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Introduction
The Care Quality Commission is legally required to set Equality Objectives regularly.
Under their new Equality & Diversity framework (2017 – 2019) CQC Inspectors will add
extra measures by which they rate Care Homes and NHS facilities. The current five
criteria will, for the present, remain unchanged:
 Is the service safe?
 Is the service effective?
 Is the service caring?
 Is the service responsive?
 Is the service well-led?
and the current four inspection report categories will continue to be used in each case:
! Outstanding
 Good
 Requires improvement
 Inadequate
The five new Objectives, which are the subject of today’s workshop, will be interwoven
with the five existing Inspection criteria. The new Objectives address the following:
1. Person-centred care and equality
2. Accessible information and communication
3. Equality and the well-led provider
4. Equal access to pathways of care
5. Continue to improve equality of opportunity for staff
Broadly, these new Objectives fall under two main strands or themes:
 Effective, Efficient and Accessible Communications
 Equality, Diversity and Inclusivity
In this workshop we will look at these two main strands or themes and then examine in
depth the five new Objectives.
Our aim is to give attendees a thorough understanding of the new Objectives and,
crucially, practical suggestions and advice as to how you and your staff can implement
them in the real-life settings of your care homes. We will also make available a set of
helpful documents that will be downloadable from our website and which will help to
equip your organisation to meet the new CQC Objectives.
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Effective Communication
Everyone has their own preferred method and style of communicating. Most people
simply use their own ‘natural ways’, without considering the preferred methods and
styles of the people they are communicating with. Whilst this is quite usual – and is in
no way designed to confuse or alienate others – it may mean that messages become
hard to understand for the recipients and therefore inaccessible.
Many senior people in organisations talk about the importance of communication but,
unfortunately, some do not understand the crucial difference between transmission
and communication. The latter does not occur until the recipient has received and
understood the message.
Effective communication is, possibly, the most powerful tool in a person’s operational
toolkit – and frequently the least well used.
Given that ‘Accessible Information and Communication’ is one of the five new CQC
Objectives, it is very important that we all undertake a personal communications audit
today – and ensure that all of our staff and colleagues undertake one too as soon as
possible.
We could, of course, spend the entire day looking in depth at the whole concept and
application of a wide range of types and methods of communication. Today, however,
we will examine two brain-regulated styles:
 Left brain thinking
 Right brain thinking
and three methods of communication:
 Visual
 Auditory
 Kinaesthetic
The simple exercises on the following pages will allow each workshop attendee to
discover their own preferred style and method/s and, by downloading these exercises
from the HCQC website, everyone will be able to carry out the same audit for all of their
staff and colleagues.
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LEFT AND RIGHT BRAIN THINKING STYLES (From Roger Sperry’s original research)
LEFT
Left hemisphere, cerebral cortex
CONVERGENT THINKING
 Logic
 Language
 Mathematical reasoning
 Attention to detail
 Sequence
 Order
 Analysis

RIGHT
Right hemisphere, cerebral cortex
DIVERGENT THINKING
 Rhythms
 Colours
 Shapes
 Imagining and
daydreaming
 Synthesis
 Thinking ‘out of the box’

 Most individuals have a tendency for one of these two to dominate
 Further research has shown that this dominance is not always true or exact. For
instance, there are differences between left and right-handed people; and
between men and women
 Most UK schooling has a left-brain bias; yet the most productive educational
environments synergise by integrating:
o Seriousness and play
o Art and science
o Discipline and fun
o Logic and imagination
 Without the balancing influences of intuition and awareness of a larger context,
left-brain thinking paralyses intelligence and perverts common sense
 Conversely, right-brain thinking without the influence of discipline and logic can
result in extreme ineffectiveness – or outright anarchy
 Try to develop balanced, ‘whole-brain’ thinking!

In terms of communication, the key point to remember is that you need to be aware of
your own, and your colleagues’/team’s, tendencies.
You need to tailor your style of communication to suit that of others.
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ARE YOU MAINLY LEFT OR RIGHT BRAINED IN YOUR THINKING?
Directions: Every time you read a description or characteristic on the list below that
applies to you, circle the number next to it. There is no specific number of
characteristics you must choose. After you are done, view the key on the next page and
circle the corresponding ‘L’ or ‘R’ next to your chosen numbers, then add up how many
‘L’s’ and ‘R’s’ you’ve circled and write in the total for each at the bottom of the page.
Whichever number is higher represents your dominance. If the numbers are close, that
means you use both sides of your brain equally well. There is no ‘correct’ answer.
1. I constantly look at a clock or wear a watch
2. I keep a journal or diary of my thoughts
3. I believe there is a either right and wrong way to do everything
4. I find it hard to follow directions precisely
5. The expression "Life is just a bowl of cherries" makes no sense to me
6. I frequently change my plans and find that sticking to a schedule is boring
7. I think it's easier to draw a map than tell someone how to get somewhere
8. To find a lost item, I try to picture it in my head where I last saw it
9. I frequently let my emotions guide me
10.I learn mathematics with ease
11.I'd read the directions before assembling something
12.People tell me I am always late getting to places
13.People have told me that I'm psychic
14.I need to set goals for myself to keep me on track
15.When somebody asks me a question, I turn my head to the left
16.If I have a tough decision to make, I write down the pros and the cons
17.I'd probably make a good detective
18.I learn music with ease
19.To solve a problem, I think of similar problems I have solved in the past
20.I use a lot of gestures
21.If someone asks me a question, I turn my head to the right
22.I believe there are two ways to look at almost everything
23.I have the ability to tell if people are lying or guilty of something, just by looking
at them
24.I keep a "to do" list
25.I am able to thoroughly explain my opinions in words
26.In a debate, I am objective and look at the facts before forming an opinion
27.I've considered becoming a poet, a politician, an architect, or a dancer
28.I always lose track of time
29.When trying to remember a name I forgot, I'd recite the alphabet until I
remembered it
30.I like to draw
31.When I'm confused, I usually go with my gut instinct
32.I have considered becoming a lawyer, journalist, or doctor
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THE ANALYSIS KEY
1. L
2. L
3. L
4. R
5. L
6. R
7. R
8. L
9. R
10.L
11.L
12.R
13.R
14.L
15.R
16.L
17.L
18.R
19.R
20.R
21.L
22.R
23.R
24.L
25.L
26.L
27.R
28.R
29.L
30.R
31.R
32.L

Total number of ‘L’:

Total number of ‘R’:
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VISUAL, AUDITORY AND KINAESTHETIC (VAK) STYLES
Most people have a natural tendency to prefer one style or manner of communication
to another. This is not to say that the style is exclusive or that they are unable to adopt
other – or a mixture of – styles. Many people, of course, do not even think about this;
they communicate in the manner with which they feel most comfortable.
However, to be really effective, business owners and managers need to be aware of the
different style preferences of their staff, colleagues, clients (both internal and external),
suppliers and others – and be able to tailor their own manner to suit these preferences.
All because we are seeking mutual understanding.
VISUAL people:

Prefer reading and visualising

Verbal style:

“That looks good”
“I see what you mean”

Indicators:

Their expansive handwriting
Doodles
Fast speech

AUDITORY people:

Prefer to speak and listen

Verbal style:

“That sounds good to me”
“I hear what you are saying”

Indicators:

Much use of the telephone
Buy CDs rather than books
Give speeches and presentations

KINAESTHETICS:

Prefer a sense of body

Verbal style:

“I can grasp your point”
“I’ve got a handle on that”
“It doesn’t feel right to me”

Indicators:

Use of gestures
Difficulty in sitting still
Described as ‘hands-on’ people

SEEING

HEARING

TOUCHING

ALWAYS TRY TO PITCH YOUR COMMUNICATION STYLE
TO MIRROR THAT OF THE RECIPIENT
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Learning Styles Self-Assessment Questionnaire
Please place a cross in the appropriate answer box A, B or C – or simply circle the letter
1. When I operate new equipment I generally:
Listen to an explanation from
Go ahead and have a go, I can
A Read the instructions first
B
C
someone who has used it before
figure it out as I use it
2. When I need directions for travelling I usually:
A Look at a map

B Ask for spoken directions

C

Follow my nose and maybe use
a compass

B Call a friend for an explanation

C

Follow my instincts, testing as I
cook

C

Demonstrate first and then let
them have a go

3. When I cook a new dish, I like to:
A Follow a written recipe

4. If I am teaching someone something new, I tend to:
Write instructions down for
A
B Give them a verbal explanation
them
5. I tend to say:
A Watch how I do it

B Listen to me explain

C You have a go

6. During my free time I most enjoy:
Listening to music and talking to
my friends
7. When I go shopping for clothes, I tend to:
Imagine what they would look
A
B Discuss them with the shop staff
like on
A Going to museums and galleries

B

C Playing sport or doing DIY

C Try them on and test them out

8. When I am choosing a holiday I usually:
A Read lots of brochures

B

Listen to recommendations
from friends

9. If I was buying a new car, I would:
Read reviews in newspapers and
Discuss what I need with my
A
B
magazines
friends
10. When I am learning a new skill, I am most comfortable:
Watching what the teacher is
Talking through with the teacher
A
B
doing
exactly what I’m supposed to do
11. If I am choosing food off a menu, I tend to:
Imagine what the food will look
Talk through the options in my
A
B
like
head or with my partner
12. When I listen to a band, I can’t help:
Watching the band members
Listening to the lyrics and the
A and other people in the
B
beats
audience

C

Imagine what it would be like to
be there

C Test-drive lots of different types

C

Giving it a try myself and work it
out as I go

C

Imagine what the food will taste
like

C Moving in time with the music

13. When I concentrate, I most often:
A

Focus on the words or the
pictures in front of me

B

Discuss the problem and the
possible solutions in my head

14. I choose household furnishings because I like:
The descriptions the salesA Their colours and how they look B
people give me

Move around a lot, fiddle with
C pens and pencils and touch
things

C

Their textures and what it feels
like to touch them

15. My first memory is of:
A Looking at something

B Being spoken to

C Doing something
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16. When I am anxious, I:
Visualise the worst-case
A
scenarios

B

Talk over in my head what
worries me most

C

Can’t sit still, fiddle and move
around constantly

17. I feel especially connected to other people because of:
A How they look

B What they say to me

C How they make me feel

18. When I have to revise for an exam, I generally:
Write lots of revision notes and
Talk over my notes, alone or
A
B
diagrams
with other people
19. If I am explaining to someone I tend to:
A Show them what I mean
20. I really love:
Watching films, photography,
A looking at art or people
watching

C

Imagine making the movement
or creating the formula

B

Explain to them in different
ways until they understand

Encourage them to try and talk
C them through my idea as they
do it

B

Listening to music, the radio or
talking to friends

Taking part in sporting activities,
C eating fine foods and wines or
dancing

21. Most of my free time is spent:
A Watching television

B Talking to friends

C

Doing physical activity or making
things

22. When I first contact a new person, I usually:
A Arrange a face to face meeting

B Talk to them on the telephone

Try to get together whilst doing
C something else, such as an
activity or a meal

B Sound and speak

C Stand and move

23. I first notice how people:
A Look and dress
24. If I am angry, I tend to:
A

Keep replaying in my mind what
it is that has upset me

B

Raise my voice and tell people
how I feel

Stamp about, slam doors and
C physically demonstrate my
anger

25. I find it easiest to remember:
A Faces

B Names

C Things I have done

26. I think that you can tell if someone is lying if:
A They avoid looking at you

B Their voices changes

C They give me funny vibes

27. When I meet an old friend:
A I say “it’s great to see you!”

C

I give them a hug or a
handshake

C

Doing and practising the activity
or imagining it being done

B Complaining over the phone

C

Taking the item back to the
store or posting it to head office

B I hear what you are saying

C I know how you feel

B

I say “it’s great to hear from
you!”

28. I remember things best by:
A

Saying them aloud or repeating
Writing notes or keeping printed
B words and key points in my
details
head

29. If I have to complain about faulty goods, I am most comfortable:
A Writing a letter
30. I tend to say:
A I see what you mean

Now add up how many A’s, B’s and C’s you selected:
A’s =

B’s =

C’s =
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VAK Learning Styles Explanation and Analysis
If you chose mostly A’s you have a VISUAL learning style.
If you chose mostly B’s you have an AUDITORY learning style.
If you chose mostly C’s you have a KINAESTHETIC learning style.

The VAK learning styles model suggests that most people can be divided into one of
three preferred styles of learning. These three styles are as follows, (and there is no
right or wrong learning style):

 Someone with a Visual learning style has a preference for seen or observed
things, including pictures, diagrams, demonstrations, displays, handouts, films,
flip-chart, etc. These people will use phrases such as ‘show me’, ‘let’s have a look
at that’ and will be best able to perform a new task after reading the instructions
or watching someone else do it first. These are the people who will work from
lists and written directions and instructions.
 Someone with an Auditory learning style has a preference for the transfer of
information through listening: to the spoken word, of self or others, of sounds
and noises. These people will use phrases such as ‘tell me’, ‘let’s talk it over’ and
will be best able to perform a new task after listening to instructions from an
expert. These are the people who are happy being given spoken instructions over
the telephone, and can remember all the words to songs that they hear!
 Someone with a Kinaesthetic learning style has a preference for physical
experience - touching, feeling, holding, doing, practical, hands-on experiences.
These people will use phrases such as ‘let me try’, ‘how do you feel?’ and will be
best able to perform a new task by going ahead and trying it out, learning as they
go. These are the people who like to experiment, hands-on, and never look at the
instructions first!

There is no right or wrong learning style. The point is that there are types of learning
that are right for your own preferred learning style. When you know your preferred
learning style(s) you understand the type of learning that best suits you. This enables
you to choose the types of learning that work best for you. People commonly have a
main preferred learning style, but this will often be part of a blend of all three. Some
people have a very strong preference; other people have a more even mixture of two or
less commonly, three styles.

CQC Equality Objectives Workshop – Page 11

WHICH HEMISPHERE, WHAT STYLE?

TYPE 

LEFT

RIGHT

VISUAL

AUDIT’RY KINA’TIC

NAME 
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CQC’s Equality Objectives for 2017-19

5. Continue to
improve equality
of opportunity for
our staff and
those seeking to
join CQC

4. Equal access
to pathways of
care

1. Person-centred
care and equality

2. Accessible
information and
communication

3. Equality and the
well-led provider

Published March 2017
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Introduction
CQC is legally required under the Equality Act 2010 to set equality objectives at least
every four years. We have chosen to set objectives every two years, to reflect the pace
of development of CQC and our regulatory model, and because we are ambitious to
work for change on equality.
Our equality objectives for 2015-17 have significantly helped us to make sure that we
consider equality in our regulatory work and for our staff. We are building on this
previous work with our new objectives.
To develop our new objectives for April 2017-19, we:
 reviewed evidence of inequality in health and social care and in the CQC workforce

 gathered ideas from CQC staff, external organisations and people who use services

 engaged with these groups to help set priorities, by considering the impact of the
inequality, the unique ability of CQC to make a difference and whether the issue
has been neglected

 made sure that they reflect the changes in our regulation from April 2017 by helping
inspectors to look at equality issues that are already in the KLOEs (Key Lines of
Enquiries) and their associated prompts

 used guidance from the Equality and Human Rights Commission about selecting
1

and prioritising equality objectives and making them specific and measurable. 
The objectives are:
1. Person centred care and equality
2. Accessible information and communication
3. Equality and the well-led provider
4. Equal access to pathways of care
5. Continue to improve equality of opportunity for our staff and those seeking to
join CQC

1. Equality and Human Rights Commission: Objectives and the Equality Duty – a guide for public
authorities, 2011, revised 2014.
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1
Objective 1:
Person-centred care and equality

There is strong evidence that person-centred care is the cornerstone of good equality
practice – and good care – but that leadership is needed to make person-centred
care a reality for people in some equality groups.
For example, people with some protected characteristics, (including disabled people,
people from Black and minority ethnic groups, lesbian, gay and bisexual people and
younger people and those aged over 75) are less likely to say that they are involved in
their care across a range of sectors.

2

There is also strong evidence of poorer health outcomes for people with some protected
characteristics, which may be improved through person-centred care. For example:








disabled people report poorer health than others



Black and minority ethnic (BME) people and lesbian, gay and bisexual people
report poorer mental health



people with serious mental illnesses and gypsies and travellers have a low
life expectancy



BME people are over-represented in people detained under Mental Health Act



there is a high level of avoidable deaths for people with a learning disability. 

3

How we will tackle this
Our activity will build on what worked for previous related equality objectives in 2015-17
and will involve:





A. adding a specific question to Provider Information Request forms (PIR).
B. helping inspectors to examine these issues on inspection by developing a
small number of questions to ask and/or areas to gather evidence, building
on the PIR response and supporting this with guidance and informal leaning
C. identifying, promoting and sharing outstanding practice
D. communicating our expectations to providers and to people who use services
and gathering their views (in partnership with Healthwatch England)

2. Care Quality Commission, Better care in my hands, 2016.
3. Care Quality Commission, State of Care, 2016.
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E. Healthwatch England sharing information and intelligence on inequality with
the Healthwatch network, and gathering data, good practice and the views of
people who use services and sharing this with CQC.
F. Our initial focus in year 1 (2017/18) will be on how providers ensure personcentred care for lesbian, gay, bisexual and transgender (LGBT) people who use
adult social care and mental health inpatient services, for people with dementia
in acute hospitals and older BME people using GP practices.
G. In year 2 (2018/19) we will review our progress in the areas above to determine
our focus.

Measures of success
 By October 2017, the PIRs for all sectors include specific questions on personcentred care and equality.

 By October 2017, we have developed questions to help gather evidence on
inspections and guidance to support these.

 Throughout 2018/19 we will continue to develop new questions to help inspection
teams focus on specific areas of inequality for people who use services, which could
be improved by providing better person-centred care.

 By October 2017, we have communicated our expectations around person-centred
care and equality to providers and to people who use services (in partnership with
Healthwatch England).

 By June 2018, we have created new ways to identify, promote and share
outstanding practice with providers around person-centred care that promotes
equality.

 By October 2017, we have developed an approach to sharing information with
Healthwatch England.

 Initially by June 2018, we will audit how inspection reports address these topics, to
measure improvement.
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Objective 2:
Accessible information and
communication

2

Millions of people in England have a disability or sensory impairment that affects
how they communicate or receive information. In the UK, there are:
 11 million people with hearing loss, of which, 900,000 are severely or
profoundly deaf

 almost two million people living with sight loss, with 360,000 registered as blind
or partially-sighted and 250,000 deafblind

 1.5 million people with a learning disability

 more than 350,000 people with aphasia (difficulties finding and using the
right words, and sometimes understanding words, for example after a
stroke).
When people can’t understand information and don't get the support they need
to communicate, it can stop them:










getting a correct diagnosis
attending appointments
receiving safe and effective care or treatment
being treated with dignity and respect
being listened to and involved in their care.

All publicly-funded providers must now meet the Accessible Information Standard.
This aims to improve the lives and life expectancy of people who need information to
be communicated in a specific way.
We've committed to considering how well providers meet the standard as part of our
regulation, as it is included in the Health and Social Care Act regulations under
person-centred care and dignity and respect. Services that meet the accessible
information standard are also likely to save money.

4

By checking whether providers meet this standard we can help improve:
 access to services

 how people experience care and treatment

 the outcomes people receive.

4. NHS England: Accessible information standard – Notes on costs of meeting individuals’ needs, 2016
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How we will tackle this









A. We will look at how all services are applying the standard in our regulatory
work. Healthwatch England will also look at this it through their work
B. Our assessment frameworks will include key lines of enquiry, prompts and
ratings characteristics on the standard.
C. We will make sure our inspectors understand the standard and how to apply
it to their work. We will provide training and guidance to help them, as well
as more informal help such as sharing good practice.
D. We will explain to providers how we will use the standard in our regulatory
work.
E. We will make sure that our staff who have contact with the public
understand accessible information.
F. We will make all our public information accessible to all who need it.
G. We will make sure everyone can communicate with us in a way that meets
their needs.

Measures of success
 By July 2017, all inspection staff have completed short e-learning on the standard.

 From October 2017, all inspection reports include how providers are applying the
standard.

 By March 2019, Healthwatch England have reported all relevant
information collected by the local Healthwatch network.

 By December 2017, all our staff who have contact with the public have
received training in accessible information.

 By April 2018, all our information for the public has been reviewed to ensure it's
simple, concise and uses plain English.

 By April 2018, by building on our current work on accessible communications, all
people with a disability or sensory impairment are able to communicate with us in
a way that meets their needs.
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Objective 3:
Equality and the well-led provider
3
The link between equality for health and care staff and providing good quality care is
now well established. For example, work undertaken by Michael West and Jeremy
Dawson over several years demonstrates the links between patient satisfaction and
results of the NHS staff survey on issues such as workplace discrimination. Other
research shows that good workforce equality practice has financial benefits to
healthcare organisations, so is having a positive impact on the use of resources.
CQC has now built up knowledge and experience of supporting inspection staff to look
at equality under the well-led key question in hospitals – through our inspection work on
the Workforce Race Equality Standard (WRES).
The equality aspects of the well-led key question are now better developed in the key
lines of enquiry (KLOEs), prompts and ratings characteristics in CQC’s new
assessment frameworks for both health and social care services. As well as improved
prompts to gather evidence of workforce equality, inspectors are also prompted to look
for evidence that providers take account of equality characteristics for people using
their services, for example when engaging with them.

How we will tackle this









A. From April 2017, we will support inspectors to look more closely at the equality
aspects of the well-led key question, which are better developed in the new
KLOEs, prompts and ratings characteristics in the two assessment frameworks.
B. We will provide guidance and ongoing informal learning activity, for example,
sharing good practice, to ensure that inspection staff can improve how they
look at equality in the well-led key question.
C. For inspection staff in the Hospitals Directorate, this will include continued
support through the Hospitals Equality Inspection Champions on inspecting
WRES and widening this out to other equality issues. We will also, support our
Equality Specialist Advisors where they are required on inspections.
D. We will continue to work closely with NHS England on developing our
approach to inspecting WRES and future national developments, for example,
the Workforce Disability Equality Standard.
E. We will work with The National Guardian’s Office to look at the equality
aspects of Freedom to Speak Up.
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F. From April 2018, we will build on our current ‘equality and human rights good
practice resource’ work, collating inspection evidence and working with system
partners. This will feed into possible topics for a series of communications to
the health and social care sector, such as ‘creating harmonious cross-cultural
working in adult social care teams’, ‘progress through national standards for
staff equality (e.g. WRES - Workforce Race Equality Standard)’ or
‘collaborative leadership, equality and good quality care’.
G. We will use our independent national voice to showcase outstanding care
where providers have developed a well-led culture that prioritises equality.

Measures of success
 By October 2017, equality in the well-led key question will be built into
the Academy’s learning plans for relevant inspection staff.

 Equality in the well-led key question is embedded and implemented as part of an
end-to-end inspection process for health care providers in 2017/18 and for adult
social care by the end of 2018/19.

 We provide appropriate guidance and resources to support inspection staff to
write reports that include equality under the well-led key question and to share good
practice, by March 2018 for hospital inspections and by March 2019 for primary
medical and adult social care inspections.

 By October 2018, all CQC inspection reports for health care providers cover equality
under the well-led key question.

 In 2018/19 we produce a series of communications that will cover equality and wellled services.

 By March 2019, we have new ways of communicating messages and sharing good
practice on the link between equality, well-led services and outstanding care.
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Objective 4:
Equal access to pathways of care

4

People using health and social care services often need to use more than one service,
known as a ‘pathway of care’. However, people in some equality groups may have
difficulty accessing particular care pathways, which could lead to poorer outcomes for
them.
For example, access to GP services is often a starting point for many care pathways as
GPs provide a range of essential health services and enable people to access other
services by referring them. Based on evidence from our State of Care report and from
partners, we know there can be barriers to accessing GP services for migrants, asylum
seekers, Gypsies and Travellers. These groups have particularly poor access to care
pathways, which could be improved at a provider and local system level.
Discharge from hospital can be another critical point in people’s pathways of care. Our
analysis of the NHS inpatient survey for State of Care 2016 suggests that there are
national differences in how well people say that they are ‘signposted’ to other services
that might help them on discharge from hospital. People with a mental health diagnosis
or a learning disability, and people in some BME groups are less likely to say that they
have had helpful information about other services when leaving hospital.

How we will tackle this:





A. We will support inspectors to look at how people in specific equality groups,
including migrants, asylum seekers, Gypsies and Travellers, are enabled to
access primary care services. This will build on a small piece of work that we
carried out in 2015 to look at the level of understanding of staff in GP practices
about the needs of asylum seekers and their rights to primary care services.
B. We will support inspectors to look at how people in specific equality groups
are supported during referral, transfer between services, including adult
social care services and health services, and at discharge from hospital and
in primary care.
C. We will use our Integration, Populations, Pathways and Place programme to
look at how partners in local areas can reduce barriers to accessing primary
care services for migrants, asylum seekers, Gypsies and Travellers. This will
include looking at care pathways across sectors and services, also involving
Healthwatch England.
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Measures of success
 By March 2019, inspectors will look at how people in specific equality groups,
including migrants, asylum seekers, Gypsies and Travellers are enabled to access
primary care services.

 By March 2019, Working with Healthwatch England, this objective will be included
in our Integration, Populations, Pathways and Place programme, to look at how we can
help reduce barriers to equal access to primary care services for migrants, asylum
seekers, Gypsies and Travellers.

 By March 2018, inspectors will be supported to look at how providers support
people in specific equality groups during referral, transfer between services
(including between adult social care and health services) and discharge from
hospital and in primary care.
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5
Objective 5:
Continue to improve equality
of opportunity for our staff and
those seeking to join CQC
As the regulator, we assess provider organisations on the way they meet people’s
diverse needs and how they pay attention to their workforce equality data. In doing so,
we set and monitor expectations for the sector.
It is essential that we invest energy in getting this right for our own workforce, so that
we are able to benefit from a diverse staff and in doing so, set an example to those we
regulate and ensure high-quality care.

How we will tackle this
Through our strategy ‘Our Equality and Inclusion Journey - the Road to 2021’ we will
put in place ‘key enablers’ to achieve the cultural outcomes that we desire. These will
include:










A. A strong positive vision and embedded values to support equality and inclusion.
B. Ensuring that key people, processes and systems are objective by monitoring
areas such as recruitment outcomes, performance and development ratings,
and access to learning and development, to ensure they are not adversely
affecting groups of staff. Using this insight we will be able to change and amend
our approach as necessary.
C. Having a skilled workforce that is aware and fair, so that everyone in
CQC understands what it means to manage and harness diversity.
D. An expectation that managers are skilled at making people feel valued
and harnessing their potential.
E. Increased flexibility, not only in terms of working arrangements but also all
policies, practices and procedures.
F. Being an inclusive organisation, a key element of which will involve staff,
especially managers, examining their own behaviour to ensure that all team
members are included.
G. A culture where all staff understand how CQC operates, what it values and
how it expects staff to behave.
H. Encouraging our diversity networks to flourish and work together to deliver
cross cutting and complimentary objectives.
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Measures of success
 We will use monitoring of diversity characteristics to measure key equality and diversityrelated questions in our annual staff survey. We will develop actions from the results as part
of our commitment to continuous improvement.

 Every year we will measure our organisational progress against key diversity-related
frameworks, including the Workforce Race Equality Standard (WRES). We will also examine
the requirements of the forthcoming Workforce Disability Equality Standard (WDES).

 We are creating a diversity dashboard to enable us to continually measure key
diversity metrics at both CQC level and for certain indicators at Directorate level.

 We will continue to monitor membership levels for our staff networks.
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Objective 3:
Equality and the well-led provider

The link between equality for service users and health and care staff providing good
quality care is now well established. For example, work undertaken by Michael West1
and Jeremy Dawson,2 over several years, demonstrates the links between
patient/customer satisfaction and results of surveys on issues such as workplace
discrimination. Other research shows that good workforce equality practice has financial
benefits to health and social care organisations, so it is having a positive impact on the
use of resources.
When CQC inspects registered care homes, there are five questions they will ask.






Is it safe?
Is it effective?
Is it caring?
Is it responsive to people’s needs?
Is it well-led?

The CQC defines “well-led” as: “The leadership, management and governance of the
organisation make sure it’s providing high quality care that’s based around individual
needs, that it encourages learning and innovation and that it promotes an open and
fair culture.”
CQC will expect a good care home to be well-led by demonstrating…
 It is clear who the manager is, and anyone else in charge.
 Managers know what their responsibilities are and are always honest, including
when things go wrong.
 Staff know what is expected of them and are happy in their work.
 Managers are available to support their staff.
 Staff have the confidence to report concerns about the care that colleagues, carers
and other professionals give. When this happens they are supported and their
concerns are thoroughly investigated.
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From April 2017, the Care Quality Commission (CQC) will look more closely at the
equality aspects of the well-led key question, which are better developed in the new
Key Lines of Enquiries3 (KLOEs) prompts and ratings characteristics in the two
assessment frameworks.
The CQC will provide guidance and ongoing informal learning activity, for example,
sharing good practice to ensure that inspection staff can improve how they look at
equality in the well-led key question.
The CQC will work with The National Guardian’s Office4 to look at the equality aspects of
‘Freedom to Speak Up’.
CQC will require Equality to be embedded and implemented for health care providers in
2017/18 and for adult social care by the end of 2018/19.
1

https://www.kingsfund.org.uk/audio-video/michael-west-developing-cultures-highquality-care
2

https://www.ncbi.nlm.nih.gov/books/NBK263759/

3

http://www.cqc.org.uk/what-we-do/how-we-do-our-job/five-key-questions-we-ask

4

http://www.cqc.org.uk/national-guardians-office/content/national-guardians-office
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Objective 3:
Equality and the well-led provider

NOTES
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The Equality Act 2010 and some of its provisions
Over the past fifty years, Equality laws have seen major changes in the way we view
others in society. Following the separate acts on Race, Gender and Disability over the
years, in 2010 the Government tabled a combined Parliamentary Bill called The Equality
Bill 2010 in which all previous laws were brought together and which defined nine
official Protected Characteristics. The Bill was passed by Parliament and became the
Equality Act 2010.
There are some characteristics which are still not covered by the Equality Act, which
include Intersex and non-gender-binary people.
Additionally, many people have more than one of the Protected Characteristics – this is
called double discrimination. Two examples are people who may be both BAME (Black
and Ethnic Minority) and LGBT (Lesbian, Gay, Bisexual, Trans) – or people with a Gender
Identity (trans) and a Disability. This is now referred to in modern jargon as
Intersectionality.
Diversity and Inclusion are now at the centre of how we treat people, with respect and
understanding for everyone in all Protected Characteristics and the laws that reflect this.
What is the Public Sector Equality Duty?
If you provide a service to any member of the public, the manner in which you provide
the service must be fair and equal to every person; this is part of the 2010 Equality Act.
Here is an example wherein our Courts have found service providers to be in breach of
their Public Sector Equality Duty:
 A couple who owned and ran a bed and breakfast establishment forbade two
men to stay in a double-bedded room together in their hotel. The two men
pursued a court case and it was adjudged that the hotel owners had acted
illegally. If anyone or any organisation provides a public service, all potential and
actual customers must be treated equally; personal feelings, views on morality
and personal preferences must not interfere or override the service offered
and/or provided.
A practical example in Care Homes would be a manager who organises a coach trip for
residents but fails to book a coach which has access for one resident who is a
wheelchair user; this would be discriminatory and not acceptable.
The Public Sector Equality Duty also applies to all the people who work in the
organisation – not just managers, employers and employees, but bank and agency staff,
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contractors and third party suppliers; all have the same responsibility and duty comply
with the law as required by the Equality Act 2010.
Compliance with the Act is essential as the actions of all your people will be monitored
and reviewed by the CQC – and that's an important reason why having good policies in
place and in action concerning Diversity, Equality & Inclusion will be seen as good
governance and will therefore engender good outcomes for your service users and your
Care Home.
As the new Objectives become part of the CQC Inspection criteria you will be expected
to understand and be seen to be applying them; failure to do so could have potentially
serious consequences and may well affect your Care Home’s overall rating.
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PROTECTED CHARACTERISTICS
IN THE LIST BELOW, PLEASE TICK ALL THE PEOPLE/GROUPS/TOPICS
THAT YOU BELIEVE ARE CURRENTLY PROTECTED LEGALLY

A
B
C
D
E
F
G
H
I
J
K
L
M
N
O
P
Q
R
S
T

Refugees and Asylum Seekers
People with Disabilities
Migrants
Maternity/Paternity, pregnancy & adoption rights
Gender
Children under the age of 16 years
Sexual Orientation
Race
Caste
Non gender-binary
Age
Intersex
Learning Difficulties
Religion/Faith
Roma/Travellers
Gender Reassignment
Albinos
Civil Partnerships/Marriage
Haemophiliacs
Drug Addicts

CQC Equality Objectives Workshop – Page 30

Farmyard Questions

Why does a cow go “moo moo moo”
when a pussy cat goes “miaow miaow miaow”?
Sheep go “baaaa” from near and far
whilst cocks go “cock-a-doodle-doo tra-laa”.
Pigs go “oink”
and ducks go “quack”
but what I’m asking now is:
Why does a cow go “moo moo moo” when a pussy cat goes “ miaow miaow”?
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Objective 5:
Continue to improve equality of
opportunity for our staff and
those seeking to join CQC
Although this Objective is focussed initially on its own CQC staff, it is true by logical
extension that its provisions will also be applied to the Care Homes that the CQC staff
inspect. It is therefore vital that Care Home owners and managers understand and apply
the same rigorous values, policies and actions – with verifiable outcomes – to and for
their own staff and operations.
The CQC have said:
“Continuous improvement in Equality of Opportunity is a central focus for the CQC and
those wishing to join the organisation.
As a regulator, we are requiring those organisations that we are monitoring to uphold a
set of values with which diversity is welcomed and equality data monitoring of the
workforce is crucial; therefore the CQC needs to walk the walk as we are asking others
to follow our example.
Through our new strategy ‘Our Equality and Inclusion Journey – the Road to 2021’ we
have set out a series of eight ‘key enablers’ to achieve the cultural outcomes we desire.”
Let us now examine these eight ‘key enablers’:
It is firstly that diversity and inclusion is embedded throughout the entire organisation
and a key value for new employees
Secondly, that policies, protocols and practices are informed and that sufficient
monitoring is achieved across all departments to ensure that the embedded values are
happening and not just ‘all talk but no action’
Thirdly, that every employee recognises the value of diversity and awareness is part of
the culture of the skilled workforce
Fourthly, having people in the workforce work best toward their potential goals if their
diversity is celebrated, valued and difference is harnessed for the benefit of the
company
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Fifthly, increased flexibility for staff, accepting that people work in different ways and
that the ‘one size fits all’ approach doesn't work if you want to achieve the best from
them
Sixthly, recognising inclusivity as a key component of the organisation’s values and
beliefs and when organising activities, social events, meetings and conferences taking
into consideration peoples’ needs and making them as inclusive as possible
Seventhly, a clear understanding of CQC principles and values which enable staff to
ensure their actions meet the expected level of attainment and behaviour
Finally, encouraging the promotion of staff network groups which work together, link
and support all diverse groups, thus ensuring that no silo working is activated, but crosscultural understanding is harnessed and delivers cross-cutting-Objectives throughout
the whole business
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Objective 5:
Continue to improve equality of
opportunity for our staff and
those seeking to join CQC

NOTES
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Objective 1:
Person-centred care and equality

Person-centred care is vital, particularly recognising different cultures, backgrounds and
diversity; therefore asking the ‘right questions’ is of paramount importance in enabling
us to give the best possible care to our service users.
The PIR form (Provider Information Request form) is already a comprehensive
document. The CQC will add additional insightful questions to test providers’ knowledge
and understanding of the new Objective – and how they are embedding it in their
organisations. They will be looking for the identification and practical application of
good and outstanding practice and how they are sharing this with all stakeholders. They
will also be encouraging those organisations that demonstrate outstanding practice to
share this with others – subject, of course, to data protection provisions and commercial
confidentiality requirements.
The CQC will communicate their expectations to providers and will talk to people who
use the services – and feed back to organisations like Healthwatch England. The
Inspectors will talk to service users, families and other advocates to gain information to
ensure that equality related person-centred care is actually happening and not just
being talked about.
Healthwatch England will also gather and share information on inequality with its own
network and with CQC. Healthwatch will also gather and share information on good
practice from and with a variety of sources, including service users.
This equality monitoring is due to be included in the Inspection process imminently so
all providers are strongly recommended to ensure that equality related aspects of
person-centred care are given high priority on their staff training agendas. The CQC are
focusing in 2017-2018 on Lesbian, Gay, Bisexual and Trans people in adult social care,
those with acute dementia and also older BAME people using GP practices (all or some
of whom may, of course, be amongst your own service users).
Although challenging, this new Objective, once embedded and in action, will create a
double-win situation wherein the service users will receive a higher level of
understanding and care (including possible outside care pathways) and the service
providers will be able to demonstrate good, rising to outstanding, practice thus
potentially raising their Inspection status with its concomitant business benefits.
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Objective 1:
Person-centred care and equality

NOTES
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Objective 2:
Accessible information and
communication
Millions of people in England have a disability or sensory impairment that affects how
they communicate or receive information. In the UK, there are:
 1 million people with hearing loss, of which, 900,000 are severely or profoundly
deaf
 almost two million people living with sight loss, with 360,000 registered as blind or
partially-sighted and 250,000 deafblind
 1.5 million people with a learning disability
 more than 350,000 people with aphasia (difficulties finding and using the right
words, and sometimes understanding words, for example after a stroke)
From October 2017, all Care Quality Commission (CQC) inspection reports will include
how providers are applying the new Accessible Information Standard (AIS).
The CQC will look at how all care services are applying the standard in its regulatory
work. Healthwatch England will also look at this it through its work.
The Accessible Information Standard directs and defines a specific, consistent approach
to identifying, recording, flagging, sharing and meeting individuals’ information and
communication support needs by NHS and adult social care service providers.
The aim of the Standard is to establish a framework and set a clear direction such that
patients and service users (and where appropriate carers and parents) who have
information or communication needs relating to a disability, impairment or sensory loss
receive:
 ‘Accessible information’ (‘information which is able to be read or received and
understood by the individual or group for which it is intended’); and
 ‘Communication support’ (‘support which is needed to enable effective, accurate
dialogue between a professional and a service user to take place’).
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The Accessible Information Standard – quick prompt
There are five basic steps which make up the Accessible Information Standard:
1. Ask: identify / find out if an individual has any communication / information needs
relating to a disability or sensory loss and if so what they are.
2. Record: record those needs in a clear, unambiguous and standardised way in
electronic and / or paper based record / administrative systems / documents.
3. Alert / flag / highlight: ensure that recorded needs are ‘highly visible’ whenever the
individual’s record is accessed, and prompt for action.
4. Share: include information about individuals’ information / communication needs as
part of existing data sharing processes (and in line with existing information
governance frameworks).
5. Act: take steps to ensure that individuals receive information which they can access
and understand, and receive communication support if they need it.
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The Accessible Information Implementation Guide – NHS England
Selected Extracts
Overview of the Standard – scope (who, what and where)
SCCI1605 Accessible Information – the Accessible Information Standard – directs and
defines a specific, consistent approach to identifying, recording, flagging, sharing and
meeting the information and communication support needs of patients, service users,
carers and parents, where those needs relate to a disability, impairment or sensory
loss.
It is of particular relevance to individuals who are blind, d/Deaf, deafblind and/or who
have a learning disability, although it should support anyone with information or
communication needs relating to a disability, impairment or sensory loss, for example
people who have aphasia, autism or a mental health condition which affects their
ability to communicate.
The Standard will apply to all providers across the NHS and adult social care system.
Aim of the Standard (why)
The aim of the Standard is to establish a framework and set a clear direction such that
patients and service users (and where appropriate carers and parents) who have
information or communication needs relating to a disability, impairment or sensory loss
receive:
• ‘Accessible information’ (‘information which is able to be read or received and
understood by the individual or group for which it is intended’); and
• ‘Communication support’ (‘support which is needed to enable effective, accurate
dialogue between a professional and a service user to take place’);
So that they can access services appropriately and independently, and make
decisions about their health, wellbeing, care and treatment.
Timescales (when)
Organisations may begin to follow the Standard immediately following publication of
the Information Standards Notice (ISN). Organisations must comply by 31 July 2016.
A ‘Maturity Index’
Overview
The Accessible Information Standard allows for flexibility in implementation
approaches, subject to the successful achievement of requirements and outcomes.
There is, however, a ‘maturity index’ or improvement trajectory, ranging from ‘basic’
implementation (in which the organisation is compliant but as part of which the
Standard has limited integration with other systems / processes and there is limited
or no automation) working up to an ‘exemplar’ level in which the essential
requirements of the Standard are embedded into systems / processes, highly
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supported by automation and activities go beyond this baseline to achieve good /
best practice.
It is hoped that all organisations seek to strive towards good and best practice with
regards to meeting the information and communication support needs of people with
a disability, impairment or sensory loss.
Basic level
The requirements of the Standard – typified by the five step process – are achieved
using separate processes – either paper-based or using electronic ‘work-arounds’.
A paper-based approach would involve recording of an individual’s information /
communication support needs (most probably by hand), and ensuring that these
were ‘highly visible’ / flagged using a highlighter or sticker system. The ‘prompt for
action’ would rely on staff awareness and following of policy, and sharing likewise
would be reliant on staff including information as part of handover / referral
conversations and correspondence (for example copying relevant data from paper
records into a letter). Meeting of needs would be achieved again through staff
awareness of the need to make adjustments / send out information in alternative
formats / arrange support from communication professionals, as prompted by a
sticker or other flag on paper records.
An electronic approach would involve recording of an individual’s information /
communication support needs using ‘free text’ (in line with the ‘fully specified names’
(FSNs) or categories of the data items associated with the four subsets of the Standard).
Staff must manually select – and elect – to add a flag or alert to a patient’s record when
they record that they have information / communication support needs. Once a flag is
(manually) applied to an individual’s record, a ‘special requirements’, ‘access needs’ or
‘communication needs’ alert appears whenever the record is accessed. Having noticed
the alert, staff must then search for relevant information about the type of information
/ communication needs which the patient has, and follow relevant policies in order to
meet those needs.
Staff must arrange for the printing / production of any and all information needed by
patients using manual processes. The service’s website is not screen-reader
compatible and there is no availability of information in alternative formats online
Intermediate level
The Standard is implemented using clear approaches and supported by relevant
policy, but remains somewhat separate to ‘business as usual’ processes. There is use
of electronic systems, but no automation of processes.
Individuals’ information / communication needs are recorded using Read v2, CTV3 or
SNOMED CT (Systematized Nomenclature of Medicine--Clinical Terms) codes. Electronic
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flags are available, and electronic systems prompt for their use, but must be applied by
staff when recording individuals’ needs (they are not automatically applied by
electronic systems). The flags do not trigger any auto-generation of correspondence or
other automatic processes in order to meet individuals’ needs, but are highly visible
and prompt staff to take action; however, they do not send specific alerts.
Staff are able to manually select and print / produce some alternative formats using
standard templates, but are reliant on external or bespoke processes for others.
Longer appointments can be arranged, as well as support from communication
professionals, however, whilst there are clear policies, successful implementation
relies on staff awareness and ability to make adjustments in systems.
The service’s website is accessible to some screen-reader uses, but there is no
availability of information in alternative formats online.
Advanced level
The Standard is partly embedded into ‘business as usual’ processes, with some
automation in electronic systems.
Individuals’ information / communication needs are recorded using Read v2, CTV3 or
SNOMED CT codes. Electronic flags are automatically applied upon selection of any of
the data items associated with one of the four subsets of the Standard. The flags do not
trigger any auto-generation of correspondence or other automatic processes in order
to meet individuals’ needs, but are highly visible and prompt staff to take action –
including sending alerts at relevant points. Staff are able to manually select and use a
range of standard templates to enable correspondence and other information to be
printed ‘in-house’ and provided in alternative formats. Effective processes are in place
to enable provision of longer appointments, and the arrangement of support from
communication professionals, and these are supported by clear policies and protocols
which can be followed by any and all staff.
The service’s website is accessible to most or all screen-reader users, with some
information available online in alternative formats.
Exemplar
The Standard is highly embedded into ‘business as usual’ processes and highly
automated in electronic systems.
Individuals’ information / communication support needs are recorded using SNOMED
CT codes, with flags automatically applied upon selection of any of the data items which
are associated with one of the four subsets of the Standard. The electronic flags
automatically trigger actions to enable needs to be met, without relying on staff, for
example, leading to automatic generation of correspondence and printed
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information in alternative formats, selection of a longer appointment time and sending
an appropriate email to agencies to book a communication professional as appropriate.
Staff input into processes is minimal, and prompted by automatic processes, for
example drop-down lists requiring selection of information / communication needs
prompt (and require) staff to record / review individual’s needs whenever they contact
the service.
Online registration forms include a section about information / communication
support needs which is in-line with the SNOMED CT codes (and their Family Support
Networks) and which is then directly included onto the patient’s record. Patients with
online access can view, verify the accuracy of and if necessary update their records as
and when their needs (or ways of meeting those needs) change. Full use is made of
remote, virtual and digital solutions to meet individuals’ needs, including access to
remote BSL interpretation and speech-to-text-reporting.
The service’s website is highly accessible, enabling individual’s to access information
online using a screen-reader or other assistive technology, and includes key information
in easy read and BSL formats too.
Staff have received training in Total Communication approaches and basic BSL /
deafblind manual to support communication with patients in reception areas and the
building of rapport (with communication professionals used to support appointments /
clinical conversations).
Implementation guidance
6.1 Overview
Successful implementation of the Accessible Information Standard is based on the
following elements:
1. Identification of needs: a consistent approach to the identification of patients’,
service users’, carers’ and parents’ information and communication needs, where
they relate to a disability, impairment or sensory loss.
2. Recording of needs:
a. Consistent and routine recording of patients’, service users’, carers’ and
parents’ information and communication needs, where they relate to a
disability, impairment or sensory loss, as part of patient / service user
records and clinical management / patient administration systems;
b. Use of defined clinical terminology, set out in four subsets, to record such
needs, where Read v2, CTV3 or SNOMED CT® codes are used in electronic
systems;
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c. Use of defined English definitions indicating needs, where systems are not
compatible with either of the three clinical terminologies or where paper
based systems / records are used;
d. Recording of needs in such a way that they are ‘highly visible’.
3. Flagging of needs: establishment and use of electronic flags or alerts, or paperbased equivalents, to indicate that an individual has a recorded information and / or
communication need, and prompt staff to take appropriate action and / or trigger
auto-generation of information in an accessible format / other actions such that
those needs can be met.
4. Sharing of needs: inclusion of recorded data about individuals’ information and / or
communication support needs as part of existing data-sharing processes, and as a
routine part of referral, discharge and handover processes.
5. Meeting of needs: taking steps to ensure that the individual receives information in
an accessible format and any communication support which they need.
A practical ‘one page guide’ to the Accessible Information Standard is included at
appendix a. In addition, a ‘maturity index’ outlining different ‘levels’ of implementation,
ranging from ‘basic’ meeting of Requirements up to ‘exemplar’ or best practice, is
included at appendix b. Organisations implementing the Standard may find these
appendices useful to support internal communications and improvement plans
respectively.
6.3 Education and awareness-raising
Lack of knowledge about the communication and information needs of people with a
disability, impairment or sensory loss, and lack of skills and confidence in how to
support individuals with such needs, is a known issue amongst both clinical and
administrative staff working in health and adult social care settings.
Whilst this Implementation Guidance is intended to support effective implementation,
it should be considered alongside and with reference to the Implementation Plan and,
once available, the resources and learning opportunities outlined in the Plan, which are
intended to complement and build upon guidance included here.
6.4 Improving the accessibility of all information and communication
6.4.1 Introduction
One of the most practical ways of reducing the burden of implementing the Accessible
Information Standard is to improve the accessibility of ‘standard’ information /
documents – which will in turn reduce (but of course never remove) the need to
produce / provide alternative formats – and to improve staff members’
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communication skills generally. The following ‘top tips’ are intended to support
organisations and staff to make their information and communication more accessible
and inclusive – they may be used as part of internal communications / awarenessraising and will be built upon as part of implementation resources (as outlined in the
Implementation Plan).
6.4.2 Tips for clear face-to-face communication
• Make sure you have the person’s attention before trying to communicate with
them. If they do not hear you, try waving or tapping them lightly on the shoulder.
• Identify yourself clearly. Say who you are and what you do – it may be more
relevant to explain your reason for seeing the person rather than your job title.
• Check that you are in the best position to communicate, usually this will be facing
the person, but consider whether seated or standing is more appropriate.
Communication at eye level is usually easiest so if you are speaking to a wheelchair
user consider sitting down if possible.
• Find a suitable place to talk, with good lighting and away from noise and
distractions.
• Speak clearly and a little slower than you would do usually, but do not shout.
• Keep your face and lips visible – do not cover your mouth with a hand, your hair or
clothing. If a member of staff is concerned about religious expression they should
discuss this with their manager.
• Use gestures and facial expressions to support what you are saying.
• If necessary, repeat phrases, re-phrase the sentence or use simpler words or
phrases.
• Use plain, direct language and avoid using figures of speech such as ‘it’s raining
cats and dogs’ or euphemisms such as ‘expecting the patter of tiny feet’.
• Check if the person has understood what you are saying. Look for visual clues as
well as asking if they have understood.
• Encourage people to ask questions or request further information. Ask if they
would like anything in writing as a reminder or reference.
• Try different ways of getting your point across. For example writing things down,
drawing or using symbols or objects to support your point.
6.4.3 Tips for printed communication
• Use a minimum font size of 12 point, preferably 14 (which is readable by a
significantly greater number of people).
• Use a clear, uncluttered and sans serif font such as Arial.
• Align text to the left margin and avoid ‘justifying’ text.
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• Ensure plenty of ‘white space’ on documents, especially between sections. Avoid
‘squashing’ text onto a page and, if possible, include a double-space between
paragraphs
• Print on matt and not gloss paper.
• Use page numbers.
• If printing double-sided ensure that the paper is of sufficient thickness to avoid
text showing through from the other side.
• Correctly format Word documents and PDFs using styles and accessibility
functions / checks. Ensure a correct and consistent heading structure, and that
the cursor can move throughout all text.
• Use descriptions (‘alt. text’) to explain diagrams or photographs.
• Consider making all ‘standard’ printed letters / documents ‘easier to read’ – using
plain English, highlighting important information, and supporting text with
diagrams, images or photographs.
• Keep track of the electronic originals of documents you print out so you can reprint in larger font or convert to an alternative format when required.
• Further advice about creating accessible documents, including for users of assistive
technology, will be made available as part of the suite of tools to support
implementation of the Standard.
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Objective 2:
Accessible information and
communication
NOTES

CQC Equality Objectives Workshop – Page 46

Objective 4:
Equal access to pathways of care

By March 2019 the Care Equality Commission (CQC) will look at how access is provided
to allow groups which historically have found it difficult to access care are supported by
providers.
People using health and social care services often need to use more than one service,
known as a ‘pathway of care’. However, people in some equality groups may have
difficulty accessing particular care pathways, which could lead to poorer outcomes for
them.
The CQC will look at how people in specific equality groups, including migrants, asylum
seekers, Gypsies and Travellers, are enabled to access primary care services. This will
build on a piece of work that they carried out in 2015 to look at the level of
understanding of staff in GP practices about the needs of asylum seekers and their rights
to primary care services.
CQC will look at how people in the specific equality groups are supported during
referral, transfer between services, including adult social care services and health
services, and at discharge from hospital and in primary care.
Example of a Pathway of Care
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Objective 4:
Equal access to pathways of
care
NOTES
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POSITIVE OUTCOMES & MEASURES OF SUCCESS

CQC Equality Objectives Workshop – Page 49

NOTES
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NOTES
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