary the
powers conferred on him if it is satisfied that the deputy—


(a) has behaved, or is behaving, in a way that contravenes the authority
conferred on him by the court or is not in P’s best interests, or


(b) proposes to behave in a way that would contravene that authority or
would not be in P’s best interests.


17 Section 16 powers: personal welfare


(1) The powers under section 16 as respects P’s personal welfare extend in
particular to—


(a) deciding where P is to live;


(b) deciding what contact, if any, P is to have with any specified persons;


(c) making an order prohibiting a named person from having contact with
P;


(d) giving or refusing consent to the carrying out or continuation of a
treatment by a person providing health care for P;


(e) giving a direction that a person responsible for P’s health care allow a
different person to take over that responsibility.


(2) Subsection (1) is subject to section 20 (restrictions on deputies).







Mental Capacity Act 2005 (c. 9)
Part 1 — Persons who lack capacity


11


18 Section 16 powers: property and affairs


(1) The powers under section 16 as respects P’s property and affairs extend in
particular to—


(a) the control and management of P’s property;


(b) the sale, exchange, charging, gift or other disposition of P’s property;


(c) the acquisition of property in P’s name or on P’s behalf;


(d) the carrying on, on P’s behalf, of any profession, trade or business;


(e) the taking of a decision which will have the effect of dissolving a
partnership of which P is a member;


(f) the carrying out of any contract entered into by P;


(g) the discharge of P’s debts and of any of P’s obligations, whether legally
enforceable or not;


(h) the settlement of any of P’s property, whether for P’s benefit or for the
benefit of others;


(i) the execution for P of a will;


(j) the exercise of any power (including a power to consent) vested in P
whether beneficially or as trustee or otherwise;


(k) the conduct of legal proceedings in P’s name or on P’s behalf.


(2) No will may be made under subsection (1)(i) at a time when P has not reached
18.


(3) The powers under section 16 as respects any other matter relating to P’s
property and affairs may be exercised even though P has not reached 16, if the
court considers it likely that P will still lack capacity to make decisions in
respect of that matter when he reaches 18.


(4) Schedule 2 supplements the provisions of this section.


(5) Section 16(7) (variation and discharge of court orders) is subject to paragraph
6 of Schedule 2.


(6) Subsection (1) is subject to section 20 (restrictions on deputies).


19 Appointment of deputies


(1) A deputy appointed by the court must be—


(a) an individual who has reached 18, or


(b) as respects powers in relation to property and affairs, an individual
who has reached 18 or a trust corporation.


(2) The court may appoint an individual by appointing the holder for the time
being of a specified office or position.


(3) A person may not be appointed as a deputy without his consent.


(4) The court may appoint two or more deputies to act—


(a) jointly,


(b) jointly and severally, or


(c) jointly in respect of some matters and jointly and severally in respect of
others.


(5) When appointing a deputy or deputies, the court may at the same time appoint
one or more other persons to succeed the existing deputy or those deputies—
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(a) in such circumstances, or on the happening of such events, as may be
specified by the court;


(b) for such period as may be so specified.


(6) A deputy is to be treated as P’s agent in relation to anything done or decided
by him within the scope of his appointment and in accordance with this Part.


(7) The deputy is entitled—


(a) to be reimbursed out of P’s property for his reasonable expenses in
discharging his functions, and


(b) if the court so directs when appointing him, to remuneration out of P’s
property for discharging them.


(8) The court may confer on a deputy powers to—


(a) take possession or control of all or any specified part of P’s property;


(b) exercise all or any specified powers in respect of it, including such
powers of investment as the court may determine.


(9) The court may require a deputy—


(a) to give to the Public Guardian such security as the court thinks fit for
the due discharge of his functions, and


(b) to submit to the Public Guardian such reports at such times or at such
intervals as the court may direct.


20 Restrictions on deputies


(1) A deputy does not have power to make a decision on behalf of P in relation to
a matter if he knows or has reasonable grounds for believing that P has
capacity in relation to the matter.


(2) Nothing in section 16(5) or 17 permits a deputy to be given power—


(a) to prohibit a named person from having contact with P;


(b) to direct a person responsible for P’s health care to allow a different
person to take over that responsibility.


(3) A deputy may not be given powers with respect to—


(a) the settlement of any of P’s property, whether for P’s benefit or for the
benefit of others,


(b) the execution for P of a will, or


(c) the exercise of any power (including a power to consent) vested in P
whether beneficially or as trustee or otherwise.


(4) A deputy may not be given power to make a decision on behalf of P which is
inconsistent with a decision made, within the scope of his authority and in
accordance with this Act, by the donee of a lasting power of attorney granted
by P (or, if there is more than one donee, by any of them).


(5) A deputy may not refuse consent to the carrying out or continuation of life-
sustaining treatment in relation to P.


(6) The authority conferred on a deputy is subject to the provisions of this Act and,
in particular, sections 1 (the principles) and 4 (best interests).


(7) A deputy may not do an act that is intended to restrain P unless four conditions
are satisfied.
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(8) The first condition is that, in doing the act, the deputy is acting within the scope
of an authority expressly conferred on him by the court.


(9) The second is that P lacks, or the deputy reasonably believes that P lacks,
capacity in relation to the matter in question.


(10) The third is that the deputy reasonably believes that it is necessary to do the act
in order to prevent harm to P.


(11) The fourth is that the act is a proportionate response to—


(a) the likelihood of P’s suffering harm, or


(b) the seriousness of that harm.


(12) For the purposes of this section, a deputy restrains P if he—


(a) uses, or threatens to use, force to secure the doing of an act which P
resists, or


(b) restricts P’s liberty of movement, whether or not P resists,


or if he authorises another person to do any of those things.


(13) But a deputy does more than merely restrain P if he deprives P of his liberty
within the meaning of Article 5(1) of the Human Rights Convention (whether
or not the deputy is a public authority).


21 Transfer of proceedings relating to people under 18


The Lord Chancellor may by order make provision as to the transfer of
proceedings relating to a person under 18, in such circumstances as are
specified in the order—


(a) from the Court of Protection to a court having jurisdiction under the
Children Act 1989 (c. 41), or


(b) from a court having jurisdiction under that Act to the Court of
Protection.


Powers of the court in relation to lasting powers of attorney


22 Powers of court in relation to validity of lasting powers of attorney


(1) This section and section 23 apply if —


(a) a person (“P”) has executed or purported to execute an instrument with
a view to creating a lasting power of attorney, or


(b) an instrument has been registered as a lasting power of attorney
conferred by P.


(2) The court may determine any question relating to—


(a) whether one or more of the requirements for the creation of a lasting
power of attorney have been met;


(b) whether the power has been revoked or has otherwise come to an end.


(3) Subsection (4) applies if the court is satisfied—


(a) that fraud or undue pressure was used to induce P—


(i) to execute an instrument for the purpose of creating a lasting
power of attorney, or


(ii) to create a lasting power of attorney, or
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(b) that the donee (or, if more than one, any of them) of a lasting power of
attorney—


(i) has behaved, or is behaving, in a way that contravenes his
authority or is not in P’s best interests, or


(ii) proposes to behave in a way that would contravene his
authority or would not be in P’s best interests.


(4) The court may—


(a) direct that an instrument purporting to create the lasting power of
attorney is not to be registered, or


(b) if P lacks capacity to do so, revoke the instrument or the lasting power
of attorney.


(5) If there is more than one donee, the court may under subsection (4)(b) revoke
the instrument or the lasting power of attorney so far as it relates to any of
them.


(6) “Donee” includes an intended donee.


23 Powers of court in relation to operation of lasting powers of attorney


(1) The court may determine any question as to the meaning or effect of a lasting
power of attorney or an instrument purporting to create one.


(2) The court may—


(a) give directions with respect to decisions—


(i) which the donee of a lasting power of attorney has authority to
make, and


(ii) which P lacks capacity to make;


(b) give any consent or authorisation to act which the donee would have to
obtain from P if P had capacity to give it.


(3) The court may, if P lacks capacity to do so—


(a) give directions to the donee with respect to the rendering by him of
reports or accounts and the production of records kept by him for that
purpose;


(b) require the donee to supply information or produce documents or
things in his possession as donee;


(c) give directions with respect to the remuneration or expenses of the
donee;


(d) relieve the donee wholly or partly from any liability which he has or
may have incurred on account of a breach of his duties as donee.


(4) The court may authorise the making of gifts which are not within section 12(2)
(permitted gifts).


(5) Where two or more donees are appointed under a lasting power of attorney,
this section applies as if references to the donee were to all or any of them.


Advance decisions to refuse treatment


24 Advance decisions to refuse treatment: general


(1) “Advance decision” means a decision made by a person (“P”), after he has
reached 18 and when he has capacity to do so, that if—
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(a) at a later time and in such circumstances as he may specify, a specified
treatment is proposed to be carried out or continued by a person
providing health care for him, and


(b) at that time he lacks capacity to consent to the carrying out or
continuation of the treatment,


the specified treatment is not to be carried out or continued.


(2) For the purposes of subsection (1)(a), a decision may be regarded as specifying
a treatment or circumstances even though expressed in layman’s terms.


(3) P may withdraw or alter an advance decision at any time when he has capacity
to do so.


(4) A withdrawal (including a partial withdrawal) need not be in writing.


(5) An alteration of an advance decision need not be in writing (unless section
25(5) applies in relation to the decision resulting from the alteration).


25 Validity and applicability of advance decisions


(1) An advance decision does not affect the liability which a person may incur for
carrying out or continuing a treatment in relation to P unless the decision is at
the material time—


(a) valid, and


(b) applicable to the treatment.


(2) An advance decision is not valid if P—


(a) has withdrawn the decision at a time when he had capacity to do so,


(b) has, under a lasting power of attorney created after the advance
decision was made, conferred authority on the donee (or, if more than
one, any of them) to give or refuse consent to the treatment to which the
advance decision relates, or


(c) has done anything else clearly inconsistent with the advance decision
remaining his fixed decision.


(3) An advance decision is not applicable to the treatment in question if at the
material time P has capacity to give or refuse consent to it.


(4) An advance decision is not applicable to the treatment in question if—


(a) that treatment is not the treatment specified in the advance decision,


(b) any circumstances specified in the advance decision are absent, or


(c) there are reasonable grounds for believing that circumstances exist
which P did not anticipate at the time of the advance decision and
which would have affected his decision had he anticipated them.


(5) An advance decision is not applicable to life-sustaining treatment unless—


(a) the decision is verified by a statement by P to the effect that it is to apply
to that treatment even if life is at risk, and


(b) the decision and statement comply with subsection (6).


(6) A decision or statement complies with this subsection only if—


(a) it is in writing,


(b) it is signed by P or by another person in P’s presence and by P’s
direction,
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(c) the signature is made or acknowledged by P in the presence of a
witness, and


(d) the witness signs it, or acknowledges his signature, in P’s presence.


(7) The existence of any lasting power of attorney other than one of a description
mentioned in subsection (2)(b) does not prevent the advance decision from
being regarded as valid and applicable.


26 Effect of advance decisions


(1) If P has made an advance decision which is—


(a) valid, and


(b) applicable to a treatment,


the decision has effect as if he had made it, and had had capacity to make it, at
the time when the question arises whether the treatment should be carried out
or continued.


(2) A person does not incur liability for carrying out or continuing the treatment
unless, at the time, he is satisfied that an advance decision exists which is valid
and applicable to the treatment.


(3) A person does not incur liability for the consequences of withholding or
withdrawing a treatment from P if, at the time, he reasonably believes that an
advance decision exists which is valid and applicable to the treatment.


(4) The court may make a declaration as to whether an advance decision—


(a) exists;


(b) is valid;


(c) is applicable to a treatment.


(5) Nothing in an apparent advance decision stops a person—


(a) providing life-sustaining treatment, or


(b) doing any act he reasonably believes to be necessary to prevent a
serious deterioration in P’s condition,


while a decision as respects any relevant issue is sought from the court.


Excluded decisions


27 Family relationships etc.


(1) Nothing in this Act permits a decision on any of the following matters to be
made on behalf of a person—


(a) consenting to marriage or a civil partnership,


(b) consenting to have sexual relations,


(c) consenting to a decree of divorce being granted on the basis of two
years’ separation,


(d) consenting to a dissolution order being made in relation to a civil
partnership on the basis of two years’ separation,


(e) consenting to a child’s being placed for adoption by an adoption
agency,


(f) consenting to the making of an adoption order,


(g) discharging parental responsibilities in matters not relating to a child’s
property,
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(h) giving a consent under the Human Fertilisation and Embryology Act
1990 (c. 37).


(2) “Adoption order” means—


(a) an adoption order within the meaning of the Adoption and Children
Act 2002 (c. 38) (including a future adoption order), and


(b) an order under section 84 of that Act (parental responsibility prior to
adoption abroad).


28 Mental Health Act matters


(1) Nothing in this Act authorises anyone—


(a) to give a patient medical treatment for mental disorder, or


(b) to consent to a patient’s being given medical treatment for mental
disorder,


if, at the time when it is proposed to treat the patient, his treatment is regulated
by Part 4 of the Mental Health Act.


(2) “Medical treatment”, “mental disorder” and “patient” have the same meaning
as in that Act.


29 Voting rights


(1) Nothing in this Act permits a decision on voting at an election for any public
office, or at a referendum, to be made on behalf of a person.


(2) “Referendum” has the same meaning as in section 101 of the Political Parties,
Elections and Referendums Act 2000 (c. 41).


Research


30 Research


(1) Intrusive research carried out on, or in relation to, a person who lacks capacity
to consent to it is unlawful unless it is carried out—


(a) as part of a research project which is for the time being approved by the
appropriate body for the purposes of this Act in accordance with
section 31, and 


(b) in accordance with sections 32 and 33.


(2) Research is intrusive if it is of a kind that would be unlawful if it was carried
out—


(a) on or in relation to a person who had capacity to consent to it, but


(b) without his consent.


(3) A clinical trial which is subject to the provisions of clinical trials regulations is
not to be treated as research for the purposes of this section.


(4) “Appropriate body”, in relation to a research project, means the person,
committee or other body specified in regulations made by the appropriate
authority as the appropriate body in relation to a project of the kind in
question.


(5) “Clinical trials regulations” means—
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(a) the Medicines for Human Use (Clinical Trials) Regulations 2004 (S.I.
2004/1031) and any other regulations replacing those regulations or
amending them, and


(b) any other regulations relating to clinical trials and designated by the
Secretary of State as clinical trials regulations for the purposes of this
section.


(6) In this section, section 32 and section 34, “appropriate authority” means—


(a) in relation to the carrying out of research in England, the Secretary of
State, and


(b) in relation to the carrying out of research in Wales, the National
Assembly for Wales.


31 Requirements for approval


(1) The appropriate body may not approve a research project for the purposes of
this Act unless satisfied that the following requirements will be met in relation
to research carried out as part of the project on, or in relation to, a person who
lacks capacity to consent to taking part in the project (“P”).


(2) The research must be connected with—


(a) an impairing condition affecting P, or


(b) its treatment.


(3) “Impairing condition” means a condition which is (or may be) attributable to,
or which causes or contributes to (or may cause or contribute to), the
impairment of, or disturbance in the functioning of, the mind or brain.


(4) There must be reasonable grounds for believing that research of comparable
effectiveness cannot be carried out if the project has to be confined to, or relate
only to, persons who have capacity to consent to taking part in it.


(5) The research must—


(a) have the potential to benefit P without imposing on P a burden that is
disproportionate to the potential benefit to P, or


(b) be intended to provide knowledge of the causes or treatment of, or of
the care of persons affected by, the same or a similar condition.


(6) If the research falls within paragraph (b) of subsection (5) but not within
paragraph (a), there must be reasonable grounds for believing—


(a) that the risk to P from taking part in the project is likely to be negligible,
and


(b) that anything done to, or in relation to, P will not—


(i) interfere with P’s freedom of action or privacy in a significant
way, or


(ii) be unduly invasive or restrictive.


(7) There must be reasonable arrangements in place for ensuring that the
requirements of sections 32 and 33 will be met.


32 Consulting carers etc.


(1) This section applies if a person (“R”)—


(a) is conducting an approved research project, and
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(b) wishes to carry out research, as part of the project, on or in relation to a
person (“P”) who lacks capacity to consent to taking part in the project.


(2) R must take reasonable steps to identify a person who—


(a) otherwise than in a professional capacity or for remuneration, is
engaged in caring for P or is interested in P’s welfare, and


(b) is prepared to be consulted by R under this section.


(3) If R is unable to identify such a person he must, in accordance with guidance
issued by the appropriate authority, nominate a person who—


(a) is prepared to be consulted by R under this section, but


(b) has no connection with the project.


(4) R must provide the person identified under subsection (2), or nominated under
subsection (3), with information about the project and ask him—


(a) for advice as to whether P should take part in the project, and


(b) what, in his opinion, P’s wishes and feelings about taking part in the
project would be likely to be if P had capacity in relation to the matter.


(5) If, at any time, the person consulted advises R that in his opinion P’s wishes
and feelings would be likely to lead him to decline to take part in the project
(or to wish to withdraw from it) if he had capacity in relation to the matter, R
must ensure—


(a) if P is not already taking part in the project, that he does not take part
in it;


(b) if P is taking part in the project, that he is withdrawn from it.


(6) But subsection (5)(b) does not require treatment that P has been receiving as
part of the project to be discontinued if R has reasonable grounds for believing
that there would be a significant risk to P’s health if it were discontinued.


(7) The fact that a person is the donee of a lasting power of attorney given by P, or
is P’s deputy, does not prevent him from being the person consulted under this
section.


(8) Subsection (9) applies if treatment is being, or is about to be, provided for P as
a matter of urgency and R considers that, having regard to the nature of the
research and of the particular circumstances of the case—


(a) it is also necessary to take action for the purposes of the research as a
matter of urgency, but


(b) it is not reasonably practicable to consult under the previous provisions
of this section.


(9) R may take the action if—


(a) he has the agreement of a registered medical practitioner who is not
involved in the organisation or conduct of the research project, or


(b) where it is not reasonably practicable in the time available to obtain that
agreement, he acts in accordance with a procedure approved by the
appropriate body at the time when the research project was approved
under section 31.


(10) But R may not continue to act in reliance on subsection (9) if he has reasonable
grounds for believing that it is no longer necessary to take the action as a matter
of urgency.
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33 Additional safeguards


(1) This section applies in relation to a person who is taking part in an approved
research project even though he lacks capacity to consent to taking part.


(2) Nothing may be done to, or in relation to, him in the course of the research—


(a) to which he appears to object (whether by showing signs of resistance
or otherwise) except where what is being done is intended to protect
him from harm or to reduce or prevent pain or discomfort, or


(b) which would be contrary to—


(i) an advance decision of his which has effect, or


(ii) any other form of statement made by him and not subsequently
withdrawn,


of which R is aware.


(3) The interests of the person must be assumed to outweigh those of science and
society.


(4) If he indicates (in any way) that he wishes to be withdrawn from the project he
must be withdrawn without delay.


(5) P must be withdrawn from the project, without delay, if at any time the person
conducting the research has reasonable grounds for believing that one or more
of the requirements set out in section 31(2) to (7) is no longer met in relation to
research being carried out on, or in relation to, P.


(6) But neither subsection (4) nor subsection (5) requires treatment that P has been
receiving as part of the project to be discontinued if R has reasonable grounds
for believing that there would be a significant risk to P’s health if it were
discontinued.


34 Loss of capacity during research project


(1) This section applies where a person (“P”)—


(a) has consented to take part in a research project begun before the
commencement of section 30, but


(b) before the conclusion of the project, loses capacity to consent to
continue to take part in it.


(2) The appropriate authority may by regulations provide that, despite P’s loss of
capacity, research of a prescribed kind may be carried out on, or in relation to,
P if—


(a) the project satisfies prescribed requirements, 


(b) any information or material relating to P which is used in the research
is of a prescribed description and was obtained before P’s loss of
capacity, and


(c) the person conducting the project takes in relation to P such steps as
may be prescribed for the purpose of protecting him.


(3) The regulations may, in particular,—


(a) make provision about when, for the purposes of the regulations, a
project is to be treated as having begun;


(b) include provision similar to any made by section 31, 32 or 33.
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Independent mental capacity advocate service


35 Appointment of independent mental capacity advocates


(1) The appropriate authority must make such arrangements as it considers
reasonable to enable persons (“independent mental capacity advocates”) to be
available to represent and support persons to whom acts or decisions proposed
under sections 37, 38 and 39 relate.


(2) The appropriate authority may make regulations as to the appointment of
independent mental capacity advocates.


(3) The regulations may, in particular, provide—


(a) that a person may act as an independent mental capacity advocate only
in such circumstances, or only subject to such conditions, as may be
prescribed;


(b) for the appointment of a person as an independent mental capacity
advocate to be subject to approval in accordance with the regulations.


(4) In making arrangements under subsection (1), the appropriate authority must
have regard to the principle that a person to whom a proposed act or decision
relates should, so far as practicable, be represented and supported by a person
who is independent of any person who will be responsible for the act or
decision.


(5) The arrangements may include provision for payments to be made to, or in
relation to, persons carrying out functions in accordance with the
arrangements.


(6) For the purpose of enabling him to carry out his functions, an independent
mental capacity advocate—


(a) may interview in private the person whom he has been instructed to
represent, and


(b) may, at all reasonable times, examine and take copies of—


(i) any health record,


(ii) any record of, or held by, a local authority and compiled in
connection with a social services function, and


(iii) any record held by a person registered under Part 2 of the Care
Standards Act 2000 (c. 14),


which the person holding the record considers may be relevant to the
independent mental capacity advocate’s investigation.


(7) In this section, section 36 and section 37, “the appropriate authority” means—


(a) in relation to the provision of the services of independent mental
capacity advocates in England, the Secretary of State, and


(b) in relation to the provision of the services of independent mental
capacity advocates in Wales, the National Assembly for Wales.


36 Functions of independent mental capacity advocates


(1) The appropriate authority may make regulations as to the functions of
independent mental capacity advocates.


(2) The regulations may, in particular, make provision requiring an advocate to
take such steps as may be prescribed for the purpose of—
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(a) providing support to the person whom he has been instructed to
represent (“P”) so that P may participate as fully as possible in any
relevant decision;


(b) obtaining and evaluating relevant information;


(c) ascertaining what P’s wishes and feelings would be likely to be, and the
beliefs and values that would be likely to influence P, if he had capacity;


(d) ascertaining what alternative courses of action are available in relation
to P;


(e) obtaining a further medical opinion where treatment is proposed and
the advocate thinks that one should be obtained.


(3) The regulations may also make provision as to circumstances in which the
advocate may challenge, or provide assistance for the purpose of challenging,
any relevant decision.


37 Provision of serious medical treatment by NHS body


(1) This section applies if an NHS body—


(a) is proposing to provide, or secure the provision of, serious medical
treatment for a person (“P”) who lacks capacity to consent to the
treatment, and


(b) is satisfied that there is no person, other than one engaged in providing
care or treatment for P in a professional capacity or for remuneration,
whom it would be appropriate to consult in determining what would
be in P’s best interests.


(2) But this section does not apply if P’s treatment is regulated by Part 4 of the
Mental Health Act.


(3) Before the treatment is provided, the NHS body must instruct an independent
mental capacity advocate to represent P.


(4) If the treatment needs to be provided as a matter of urgency, it may be
provided even though the NHS body has not been able to comply with
subsection (3).


(5) The NHS body must, in providing or securing the provision of treatment for P,
take into account any information given, or submissions made, by the
independent mental capacity advocate.


(6) “Serious medical treatment” means treatment which involves providing,
withholding or withdrawing treatment of a kind prescribed by regulations
made by the appropriate authority.


(7) “NHS body” has such meaning as may be prescribed by regulations made for
the purposes of this section by—


(a) the Secretary of State, in relation to bodies in England, or


(b) the National Assembly for Wales, in relation to bodies in Wales.


38 Provision of accommodation by NHS body


(1) This section applies if an NHS body proposes to make arrangements—


(a) for the provision of accommodation in a hospital or care home for a
person (“P”) who lacks capacity to agree to the arrangements, or


(b) for a change in P’s accommodation to another hospital or care home,
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and is satisfied that there is no person, other than one engaged in providing
care or treatment for P in a professional capacity or for remuneration, whom it
would be appropriate for it to consult in determining what would be in P’s best
interests.


(2) But this section does not apply if P is accommodated as a result of an obligation
imposed on him under the Mental Health Act.


(3) Before making the arrangements, the NHS body must instruct an independent
mental capacity advocate to represent P unless it is satisfied that—


(a) the accommodation is likely to be provided for a continuous period
which is less than the applicable period, or


(b) the arrangements need to be made as a matter of urgency.


(4) If the NHS body—


(a) did not instruct an independent mental capacity advocate to represent
P before making the arrangements because it was satisfied that
subsection (3)(a) or (b) applied, but


(b) subsequently has reason to believe that the accommodation is likely to
be provided for a continuous period—


(i) beginning with the day on which accommodation was first
provided in accordance with the arrangements, and 


(ii) ending on or after the expiry of the applicable period,


it must instruct an independent mental capacity advocate to represent P.


(5) The NHS body must, in deciding what arrangements to make for P, take into
account any information given, or submissions made, by the independent
mental capacity advocate.


(6) “Care home” has the meaning given in section 3 of the Care Standards Act 2000
(c. 14).


(7) “Hospital” means—


(a) a health service hospital as defined by section 128 of the National
Health Service Act 1977 (c. 49), or


(b) an independent hospital as defined by section 2 of the Care Standards
Act 2000.


(8) “NHS body” has such meaning as may be prescribed by regulations made for
the purposes of this section by—


(a) the Secretary of State, in relation to bodies in England, or


(b) the National Assembly for Wales, in relation to bodies in Wales.


(9) “Applicable period” means—


(a) in relation to accommodation in a hospital, 28 days, and


(b) in relation to accommodation in a care home, 8 weeks.


39 Provision of accommodation by local authority


(1) This section applies if a local authority propose to make arrangements—


(a) for the provision of residential accommodation for a person (“P”) who
lacks capacity to agree to the arrangements, or


(b) for a change in P’s residential accommodation,


and are satisfied that there is no person, other than one engaged in providing
care or treatment for P in a professional capacity or for remuneration, whom it
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would be appropriate for them to consult in determining what would be in P’s
best interests.


(2) But this section applies only if the accommodation is to be provided in
accordance with— 


(a) section 21 or 29 of the National Assistance Act 1948 (c. 29), or


(b) section 117 of the Mental Health Act,


as the result of a decision taken by the local authority under section 47 of the
National Health Service and Community Care Act 1990 (c. 19).


(3) This section does not apply if P is accommodated as a result of an obligation
imposed on him under the Mental Health Act.


(4) Before making the arrangements, the local authority must instruct an
independent mental capacity advocate to represent P unless they are satisfied
that—


(a) the accommodation is likely to be provided for a continuous period of
less than 8 weeks, or


(b) the arrangements need to be made as a matter of urgency.


(5) If the local authority—


(a) did not instruct an independent mental capacity advocate to represent
P before making the arrangements because they were satisfied that
subsection (4)(a) or (b) applied, but


(b) subsequently have reason to believe that the accommodation is likely
to be provided for a continuous period that will end 8 weeks or more
after the day on which accommodation was first provided in
accordance with the arrangements,


they must instruct an independent mental capacity advocate to represent P.


(6) The local authority must, in deciding what arrangements to make for P, take
into account any information given, or submissions made, by the independent
mental capacity advocate.


40 Exceptions


Sections 37(3), 38(3) and (4) and 39(4) and (5) do not apply if there is—


(a) a person nominated by P (in whatever manner) as a person to be
consulted in matters affecting his interests,


(b) a donee of a lasting power of attorney created by P,


(c) a deputy appointed by the court for P, or


(d) a donee of an enduring power of attorney (within the meaning of
Schedule 4) created by P.


41 Power to adjust role of independent mental capacity advocate


(1) The appropriate authority may make regulations—


(a) expanding the role of independent mental capacity advocates in
relation to persons who lack capacity, and


(b) adjusting the obligation to make arrangements imposed by section 35.


(2) The regulations may, in particular—


(a) prescribe circumstances (different to those set out in sections 37, 38 and
39) in which an independent mental capacity advocate must, or
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circumstances in which one may, be instructed by a person of a
prescribed description to represent a person who lacks capacity, and


(b) include provision similar to any made by section 37, 38, 39 or 40.


(3) “Appropriate authority” has the same meaning as in section 35.


Miscellaneous and supplementary


42 Codes of practice


(1) The Lord Chancellor must prepare and issue one or more codes of practice—


(a) for the guidance of persons assessing whether a person has capacity in
relation to any matter,


(b) for the guidance of persons acting in connection with the care or
treatment of another person (see section 5),


(c) for the guidance of donees of lasting powers of attorney,


(d) for the guidance of deputies appointed by the court, 


(e) for the guidance of persons carrying out research in reliance on any
provision made by or under this Act (and otherwise with respect to
sections 30 to 34),


(f) for the guidance of independent mental capacity advocates,


(g) with respect to the provisions of sections 24 to 26 (advance decisions
and apparent advance decisions), and


(h) with respect to such other matters concerned with this Act as he thinks
fit.


(2) The Lord Chancellor may from time to time revise a code.


(3) The Lord Chancellor may delegate the preparation or revision of the whole or
any part of a code so far as he considers expedient.


(4) It is the duty of a person to have regard to any relevant code if he is acting in
relation to a person who lacks capacity and is doing so in one or more of the
following ways—


(a) as the donee of a lasting power of attorney,


(b) as a deputy appointed by the court,


(c) as a person carrying out research in reliance on any provision made by
or under this Act (see sections 30 to 34),


(d) as an independent mental capacity advocate,


(e) in a professional capacity,


(f) for remuneration.


(5) If it appears to a court or tribunal conducting any criminal or civil proceedings
that—


(a) a provision of a code, or


(b) a failure to comply with a code,


is relevant to a question arising in the proceedings, the provision or failure
must be taken into account in deciding the question.


(6) A code under subsection (1)(d) may contain separate guidance for deputies
appointed by virtue of paragraph 1(2) of Schedule 5 (functions of deputy
conferred on receiver appointed under the Mental Health Act).
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(7) In this section and in section 43, “code” means a code prepared or revised
under this section.


43 Codes of practice: procedure


(1) Before preparing or revising a code, the Lord Chancellor must consult—


(a) the National Assembly for Wales, and


(b) such other persons as he considers appropriate.


(2) The Lord Chancellor may not issue a code unless—


(a) a draft of the code has been laid by him before both Houses of
Parliament, and


(b) the 40 day period has elapsed without either House resolving not to
approve the draft.


(3) The Lord Chancellor must arrange for any code that he has issued to be
published in such a way as he considers appropriate for bringing it to the
attention of persons likely to be concerned with its provisions.


(4) “40 day period”, in relation to the draft of a proposed code, means—


(a) if the draft is laid before one House on a day later than the day on which
it is laid before the other House, the period of 40 days beginning with
the later of the two days;


(b) in any other case, the period of 40 days beginning with the day on
which it is laid before each House.


(5) In calculating the period of 40 days, no account is to be taken of any period
during which Parliament is dissolved or prorogued or during which both
Houses are adjourned for more than 4 days.


44 Ill-treatment or neglect


(1) Subsection (2) applies if a person (“D”)—


(a) has the care of a person (“P”) who lacks, or whom D reasonably believes
to lack, capacity,


(b) is the donee of a lasting power of attorney, or an enduring power of
attorney (within the meaning of Schedule 4), created by P, or


(c) is a deputy appointed by the court for P.


(2) D is guilty of an offence if he ill-treats or wilfully neglects P.


(3) A person guilty of an offence under this section is liable—


(a) on summary conviction, to imprisonment for a term not exceeding 12
months or a fine not exceeding the statutory maximum or both;


(b) on conviction on indictment, to imprisonment for a term not exceeding
5 years or a fine or both.
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PART 2


THE COURT OF PROTECTION AND THE PUBLIC GUARDIAN


The Court of Protection


45 The Court of Protection


(1) There is to be a superior court of record known as the Court of Protection.


(2) The court is to have an official seal.


(3) The court may sit at any place in England and Wales, on any day and at any
time.


(4) The court is to have a central office and registry at a place appointed by the
Lord Chancellor.


(5) The Lord Chancellor may designate as additional registries of the court any
district registry of the High Court and any county court office.


(6) The office of the Supreme Court called the Court of Protection ceases to exist.


46 The judges of the Court of Protection


(1) Subject to Court of Protection Rules under section 51(2)(d), the jurisdiction of
the court is exercisable by a judge nominated for that purpose by—


(a) the Lord Chancellor, or 


(b) a person acting on the Lord Chancellor’s behalf.


(2) To be nominated, a judge must be—


(a) the President of the Family Division,


(b) the Vice-Chancellor,


(c) a puisne judge of the High Court,


(d) a circuit judge, or


(e) a district judge.


(3) The Lord Chancellor must—


(a) appoint one of the judges nominated by virtue of subsection (2)(a) to (c)
to be President of the Court of Protection, and


(b) appoint another of those judges to be Vice-President of the Court of
Protection.


(4) The Lord Chancellor must appoint one of the judges nominated by virtue of
subsection (2)(d) or (e) to be Senior Judge of the Court of Protection, having
such administrative functions in relation to the court as the Lord Chancellor
may direct.


Supplementary powers


47 General powers and effect of orders etc.


(1) The court has in connection with its jurisdiction the same powers, rights,
privileges and authority as the High Court.
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(2) Section 204 of the Law of Property Act 1925 (c. 20) (orders of High Court
conclusive in favour of purchasers) applies in relation to orders and directions
of the court as it applies to orders of the High Court.


(3) Office copies of orders made, directions given or other instruments issued by
the court and sealed with its official seal are admissible in all legal proceedings
as evidence of the originals without any further proof.


48 Interim orders and directions


The court may, pending the determination of an application to it in relation to
a person (“P”), make an order or give directions in respect of any matter if—


(a) there is reason to believe that P lacks capacity in relation to the matter,


(b) the matter is one to which its powers under this Act extend, and


(c) it is in P’s best interests to make the order, or give the directions,
without delay.


49 Power to call for reports


(1) This section applies where, in proceedings brought in respect of a person (“P”)
under Part 1, the court is considering a question relating to P.


(2) The court may require a report to be made to it by the Public Guardian or by a
Court of Protection Visitor.


(3) The court may require a local authority, or an NHS body, to arrange for a
report to be made—


(a) by one of its officers or employees, or


(b) by such other person (other than the Public Guardian or a Court of
Protection Visitor) as the authority, or the NHS body, considers
appropriate.


(4) The report must deal with such matters relating to P as the court may direct.


(5) Court of Protection Rules may specify matters which, unless the court directs
otherwise, must also be dealt with in the report.


(6) The report may be made in writing or orally, as the court may direct.


(7) In complying with a requirement, the Public Guardian or a Court of Protection
Visitor may, at all reasonable times, examine and take copies of—


(a) any health record,


(b) any record of, or held by, a local authority and compiled in connection
with a social services function, and


(c) any record held by a person registered under Part 2 of the Care
Standards Act 2000 (c. 14),


so far as the record relates to P.


(8) If the Public Guardian or a Court of Protection Visitor is making a visit in the
course of complying with a requirement, he may interview P in private.


(9) If a Court of Protection Visitor who is a Special Visitor is making a visit in the
course of complying with a requirement, he may if the court so directs carry
out in private a medical, psychiatric or psychological examination of P’s
capacity and condition.







Mental Capacity Act 2005 (c. 9)
Part 2 — The Court of Protection and the Public Guardian


29


(10) “NHS body” has the meaning given in section 148 of the Health and Social Care
(Community Health and Standards) Act 2003 (c. 43).


(11) “Requirement” means a requirement imposed under subsection (2) or (3).


Practice and procedure


50 Applications to the Court of Protection


(1) No permission is required for an application to the court for the exercise of any
of its powers under this Act—


(a) by a person who lacks, or is alleged to lack, capacity,


(b) if such a person has not reached 18, by anyone with parental
responsibility for him,


(c) by the donor or a donee of a lasting power of attorney to which the
application relates,


(d) by a deputy appointed by the court for a person to whom the
application relates, or


(e) by a person named in an existing order of the court, if the application
relates to the order.


(2) But, subject to Court of Protection Rules and to paragraph 20(2) of Schedule 3
(declarations relating to private international law), permission is required for
any other application to the court.


(3) In deciding whether to grant permission the court must, in particular, have
regard to—


(a) the applicant’s connection with the person to whom the application
relates,


(b) the reasons for the application,


(c) the benefit to the person to whom the application relates of a proposed
order or directions, and


(d) whether the benefit can be achieved in any other way.


(4) “Parental responsibility” has the same meaning as in the Children Act 1989
(c. 41).


51 Court of Protection Rules


(1) The Lord Chancellor may make rules of court (to be called “Court of Protection
Rules”) with respect to the practice and procedure of the court.


(2) Court of Protection Rules may, in particular, make provision—


(a) as to the manner and form in which proceedings are to be commenced;


(b) as to the persons entitled to be notified of, and be made parties to, the
proceedings;


(c) for the allocation, in such circumstances as may be specified, of any
specified description of proceedings to a specified judge or to specified
descriptions of judges;


(d) for the exercise of the jurisdiction of the court, in such circumstances as
may be specified, by its officers or other staff;


(e) for enabling the court to appoint a suitable person (who may, with his
consent, be the Official Solicitor) to act in the name of, or on behalf of,
or to represent the person to whom the proceedings relate;







Mental Capacity Act 2005 (c. 9)
Part 2 — The Court of Protection and the Public Guardian


30


(f) for enabling an application to the court to be disposed of without a
hearing;


(g) for enabling the court to proceed with, or with any part of, a hearing in
the absence of the person to whom the proceedings relate;


(h) for enabling or requiring the proceedings or any part of them to be
conducted in private and for enabling the court to determine who is to
be admitted when the court sits in private and to exclude specified
persons when it sits in public;


(i) as to what may be received as evidence (whether or not admissible
apart from the rules) and the manner in which it is to be presented;


(j) for the enforcement of orders made and directions given in the
proceedings.


(3) Court of Protection Rules may, instead of providing for any matter, refer to
provision made or to be made about that matter by directions.


(4) Court of Protection Rules may make different provision for different areas.


52 Practice directions 


(1) The President of the Court of Protection may, with the concurrence of the Lord
Chancellor, give directions as to the practice and procedure of the court.


(2) Directions as to the practice and procedure of the court may not be given by
anyone other than the President of the Court of Protection without the
approval of the President of the Court of Protection and the Lord Chancellor.


(3) Nothing in this section prevents the President of the Court of Protection,
without the concurrence of the Lord Chancellor, giving directions which
contain guidance as to law or making judicial decisions.


53 Rights of appeal


(1) Subject to the provisions of this section, an appeal lies to the Court of Appeal
from any decision of the court.


(2) Court of Protection Rules may provide that where a decision of the court is
made by—


(a) a person exercising the jurisdiction of the court by virtue of rules made
under section 51(2)(d),


(b) a district judge, or


(c) a circuit judge,


an appeal from that decision lies to a prescribed higher judge of the court and
not to the Court of Appeal.


(3) For the purposes of this section the higher judges of the court are—


(a) in relation to a person mentioned in subsection (2)(a), a circuit judge or
a district judge;


(b) in relation to a person mentioned in subsection (2)(b), a circuit judge;


(c) in relation to any person mentioned in subsection (2), one of the judges
nominated by virtue of section 46(2)(a) to (c).


(4) Court of Protection Rules may make provision—


(a) that, in such cases as may be specified, an appeal from a decision of the
court may not be made without permission;
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(b) as to the person or persons entitled to grant permission to appeal;


(c) as to any requirements to be satisfied before permission is granted;


(d) that where a higher judge of the court makes a decision on an appeal,
no appeal may be made to the Court of Appeal from that decision
unless the Court of Appeal considers that—


(i) the appeal would raise an important point of principle or
practice, or


(ii) there is some other compelling reason for the Court of Appeal
to hear it;


(e) as to any considerations to be taken into account in relation to granting
or refusing permission to appeal.


Fees and costs


54 Fees


(1) The Lord Chancellor may with the consent of the Treasury by order prescribe
fees payable in respect of anything dealt with by the court.


(2) An order under this section may in particular contain provision as to—


(a) scales or rates of fees;


(b) exemptions from and reductions in fees;


(c) remission of fees in whole or in part.


(3) Before making an order under this section, the Lord Chancellor must consult—


(a) the President of the Court of Protection,


(b) the Vice-President of the Court of Protection, and


(c) the Senior Judge of the Court of Protection.


(4) The Lord Chancellor must take such steps as are reasonably practicable to
bring information about fees to the attention of persons likely to have to pay
them.


(5) Fees payable under this section are recoverable summarily as a civil debt.


55 Costs


(1) Subject to Court of Protection Rules, the costs of and incidental to all
proceedings in the court are in its discretion.


(2) The rules may in particular make provision for regulating matters relating to
the costs of those proceedings, including prescribing scales of costs to be paid
to legal or other representatives.


(3) The court has full power to determine by whom and to what extent the costs
are to be paid.


(4) The court may, in any proceedings—


(a) disallow, or


(b) order the legal or other representatives concerned to meet,


the whole of any wasted costs or such part of them as may be determined in
accordance with the rules.
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(5) “Legal or other representative”, in relation to a party to proceedings, means
any person exercising a right of audience or right to conduct litigation on his
behalf.


(6) “Wasted costs” means any costs incurred by a party—


(a) as a result of any improper, unreasonable or negligent act or omission
on the part of any legal or other representative or any employee of such
a representative, or


(b) which, in the light of any such act or omission occurring after they were
incurred, the court considers it is unreasonable to expect that party to
pay.


56 Fees and costs: supplementary


(1) Court of Protection Rules may make provision—


(a) as to the way in which, and funds from which, fees and costs are to be
paid;


(b) for charging fees and costs upon the estate of the person to whom the
proceedings relate;


(c) for the payment of fees and costs within a specified time of the death of
the person to whom the proceedings relate or the conclusion of the
proceedings.


(2) A charge on the estate of a person created by virtue of subsection (1)(b) does
not cause any interest of the person in any property to fail or determine or to
be prevented from recommencing.


The Public Guardian


57 The Public Guardian


(1) For the purposes of this Act, there is to be an officer, to be known as the Public
Guardian.


(2) The Public Guardian is to be appointed by the Lord Chancellor.


(3) There is to be paid to the Public Guardian out of money provided by
Parliament such salary as the Lord Chancellor may determine.


(4) The Lord Chancellor may, after consulting the Public Guardian—


(a) provide him with such officers and staff, or


(b) enter into such contracts with other persons for the provision (by them
or their sub-contractors) of officers, staff or services,


as the Lord Chancellor thinks necessary for the proper discharge of the Public
Guardian’s functions.


(5) Any functions of the Public Guardian may, to the extent authorised by him, be
performed by any of his officers.


58 Functions of the Public Guardian


(1) The Public Guardian has the following functions—


(a) establishing and maintaining a register of lasting powers of attorney,


(b) establishing and maintaining a register of orders appointing deputies,







Mental Capacity Act 2005 (c. 9)
Part 2 — The Court of Protection and the Public Guardian


33


(c) supervising deputies appointed by the court,


(d) directing a Court of Protection Visitor to visit—


(i) a donee of a lasting power of attorney,


(ii) a deputy appointed by the court, or


(iii) the person granting the power of attorney or for whom the
deputy is appointed (“P”),


and to make a report to the Public Guardian on such matters as he may
direct,


(e) receiving security which the court requires a person to give for the
discharge of his functions,


(f) receiving reports from donees of lasting powers of attorney and
deputies appointed by the court,


(g) reporting to the court on such matters relating to proceedings under
this Act as the court requires,


(h) dealing with representations (including complaints) about the way in
which a donee of a lasting power of attorney or a deputy appointed by
the court is exercising his powers,


(i) publishing, in any manner the Public Guardian thinks appropriate, any
information he thinks appropriate about the discharge of his functions.


(2) The functions conferred by subsection (1)(c) and (h) may be discharged in co-
operation with any other person who has functions in relation to the care or
treatment of P.


(3) The Lord Chancellor may by regulations make provision—


(a) conferring on the Public Guardian other functions in connection with
this Act;


(b) in connection with the discharge by the Public Guardian of his
functions.


(4) Regulations made under subsection (3)(b) may in particular make provision as
to—


(a) the giving of security by deputies appointed by the court and the
enforcement and discharge of security so given;


(b) the fees which may be charged by the Public Guardian;


(c) the way in which, and funds from which, such fees are to be paid;


(d) exemptions from and reductions in such fees;


(e) remission of such fees in whole or in part;


(f) the making of reports to the Public Guardian by deputies appointed by
the court and others who are directed by the court to carry out any
transaction for a person who lacks capacity.


(5) For the purpose of enabling him to carry out his functions, the Public Guardian
may, at all reasonable times, examine and take copies of—


(a) any health record,


(b) any record of, or held by, a local authority and compiled in connection
with a social services function, and


(c) any record held by a person registered under Part 2 of the Care
Standards Act 2000 (c. 14),


so far as the record relates to P.


(6) The Public Guardian may also for that purpose interview P in private.
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59 Public Guardian Board


(1) There is to be a body, to be known as the Public Guardian Board.


(2) The Board’s duty is to scrutinise and review the way in which the Public
Guardian discharges his functions and to make such recommendations to the
Lord Chancellor about that matter as it thinks appropriate.


(3) The Lord Chancellor must, in discharging his functions under sections 57 and
58, give due consideration to recommendations made by the Board.


(4) The members of the Board are to be appointed by the Lord Chancellor.


(5) The Board must have—


(a) at least one member who is a judge of the court, and


(b) at least four members who are persons appearing to the Lord
Chancellor to have appropriate knowledge or experience of the work of
the Public Guardian.


(6) The Lord Chancellor may by regulations make provision as to—


(a) the appointment of members of the Board (and, in particular, the
procedures to be followed in connection with appointments);


(b) the selection of one of the members to be the chairman;


(c) the term of office of the chairman and members;


(d) their resignation, suspension or removal;


(e) the procedure of the Board (including quorum);


(f) the validation of proceedings in the event of a vacancy among the
members or a defect in the appointment of a member.


(7) Subject to any provision made in reliance on subsection (6)(c) or (d), a person
is to hold and vacate office as a member of the Board in accordance with the
terms of the instrument appointing him.


(8) The Lord Chancellor may make such payments to or in respect of members of
the Board by way of reimbursement of expenses, allowances and remuneration
as he may determine.


(9) The Board must make an annual report to the Lord Chancellor about the
discharge of its functions.


60 Annual report


(1) The Public Guardian must make an annual report to the Lord Chancellor about
the discharge of his functions.


(2) The Lord Chancellor must, within one month of receiving the report, lay a copy
of it before Parliament.


Court of Protection Visitors


61 Court of Protection Visitors


(1) A Court of Protection Visitor is a person who is appointed by the Lord
Chancellor to—


(a) a panel of Special Visitors, or


(b) a panel of General Visitors.







Mental Capacity Act 2005 (c. 9)
Part 2 — The Court of Protection and the Public Guardian


35


(2) A person is not qualified to be a Special Visitor unless he—


(a) is a registered medical practitioner or appears to the Lord Chancellor to
have other suitable qualifications or training, and


(b) appears to the Lord Chancellor to have special knowledge of and
experience in cases of impairment of or disturbance in the functioning
of the mind or brain.


(3) A General Visitor need not have a medical qualification.


(4) A Court of Protection Visitor—


(a) may be appointed for such term and subject to such conditions, and


(b) may be paid such remuneration and allowances,


as the Lord Chancellor may determine.


(5) For the purpose of carrying out his functions under this Act in relation to a
person who lacks capacity (“P”), a Court of Protection Visitor may, at all
reasonable times, examine and take copies of—


(a) any health record,


(b) any record of, or held by, a local authority and compiled in connection
with a social services function, and


(c) any record held by a person registered under Part 2 of the Care
Standards Act 2000 (c. 14),


so far as the record relates to P.


(6) A Court of Protection Visitor may also for that purpose interview P in private.


PART 3


MISCELLANEOUS AND GENERAL


Declaratory provision


62 Scope of the Act


For the avoidance of doubt, it is hereby declared that nothing in this Act is to
be taken to affect the law relating to murder or manslaughter or the operation
of section 2 of the Suicide Act 1961 (c. 60) (assisting suicide).


Private international law


63 International protection of adults


Schedule 3—


(a) gives effect in England and Wales to the Convention on the
International Protection of Adults signed at the Hague on 13th January
2000 (Cm. 5881) (in so far as this Act does not otherwise do so), and


(b) makes related provision as to the private international law of England
and Wales.
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General


64 Interpretation


(1) In this Act—


“the 1985 Act” means the Enduring Powers of Attorney Act 1985 (c. 29),


“advance decision” has the meaning given in section 24(1),


“the court” means the Court of Protection established by section 45,


“Court of Protection Rules” has the meaning given in section 51(1),


“Court of Protection Visitor” has the meaning given in section 61,


“deputy” has the meaning given in section 16(2)(b),


“enactment” includes a provision of subordinate legislation (within the
meaning of the Interpretation Act 1978 (c. 30)),


“health record” has the meaning given in section 68 of the Data Protection
Act 1998 (c. 29) (as read with section 69 of that Act),


“the Human Rights Convention” has the same meaning as “the
Convention” in the Human Rights Act 1998 (c. 42),


“independent mental capacity advocate” has the meaning given in section
35(1),


“lasting power of attorney” has the meaning given in section 9,


“life-sustaining treatment” has the meaning given in section 4(10),


“local authority” means—


(a) the council of a county in England in which there are no district
councils,


(b) the council of a district in England,


(c) the council of a county or county borough in Wales,


(d) the council of a London borough,


(e) the Common Council of the City of London, or


(f) the Council of the Isles of Scilly,


“Mental Health Act” means the Mental Health Act 1983 (c. 20),


“prescribed”, in relation to regulations made under this Act, means
prescribed by those regulations,


“property” includes any thing in action and any interest in real or
personal property,


“public authority” has the same meaning as in the Human Rights Act
1998,


“Public Guardian” has the meaning given in section 57,


“purchaser” and “purchase” have the meaning given in section 205(1) of
the Law of Property Act 1925 (c. 20),


“social services function” has the meaning given in section 1A of the Local
Authority Social Services Act 1970 (c. 42),


“treatment” includes a diagnostic or other procedure,


“trust corporation” has the meaning given in section 68(1) of the Trustee
Act 1925 (c. 19), and


“will” includes codicil.


(2) In this Act, references to making decisions, in relation to a donee of a lasting
power of attorney or a deputy appointed by the court, include, where
appropriate, acting on decisions made.







Mental Capacity Act 2005 (c. 9)
Part 3 — Miscellaneous and general


37


(3) In this Act, references to the bankruptcy of an individual include a case where
a bankruptcy restrictions order under the Insolvency Act 1986 (c. 45) has effect
in respect of him.


(4) “Bankruptcy restrictions order” includes an interim bankruptcy restrictions
order.


65 Rules, regulations and orders


(1) Any power to make rules, regulations or orders under this Act—


(a) is exercisable by statutory instrument;


(b) includes power to make supplementary, incidental, consequential,
transitional or saving provision;


(c) includes power to make different provision for different cases.


(2) Any statutory instrument containing rules, regulations or orders made by the
Lord Chancellor or the Secretary of State under this Act, other than—


(a) regulations under section 34 (loss of capacity during research project),


(b) regulations under section 41 (adjusting role of independent mental
capacity advocacy service),


(c) regulations under paragraph 32(1)(b) of Schedule 3 (private
international law relating to the protection of adults),


(d) an order of the kind mentioned in section 67(6) (consequential
amendments of primary legislation), or


(e) an order under section 68 (commencement),


is subject to annulment in pursuance of a resolution of either House of
Parliament.


(3) A statutory instrument containing an Order in Council under paragraph 31 of
Schedule 3 (provision to give further effect to Hague Convention) is subject to
annulment in pursuance of a resolution of either House of Parliament.


(4) A statutory instrument containing regulations made by the Secretary of State
under section 34 or 41 or by the Lord Chancellor under paragraph 32(1)(b) of
Schedule 3 may not be made unless a draft has been laid before and approved
by resolution of each House of Parliament.


66 Existing receivers and enduring powers of attorney etc.


(1) The following provisions cease to have effect—


(a) Part 7 of the Mental Health Act,


(b) the Enduring Powers of Attorney Act 1985 (c. 29).


(2) No enduring power of attorney within the meaning of the 1985 Act is to be
created after the commencement of subsection (1)(b).


(3) Schedule 4 has effect in place of the 1985 Act in relation to any enduring power
of attorney created before the commencement of subsection (1)(b).


(4) Schedule 5 contains transitional provisions and savings in relation to Part 7 of
the Mental Health Act and the 1985 Act.


67 Minor and consequential amendments and repeals


(1) Schedule 6 contains minor and consequential amendments.
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(2) Schedule 7 contains repeals.


(3) The Lord Chancellor may by order make supplementary, incidental,
consequential, transitional or saving provision for the purposes of, in
consequence of, or for giving full effect to a provision of this Act.


(4) An order under subsection (3) may, in particular—


(a) provide for a provision of this Act which comes into force before
another provision of this Act has come into force to have effect, until the
other provision has come into force, with specified modifications;


(b) amend, repeal or revoke an enactment, other than one contained in an
Act or Measure passed in a Session after the one in which this Act is
passed.


(5) The amendments that may be made under subsection (4)(b) are in addition to
those made by or under any other provision of this Act.


(6) An order under subsection (3) which amends or repeals a provision of an Act
or Measure may not be made unless a draft has been laid before and approved
by resolution of each House of Parliament.


68 Commencement and extent


(1) This Act, other than sections 30 to 41, comes into force in accordance with
provision made by order by the Lord Chancellor.


(2) Sections 30 to 41 come into force in accordance with provision made by order
by—


(a) the Secretary of State, in relation to England, and


(b) the National Assembly for Wales, in relation to Wales.


(3) An order under this section may appoint different days for different provisions
and different purposes.


(4) Subject to subsections (5) and (6), this Act extends to England and Wales only.


(5) The following provisions extend to the United Kingdom—


(a) paragraph 16(1) of Schedule 1 (evidence of instruments and of
registration of lasting powers of attorney),


(b) paragraph 15(3) of Schedule 4 (evidence of instruments and of
registration of enduring powers of attorney).


(6) Subject to any provision made in Schedule 6, the amendments and repeals
made by Schedules 6 and 7 have the same extent as the enactments to which
they relate.


69 Short title


This Act may be cited as the Mental Capacity Act 2005.
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S C H E D U L E S


SCHEDULE 1 Section 9


LASTING POWERS OF ATTORNEY: FORMALITIES


PART 1


MAKING INSTRUMENTS


General requirements as to making instruments


1 (1) An instrument is not made in accordance with this Schedule unless—


(a) it is in the prescribed form,


(b) it complies with paragraph 2, and


(c) any prescribed requirements in connection with its execution are
satisfied.


(2) Regulations may make different provision according to whether—


(a) the instrument relates to personal welfare or to property and affairs
(or to both);


(b) only one or more than one donee is to be appointed (and if more than
one, whether jointly or jointly and severally).


(3) In this Schedule—


(a) “prescribed” means prescribed by regulations, and


(b) “regulations” means regulations made for the purposes of this
Schedule by the Lord Chancellor.


Requirements as to content of instruments


2 (1) The instrument must include—


(a) the prescribed information about the purpose of the instrument and
the effect of a lasting power of attorney,


(b) a statement by the donor to the effect that he—


(i) has read the prescribed information or a prescribed part of it
(or has had it read to him), and


(ii) intends the authority conferred under the instrument to
include authority to make decisions on his behalf in
circumstances where he no longer has capacity,


(c) a statement by the donor—


(i) naming a person or persons whom the donor wishes to be
notified of any application for the registration of the
instrument, or


(ii) stating that there are no persons whom he wishes to be
notified of any such application,
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(d) a statement by the donee (or, if more than one, each of them) to the
effect that he—


(i) has read the prescribed information or a prescribed part of it
(or has had it read to him), and


(ii) understands the duties imposed on a donee of a lasting
power of attorney under sections 1 (the principles) and 4
(best interests), and


(e) a certificate by a person of a prescribed description that, in his
opinion, at the time when the donor executes the instrument—


(i) the donor understands the purpose of the instrument and the
scope of the authority conferred under it,


(ii) no fraud or undue pressure is being used to induce the donor
to create a lasting power of attorney, and


(iii) there is nothing else which would prevent a lasting power of
attorney from being created by the instrument.


(2) Regulations may—


(a) prescribe a maximum number of named persons;


(b) provide that, where the instrument includes a statement under sub-
paragraph (1)(c)(ii), two persons of a prescribed description must
each give a certificate under sub-paragraph (1)(e).


(3) The persons who may be named persons do not include a person who is
appointed as donee under the instrument.


(4) In this Schedule, “named person” means a person named under sub-
paragraph (1)(c).


(5) A certificate under sub-paragraph (1)(e)—


(a) must be made in the prescribed form, and


(b) must include any prescribed information.


(6) The certificate may not be given by a person appointed as donee under the
instrument.


Failure to comply with prescribed form


3 (1) If an instrument differs in an immaterial respect in form or mode of
expression from the prescribed form, it is to be treated by the Public
Guardian as sufficient in point of form and expression.


(2) The court may declare that an instrument which is not in the prescribed form
is to be treated as if it were, if it is satisfied that the persons executing the
instrument intended it to create a lasting power of attorney.


PART 2


REGISTRATION


Applications and procedure for registration


4 (1) An application to the Public Guardian for the registration of an instrument
intended to create a lasting power of attorney—


(a) must be made in the prescribed form, and


(b) must include any prescribed information.
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(2) The application may be made—


(a) by the donor,


(b) by the donee or donees, or


(c) if the instrument appoints two or more donees to act jointly and
severally in respect of any matter, by any of the donees.


(3) The application must be accompanied by—


(a) the instrument, and


(b) any fee provided for under section 58(4)(b).


(4) A person who, in an application for registration, makes a statement which
he knows to be false in a material particular is guilty of an offence and is
liable—


(a) on summary conviction, to imprisonment for a term not exceeding 12
months or a fine not exceeding the statutory maximum or both;


(b) on conviction on indictment, to imprisonment for a term not
exceeding 2 years or a fine or both.


5 Subject to paragraphs 11 to 14, the Public Guardian must register the
instrument as a lasting power of attorney at the end of the prescribed period.


Notification requirements


6 (1) A donor about to make an application under paragraph 4(2)(a) must notify
any named persons that he is about to do so.


(2) The donee (or donees) about to make an application under paragraph 4(2)(b)
or (c) must notify any named persons that he is (or they are) about to do so.


7 As soon as is practicable after receiving an application by the donor under
paragraph 4(2)(a), the Public Guardian must notify the donee (or donees)
that the application has been received.


8 (1) As soon as is practicable after receiving an application by a donee (or
donees) under paragraph 4(2)(b), the Public Guardian must notify the donor
that the application has been received.


(2) As soon as is practicable after receiving an application by a donee under
paragraph 4(2)(c), the Public Guardian must notify—


(a) the donor, and


(b) the donee or donees who did not join in making the application,


that the application has been received.


9 (1) A notice under paragraph 6 must be made in the prescribed form.


(2) A notice under paragraph 6, 7 or 8 must include such information, if any, as
may be prescribed.


Power to dispense with notification requirements


10 The court may—


(a) on the application of the donor, dispense with the requirement to
notify under paragraph 6(1), or


(b) on the application of the donee or donees concerned, dispense with
the requirement to notify under paragraph 6(2),


if satisfied that no useful purpose would be served by giving the notice.
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Instrument not made properly or containing ineffective provision


11 (1) If it appears to the Public Guardian that an instrument accompanying an
application under paragraph 4 is not made in accordance with this Schedule,
he must not register the instrument unless the court directs him to do so.


(2) Sub-paragraph (3) applies if it appears to the Public Guardian that the
instrument contains a provision which—


(a) would be ineffective as part of a lasting power of attorney, or


(b) would prevent the instrument from operating as a valid lasting
power of attorney. 


(3) The Public Guardian—


(a) must apply to the court for it to determine the matter under section
23(1), and


(b) pending the determination by the court, must not register the
instrument.


(4) Sub-paragraph (5) applies if the court determines under section 23(1)
(whether or not on an application by the Public Guardian) that the
instrument contains a provision which—


(a) would be ineffective as part of a lasting power of attorney, or


(b) would prevent the instrument from operating as a valid lasting
power of attorney.


(5) The court must—


(a) notify the Public Guardian that it has severed the provision, or


(b) direct him not to register the instrument.


(6) Where the court notifies the Public Guardian that it has severed a provision,
he must register the instrument with a note to that effect attached to it.


Deputy already appointed


12 (1) Sub-paragraph (2) applies if it appears to the Public Guardian that—


(a) there is a deputy appointed by the court for the donor, and


(b) the powers conferred on the deputy would, if the instrument were
registered, to any extent conflict with the powers conferred on the
attorney.


(2) The Public Guardian must not register the instrument unless the court
directs him to do so.


Objection by donee or named person


13 (1) Sub-paragraph (2) applies if a donee or a named person—


(a) receives a notice under paragraph 6, 7 or 8 of an application for the
registration of an instrument, and


(b) before the end of the prescribed period, gives notice to the Public
Guardian of an objection to the registration on the ground that an
event mentioned in section 13(3) or (6)(a) to (d) has occurred which
has revoked the instrument.
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(2) If the Public Guardian is satisfied that the ground for making the objection
is established, he must not register the instrument unless the court, on the
application of the person applying for the registration—


(a) is satisfied that the ground is not established, and


(b) directs the Public Guardian to register the instrument.


(3) Sub-paragraph (4) applies if a donee or a named person—


(a) receives a notice under paragraph 6, 7 or 8 of an application for the
registration of an instrument, and


(b) before the end of the prescribed period—


(i) makes an application to the court objecting to the registration
on a prescribed ground, and


(ii) notifies the Public Guardian of the application.


(4) The Public Guardian must not register the instrument unless the court
directs him to do so.


Objection by donor


14 (1) This paragraph applies if the donor—


(a) receives a notice under paragraph 8 of an application for the
registration of an instrument, and


(b) before the end of the prescribed period, gives notice to the Public
Guardian of an objection to the registration.


(2) The Public Guardian must not register the instrument unless the court, on
the application of the donee or, if more than one, any of them—


(a) is satisfied that the donor lacks capacity to object to the registration,
and


(b) directs the Public Guardian to register the instrument.


Notification of registration


15 Where an instrument is registered under this Schedule, the Public Guardian
must give notice of the fact in the prescribed form to—


(a) the donor, and


(b) the donee or, if more than one, each of them.


Evidence of registration


16 (1) A document purporting to be an office copy of an instrument registered
under this Schedule is, in any part of the United Kingdom, evidence of—


(a) the contents of the instrument, and


(b) the fact that it has been registered.


(2) Sub-paragraph (1) is without prejudice to—


(a) section 3 of the Powers of Attorney Act 1971 (c. 27) (proof by certified
copy), and


(b) any other method of proof authorised by law.
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PART 3


CANCELLATION OF REGISTRATION AND NOTIFICATION OF SEVERANCE


17 (1) The Public Guardian must cancel the registration of an instrument as a
lasting power of attorney on being satisfied that the power has been
revoked—


(a) as a result of the donor’s bankruptcy, or


(b) on the occurrence of an event mentioned in section 13(6)(a) to (d).


(2) If the Public Guardian cancels the registration of an instrument he must
notify—


(a) the donor, and


(b) the donee or, if more than one, each of them.


18 The court must direct the Public Guardian to cancel the registration of an
instrument as a lasting power of attorney if it—


(a) determines under section 22(2)(a) that a requirement for creating the
power was not met,


(b) determines under section 22(2)(b) that the power has been revoked
or has otherwise come to an end, or


(c) revokes the power under section 22(4)(b) (fraud etc.).


19 (1) Sub-paragraph (2) applies if the court determines under section 23(1) that a
lasting power of attorney contains a provision which—


(a) is ineffective as part of a lasting power of attorney, or


(b) prevents the instrument from operating as a valid lasting power of
attorney.


(2) The court must—


(a) notify the Public Guardian that it has severed the provision, or


(b) direct him to cancel the registration of the instrument as a lasting
power of attorney.


20 On the cancellation of the registration of an instrument, the instrument and
any office copies of it must be delivered up to the Public Guardian to be
cancelled.


PART 4


RECORDS OF ALTERATIONS IN REGISTERED POWERS


Partial revocation or suspension of power as a result of bankruptcy


21 If in the case of a registered instrument it appears to the Public Guardian that
under section 13 a lasting power of attorney is revoked, or suspended, in
relation to the donor’s property and affairs (but not in relation to other
matters), the Public Guardian must attach to the instrument a note to that
effect.


Termination of appointment of donee which does not revoke power


22 If in the case of a registered instrument it appears to the Public Guardian that
an event has occurred—


(a) which has terminated the appointment of the donee, but
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(b) which has not revoked the instrument,


the Public Guardian must attach to the instrument a note to that effect.


Replacement of donee


23 If in the case of a registered instrument it appears to the Public Guardian that
the donee has been replaced under the terms of the instrument the Public
Guardian must attach to the instrument a note to that effect.


Severance of ineffective provisions


24 If in the case of a registered instrument the court notifies the Public Guardian
under paragraph 19(2)(a) that it has severed a provision of the instrument,
the Public Guardian must attach to it a note to that effect.


Notification of alterations


25 If the Public Guardian attaches a note to an instrument under paragraph 21,
22, 23 or 24 he must give notice of the note to the donee or donees of the
power (or, as the case may be, to the other donee or donees of the power).


SCHEDULE 2 Section 18(4)


PROPERTY AND AFFAIRS: SUPPLEMENTARY PROVISIONS


Wills: general


1 Paragraphs 2 to 4 apply in relation to the execution of a will, by virtue of
section 18, on behalf of P.


Provision that may be made in will


2 The will may make any provision (whether by disposing of property or
exercising a power or otherwise) which could be made by a will executed by
P if he had capacity to make it.


Wills: requirements relating to execution


3 (1) Sub-paragraph (2) applies if under section 16 the court makes an order or
gives directions requiring or authorising a person (“the authorised person”)
to execute a will on behalf of P.


(2) Any will executed in pursuance of the order or direction—


(a) must state that it is signed by P acting by the authorised person,


(b) must be signed by the authorised person with the name of P and his
own name, in the presence of two or more witnesses present at the
same time,


(c) must be attested and subscribed by those witnesses in the presence
of the authorised person, and


(d) must be sealed with the official seal of the court.
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Wills: effect of execution 


4 (1) This paragraph applies where a will is executed in accordance with
paragraph 3.


(2) The Wills Act 1837 (c. 26) has effect in relation to the will as if it were signed
by P by his own hand, except that—


(a) section 9 of the 1837 Act (requirements as to signing and attestation)
does not apply, and


(b) in the subsequent provisions of the 1837 Act any reference to
execution in the manner required by the previous provisions is to be
read as a reference to execution in accordance with paragraph 3.


(3) The will has the same effect for all purposes as if—


(a) P had had the capacity to make a valid will, and


(b) the will had been executed by him in the manner required by the
1837 Act.


(4) But sub-paragraph (3) does not have effect in relation to the will—


(a) in so far as it disposes of immovable property outside England and
Wales, or


(b) in so far as it relates to any other property or matter if, when the will
is executed—


(i) P is domiciled outside England and Wales, and


(ii) the condition in sub-paragraph (5) is met.


(5) The condition is that, under the law of P’s domicile, any question of his
testamentary capacity would fall to be determined in accordance with the
law of a place outside England and Wales.


Vesting orders ancillary to settlement etc.


5 (1) If provision is made by virtue of section 18 for—


(a) the settlement of any property of P, or


(b) the exercise of a power vested in him of appointing trustees or
retiring from a trust,


the court may also make as respects the property settled or the trust property
such consequential vesting or other orders as the case may require.


(2) The power under sub-paragraph (1) includes, in the case of the exercise of
such a power, any order which could have been made in such a case under
Part 4 of the Trustee Act 1925 (c. 19).


Variation of settlements


6 (1) If a settlement has been made by virtue of section 18, the court may by order
vary or revoke the settlement if—


(a) the settlement makes provision for its variation or revocation,


(b) the court is satisfied that a material fact was not disclosed when the
settlement was made, or


(c) the court is satisfied that there has been a substantial change of
circumstances.


(2) Any such order may give such consequential directions as the court thinks
fit.
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Vesting of stock in curator appointed outside England and Wales


7 (1) Sub-paragraph (2) applies if the court is satisfied—


(a) that under the law prevailing in a place outside England and Wales
a person (“M”) has been appointed to exercise powers in respect of
the property or affairs of P on the ground (however formulated) that
P lacks capacity to make decisions with respect to the management
and administration of his property and affairs, and


(b) that, having regard to the nature of the appointment and to the
circumstances of the case, it is expedient that the court should
exercise its powers under this paragraph.


(2) The court may direct—


(a) any stocks standing in the name of P, or


(b) the right to receive dividends from the stocks,


to be transferred into M’s name or otherwise dealt with as required by M,
and may give such directions as the court thinks fit for dealing with accrued
dividends from the stocks.


(3) “Stocks” includes—


(a) shares, and


(b) any funds, annuity or security transferable in the books kept by any
body corporate or unincorporated company or society or by an
instrument of transfer either alone or accompanied by other
formalities,


and “dividends” is to be construed accordingly.


Preservation of interests in property disposed of on behalf of person lacking capacity


8 (1) Sub-paragraphs (2) and (3) apply if—


(a) P’s property has been disposed of by virtue of section 18,


(b) under P’s will or intestacy, or by a gift perfected or nomination
taking effect on his death, any other person would have taken an
interest in the property but for the disposal, and


(c) on P’s death, any property belonging to P’s estate represents the
property disposed of.


(2) The person takes the same interest, if and so far as circumstances allow, in
the property representing the property disposed of.


(3) If the property disposed of was real property, any property representing it
is to be treated, so long as it remains part of P’s estate, as if it were real
property.


(4) The court may direct that, on a disposal of P’s property—


(a) which is made by virtue of section 18, and


(b) which would apart from this paragraph result in the conversion of
personal property into real property,


property representing the property disposed of is to be treated, so long as it
remains P’s property or forms part of P’s estate, as if it were personal
property.


(5) References in sub-paragraphs (1) to (4) to the disposal of property are to—


(a) the sale, exchange, charging of or other dealing (otherwise than by
will) with property other than money;
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(b) the removal of property from one place to another;


(c) the application of money in acquiring property;


(d) the transfer of money from one account to another;


and references to property representing property disposed of are to be
construed accordingly and as including the result of successive disposals.


(6) The court may give such directions as appear to it necessary or expedient for
the purpose of facilitating the operation of sub-paragraphs (1) to (3),
including the carrying of money to a separate account and the transfer of
property other than money.


9 (1) Sub-paragraph (2) applies if the court has ordered or directed the
expenditure of money—


(a) for carrying out permanent improvements on any of P’s property, or


(b) otherwise for the permanent benefit of any of P’s property.


(2) The court may order that—


(a) the whole of the money expended or to be expended, or


(b) any part of it,


is to be a charge on the property either without interest or with interest at a
specified rate.


(3) An order under sub-paragraph (2) may provide for excluding or restricting
the operation of paragraph 8(1) to (3).


(4) A charge under sub-paragraph (2) may be made in favour of such person as
may be just and, in particular, where the money charged is paid out of P’s
general estate, may be made in favour of a person as trustee for P.


(5) No charge under sub-paragraph (2) may confer any right of sale or
foreclosure during P’s lifetime.


Powers as patron of benefice


10 (1) Any functions which P has as patron of a benefice may be discharged only
by a person (“R”) appointed by the court.


(2) R must be an individual capable of appointment under section 8(1)(b) of the
1986 Measure (which provides for an individual able to make a declaration
of communicant status, a clerk in Holy Orders, etc. to be appointed to
discharge a registered patron’s functions).


(3) The 1986 Measure applies to R as it applies to an individual appointed by the
registered patron of the benefice under section 8(1)(b) or (3) of that Measure
to discharge his functions as patron.


(4) “The 1986 Measure” means the Patronage (Benefices) Measure 1986 (No. 3).
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SCHEDULE 3 Section 63


INTERNATIONAL PROTECTION OF ADULTS


PART 1


PRELIMINARY


Introduction


1 This Part applies for the purposes of this Schedule.


The Convention


2 (1) “Convention” means the Convention referred to in section 63.


(2) “Convention country” means a country in which the Convention is in force.


(3) A reference to an Article or Chapter is to an Article or Chapter of the
Convention.


(4) An expression which appears in this Schedule and in the Convention is to be
construed in accordance with the Convention.


Countries, territories and nationals


3 (1) “Country” includes a territory which has its own system of law.


(2) Where a country has more than one territory with its own system of law, a
reference to the country, in relation to one of its nationals, is to the territory
with which the national has the closer, or the closest, connection.


Adults with incapacity


4 “Adult” means a person who—


(a) as a result of an impairment or insufficiency of his personal faculties,
cannot protect his interests, and


(b) has reached 16.


Protective measures


5 (1) “Protective measure” means a measure directed to the protection of the
person or property of an adult; and it may deal in particular with any of the
following—


(a) the determination of incapacity and the institution of a protective
regime,


(b) placing the adult under the protection of an appropriate authority,


(c) guardianship, curatorship or any corresponding system,


(d) the designation and functions of a person having charge of the
adult’s person or property, or representing or otherwise helping
him,


(e) placing the adult in a place where protection can be provided,


(f) administering, conserving or disposing of the adult’s property,


(g) authorising a specific intervention for the protection of the person or
property of the adult.
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(2) Where a measure of like effect to a protective measure has been taken in
relation to a person before he reaches 16, this Schedule applies to the
measure in so far as it has effect in relation to him once he has reached 16.


Central Authority


6 (1) Any function under the Convention of a Central Authority is exercisable in
England and Wales by the Lord Chancellor.


(2) A communication may be sent to the Central Authority in relation to
England and Wales by sending it to the Lord Chancellor.


PART 2


JURISDICTION OF COMPETENT AUTHORITY


Scope of jurisdiction


7 (1) The court may exercise its functions under this Act (in so far as it cannot
otherwise do so) in relation to—


(a) an adult habitually resident in England and Wales,


(b) an adult’s property in England and Wales,


(c) an adult present in England and Wales or who has property there, if
the matter is urgent, or


(d) an adult present in England and Wales, if a protective measure
which is temporary and limited in its effect to England and Wales is
proposed in relation to him.


(2) An adult present in England and Wales is to be treated for the purposes of
this paragraph as habitually resident there if—


(a) his habitual residence cannot be ascertained,


(b) he is a refugee, or


(c) he has been displaced as a result of disturbance in the country of his
habitual residence.


8 (1) The court may also exercise its functions under this Act (in so far as it cannot
otherwise do so) in relation to an adult if sub-paragraph (2) or (3) applies in
relation to him. 


(2) This sub-paragraph applies in relation to an adult if—


(a) he is a British citizen,


(b) he has a closer connection with England and Wales than with
Scotland or Northern Ireland, and


(c) Article 7 has, in relation to the matter concerned, been complied
with.


(3) This sub-paragraph applies in relation to an adult if the Lord Chancellor,
having consulted such persons as he considers appropriate, agrees to a
request under Article 8 in relation to the adult.


Exercise of jurisdiction


9 (1) This paragraph applies where jurisdiction is exercisable under this Schedule
in connection with a matter which involves a Convention country other than
England and Wales. 
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(2) Any Article on which the jurisdiction is based applies in relation to the
matter in so far as it involves the other country (and the court must,
accordingly, comply with any duty conferred on it as a result).


(3) Article 12 also applies, so far as its provisions allow, in relation to the matter
in so far as it involves the other country.


10 A reference in this Schedule to the exercise of jurisdiction under this
Schedule is to the exercise of functions under this Act as a result of this Part
of this Schedule.


PART 3


APPLICABLE LAW


Applicable law


11 In exercising jurisdiction under this Schedule, the court may, if it thinks that
the matter has a substantial connection with a country other than England
and Wales, apply the law of that other country.


12 Where a protective measure is taken in one country but implemented in
another, the conditions of implementation are governed by the law of the
other country.


Lasting powers of attorney, etc.


13 (1) If the donor of a lasting power is habitually resident in England and Wales
at the time of granting the power, the law applicable to the existence, extent,
modification or extinction of the power is—


(a) the law of England and Wales, or


(b) if he specifies in writing the law of a connected country for the
purpose, that law.


(2) If he is habitually resident in another country at that time, but England and
Wales is a connected country, the law applicable in that respect is—


(a) the law of the other country, or


(b) if he specifies in writing the law of England and Wales for the
purpose, that law.


(3) A country is connected, in relation to the donor, if it is a country—


(a) of which he is a national, 


(b) in which he was habitually resident, or


(c) in which he has property.


(4) Where this paragraph applies as a result of sub-paragraph (3)(c), it applies
only in relation to the property which the donor has in the connected
country.


(5) The law applicable to the manner of the exercise of a lasting power is the law
of the country where it is exercised.


(6) In this Part of this Schedule, “lasting power” means—


(a) a lasting power of attorney (see section 9),


(b) an enduring power of attorney within the meaning of Schedule 4, or


(c) any other power of like effect.
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14 (1) Where a lasting power is not exercised in a manner sufficient to guarantee
the protection of the person or property of the donor, the court, in exercising
jurisdiction under this Schedule, may disapply or modify the power.


(2) Where, in accordance with this Part of this Schedule, the law applicable to
the power is, in one or more respects, that of a country other than England
and Wales, the court must, so far as possible, have regard to the law of the
other country in that respect (or those respects).


15 Regulations may provide for Schedule 1 (lasting powers of attorney:
formalities) to apply with modifications in relation to a lasting power which
comes within paragraph 13(6)(c) above.


Protection of third parties


16 (1) This paragraph applies where a person (a “representative”) in purported
exercise of an authority to act on behalf of an adult enters into a transaction
with a third party.


(2) The validity of the transaction may not be questioned in proceedings, nor
may the third party be held liable, merely because—


(a) where the representative and third party are in England and Wales
when entering into the transaction, sub-paragraph (3) applies;


(b) where they are in another country at that time, sub-paragraph (4)
applies.


(3) This sub-paragraph applies if—


(a) the law applicable to the authority in one or more respects is, as a
result of this Schedule, the law of a country other than England and
Wales, and


(b) the representative is not entitled to exercise the authority in that
respect (or those respects) under the law of that other country.


(4) This sub-paragraph applies if—


(a) the law applicable to the authority in one or more respects is, as a
result of this Part of this Schedule, the law of England and Wales, and


(b) the representative is not entitled to exercise the authority in that
respect (or those respects) under that law.


(5) This paragraph does not apply if the third party knew or ought to have
known that the applicable law was—


(a) in a case within sub-paragraph (3), the law of the other country;


(b) in a case within sub-paragraph (4), the law of England and Wales.


Mandatory rules


17 Where the court is entitled to exercise jurisdiction under this Schedule, the
mandatory provisions of the law of England and Wales apply, regardless of
any system of law which would otherwise apply in relation to the matter.


Public policy


18 Nothing in this Part of this Schedule requires or enables the application in
England and Wales of a provision of the law of another country if its
application would be manifestly contrary to public policy.
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PART 4


RECOGNITION AND ENFORCEMENT


Recognition


19 (1) A protective measure taken in relation to an adult under the law of a country
other than England and Wales is to be recognised in England and Wales if it
was taken on the ground that the adult is habitually resident in the other
country.


(2) A protective measure taken in relation to an adult under the law of a
Convention country other than England and Wales is to be recognised in
England and Wales if it was taken on a ground mentioned in Chapter 2
(jurisdiction).


(3) But the court may disapply this paragraph in relation to a measure if it
thinks that—


(a) the case in which the measure was taken was not urgent,


(b) the adult was not given an opportunity to be heard, and


(c) that omission amounted to a breach of natural justice.


(4) It may also disapply this paragraph in relation to a measure if it thinks that—


(a) recognition of the measure would be manifestly contrary to public
policy,


(b) the measure would be inconsistent with a mandatory provision of
the law of England and Wales, or


(c) the measure is inconsistent with one subsequently taken, or
recognised, in England and Wales in relation to the adult.


(5) And the court may disapply this paragraph in relation to a measure taken
under the law of a Convention country in a matter to which Article 33
applies, if the court thinks that that Article has not been complied with in
connection with that matter.


20 (1) An interested person may apply to the court for a declaration as to whether
a protective measure taken under the law of a country other than England
and Wales is to be recognised in England and Wales.


(2) No permission is required for an application to the court under this
paragraph.


21 For the purposes of paragraphs 19 and 20, any finding of fact relied on when
the measure was taken is conclusive.


Enforcement


22 (1) An interested person may apply to the court for a declaration as to whether
a protective measure taken under the law of, and enforceable in, a country
other than England and Wales is enforceable, or to be registered, in England
and Wales in accordance with Court of Protection Rules.


(2) The court must make the declaration if—


(a) the measure comes within sub-paragraph (1) or (2) of paragraph 19,
and 







Mental Capacity Act 2005 (c. 9)
Schedule 3 — International protection of adults


Part 4 — Recognition and enforcement


54


(b) the paragraph is not disapplied in relation to it as a result of sub-
paragraph (3), (4) or (5).


(3) A measure to which a declaration under this paragraph relates is enforceable
in England and Wales as if it were a measure of like effect taken by the court.


Measures taken in relation to those aged under 16


23 (1) This paragraph applies where—


(a) provision giving effect to, or otherwise deriving from, the
Convention in a country other than England and Wales applies in
relation to a person who has not reached 16, and


(b) a measure is taken in relation to that person in reliance on that
provision.


(2) This Part of this Schedule applies in relation to that measure as it applies in
relation to a protective measure taken in relation to an adult under the law
of a Convention country other than England and Wales.


Supplementary


24 The court may not review the merits of a measure taken outside England
and Wales except to establish whether the measure complies with this
Schedule in so far as it is, as a result of this Schedule, required to do so.


25 Court of Protection Rules may make provision about an application under
paragraph 20 or 22.


PART 5


CO-OPERATION


Proposal for cross-border placement


26 (1) This paragraph applies where a public authority proposes to place an adult
in an establishment in a Convention country other than England and Wales.


(2) The public authority must consult an appropriate authority in that other
country about the proposed placement and, for that purpose, must send it—


(a) a report on the adult, and 


(b) a statement of its reasons for the proposed placement.


(3) If the appropriate authority in the other country opposes the proposed
placement within a reasonable time, the public authority may not proceed
with it.


27 A proposal received by a public authority under Article 33 in relation to an
adult is to proceed unless the authority opposes it within a reasonable time.


Adult in danger etc.


28 (1) This paragraph applies if a public authority is told that an adult—


(a) who is in serious danger, and


(b) in relation to whom the public authority has taken, or is considering
taking, protective measures,
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is, or has become resident, in a Convention country other than England and
Wales.


(2) The public authority must tell an appropriate authority in that other country
about—


(a) the danger, and


(b) the measures taken or under consideration.


29 A public authority may not request from, or send to, an appropriate
authority in a Convention country information in accordance with Chapter
5 (co-operation) in relation to an adult if it thinks that doing so—


(a) would be likely to endanger the adult or his property, or


(b) would amount to a serious threat to the liberty or life of a member of
the adult’s family.


PART 6


GENERAL


Certificates


30 A certificate given under Article 38 by an authority in a Convention country
other than England and Wales is, unless the contrary is shown, proof of the
matters contained in it.


Powers to make further provision as to private international law


31 Her Majesty may by Order in Council confer on the Lord Chancellor, the
court or another public authority functions for enabling the Convention to
be given effect in England and Wales.


32 (1) Regulations may make provision—


(a) giving further effect to the Convention, or


(b) otherwise about the private international law of England and Wales
in relation to the protection of adults.


(2) The regulations may—


(a) confer functions on the court or another public authority;


(b) amend this Schedule;


(c) provide for this Schedule to apply with specified modifications;


(d) make provision about countries other than Convention countries.


Exceptions


33 Nothing in this Schedule applies, and no provision made under paragraph
32 is to apply, to any matter to which the Convention, as a result of Article
4, does not apply.


Regulations and orders


34 A reference in this Schedule to regulations or an order (other than an Order
in Council) is to regulations or an order made for the purposes of this
Schedule by the Lord Chancellor.
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Commencement


35 The following provisions of this Schedule have effect only if the Convention
is in force in accordance with Article 57—


(a) paragraph 8,


(b) paragraph 9,


(c) paragraph 19(2) and (5),


(d) Part 5,


(e) paragraph 30.


SCHEDULE 4 Section 66(3)


PROVISIONS APPLYING TO EXISTING ENDURING POWERS OF ATTORNEY 


PART 1


ENDURING POWERS OF ATTORNEY


Enduring power of attorney to survive mental incapacity of donor


1 (1) Where an individual has created a power of attorney which is an enduring
power within the meaning of this Schedule—


(a) the power is not revoked by any subsequent mental incapacity of his,


(b) upon such incapacity supervening, the donee of the power may not
do anything under the authority of the power except as provided by
sub-paragraph (2) unless or until the instrument creating the power
is registered under paragraph 13, and


(c) if and so long as paragraph (b) operates to suspend the donee’s
authority to act under the power, section 5 of the Powers of Attorney
Act 1971 (c. 27) (protection of donee and third persons), so far as
applicable, applies as if the power had been revoked by the donor’s
mental incapacity,


and, accordingly, section 1 of this Act does not apply.


(2) Despite sub-paragraph (1)(b), where the attorney has made an application
for registration of the instrument then, until it is registered, the attorney may
take action under the power—


(a) to maintain the donor or prevent loss to his estate, or


(b) to maintain himself or other persons in so far as paragraph 3(2)
permits him to do so.


(3) Where the attorney purports to act as provided by sub-paragraph (2) then,
in favour of a person who deals with him without knowledge that the
attorney is acting otherwise than in accordance with sub-paragraph (2)(a) or
(b), the transaction between them is as valid as if the attorney were acting in
accordance with sub-paragraph (2)(a) or (b).


Characteristics of an enduring power of attorney


2 (1) Subject to sub-paragraphs (5) and (6) and paragraph 20, a power of attorney
is an enduring power within the meaning of this Schedule if the instrument
which creates the power—
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(a) is in the prescribed form,


(b) was executed in the prescribed manner by the donor and the
attorney, and


(c) incorporated at the time of execution by the donor the prescribed
explanatory information.


(2) In this paragraph, “prescribed” means prescribed by such of the following
regulations as applied when the instrument was executed—


(a) the Enduring Powers of Attorney (Prescribed Form) Regulations
1986 (S.I. 1986/126),


(b) the Enduring Powers of Attorney (Prescribed Form) Regulations
1987 (S.I. 1987/1612),


(c) the Enduring Powers of Attorney (Prescribed Form) Regulations
1990 (S.I. 1990/1376),


(d) the Enduring Powers of Attorney (Welsh Language Prescribed
Form) Regulations 2000 (S.I. 2000/289).


(3) An instrument in the prescribed form purporting to have been executed in
the prescribed manner is to be taken, in the absence of evidence to the
contrary, to be a document which incorporated at the time of execution by
the donor the prescribed explanatory information.


(4) If an instrument differs in an immaterial respect in form or mode of
expression from the prescribed form it is to be treated as sufficient in point
of form and expression.


(5) A power of attorney cannot be an enduring power unless, when he executes
the instrument creating it, the attorney is—


(a) an individual who has reached 18 and is not bankrupt, or


(b) a trust corporation.


(6) A power of attorney which gives the attorney a right to appoint a substitute
or successor cannot be an enduring power.


(7) An enduring power is revoked by the bankruptcy of the donor or attorney.


(8) But where the donor or attorney is bankrupt merely because an interim
bankruptcy restrictions order has effect in respect of him, the power is
suspended for so long as the order has effect.


(9) An enduring power is revoked if the court—


(a) exercises a power under sections 16 to 20 in relation to the donor, and


(b) directs that the enduring power is to be revoked.


(10) No disclaimer of an enduring power, whether by deed or otherwise, is valid
unless and until the attorney gives notice of it to the donor or, where
paragraph 4(6) or 15(1) applies, to the Public Guardian.


Scope of authority etc. of attorney under enduring power


3 (1) If the instrument which creates an enduring power of attorney is expressed
to confer general authority on the attorney, the instrument operates to
confer, subject to—


(a) the restriction imposed by sub-paragraph (3), and


(b) any conditions or restrictions contained in the instrument,
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authority to do on behalf of the donor anything which the donor could
lawfully do by an attorney at the time when the donor executed the
instrument.


(2) Subject to any conditions or restrictions contained in the instrument, an
attorney under an enduring power, whether general or limited, may
(without obtaining any consent) act under the power so as to benefit himself
or other persons than the donor to the following extent but no further—


(a) he may so act in relation to himself or in relation to any other person
if the donor might be expected to provide for his or that person’s
needs respectively, and


(b) he may do whatever the donor might be expected to do to meet those
needs.


(3) Without prejudice to sub-paragraph (2) but subject to any conditions or
restrictions contained in the instrument, an attorney under an enduring
power, whether general or limited, may (without obtaining any consent)
dispose of the property of the donor by way of gift to the following extent
but no further—


(a) he may make gifts of a seasonal nature or at a time, or on an
anniversary, of a birth, a marriage or the formation of a civil
partnership, to persons (including himself) who are related to or
connected with the donor, and


(b) he may make gifts to any charity to whom the donor made or might
be expected to make gifts,


provided that the value of each such gift is not unreasonable having regard
to all the circumstances and in particular the size of the donor’s estate.


PART 2


ACTION ON ACTUAL OR IMPENDING INCAPACITY OF DONOR


Duties of attorney in event of actual or impending incapacity of donor


4 (1) Sub-paragraphs (2) to (6) apply if the attorney under an enduring power has
reason to believe that the donor is or is becoming mentally incapable.


(2) The attorney must, as soon as practicable, make an application to the Public
Guardian for the registration of the instrument creating the power.


(3) Before making an application for registration the attorney must comply with
the provisions as to notice set out in Part 3 of this Schedule.


(4) An application for registration—


(a) must be made in the prescribed form, and


(b) must contain such statements as may be prescribed.


(5) The attorney—


(a) may, before making an application for the registration of the
instrument, refer to the court for its determination any question as to
the validity of the power, and


(b) must comply with any direction given to him by the court on that
determination.
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(6) No disclaimer of the power is valid unless and until the attorney gives notice
of it to the Public Guardian; and the Public Guardian must notify the donor
if he receives a notice under this sub-paragraph.


(7) A person who, in an application for registration, makes a statement which
he knows to be false in a material particular is guilty of an offence and is
liable—


(a) on summary conviction, to imprisonment for a term not exceeding 12
months or a fine not exceeding the statutory maximum or both;


(b) on conviction on indictment, to imprisonment for a term not
exceeding 2 years or a fine or both.


(8) In this paragraph, “prescribed” means prescribed by regulations made for
the purposes of this Schedule by the Lord Chancellor.


PART 3


NOTIFICATION PRIOR TO REGISTRATION


Duty to give notice to relatives


5 Subject to paragraph 7, before making an application for registration the
attorney must give notice of his intention to do so to all those persons (if any)
who are entitled to receive notice by virtue of paragraph 6.


6 (1) Subject to sub-paragraphs (2) to (4), persons of the following classes
(“relatives”) are entitled to receive notice under paragraph 5—


(a) the donor’s spouse or civil partner,


(b) the donor’s children,


(c) the donor’s parents,


(d) the donor’s brothers and sisters, whether of the whole or half blood,


(e) the widow, widower or surviving civil partner of a child of the
donor,


(f) the donor’s grandchildren,


(g) the children of the donor’s brothers and sisters of the whole blood,


(h) the children of the donor’s brothers and sisters of the half blood,


(i) the donor’s uncles and aunts of the whole blood,


(j) the children of the donor’s uncles and aunts of the whole blood.


(2) A person is not entitled to receive notice under paragraph 5 if—


(a) his name or address is not known to the attorney and cannot be
reasonably ascertained by him, or


(b) the attorney has reason to believe that he has not reached 18 or is
mentally incapable.


(3) Except where sub-paragraph (4) applies—


(a) no more than 3 persons are entitled to receive notice under
paragraph 5, and


(b) in determining the persons who are so entitled, persons falling
within the class in sub-paragraph (1)(a) are to be preferred to persons
falling within the class in sub-paragraph (1)(b), those falling within
the class in sub-paragraph (1)(b) are to be preferred to those falling
within the class in sub-paragraph (1)(c), and so on.
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(4) Despite the limit of 3 specified in sub-paragraph (3), where—


(a) there is more than one person falling within any of classes (a) to (j) of
sub-paragraph (1), and


(b) at least one of those persons would be entitled to receive notice under
paragraph 5,


then, subject to sub-paragraph (2), all the persons falling within that class are
entitled to receive notice under paragraph 5.


7 (1) An attorney is not required to give notice under paragraph 5—


(a) to himself, or


(b) to any other attorney under the power who is joining in making the
application,


even though he or, as the case may be, the other attorney is entitled to receive
notice by virtue of paragraph 6.


(2) In the case of any person who is entitled to receive notice by virtue of
paragraph 6, the attorney, before applying for registration, may make an
application to the court to be dispensed from the requirement to give him
notice; and the court must grant the application if it is satisfied—


(a) that it would be undesirable or impracticable for the attorney to give
him notice, or


(b) that no useful purpose is likely to be served by giving him notice.


Duty to give notice to donor


8 (1) Subject to sub-paragraph (2), before making an application for registration
the attorney must give notice of his intention to do so to the donor.


(2) Paragraph 7(2) applies in relation to the donor as it applies in relation to a
person who is entitled to receive notice under paragraph 5.


Contents of notices


9 A notice to relatives under this Part of this Schedule must—


(a) be in the prescribed form,


(b) state that the attorney proposes to make an application to the Public
Guardian for the registration of the instrument creating the enduring
power in question,


(c) inform the person to whom it is given of his right to object to the
registration under paragraph 13(4), and


(d) specify, as the grounds on which an objection to registration may be
made, the grounds set out in paragraph 13(9).


10 A notice to the donor under this Part of this Schedule—


(a) must be in the prescribed form,


(b) must contain the statement mentioned in paragraph 9(b), and


(c) must inform the donor that, while the instrument remains registered,
any revocation of the power by him will be ineffective unless and
until the revocation is confirmed by the court.


Duty to give notice to other attorneys


11 (1) Subject to sub-paragraph (2), before making an application for registration
an attorney under a joint and several power must give notice of his intention
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to do so to any other attorney under the power who is not joining in making
the application; and paragraphs 7(2) and 9 apply in relation to attorneys
entitled to receive notice by virtue of this paragraph as they apply in relation
to persons entitled to receive notice by virtue of paragraph 6.


(2) An attorney is not entitled to receive notice by virtue of this paragraph if—


(a) his address is not known to the applying attorney and cannot
reasonably be ascertained by him, or


(b) the applying attorney has reason to believe that he has not reached
18 or is mentally incapable.


Supplementary


12 Despite section 7 of the Interpretation Act 1978 (c. 30) (construction of
references to service by post), for the purposes of this Part of this Schedule a
notice given by post is to be regarded as given on the date on which it was
posted.


PART 4


REGISTRATION


Registration of instrument creating power


13 (1) If an application is made in accordance with paragraph 4(3) and (4) the
Public Guardian must, subject to the provisions of this paragraph, register
the instrument to which the application relates.


(2) If it appears to the Public Guardian that—


(a) there is a deputy appointed for the donor of the power created by the
instrument, and


(b) the powers conferred on the deputy would, if the instrument were
registered, to any extent conflict with the powers conferred on the
attorney,


the Public Guardian must not register the instrument except in accordance
with the court’s directions.


(3) The court may, on the application of the attorney, direct the Public Guardian
to register an instrument even though notice has not been given as required
by paragraph 4(3) and Part 3 of this Schedule to a person entitled to receive
it, if the court is satisfied—


(a) that it was undesirable or impracticable for the attorney to give
notice to that person, or


(b) that no useful purpose is likely to be served by giving him notice.


(4) Sub-paragraph (5) applies if, before the end of the period of 5 weeks
beginning with the date (or the latest date) on which the attorney gave notice
under paragraph 5 of an application for registration, the Public Guardian
receives a valid notice of objection to the registration from a person entitled
to notice of the application.


(5) The Public Guardian must not register the instrument except in accordance
with the court’s directions.


(6) Sub-paragraph (7) applies if, in the case of an application for registration—
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(a) it appears from the application that there is no one to whom notice
has been given under paragraph 5, or


(b) the Public Guardian has reason to believe that appropriate inquiries
might bring to light evidence on which he could be satisfied that one
of the grounds of objection set out in sub-paragraph (9) was
established.


(7) The Public Guardian—


(a) must not register the instrument, and


(b) must undertake such inquiries as he thinks appropriate in all the
circumstances.


(8) If, having complied with sub-paragraph (7)(b), the Public Guardian is
satisfied that one of the grounds of objection set out in sub-paragraph (9) is
established—


(a) the attorney may apply to the court for directions, and


(b) the Public Guardian must not register the instrument except in
accordance with the court’s directions.


(9) A notice of objection under this paragraph is valid if made on one or more
of the following grounds—


(a) that the power purported to have been created by the instrument
was not valid as an enduring power of attorney,


(b) that the power created by the instrument no longer subsists,


(c) that the application is premature because the donor is not yet
becoming mentally incapable,


(d) that fraud or undue pressure was used to induce the donor to create
the power,


(e) that, having regard to all the circumstances and in particular the
attorney’s relationship to or connection with the donor, the attorney
is unsuitable to be the donor’s attorney.


(10) If any of those grounds is established to the satisfaction of the court it must
direct the Public Guardian not to register the instrument, but if not so
satisfied it must direct its registration.


(11) If the court directs the Public Guardian not to register an instrument because
it is satisfied that the ground in sub-paragraph (9)(d) or (e) is established, it
must by order revoke the power created by the instrument.


(12) If the court directs the Public Guardian not to register an instrument because
it is satisfied that any ground in sub-paragraph (9) except that in paragraph
(c) is established, the instrument must be delivered up to be cancelled unless
the court otherwise directs.


Register of enduring powers


14 The Public Guardian has the function of establishing and maintaining a
register of enduring powers for the purposes of this Schedule.
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PART 5


LEGAL POSITION AFTER REGISTRATION


Effect and proof of registration


15 (1) The effect of the registration of an instrument under paragraph 13 is that—


(a) no revocation of the power by the donor is valid unless and until the
court confirms the revocation under paragraph 16(3);


(b) no disclaimer of the power is valid unless and until the attorney
gives notice of it to the Public Guardian;


(c) the donor may not extend or restrict the scope of the authority
conferred by the instrument and no instruction or consent given by
him after registration, in the case of a consent, confers any right and,
in the case of an instruction, imposes or confers any obligation or
right on or creates any liability of the attorney or other persons
having notice of the instruction or consent.


(2) Sub-paragraph (1) applies for so long as the instrument is registered under
paragraph 13 whether or not the donor is for the time being mentally
incapable.


(3) A document purporting to be an office copy of an instrument registered
under this Schedule is, in any part of the United Kingdom, evidence of—


(a) the contents of the instrument, and


(b) the fact that it has been so registered.


(4) Sub-paragraph (3) is without prejudice to section 3 of the Powers of Attorney
Act 1971 (c. 27) (proof by certified copies) and to any other method of proof
authorised by law.


Functions of court with regard to registered power


16 (1) Where an instrument has been registered under paragraph 13, the court has
the following functions with respect to the power and the donor of and the
attorney appointed to act under the power.


(2) The court may—


(a) determine any question as to the meaning or effect of the instrument;


(b) give directions with respect to—


(i) the management or disposal by the attorney of the property
and affairs of the donor;


(ii) the rendering of accounts by the attorney and the production
of the records kept by him for the purpose;


(iii) the remuneration or expenses of the attorney whether or not
in default of or in accordance with any provision made by the
instrument, including directions for the repayment of
excessive or the payment of additional remuneration;


(c) require the attorney to supply information or produce documents or
things in his possession as attorney;


(d) give any consent or authorisation to act which the attorney would
have to obtain from a mentally capable donor;


(e) authorise the attorney to act so as to benefit himself or other persons
than the donor otherwise than in accordance with paragraph 3(2)
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and (3) (but subject to any conditions or restrictions contained in the
instrument);


(f) relieve the attorney wholly or partly from any liability which he has
or may have incurred on account of a breach of his duties as attorney.


(3) On application made for the purpose by or on behalf of the donor, the court
must confirm the revocation of the power if satisfied that the donor—


(a) has done whatever is necessary in law to effect an express revocation
of the power, and


(b) was mentally capable of revoking a power of attorney when he did
so (whether or not he is so when the court considers the application).


(4) The court must direct the Public Guardian to cancel the registration of an
instrument registered under paragraph 13 in any of the following
circumstances—


(a) on confirming the revocation of the power under sub-paragraph (3),


(b) on directing under paragraph 2(9)(b) that the power is to be revoked,


(c) on being satisfied that the donor is and is likely to remain mentally
capable,


(d) on being satisfied that the power has expired or has been revoked by
the mental incapacity of the attorney,


(e) on being satisfied that the power was not a valid and subsisting
enduring power when registration was effected,


(f) on being satisfied that fraud or undue pressure was used to induce
the donor to create the power,


(g) on being satisfied that, having regard to all the circumstances and in
particular the attorney’s relationship to or connection with the
donor, the attorney is unsuitable to be the donor’s attorney.


(5) If the court directs the Public Guardian to cancel the registration of an
instrument on being satisfied of the matters specified in sub-paragraph (4)(f)
or (g) it must by order revoke the power created by the instrument.


(6) If the court directs the cancellation of the registration of an instrument under
sub-paragraph (4) except paragraph (c) the instrument must be delivered up
to the Public Guardian to be cancelled, unless the court otherwise directs.


Cancellation of registration by Public Guardian


17 The Public Guardian must cancel the registration of an instrument creating
an enduring power of attorney—


(a) on receipt of a disclaimer signed by the attorney;


(b) if satisfied that the power has been revoked by the death or
bankruptcy of the donor or attorney or, if the attorney is a body
corporate, by its winding up or dissolution;


(c) on receipt of notification from the court that the court has revoked
the power;


(d) on confirmation from the court that the donor has revoked the
power.
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PART 6


PROTECTION OF ATTORNEY AND THIRD PARTIES


Protection of attorney and third persons where power is invalid or revoked


18 (1) Sub-paragraphs (2) and (3) apply where an instrument which did not create
a valid power of attorney has been registered under paragraph 13 (whether
or not the registration has been cancelled at the time of the act or transaction
in question).


(2) An attorney who acts in pursuance of the power does not incur any liability
(either to the donor or to any other person) because of the non-existence of
the power unless at the time of acting he knows—


(a) that the instrument did not create a valid enduring power,


(b) that an event has occurred which, if the instrument had created a
valid enduring power, would have had the effect of revoking the
power, or


(c) that, if the instrument had created a valid enduring power, the
power would have expired before that time.


(3) Any transaction between the attorney and another person is, in favour of
that person, as valid as if the power had then been in existence, unless at the
time of the transaction that person has knowledge of any of the matters
mentioned in sub-paragraph (2).


(4) If the interest of a purchaser depends on whether a transaction between the
attorney and another person was valid by virtue of sub-paragraph (3), it is
conclusively presumed in favour of the purchaser that the transaction was
valid if—


(a) the transaction between that person and the attorney was completed
within 12 months of the date on which the instrument was
registered, or


(b) that person makes a statutory declaration, before or within 3 months
after the completion of the purchase, that he had no reason at the
time of the transaction to doubt that the attorney had authority to
dispose of the property which was the subject of the transaction.


(5) For the purposes of section 5 of the Powers of Attorney Act 1971 (c. 27)
(protection where power is revoked) in its application to an enduring power
the revocation of which by the donor is by virtue of paragraph 15 invalid
unless and until confirmed by the court under paragraph 16—


(a) knowledge of the confirmation of the revocation is knowledge of the
revocation of the power, but


(b) knowledge of the unconfirmed revocation is not.


Further protection of attorney and third persons


19 (1) If—


(a) an instrument framed in a form prescribed as mentioned in
paragraph 2(2) creates a power which is not a valid enduring power,
and


(b) the power is revoked by the mental incapacity of the donor,


sub-paragraphs (2) and (3) apply, whether or not the instrument has been
registered.
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(2) An attorney who acts in pursuance of the power does not, by reason of the
revocation, incur any liability (either to the donor or to any other person)
unless at the time of acting he knows—


(a) that the instrument did not create a valid enduring power, and


(b) that the donor has become mentally incapable.


(3) Any transaction between the attorney and another person is, in favour of
that person, as valid as if the power had then been in existence, unless at the
time of the transaction that person knows—


(a) that the instrument did not create a valid enduring power, and


(b) that the donor has become mentally incapable.


(4) Paragraph 18(4) applies for the purpose of determining whether a
transaction was valid by virtue of sub-paragraph (3) as it applies for the
purpose or determining whether a transaction was valid by virtue of
paragraph 18(3).


PART 7


JOINT AND JOINT AND SEVERAL ATTORNEYS


Application to joint and joint and several attorneys


20 (1) An instrument which appoints more than one person to be an attorney
cannot create an enduring power unless the attorneys are appointed to act—


(a) jointly, or


(b) jointly and severally.


(2) This Schedule, in its application to joint attorneys, applies to them
collectively as it applies to a single attorney but subject to the modifications
specified in paragraph 21.


(3) This Schedule, in its application to joint and several attorneys, applies with
the modifications specified in sub-paragraphs (4) to (7) and in paragraph 22.


(4) A failure, as respects any one attorney, to comply with the requirements for
the creation of enduring powers—


(a) prevents the instrument from creating such a power in his case, but


(b) does not affect its efficacy for that purpose as respects the other or
others or its efficacy in his case for the purpose of creating a power
of attorney which is not an enduring power.


(5) If one or more but not both or all the attorneys makes or joins in making an
application for registration of the instrument—


(a) an attorney who is not an applicant as well as one who is may act
pending the registration of the instrument as provided in paragraph
1(2),


(b) notice of the application must also be given under Part 3 of this
Schedule to the other attorney or attorneys, and


(c) objection may validly be taken to the registration on a ground
relating to an attorney or to the power of an attorney who is not an
applicant as well as to one or the power of one who is an applicant.


(6) The Public Guardian is not precluded by paragraph 13(5) or (8) from
registering an instrument and the court must not direct him not to do so
under paragraph 13(10) if an enduring power subsists as respects some
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attorney who is not affected by the ground or grounds of the objection in
question; and where the Public Guardian registers an instrument in that
case, he must make against the registration an entry in the prescribed form.


(7) Sub-paragraph (6) does not preclude the court from revoking a power in so
far as it confers a power on any other attorney in respect of whom the
ground in paragraph 13(9)(d) or (e) is established; and where any ground in
paragraph 13(9) affecting any other attorney is established the court must
direct the Public Guardian to make against the registration an entry in the
prescribed form.


(8) In sub-paragraph (4), “the requirements for the creation of enduring
powers” means the provisions of—


(a) paragraph 2 other than sub-paragraphs (8) and (9), and


(b) the regulations mentioned in paragraph 2.


Joint attorneys


21 (1) In paragraph 2(5), the reference to the time when the attorney executes the
instrument is to be read as a reference to the time when the second or last
attorney executes the instrument.


(2) In paragraph 2(6) to (8), the reference to the attorney is to be read as a
reference to any attorney under the power.


(3) Paragraph 13 has effect as if the ground of objection to the registration of the
instrument specified in sub-paragraph (9)(e) applied to any attorney under
the power.


(4) In paragraph 16(2), references to the attorney are to be read as including
references to any attorney under the power.


(5) In paragraph 16(4), references to the attorney are to be read as including
references to any attorney under the power.


(6) In paragraph 17, references to the attorney are to be read as including
references to any attorney under the power.


Joint and several attorneys


22 (1) In paragraph 2(7), the reference to the bankruptcy of the attorney is to be
read as a reference to the bankruptcy of the last remaining attorney under
the power; and the bankruptcy of any other attorney under the power causes
that person to cease to be an attorney under the power.


(2) In paragraph 2(8), the reference to the suspension of the power is to be read
as a reference to its suspension in so far as it relates to the attorney in respect
of whom the interim bankruptcy restrictions order has effect.


(3) The restriction upon disclaimer imposed by paragraph 4(6) applies only to
those attorneys who have reason to believe that the donor is or is becoming
mentally incapable.


PART 8


INTERPRETATION


23 (1) In this Schedule—
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“enduring power” is to be construed in accordance with paragraph 2,


“mentally incapable” or “mental incapacity”, except where it refers to
revocation at common law, means in relation to any person, that he
is incapable by reason of mental disorder (within the meaning of the
Mental Health Act) of managing and administering his property and
affairs and “mentally capable” and “mental capacity” are to be
construed accordingly,


“notice” means notice in writing, and


“prescribed”, except for the purposes of paragraph 2, means prescribed
by regulations made for the purposes of this Schedule by the Lord
Chancellor.


(2) Any question arising under or for the purposes of this Schedule as to what
the donor of the power might at any time be expected to do is to be
determined by assuming that he had full mental capacity at the time but
otherwise by reference to the circumstances existing at that time.


SCHEDULE 5 Section 66(4)


TRANSITIONAL PROVISIONS AND SAVINGS 


PART 1


REPEAL OF PART 7 OF THE MENTAL HEALTH ACT 1983


Existing receivers


1 (1) This paragraph applies where, immediately before the commencement day,
there is a receiver (“R”) for a person (“P”) appointed under section 99 of the
Mental Health Act.


(2) On and after that day—


(a) this Act applies as if R were a deputy appointed for P by the court,
but with the functions that R had as receiver immediately before that
day, and


(b) a reference in any other enactment to a deputy appointed by the
court includes a person appointed as a deputy as a result of
paragraph (a).


(3) On any application to it by R, the court may end R’s appointment as P’s
deputy.


(4) Where, as a result of section 20(1), R may not make a decision on behalf of P
in relation to a relevant matter, R must apply to the court.


(5) If, on the application, the court is satisfied that P is capable of managing his
property and affairs in relation to the relevant matter—


(a) it must make an order ending R’s appointment as P’s deputy in
relation to that matter, but


(b) it may, in relation to any other matter, exercise in relation to P any of
the powers which it has under sections 15 to 19.


(6) If it is not satisfied, the court may exercise in relation to P any of the powers
which it has under sections 15 to 19.
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(7) R’s appointment as P’s deputy ceases to have effect if P dies.


(8) “Relevant matter” means a matter in relation to which, immediately before
the commencement day, R was authorised to act as P’s receiver.


(9) In sub-paragraph (1), the reference to a receiver appointed under section 99
of the Mental Health Act includes a reference to a person who by virtue of
Schedule 5 to that Act was deemed to be a receiver appointed under that
section.


Orders, appointments etc.


2 (1) Any order or appointment made, direction or authority given or other thing
done which has, or by virtue of Schedule 5 to the Mental Health Act was
deemed to have, effect under Part 7 of the Act immediately before the
commencement day is to continue to have effect despite the repeal of Part 7.


(2) In so far as any such order, appointment, direction, authority or thing could
have been made, given or done under sections 15 to 20 if those sections had
then been in force—


(a) it is to be treated as made, given or done under those sections, and


(b) the powers of variation and discharge conferred by section 16(7)
apply accordingly.


(3) Sub-paragraph (1)—


(a) does not apply to nominations under section 93(1) or (4) of the
Mental Health Act, and


(b) as respects receivers, has effect subject to paragraph 1.


(4) This Act does not affect the operation of section 109 of the Mental Health Act
(effect and proof of orders etc.) in relation to orders made and directions
given under Part 7 of that Act.


(5) This paragraph is without prejudice to section 16 of the Interpretation Act
1978 (c. 30) (general savings on repeal).


Pending proceedings


3 (1) Any application for the exercise of a power under Part 7 of the Mental Health
Act which is pending immediately before the commencement day is to be
treated, in so far as a corresponding power is exercisable under sections 16
to 20, as an application for the exercise of that power.


(2) For the purposes of sub-paragraph (1) an application for the appointment of
a receiver is to be treated as an application for the appointment of a deputy.


Appeals


4 (1) Part 7 of the Mental Health Act and the rules made under it are to continue
to apply to any appeal brought by virtue of section 105 of that Act which has
not been determined before the commencement day.


(2) If in the case of an appeal brought by virtue of section 105(1) (appeal to
nominated judge) the judge nominated under section 93 of the Mental
Health Act has begun to hear the appeal, he is to continue to do so but
otherwise it is to be heard by a puisne judge of the High Court nominated
under section 46.
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Fees


5 All fees and other payments which, having become due, have not been paid
to the former Court of Protection before the commencement day, are to be
paid to the new Court of Protection.


Court records


6 (1) The records of the former Court of Protection are to be treated, on and after
the commencement day, as records of the new Court of Protection and are
to be dealt with accordingly under the Public Records Act 1958 (c. 51).


(2) On and after the commencement day, the Public Guardian is, for the
purpose of exercising any of his functions, to be given such access as he may
require to such of the records mentioned in sub-paragraph (1) as relate to the
appointment of receivers under section 99 of the Mental Health Act.


Existing charges


7 This Act does not affect the operation in relation to a charge created before
the commencement day of—


(a) so much of section 101(6) of the Mental Health Act as precludes a
charge created under section 101(5) from conferring a right of sale or
foreclosure during the lifetime of the patient, or


(b) section 106(6) of the Mental Health Act (charge created by virtue of
section 106(5) not to cause interest to fail etc.).


Preservation of interests on disposal of property


8 Paragraph 8(1) of Schedule 2 applies in relation to any disposal of property
(within the meaning of that provision) by a person living on 1st November
1960, being a disposal effected under the Lunacy Act 1890 (c. 5) as it applies
in relation to the disposal of property effected under sections 16 to 20.


Accounts


9 Court of Protection Rules may provide that, in a case where paragraph 1
applies, R is to have a duty to render accounts—


(a) while he is receiver;


(b) after he is discharged.


Interpretation


10 In this Part of this Schedule—


(a) “the commencement day” means the day on which section 66(1)(a)
(repeal of Part 7 of the Mental Health Act) comes into force,


(b) “the former Court of Protection” means the office abolished by
section 45, and


(c) “the new Court of Protection” means the court established by that
section.
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PART 2


REPEAL OF THE ENDURING POWERS OF ATTORNEY ACT 1985


Orders, determinations, etc.


11 (1) Any order or determination made, or other thing done, under the 1985 Act
which has effect immediately before the commencement day continues to
have effect despite the repeal of that Act.


(2) In so far as any such order, determination or thing could have been made or
done under Schedule 4 if it had then been in force—


(a) it is to be treated as made or done under that Schedule, and


(b) the powers of variation and discharge exercisable by the court apply
accordingly.


(3) Any instrument registered under the 1985 Act is to be treated as having been
registered by the Public Guardian under Schedule 4.


(4) This paragraph is without prejudice to section 16 of the Interpretation Act
1978 (c. 30) (general savings on repeal).


Pending proceedings


12 (1) An application for the exercise of a power under the 1985 Act which is
pending immediately before the commencement day is to be treated, in so
far as a corresponding power is exercisable under Schedule 4, as an
application for the exercise of that power.


(2) For the purposes of sub-paragraph (1)—


(a) a pending application under section 4(2) of the 1985 Act for the
registration of an instrument is to be treated as an application to the
Public Guardian under paragraph 4 of Schedule 4 and any notice
given in connection with that application under Schedule 1 to the
1985 Act is to be treated as given under Part 3 of Schedule 4,


(b) a notice of objection to the registration of an instrument is to be
treated as a notice of objection under paragraph 13 of Schedule 4, and


(c) pending proceedings under section 5 of the 1985 Act are to be treated
as proceedings on an application for the exercise by the court of a
power which would become exercisable in relation to an instrument
under paragraph 16(2) of Schedule 4 on its registration.


Appeals


13 (1) The 1985 Act and, so far as relevant, the provisions of Part 7 of the Mental
Health Act and the rules made under it as applied by section 10 of the 1985
Act are to continue to have effect in relation to any appeal brought by virtue
of section 10(1)(c) of the 1985 Act which has not been determined before the
commencement day.


(2) If, in the case of an appeal brought by virtue of section 105(1) of the Mental
Health Act as applied by section 10(1)(c) of the 1985 Act (appeal to
nominated judge), the judge nominated under section 93 of the Mental
Health Act has begun to hear the appeal, he is to continue to do so but
otherwise the appeal is to be heard by a puisne judge of the High Court
nominated under section 46.
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Exercise of powers of donor as trustee


14 (1) Section 2(8) of the 1985 Act (which prevents a power of attorney under
section 25 of the Trustee Act 1925 (c. 19) as enacted from being an enduring
power) is to continue to apply to any enduring power—


(a) created before 1st March 2000, and


(b) having effect immediately before the commencement day.


(2) Section 3(3) of the 1985 Act (which entitles the donee of an enduring power
to exercise the donor’s powers as trustee) is to continue to apply to any
enduring power to which, as a result of the provision mentioned in sub-
paragraph (3), it applies immediately before the commencement day.


(3) The provision is section 4(3)(a) of the Trustee Delegation Act 1999 (c. 15)
(which provides for section 3(3) of the 1985 Act to cease to apply to an
enduring power when its registration is cancelled, if it was registered in
response to an application made before 1st March 2001).


(4) Even though section 4 of the 1999 Act is repealed by this Act, that section is
to continue to apply in relation to an enduring power—


(a) to which section 3(3) of the 1985 Act applies as a result of sub-
paragraph (2), or


(b) to which, immediately before the repeal of section 4 of the 1999 Act,
section 1 of that Act applies as a result of section 4 of it.


(5) The reference in section 1(9) of the 1999 Act to section 4(6) of that Act is to be
read with sub-paragraphs (2) to (4).


Interpretation


15 In this Part of this Schedule, “the commencement day” means the day on
which section 66(1)(b) (repeal of the 1985 Act) comes into force.


SCHEDULE 6 Section 67(1)


MINOR AND CONSEQUENTIAL AMENDMENTS 


Fines and Recoveries Act 1833 (c. 74)


1 (1) The Fines and Recoveries Act 1833 (c. 74) is amended as follows.


(2) In section 33 (case where protector of settlement lacks capacity to act), for the
words from “shall be incapable” to “is incapable as aforesaid” substitute
“lacks capacity (within the meaning of the Mental Capacity Act 2005) to
manage his property and affairs, the Court of Protection is to take his place
as protector of the settlement while he lacks capacity”.


(3) In sections 48 and 49 (mental health jurisdiction), for each reference to the
judge having jurisdiction under Part 7 of the Mental Health Act substitute a
reference to the Court of Protection.
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Improvement of Land Act 1864 (c. 114)


2 In section 68 of the Improvement of Land Act 1864 (c. 114) (apportionment
of rentcharges)—


(a) for “, curator, or receiver of” substitute “or curator of, or a deputy
with powers in relation to property and affairs appointed by the
Court of Protection for,”, and


(b) for “or patient within the meaning of Part VII of the Mental Health
Act 1983” substitute “person who lacks capacity (within the meaning
of the Mental Capacity Act 2005) to receive the notice”.


Trustee Act 1925 (c. 19)


3 (1) The Trustee Act 1925 (c. 19) is amended as follows.


(2) In section 36 (appointment of new trustee)—


(a) in subsection (6C), for the words from “a power of attorney” to the
end, substitute “an enduring power of attorney or lasting power of
attorney registered under the Mental Capacity Act 2005”, and


(b) in subsection (9)—


(i) for the words from “is incapable” to “exercising” substitute
“lacks capacity to exercise”, and


(ii) for the words from “the authority” to the end substitute “the
Court of Protection”.


(3) In section 41(1) (power of court to appoint new trustee) for the words from
“is incapable” to “exercising” substitute “lacks capacity to exercise”.


(4) In section 54 (mental health jurisdiction)—


(a) for subsection (1) substitute—


“(1) Subject to subsection (2), the Court of Protection may not
make an order, or give a direction or authority, in relation to
a person who lacks capacity to exercise his functions as
trustee, if the High Court may make an order to that effect
under this Act.”, 


(b) in subsection (2)—


(i) for the words from the beginning to “of a receiver” substitute
“Where a person lacks capacity to exercise his functions as a
trustee and a deputy is appointed for him by the Court of
Protection or an application for the appointment of a
deputy”,


(ii) for “the said authority”, in each place, substitute “the Court
of Protection”, and


(iii) for “the patient”, in each place, substitute “the person
concerned”, and


(c) omit subsection (3).


(5) In section 55 (order made on particular allegation to be conclusive evidence
of it)—


(a) for the words from “Part VII” to “Northern Ireland” substitute
“sections 15 to 20 of the Mental Capacity Act 2005 or any
corresponding provisions having effect in Northern Ireland”, and
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(b) for paragraph (a) substitute—


“(a) that a trustee or mortgagee lacks capacity in relation
to the matter in question;”.


(6) In section 68 (definitions), at the end add—


“(3) Any reference in this Act to a person who lacks capacity in relation
to a matter is to a person—


(a) who lacks capacity within the meaning of the Mental
Capacity Act 2005 in relation to that matter, or


(b) in respect of whom the powers conferred by section 48 of that
Act are exercisable and have been exercised in relation to that
matter.”.


Law of Property Act 1925 (c. 20)


4 (1) The Law of Property Act 1925 (c. 20) is amended as follows.


(2) In section 22 (conveyances on behalf of persons who lack capacity)—


(a) in subsection (1)—


(i) for the words from “in a person suffering” to “is acting”
substitute “, either solely or jointly with any other person or
persons, in a person lacking capacity (within the meaning of
the Mental Capacity Act 2005) to convey or create a legal
estate, a deputy appointed for him by the Court of Protection
or (if no deputy is appointed”, and


(ii) for “the authority having jurisdiction under Part VII of the
Mental Health Act 1983” substitute “the Court of Protection”,


(b) in subsection (2), for “is incapable, by reason of mental disorder, of
exercising” substitute “lacks capacity (within the meaning of that
Act) to exercise”, and


(c) in subsection (3), for the words from “an enduring power” to the end
substitute “an enduring power of attorney or lasting power of
attorney (within the meaning of the 2005 Act) is entitled to act for the
trustee who lacks capacity in relation to the dealing.”.


(3) In section 205(1) (interpretation), omit paragraph (xiii).


Administration of Estates Act 1925 (c. 23)


5 (1) The Administration of Estates Act 1925 (c. 23) is amended as follows.


(2) In section 41(1) (powers of personal representatives to appropriate), in the
proviso—


(a) in paragraph (ii)—


(i) for the words from “is incapable” to “the consent” substitute
“lacks capacity (within the meaning of the Mental Capacity
Act 2005) to give the consent, it”, and


(ii) for “or receiver” substitute “or a person appointed as deputy
for him by the Court of Protection”, and


(b) in paragraph (iv), for “no receiver is acting for a person suffering
from mental disorder” substitute “no deputy is appointed for a
person who lacks capacity to consent”.
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(3) Omit section 55(1)(viii) (definitions of “person of unsound mind” and
“defective”).


National Assistance Act 1948 (c. 29)


6 In section 49 of the National Assistance Act 1948 (c. 29) (expenses of council
officers acting for persons who lack capacity)—


(a) for the words from “applies” to “affairs of a patient” substitute
“applies for appointment by the Court of Protection as a deputy”,
and


(b) for “such functions” substitute “his functions as deputy”.


U.S.A. Veterans’ Pensions (Administration) Act 1949 (c. 45)


7 In section 1 of the U.S.A. Veterans’ Pensions (Administration) Act 1949
(c. 45) (administration of pensions)—


(a) in subsection (4), omit the words from “or for whom” to “1983”, and


(b) after subsection (4), insert—


“(4A) An agreement under subsection (1) is not to be made in
relation to a person who lacks capacity (within the meaning
of the Mental Capacity Act 2005) for the purposes of this Act
if—


(a) there is a donee of an enduring power of attorney or
lasting power of attorney (within the meaning of the
2005 Act), or a deputy appointed for the person by the
Court of Protection, and


(b) the donee or deputy has power in relation to the
person for the purposes of this Act.


(4B) The proviso at the end of subsection (4) also applies in
relation to subsection (4A).”.


Intestates’ Estates Act 1952 (c. 64)


8 In Schedule 2 to the Intestates’ Estates Act 1952 (c. 64) (rights of surviving
spouse or civil partner in relation to home), for paragraph 6(1) substitute—


 “(1) Where the surviving spouse or civil partner lacks capacity (within
the meaning of the Mental Capacity Act 2005) to make a
requirement or give a consent under this Schedule, the
requirement or consent may be made or given by a deputy
appointed by the Court of Protection with power in that respect or,
if no deputy has that power, by that court.”. 


Variation of Trusts Act 1958 (c. 53)


9 In section 1 of the Variation of Trusts Act 1958 (c. 53) (jurisdiction of courts
to vary trusts)—


(a) in subsection (3), for the words from “shall be determined” to the end
substitute “who lacks capacity (within the meaning of the Mental
Capacity Act 2005) to give his assent is to be determined by the Court
of Protection”, and


(b) in subsection (6), for the words from “the powers” to the end
substitute “the powers of the Court of Protection”.
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Administration of Justice Act 1960 (c. 65)


10 In section 12(1)(b) of the Administration of Justice Act 1960 (c. 65) (contempt
of court to publish information about proceedings in private relating to
persons with incapacity) for the words from “under Part VIII” to “that Act”
substitute “under the Mental Capacity Act 2005, or under any provision of
the Mental Health Act 1983”.


Industrial and Provident Societies Act 1965 (c. 12)


11 In section 26 of the Industrial and Provident Societies Act 1965 (c. 12)
(payments for mentally incapable people), for subsection (2) substitute—


“(2) Subsection (1) does not apply where the member or person
concerned lacks capacity (within the meaning of the Mental Capacity
Act 2005) for the purposes of this Act and—


(a) there is a donee of an enduring power of attorney or lasting
power of attorney (within the meaning of the 2005 Act), or a
deputy appointed for the member or person by the Court of
Protection, and


(b) the donee or deputy has power in relation to the member or
person for the purposes of this Act.”.


Compulsory Purchase Act 1965 (c. 56)


12 In Schedule 1 to the Compulsory Purchase Act 1965 (c. 56) (persons without
power to sell their interests), for paragraph 1(2)(b) substitute—


“(b) do not have effect in relation to a person who lacks
capacity (within the meaning of the Mental Capacity Act
2005) for the purposes of this Act if—


(i) there is a donee of an enduring power of attorney
or lasting power of attorney (within the meaning of
the 2005 Act), or a deputy appointed for the person
by the Court of Protection, and


(ii) the donee or deputy has power in relation to the
person for the purposes of this Act.”.


Leasehold Reform Act 1967 (c. 88)


13 (1) For section 26(2) of the Leasehold Reform Act 1967 (c. 88) (landlord lacking
capacity) substitute—


“(2) Where a landlord lacks capacity (within the meaning of the Mental
Capacity Act 2005) to exercise his functions as a landlord, those
functions are to be exercised—


(a) by a donee of an enduring power of attorney or lasting power
of attorney (within the meaning of the 2005 Act), or a deputy
appointed for him by the Court of Protection, with power to
exercise those functions, or


(b) if no donee or deputy has that power, by a person authorised
in that respect by that court.”.


(2) That amendment does not affect any proceedings pending at the
commencement of this paragraph in which a receiver or a person authorised
under Part 7 of the Mental Health Act is acting on behalf of the landlord.
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Medicines Act 1968 (c. 67)


14 In section 72 of the Medicines Act 1968 (c. 67) (pharmacist lacking
capacity)—


(a) in subsection (1)(c), for the words from “a receiver” to “1959”
substitute “he becomes a person who lacks capacity (within the
meaning of the Mental Capacity Act 2005) to carry on the business”,


(b) after subsection (1) insert—


“(1A) In subsection (1)(c), the reference to a person who lacks
capacity to carry on the business is to a person—


(a) in respect of whom there is a donee of an enduring
power of attorney or lasting power of attorney
(within the meaning of the Mental Capacity Act 2005),
or


(b) for whom a deputy is appointed by the Court of
Protection,


and in relation to whom the donee or deputy has power for
the purposes of this Act.”,


(c) in subsection (3)(d)—


(i) for “receiver” substitute “deputy”, and


(ii) after “guardian” insert “or from the date of registration of the
instrument appointing the donee”, and


(d) in subsection (4)(c), for “receiver” substitute “donee, deputy”.


Family Law Reform Act 1969 (c. 46)


15 For section 21(4) of the Family Law Reform Act 1969 (c. 46) (consent required
for taking of bodily sample from person lacking capacity), substitute—


“(4) A bodily sample may be taken from a person who lacks capacity
(within the meaning of the Mental Capacity Act 2005) to give his
consent, if consent is given by the court giving the direction under
section 20 or by—


(a) a donee of an enduring power of attorney or lasting power of
attorney (within the meaning of that Act), or


(b) a deputy appointed, or any other person authorised, by the
Court of Protection,


with power in that respect.”.


Local Authority Social Services Act 1970 (c. 42)


16 (1) Schedule 1 to the Local Authority Social Services Act 1970 (c. 42)
(enactments conferring functions assigned to social services committee) is
amended as follows.


(2) In the entry for section 49 of the National Assistance Act 1948 (expenses of
local authority officer appointed for person who lacks capacity) for
“receiver” substitute “deputy”.


(3) At the end, insert—


“Mental Capacity Act 2005
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Courts Act 1971 (c. 23)


17 In Part 1A of Schedule 2 to the Courts Act 1971 (c. 23) (office-holders eligible
for appointment as circuit judges), omit the reference to a Master of the
Court of Protection.


Local Government Act 1972 (c. 70)


18 (1) Omit section 118 of the Local Government Act 1972 (c. 70) (payment of
pension etc. where recipient lacks capacity).


(2) Sub-paragraph (3) applies where, before the commencement of this
paragraph, a local authority has, in respect of a person referred to in that
section as “the patient”, made payments under that section—


(a) to an institution or person having the care of the patient, or


(b) in accordance with subsection (1)(a) or (b) of that section.


(3) The local authority may, in respect of the patient, continue to make
payments under that section to that institution or person, or in accordance
with subsection (1)(a) or (b) of that section, despite the repeal made by sub-
paragraph (1).


Matrimonial Causes Act 1973 (c. 18)


19 In section 40 of the Matrimonial Causes Act 1973 (c. 18) (payments to person
who lacks capacity) (which becomes subsection (1))—


(a) for the words from “is incapable” to “affairs” substitute “(“P”) lacks
capacity (within the meaning of the Mental Capacity Act 2005) in
relation to the provisions of the order”,


(b) for “that person under Part VIII of that Act” substitute “P under that
Act”,


(c) for the words from “such persons” to the end substitute “such person
(“D”) as it may direct”, and


(d) at the end insert—


“(2) In carrying out any functions of his in relation to an order
made under subsection (1), D must act in P’s best interests
(within the meaning of that Act).”.


Juries Act 1974 (c. 23)


20 In Schedule 1 to the Juries Act 1974 (c. 23) (disqualification for jury service),
for paragraph 3 substitute—


“3 A person who lacks capacity, within the meaning of the Mental
Capacity Act 2005, to serve as a juror.”.


Section 39 Instructing independent mental
capacity advocate before
providing accommodation for
person lacking capacity.


Section 49 Reports in proceedings.”.
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Consumer Credit Act 1974 (c. 39)


21 For section 37(1)(c) of the Consumer Credit Act 1974 (c. 39) (termination of
consumer credit licence if holder lacks capacity) substitute—


“(c) becomes a person who lacks capacity (within the meaning of
the Mental Capacity Act 2005) to carry on the activities
covered by the licence.”.


Solicitors Act 1974 (c. 47)


22 (1) The Solicitors Act 1974 (c. 47) is amended as follows.


(2) For section 12(1)(j) (application for practising certificate by solicitor lacking
capacity) substitute—


“(j) while he lacks capacity (within the meaning of the Mental
Capacity Act 2005) to act as a solicitor and powers under
sections 15 to 20 or section 48 of that Act are exercisable in
relation to him;”.


(3) In section 62(4) (contentious business agreements made by clients) for
paragraphs (c) and (d) substitute—


“(c) as a deputy for him appointed by the Court of Protection with
powers in relation to his property and affairs, or


(d) as another person authorised under that Act to act on his
behalf.”.


(4) In paragraph 1(1) of Schedule 1 (circumstances in which Law Society may
intervene in solicitor’s practice), for paragraph (f) substitute—


“(f) a solicitor lacks capacity (within the meaning of the Mental
Capacity Act 2005) to act as a solicitor and powers under
sections 15 to 20 or section 48 of that Act are exercisable in
relation to him;”.


Local Government (Miscellaneous Provisions) Act 1976 (c. 57)


23 In section 31 of the Local Government (Miscellaneous Provisions) Act 1976
(c. 57) (the title to which becomes “Indemnities for local authority officers
appointed as deputies or administrators”), for the words from “as a receiver”
to “1959” substitute “as a deputy for a person by the Court of Protection”.


Sale of Goods Act 1979 (c. 54)


24 In section 3(2) of the Sale of Goods Act 1979 (c. 54) (capacity to buy and sell)
the words “mental incapacity or” cease to have effect in England and Wales.


Limitation Act 1980 (c. 58)


25 In section 38 of the Limitation Act 1980 (c. 58) (interpretation) substitute—


(a) in subsection (2) for “of unsound mind” substitute “lacks capacity
(within the meaning of the Mental Capacity Act 2005) to conduct
legal proceedings”, and


(b) omit subsections (3) and (4).
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Public Passenger Vehicles Act 1981 (c. 14)


26 In section 57(2)(c) of the Public Passenger Vehicles Act 1981 (c. 14)
(termination of public service vehicle licence if holder lacks capacity) for the
words from “becomes a patient” to “or” substitute “becomes a person who
lacks capacity (within the meaning of the Mental Capacity Act 2005) to use
a vehicle under the licence, or”.


Judicial Pensions Act 1981 (c. 20)


27 In Schedule 1 to the Judicial Pensions Act 1981 (c. 20) (pensions of Supreme
Court officers, etc.), in paragraph 1, omit the reference to a Master of the
Court of Protection except in the case of a person holding that office
immediately before the commencement of this paragraph or who had
previously retired from that office or died.


Supreme Court Act 1981 (c. 54)


28 In Schedule 2 to the Supreme Court Act 1981 (c. 54) (qualifications for
appointment to office in Supreme Court), omit paragraph 11 (Master of the
Court of Protection).


Mental Health Act 1983 (c. 20)


29 (1) The Mental Health Act is amended as follows.


(2) In section 134(3) (cases where correspondence of detained patients may not
be withheld) for paragraph (b) substitute—


“(b) any judge or officer of the Court of Protection, any of the
Court of Protection Visitors or any person asked by that
Court for a report under section 49 of the Mental Capacity
Act 2005 concerning the patient;”.


(3) In section 139 (protection for acts done in pursuance of 1983 Act), in
subsection (1), omit from “or in, or in pursuance” to “Part VII of this Act,”.


(4) Section 142 (payment of pension etc. where recipient lacks capacity) ceases
to have effect in England and Wales.


(5) Sub-paragraph (6) applies where, before the commencement of sub-
paragraph (4), an authority has, in respect of a person referred to in that
section as “the patient”, made payments under that section—


(a) to an institution or person having the care of the patient, or


(b) in accordance with subsection (2)(a) or (b) of that section.


(6) The authority may, in respect of the patient, continue to make payments
under that section to that institution or person, or in accordance with
subsection (2)(a) or (b) of that section, despite the amendment made by sub-
paragraph (4).


(7) In section 145(1) (interpretation), in the definition of “patient”, omit “(except
in Part VII of this Act)”.


(8) In section 146 (provisions having effect in Scotland), omit from “104(4)” to
“section),”.
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(9) In section 147 (provisions having effect in Northern Ireland), omit from
“104(4)” to “section),”.


Administration of Justice Act 1985 (c. 61)


30 In section 18(3) of the Administration of Justice Act 1985 (c. 61) (licensed
conveyancer who lacks capacity), for the words from “that person” to the
end substitute “he becomes a person who lacks capacity (within the meaning
of the Mental Capacity Act 2005) to practise as a licensed conveyancer.”.


Insolvency Act 1986 (c. 45)


31 (1) The Insolvency Act 1986 (c. 45) is amended as follows.


(2) In section 389A (people not authorised to act as nominee or supervisor in
voluntary arrangement), in subsection (3)—


(a) omit the “or” immediately after paragraph (b),


(b) in paragraph (c), omit “Part VII of the Mental Health Act 1983 or”,
and


(c) after that paragraph, insert “, or


(d) he lacks capacity (within the meaning of the Mental
Capacity Act 2005) to act as nominee or supervisor”.


(3) In section 390 (people not qualified to be insolvency practitioners), in
subsection (4)—


(a) omit the “or” immediately after paragraph (b),


(b) in paragraph (c), omit “Part VII of the Mental Health Act 1983 or”,
and


(c) after that paragraph, insert “, or


(d) he lacks capacity (within the meaning of the Mental
Capacity Act 2005) to act as an insolvency
practitioner.”.


Building Societies Act 1986 (c. 53)


32 In section 102D(9) of the Building Societies Act 1986 (c. 53) (references to a
person holding an account on trust for another)—


(a) in paragraph (a), for “Part VII of the Mental Health Act 1983”
substitute “the Mental Capacity Act 2005”, and


(b) for paragraph (b) substitute—


“(b) to an attorney holding an account for another person
under—


(i) an enduring power of attorney or lasting
power of attorney registered under the Mental
Capacity Act 2005, or


(ii) an enduring power registered under the
Enduring Powers of Attorney (Northern
Ireland) Order 1987;”.


Public Trustee and Administration of Funds Act 1986 (c. 57)


33 In section 3 of the Public Trustee and Administration of Funds Act 1986
(c. 57) (functions of the Public Trustee)—
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(a) for subsections (1) to (5) substitute—


“(1) The Public Trustee may exercise the functions of a deputy
appointed by the Court of Protection.”,


(b) in subsection (6), for “the 1906 Act” substitute “the Public Trustee Act
1906”, and


(c) omit subsection (7).


Patronage (Benefices) Measure 1986 (No.3)


34 (1) The Patronage (Benefices) Measure 1986 (No. 3) is amended as follows.


(2) In section 5 (rights of patronage exercisable otherwise than by registered
patron), after subsection (3) insert—


“(3A) The reference in subsection (3) to a power of attorney does not
include an enduring power of attorney or lasting power of attorney
(within the meaning of the Mental Capacity Act 2005).”


(3) In section 9 (information to be sent to designated officer when benefice
becomes vacant), after subsection (5) insert—


“(5A) Subsections (5B) and (5C) apply where the functions of a registered
patron are, as a result of paragraph 10 of Schedule 2 to the Mental
Capacity Act 2005 (patron’s loss of capacity to discharge functions),
to be discharged by an individual appointed by the Court of
Protection.


(5B) If the individual is a clerk in Holy Orders, subsection (5) applies to
him as it applies to the registered patron.


(5C) If the individual is not a clerk in Holy Orders, subsection (1) (other
than paragraph (b)) applies to him as it applies to the registered
patron.”


Courts and Legal Services Act 1990 (c. 41)


35 (1) The Courts and Legal Services Act 1990 (c. 41) is amended as follows.


(2) In Schedule 11 (judges etc. barred from legal practice), for the reference to a
Master of the Court of Protection substitute a reference to each of the
following—


(a) Senior Judge of the Court of Protection,


(b) President of the Court of Protection,


(c) Vice-President of the Court of Protection.


(3) In paragraph 5(3) of Schedule 14 (exercise of powers of intervention in
registered foreign lawyer’s practice), for paragraph (f) substitute—


“(f) he lacks capacity (within the meaning of the Mental
Capacity Act 2005) to act as a registered foreign lawyer and
powers under sections 15 to 20 or section 48 are exercisable
in relation to him;”.


Child Support Act 1991 (c. 48)


36 In section 50 of the Child Support Act 1991 (c. 48) (unauthorised disclosure
of information)—
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(a) in subsection (8)—


(i) immediately after paragraph (a), insert “or”,


(ii) omit paragraphs (b) and (d) and the “or” immediately after
paragraph (c), and


(iii) for “, receiver, custodian or appointee” substitute “or
custodian”, and


(b) after that subsection, insert—


“(9) Where the person to whom the information relates lacks
capacity (within the meaning of the Mental Capacity Act
2005) to consent to its disclosure, the appropriate person is—


(a) a donee of an enduring power of attorney or lasting
power of attorney (within the meaning of that Act), or


(b) a deputy appointed for him, or any other person
authorised, by the Court of Protection,


with power in that respect.”.


Social Security Administration Act 1992 (c. 5)


37 In section 123 of the Social Security Administration Act 1992 (c. 5)
(unauthorised disclosure of information)—


(a) in subsection (10), omit—


(i) in paragraph (b), “a receiver appointed under section 99 of
the Mental Health Act 1983 or”,


(ii) in paragraph (d)(i), “sub-paragraph (a) of rule 41(1) of the
Court of Protection Rules 1984 or”,


(iii) in paragraph (d)(ii), “a receiver ad interim appointed under
sub-paragraph (b) of the said rule 41(1) or”, and


(iv) “receiver,”, and


(b) after that subsection, insert—


“(11) Where the person to whom the information relates lacks
capacity (within the meaning of the Mental Capacity Act
2005) to consent to its disclosure, the appropriate person is—


(a) a donee of an enduring power of attorney or lasting
power of attorney (within the meaning of that Act), or


(b) a deputy appointed for him, or any other person
authorised, by the Court of Protection,


with power in that respect.”.


Judicial Pensions and Retirement Act 1993 (c. 8)


38 (1) The Judicial Pensions and Retirement Act 1993 (c. 8) is amended as follows.


(2) In Schedule 1 (qualifying judicial offices), in Part 2, under the cross-heading
“Court officers”, omit the reference to a Master of the Court of Protection
except in the case of a person holding that office immediately before the
commencement of this sub-paragraph or who had previously retired from
that office or died.


(3) In Schedule 5 (retirement: the relevant offices), omit the entries relating to
the Master and Deputy or temporary Master of the Court of Protection,
except in the case of a person holding any of those offices immediately
before the commencement of this sub-paragraph.
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(4) In Schedule 7 (retirement: transitional provisions), omit paragraph 5(5)(i)(g)
except in the case of a person holding office as a deputy or temporary Master
of the Court of Protection immediately before the commencement of this
sub-paragraph.


Leasehold Reform, Housing and Urban Development Act 1993 (c. 28)


39 (1) For paragraph 4 of Schedule 2 to the Leasehold Reform, Housing and Urban
Development Act 1993 (c. 28) (landlord under a disability), substitute—


“4 (1) This paragraph applies where a Chapter I or Chapter II landlord
lacks capacity (within the meaning of the Mental Capacity Act
2005) to exercise his functions as a landlord.


(2) For the purposes of the Chapter concerned, the landlord’s place is
to be taken—


(a) by a donee of an enduring power of attorney or lasting
power of attorney (within the meaning of the 2005 Act), or
a deputy appointed for him by the Court of Protection,
with power to exercise those functions, or


(b) if no deputy or donee has that power, by a person
authorised in that respect by that court.”.


(2) That amendment does not affect any proceedings pending at the
commencement of this paragraph in which a receiver or a person authorised
under Part 7 of the Mental Health Act 1983 (c. 20) is acting on behalf of the
landlord.


Goods Vehicles (Licensing of Operators) Act 1995 (c. 23)


40 (1) The Goods Vehicles (Licensing of Operators) Act 1995 (c. 23) is amended as
follows.


(2) In section 16(5) (termination of licence), for “he becomes a patient within the
meaning of Part VII of the Mental Health Act 1983” substitute “he becomes
a person who lacks capacity (within the meaning of the Mental Capacity Act
2005) to use a vehicle under the licence”.


(3) In section 48 (licence not to be transferable, etc.)—


(a) in subsection (2)—


(i) for “or become a patient within the meaning of Part VII of the
Mental Health Act 1983” substitute “, or become a person
who lacks capacity (within the meaning of the Mental
Capacity Act 2005) to use a vehicle under the licence,”, and


(ii) in paragraph (a), for “became a patient” substitute “became a
person who lacked capacity in that respect”, and


(b) in subsection (5), for “a patient within the meaning of Part VII of the
Mental Health Act 1983” substitute “a person lacking capacity”.


Disability Discrimination Act 1995 (c. 50)


41 In section 20(7) of the Disability Discrimination Act 1995 (c. 50) (regulations
to disapply provisions about incapacity), in paragraph (b), for “Part VII of
the Mental Health Act 1983” substitute “the Mental Capacity Act 2005”.
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Trusts of Land and Appointment of Trustees Act 1996 (c. 47)


42 (1) The Trusts of Land and Appointment of Trustees Act 1996 (c. 47) is amended
as follows.


(2) In section 9 (delegation by trustees), in subsection (6), for the words from “an
enduring power” to the end substitute “an enduring power of attorney or
lasting power of attorney within the meaning of the Mental Capacity Act
2005”.


(3) In section 20 (the title to which becomes “Appointment of substitute for
trustee who lacks capacity”)—


(a) in subsection (1)(a), for “is incapable by reason of mental disorder of
exercising” substitute “lacks capacity (within the meaning of the
Mental Capacity Act 2005) to exercise”, and


(b) in subsection (2)—


(i) for paragraph (a) substitute—


“(a) a deputy appointed for the trustee by the Court of
Protection,”,


(ii) in paragraph (b), for the words from “a power of attorney” to
the end substitute “an enduring power of attorney or lasting
power of attorney registered under the Mental Capacity Act
2005”, and


(iii) in paragraph (c), for the words from “the authority” to the
end substitute “the Court of Protection”.


Human Rights Act 1998 (c. 42)


43 In section 4(5) of the Human Rights Act 1998 (c. 42) (courts which may make
declarations of incompatibility), after paragraph (e) insert—


“(f) the Court of Protection, in any matter being dealt with by the
President of the Family Division, the Vice-Chancellor or a
puisne judge of the High Court.”


Access to Justice Act 1999 (c. 22)


44 In paragraph 1 of Schedule 2 to the Access to Justice Act 1999 (c. 22) (services
excluded from the Community Legal Service), after paragraph (e) insert—


“(ea) the creation of lasting powers of attorney under the Mental
Capacity Act 2005,


(eb) the making of advance decisions under that Act,”.


Adoption and Children Act 2002 (c. 38)


45 In section 52(1)(a) of the Adoption and Children Act 2002 (c. 38) (parental
consent to adoption), for “is incapable of giving consent” substitute “lacks
capacity (within the meaning of the Mental Capacity Act 2005) to give
consent”.


Licensing Act 2003 (c. 17)


46 (1) The Licensing Act 2003 (c.17) is amended as follows.
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(2) In section 27(1) (lapse of premises licence), for paragraph (b) substitute—


“(b) becomes a person who lacks capacity (within the meaning of
the Mental Capacity Act 2005) to hold the licence,”.


(3) In section 47 (interim authority notice in relation to premises licence)—


(a) in subsection (5), for paragraph (b) substitute—


“(b) the former holder lacks capacity (within the meaning
of the Mental Capacity Act 2005) to hold the licence
and that person acts for him under an enduring
power of attorney or lasting power of attorney
registered under that Act,”, and


(b) in subsection (10), omit the definition of “mentally incapable”.


Courts Act 2003 (c. 39)


47 (1) The Courts Act 2003 (c. 39) is amended as follows.


(2) In section 1(1) (the courts in relation to which the Lord Chancellor must
discharge his general duty), after paragraph (a) insert—


“(aa) the Court of Protection,”.


(3) In section 64(2) (judicial titles which the Lord Chancellor may by order
alter)—


(a) omit the reference to a Master of the Court of Protection, and


(b) at the appropriate place insert a reference to each of the following—


(i) Senior Judge of the Court of Protection,


(ii) President of the Court of Protection,


(iii) Vice-president of the Court of Protection.


SCHEDULE 7 Section 67(2)


REPEALS 


Short title and chapter Extent of repeal


Trustee Act 1925 (c. 19) Section 54(3).


Law of Property Act 1925 (c. 20) Section 205(1)(xiii).


Administration of Estates Act
1925 (c. 23)


Section 55(1)(viii)


U.S.A. Veterans’ Pensions
(Administration) Act 1949
(c. 45)


In section 1(4), the words from “or for whom” to
“1983”.
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Mental Health Act 1959 (c. 72) In Schedule 7, in Part 1, the entries relating to—
section 33 of the Fines and Recoveries Act
1833,
section 68 of the Improvement of Land Act
1864,
section 55 of the Trustee Act 1925,
section 205(1) of the Law of Property Act
1925,
section 49 of the National Assistance Act 1948,
and
section 1 of the Variation of Trusts Act 1958.


Courts Act 1971 (c. 23) In Schedule 2, in Part 1A, the words “Master of
the Court of Protection”.


Local Government Act 1972
(c. 70)


Section 118.


Limitation Act 1980 (c. 58) Section 38(3) and (4).


Supreme Court Act 1981 (c. 54) In Schedule 2, in Part 2, paragraph 11.


Mental Health Act 1983 (c. 20) Part 7.
In section 139(1) the words from “or in, or in


pursuance” to “Part VII of this Act,”.
In section 145(1), in the definition of “patient”


the words “(except in Part VII of this Act)”.
In sections 146 and 147 the words from “104(4)”


to “section),”.
Schedule 3.
In Schedule 4, paragraphs 1, 2, 4, 5, 7, 9, 14, 20,


22, 25, 32, 38, 55 and 56.
In Schedule 5, paragraphs 26, 43, 44 and 45.


Enduring Powers of Attorney
Act 1985 (c. 29)


The whole Act.


Insolvency Act 1986 (c. 45) In section 389A(3)—
the “or” immediately after paragraph (b), and
in paragraph (c), the words “Part VII of the
Mental Health Act 1983 or”.


In section 390(4)—
the “or” immediately after paragraph (b), and
in paragraph (c), the words “Part VII of the
Mental Health Act 1983 or”.


Public Trustee and
Administration of Funds Act
1986 (c. 57)


Section 2.
Section 3(7).


Child Support Act 1991 (c. 48) In section 50(8)—
paragraphs (b) and (d), and
the “or” immediately after paragraph (c).


Short title and chapter Extent of repeal
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Social Security Administration
Act 1992 (c. 5)


In section 123(10)—
in paragraph (b), “a receiver appointed under
section 99 of the Mental Health Act 1983 or”,
in paragraph (d)(i), “sub-paragraph (a) of rule
41(1) of the Court of Protection Rules Act 1984
or”,
in paragraph (d)(ii), “a receiver ad interim
appointed under sub-paragraph (b) of the
said rule 41(1) or”, and
“receiver,”.


Trustee Delegation Act 1999
(c. 15)


Section 4.
Section 6.
In section 7(3), the words “in accordance with


section 4 above”.


Care Standards Act 2000 (c. 14) In Schedule 4, paragraph 8.


Licensing Act 2003 (c. 17) In section 47(10), the definition of “mentally
incapable”.


Courts Act 2003 (c. 64) In section 64(2), the words “Master of the Court
of Protection”.


Short title and chapter Extent of repeal
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