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Executive summary

Introduction

This is a report of findings from an independent research study into prevention in the
adult social care sector in England. Undertaken between March and October 2019, the
study was commissioned by Skills for Care and was carried out by a team of
researchers from York Consulting LLP. The research involved consultation with
commissioners of adult social care services and adult social care providers.

Aims and approach

The research was commissioned in order to strengthen the evidence base on the
following topics:

= Social care providers’ definitions and understanding of prevention
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embedded within the business-as-usual delivery of high-quality adult social care. It is
not a standalone task or activity. It includes m
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1. About this report

1.1 Introduction

This is a report of findings from an independent research study into prevention in the
adult social care sector in England. Undertaken between March and October 2019, the
study was commissioned by Skills for Care and was carried out by a team of
researchers from York Consulting LLP. The research involved consultation with
commissioners of adult social care services and adult social care providers.
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1.4 Composition of the provider telephone survey sample

Just over half (53%) of the 302 providers who took part in the telephone survey were
residential
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Table 1.3: Number of employees
No. Providers % Providers % Sector
1-49 | 218 72% 86%
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2. Defining prevention in adult social care

2.1 Social care providers’ definitions

Investigating social care providers’ definitions of prevention was a key theme of Stage
1. Whilst not necessarily representative of the sector as a whole, this provided valuable
insight into the different thinking that exists on this topic. Although providers’ feedback
was varied, four main themes or sub-definitions emerged:

= Helping those who access care and support to live as healthily as possible both
mentally and physically;

= Helping to reduce the use of health services, including primary care, emergency
services and hospitals;

= Preventing or reducing the escalation of health issues;

= Supporting people to remain as independent as possible.

Five providers also said that supporting their own workforce falls within their definition
of prevention (this is a notable departure from the telephone survey findings, where
almost 90% cited staff-facing prevention activity). Examples included promoting good
mental and physical health, reducing stress and burnout and promoting a good work-
life balance.

The providers were unanimous in their view that prevention is not a standalone task or
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= All 11 commissioners who took part in the research said that, in their view,
prevention policy is well defined and the requisite leadership is in place within
their organisations to ensure it is taken forward effectively.

In addition, providers are aware of, and understand, Government policy documents
that include plans to promote collaboration between health and social care (e.g. the
NHS 10-year plan). They are also aware of prevention policy relevant to their local
area, although their awareness of policy documents that are more prevention-specific
is more limited. For example, only seven of the 30 providers said they were aware of,
and understood, the Department of Health and Social Care’s ‘Prevention is better than
cure’ and Public Health England’s ‘From evidence into action’ documents. Almost all
providers said that, in their view, information and guidance on how to translate
prevention policy into on-the-ground delivery is relatively limited.
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3 Of the 24 employers who said that they do not monitor or track physical health concerns, ten were domiciliary care providers,
nine were residential (with or without nursing) care providers, two were community care providers and two were supported living
providers. None of these 24 employers agreed to a follow-
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Monitoring and tracking of health concerns

4 These confidential, external helplines provide a range of support for employees, for example counselling.
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However, ¢
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3. Rationale and implementation

3.1 Rationale for prevention activity

There are several key reasons why providers have implemented prevention-related
activities, the most regularly cited of which was that it will help to improve outcomes for
the people for whom they provide care and support (as shown in Figure 3.1, 93% of
surveyed providers said this). High proportions of providers also said that prevention
was in line with the culture and vision of the organisation (84%), that they were doing
so with CQC inspections in mind (83%) and/or that it would help them to manage
complex needs (78%). There were no substantial differences in the proportions of
residential and non-residential care providers citing these reasons as motivations.

Figure 3.1: Rationale for implementing prevention activity

To improve outcomes for people supported IR 93%

It was in line with the culture and
vision of my organisation

To meet CQC expectations/regulation [ NG 33%

Help my organisation to manage the increasingly
complex nature of the needs of people supported

Reputational benefits for my organisation [ IINIGINITEEEE /2%

— 849

—— 789

To meet commissioners’ contractual expectations [ NNRNIENGEGEEEEEEEE 0%

Financial benefits for my organisation [l 9%

0% 25% 50% 75% 100%
Providers

Source: Social care provider survey (n=302). Totals sum to more than 100% as respondents could select multiple answers.

We also want to do our best by them
Residential care provider

think we are a very preventative provider | would say the prevention work fits
Residential care provider

Research into prevention in adult social care
12



3.2 Implementing prevention activity

Table 3.1 summarises
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Table 3.
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4. Impacts of prevention activity

4.1 Impacts of prevention activity

Providers are very positive about how their prevention activity has helped them to
achieve better outcomes for individuals accessing care and support (as shown in Table
4.1, 85% of those surveyed cited this as a positive impact of prevention). When asked
how/why this had happened, they typically said their prevention activity had enabled
them to:

Be more responsive to individuals’ health needs;

Provide more tailored and personalised care;

Identify problems earlier and prevent escalation;

Reduce the need for emergency health services and hospital admissions;

Promote independent living and reduce social isolation.

Within the qualitative consultation sample, providers also reported that prevention is
causing levels of satisfaction amongst recipients of the care and their families to
increase.

Also of note from Table 4.1 is that:

= Almost three quarters of providers said that prevention had helped them to
deliver their organisation’s aims (73%), that it had improved their employee’s
self-awareness regarding their own health (73%) and/or that it had increased
levels of job satisfaction (72%). Providers typically linked the job satisfaction
improvements to staff feeling happier and more motivated because of the
benefits they’re observing amongst people who access care and support (a
virtuous circle effect).

= Just under two thirds of providers (65%) said that prevention had resulted in
staff being offered new or additional training opportunities. Examples included
training for staff to deliver physical activity sessions, to recognise signs of poor
health and to offer advice and guidance on self-care.

= 41% of providers said that their prevention activities had been beneficial in
terms of staff recruitment and/or retention. Whilst this is a minority of the total
sample, the prevalence of recruitment and retention challenges within the sector
mean it is nonetheless a very encouraging outcome.

= |t was very rare for providers to say that prevention had resulted in negative
consequences for them. Fewer than one in ten did so against any of the
categories in the survey.
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Note that the italics in the table denote those categories where non-residential care
providers were more likely than their residential care counterparts to cite a positive
impact. In the other categories there was no substantial difference.

Table 4.1: Impacts of prevention activity

P_()Sltlve Ne_gatlve No impact Don’t know
impact impact
Achieving better
outcom_es for those 850 i 8% 204
accessing care and
support
Delivery of my
organisation’s 73% - 21% 6%
vision/aims
Staff awareness and
knowledge about their 7306 3% 20% 4%
own health and
wellbeing
Levels of job 2204 3% 210 4%

satisfaction

Profile, awareness and
reputation of my 68% 1% 22% 9%*
organisation

Training opportunities 65% 1% 31% 3%*
Levels of staff
recruitment and/or 41% 7% 46% 6%
retention
Employee stress and 350 7% 48% 10%*
burnout
Source: Social care provider survey (n=302).
* denotes that significance testing has resulted in a p value of less than 0.05.
. The feedback we are getting from
clients
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4.2 Measuring impact

Providers were clear in their views about the positive impacts of their prevention
activities, although an equally clear finding is that they are not monitoring or measuring
those impacts formally or systematically. There are two main and understandable
reasons for this:

= Many providers do not have either the time or the knowledge required to
formally/objectively assess the impacts of individual aspects of their care and
support offer.

= Even if they did, the fact that prevention is consistently reported to be
interwoven within the day-to-day delivery of care and support would make it
difficult to isolate its impact.

Commissioners appear more likely to try and assess the impact of specific prevention
activities, namely those relating to reablement and healthy lifestyle services. However,
they too spoke candidly about the difficulties of doing so authoritatively, particularly in
terms of:

= Selecting appropriate indicators;
= Collecting (the right) quantitative data;
= Comparing results across different services;

= Attributing impacts to a specific intervention as distinct from care packages as a
whole.

Research into prevention in adult social care
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5. Commissioning and prevention

5.1 Views of providers

Just under three-quarters (72%) of providers said they believe prevention to be a focus
for local commissioners (19% were unsure and 9% said they don't think it is a focus).
Views were more mixed on how the priorities of local commissioners had impacted on
the implementation of providers’ prevention activities:

= 49% of providers said that the priorities of local commissioners had neither
helped nor hindered their ability to implement prevention activity;

= 20% of providers said the priorities had helped them;

= 19% (and domiciliary care providers in particular) said the priorities had acted
as a constraint;

= 14% of providers were unsure.

It is likely that the 49% of providers in the bullet point above is influenced, to some
extent at least, by them being unsure about their commissioners’ specific expectations
around prevention. Providers regularly remarked that:

= Communications on this topic have, in their view, sometimes been rather
sporadic and unclear;

= They have had only limited opportunities to ask questions of commissioners
about prevention and to seek clarification around their expectations;

= They would like more clarity on commissioners’ expectations for prevention in
future specifications.

Views of commissioners

The commissioners contributing to the research were in shared agreement about
prevention being formally included within commissioning specifications and
commissioned services. In summary:

= There are some services (e.g. health and wellbeing services and independent
living support services) that commissioners describe as ‘prevention’ services
and are commissioned specifically with prevention in mind (see
‘Commissioners’ views'’ in Chapter 2);

= Prevention is nonetheless becoming more prevalent (or more overt) across
commissioning specifications for all care provision, although it is not yet
universal or consistent;

= Over time, the commissioners would expect it to feature overtly within all
specifications;

Research into prevention in adult social care
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6. Looking ahead

6.1 Providers’ plans

Prevention activities are by no means static or steady-state amongst the providers in
the research sample. For example, and as shown in Figure 6.1 (and noting that there
were no substantial differences between residential and non-residential providers):

= More than half (51%) intend to increase the scale and/or reach of their current
prevention activity;

= Nearly two-fifths (38%) intend to introduce new prevention activities (examples
are provided beneath the table);

= More than a third (34%) plan to develop stronger/better links with providers of
other local services, including those offering reablement and social prescribing;

= Only one in five providers (21%) said they had no plans to do anything else/
differently on prevention.

Figure 6.1: Plans for future prevention activity

Expand the activity we already have in place I 5120
Introduce new activity I 38%
Link in better with other local services I 34%
No plans to introduce further activity I . 2 1%
Recruit new staff to prevention focussed.. n————— 15%
Unsure what they might do in the future HIE— 8 14%

0% 10% 20% 30% 40% 50% 60%
Providers

Sources: Social care provider survey (n=302). Respondents could select multiple answers.

6.1.1 New activities

Most of the providers who said they intend to introduce new prevention-related
activities were unable to provide further detail on what those activities are likely to
involve. The few that did spoke of:

= Supporting the mental health and wellbeing of staff: including new
mentoring arrangements and new training on mental health.

= Making more effective use of technology: in particular, adopting electronic
recordkeeping in order to better analyse, pre-empt and respond to the needs
and issues of people who receive care and support.

Research into prevention in adult social care
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= Local engagement: redoubling efforts to develop relationships with local
voluntary and community-based organisations (including charities and schools)
to increase the range of activities available to those who receive care and
support.

6.1.2 Workforce development

Fifteen percent of providers said they plan to recruit new staff into prevention-focussed
roles. Examples included activity workers, specialist co-ordinators (including those with
expertise in dementia and mental health) and care liaison officers.

All of the providers were also asked whether they expect job roles and/or the
composition of the adult social care workforce to change as a result of prevention
activity. Just over a two-fifths agreed in both cases, although similar proportions were
unsure (Figure 6.2). The qualitative consultations showed there to be considerable
uncertainty about what any change may look like, even amongst those who are
predicting change to occur. There were no substantial differences in the views of
residential and non-residential providers.

Figure 6.2: Future impacts on workforce development

e e e

0% 25% 50% 75% 100%

Source: Social care provider survey (n=302).

6.2 Support to help with future prevention activity

There is a strong and clear message from the research (and from both residential and
non-residential providers) that changes introduced at a national level could help them
to implement and deliver more prevention activity and to do so with greater impact. For
example, and as shown in Table 6.1:
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= Almost all providers would advocate greater integration of health and social
care services (a view echoed by the commissioners and explained in more
detail below the table);

= Almost nine in ten would welcome more support, guidance and/or training on
prevention-related topics and activities;

= More than 80% would like to see standardised monitoring for prevention, while
two-thirds would like prevention to be more prevalent in the inspection work of
the CQC.

The qualitative consultations shed further light on the first two of the four topics above:

= Integration: providers hope that closer integration will further improve co-
ordination of care and speed of access to support. Recommendations included
multi-disciplinary delivery of specific prevention services (e.g. social prescribing)
and employees in social care performing a wider range of tasks usually
undertaken by healthcare professionals, such as blood tests.

= Support and guidance: an array of prevention-related resources already exist,
including, although by no means limited to, Health Education England’s
‘Population health and prevention’ web portal, Making Every Contact Count

Research into prevention in adult social care
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7. Conclusions

This research provides up to date evidence from providers and commissioners on
prevention in adult social care. Perhaps predictably, it has found that prevention does
not have a single or homogenous definition, although there are several themes with
which most of the providers and commissioners in the research sample would identify.
There are also several areas or types of prevention-related practice that appear
commonplace, though differences in type of provision cited by residential and non-
resident providers exist. Residential providers are more likely to have activity in place
to support the physical and mental health of people accessing care and support,
whereas non-residential providers are more likely to have links with other services and
support for their staff.

Importantly, the research has revealed unanimous agreement that whilst prevention is
often positioned as a standalone topic, in practice it is quite the opposite. Instead, it
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Despite its prevalence, prevention activity remains a work in progress in adult social
care. It is becoming more prominent in commissioning specifications but there is more
to do for that to become universal and consistent. Providers can lack clarity on
commissioners’ priorities for prevention and co-production involving prevention
activities/themes is not without its challenges. Encouragingly though, the direction of
travel appears positive: the general trend is for providers to be planning more or
different prevention activities rather than just maintaining the status quo.
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Appendix A: Research tools

Stage One: Initial Provider Consultations

Section One: Backqground

1. Establish:
a. Job role of interviewee

b. Key characteristics of establishment (e.g. location, number of employees,
service area, service type(s), client group and age range)

Section Two: Understanding and awareness of the prevention agenda

2. How would you define ‘prevention’ within the context of adult social care?
Probe:
Are there other terms you (or others) use to describe prevention-type activity?

3. What is your understanding of the current and future health and social care
policy direction for prevention?

Probes:

Green Paper

Do you think there is currently strategic vision and drive for the prevention agenda
within the adult social care sector?

Do you think your understanding of current and future policy is sufficient?

Section Three: Current and future prevention activity

4. Please tell us about activity under the prevention agenda that is currently
being undertaken within your organisation.

Probe for specific examples.
To what extent is this prevention activity embedded within everyday practice?

How do you view this prevention activity within the context of everyday roles within
social care?

Do you think your current prevention activity is sustainable?

Research into prevention in adult social care
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10. Have you accessed any support or training (e.g. All Our Health e-learning or
Population Health Portal e-learning, other resources and guidance) to help
you deliver and/or consider delivering prevention activity within your

o

rganisation?

Probes:

How useful did you find the support or training you accessed?

Is there any additional support you feel would be beneficial?

Sec

tion Five: Outcomes and Impacts

11. What have, or could be, the impacts (either positive or negative) of

delivering prevention activity on:

a. Your organisation?

b. Your workforce?

c. Your clients?

d. Partnership working within the health and social care sector?
Probes:
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Stage Two: Provider Telephone Survey

Section One: Understanding and awareness of the prevention agenda

1. To what extent do you agree or disagree with the following statements?
By the prevention agenda, we are referring to key national policy concerning
prevention, including the NHS ‘Long Term Plan’, Public Health England’s ‘From
Evidence into Action’, and the Department of Health and Social Care’s ‘Prevention
is Better than Cure’.
(Ask all and select one per row)

Neither
Strongl agree _ Strongly  Don’t
ay Agree g Disagree | . gy
agree nor disagree | know
disagree

There is a clear
policy direction for
prevention within
the adult social care
sector.

| have a good
understanding of the
prevention agenda.

Social care, by its
very nature, is about
prevention —i.e. it
has a focus on
delaying and
reducing the need
for more intensive
and higher-cost
health and social
care.

My organisation
provides services
that have been
commissioned to
deliver prevention
activity.
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3. What was your organisation’s rationale for introducing the activity
discussed in Question 2?
(Ask all and select all that apply).

Financial benefits for my organisation

Help my organisation to manage the
increasingly complex nature of the needs
of people supported

It was in line with the culture and vision of
my organisation

Reputational benefits for my organisation

To align with the health and social care
policy agenda

To improve outcomes for people you
support

To meet commissioners’ contractual
expectations

To meet Care Quality Commission (CQC)
expectations/regulation

| do not know what the rationale for
implementing this activity was

Other (please specify)

None of the above
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4. To what extent do you agree or disagree with the following statements?
(Ask all and select one per row)

Neither
Strongl agree _ Strongly | Don’t
gy Agree g Disagree | . gy
agree nor disagree | know
disagree

Prevention activity is
embedded within
the everyday roles
of staff within my
organisation.

Prevention currently
features within my
organisation’s
policies and
strategies.

Prevention is a
focus for workforce
development within
my organisation.
Prevention is a
focus for local
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Helped

Constraint/challenge

Neither helped nor been a
constraint/challenge

Don’t
know

Partnership working with
colleagues (e.g. in health,
housing, emergency
services etc.)

Please specify which
colleagues you are referring
to.

Please specify how this has
helped you.

Please specify which colleagues
you are referring to.

Please specify why this has been a
challenge.

Priorities of local
commissioners — e.g. asset-
based commissioning

Relationships with the
families of people supported

Size of my organisation
and/or setting

Please specify whether this
is size of setting or
organisation.

Please specify whether this is size
of setting or organisation.

Support, guidance or
training resources (e.g. All
our Health e-learning or
Population Health Portal e-
learning, other resources
and guidance)

Please specify how this has
helped you.

Please specify why this has been a
challenge.

Use of technology within my
organisation

Please specify how this has
helped you.

Please specify why this has been a
challenge.

Other (please specify)
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Section Four: Outcomes and Impacts

What impact has prevention activity on the following?

7.

(Ask all and select one per row)

Positive
impact

Negative
impact

No
impact

Don’t
know

For your organisation:

Delivery of my organisation’s
vision/aims

Levels of staff recruitment and
retention

Profile/awareness/reputation

Research into prevention in adult social care
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Section Six: Organisation Details

9. What is your organisation’s main service area?
(Ask all and select one)

Adult residential and/or nursing care (please
specify)

Adult domiciliary care

Supported Living

Adult day care

Adult community care

Other (please specify)

Don’t know

10. Which of the following best describes your organisation?
(Ask all and select one)

Private sector

Local authority

Voluntary or third sector

Other (please specify)

Don’t know

11. How many employees does your organisation have in total?
(Ask all and select one)

1-9

10-24

25-49

50-99

100-149

150-199

200-249

250-499

500+

Don’t know
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Stage Three: Follow-up Qualitative Consultations with Providers

Section One: Understanding and awareness of the prevention agenda

15. In relation to your responses to question 1 in the provider survey, please
explain:

a. Why did you agree/disagree with the statements?

b. Do you think it would be beneficial to see an increase in the profile and clarity
of policy direction for prevention within the adult social care sector?

c. What (if any) do you think are the barriers and/or constraints to this?

d. If disagree/strongly disagree that have a good understanding of prevention,
to what extent do you consider this to be a problem that needs addressing?

e. If strongly agree/agree that would like to improve understanding, how do you
think this would be best achieved?

16. In relation to your responses to question 2 in the provider survey, please
explain:

a. Why did you agree/disagree with the three statements?
b. What has led you to take this view?

c. (If appropriate) Do you have any specific examples of commissioning that is
currently undertaken to encourage providers to deliver prevention activity?

Section Two: Current and future prevention activity

17. Please tell us more about activity under the prevention agenda that is
currently being undertaken within your organisation.

Probe for depth on responses to question 3 in the provider survey.
18. Please tell us more about the rationale for introducing this activity.

Probe for why certain options within question 5 were motivations and why others
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20. Why does your answer to question 7 in the provider survey best describe
your plans for future prevention activity within your organisation?

Probes:

What is driving/constraining future plans?

Section Three: Implementation and delivery of prevention activity

21. Please tell us more about the factors that have helped and been a
constraint/challenge within your organisation in terms of implementing
and/or delivering prevention activity.

Probes:
Can you provide specific examples?
Why do you think this has been the case?

Is there anything currently in place, or that could be put in place in the future, to
overcome these constraints and/or challenges?

Section Four: Outcomes and impacts

22. Please tell us more about the:

a. Positive outcomes and impacts that you identified in question 9 in the
provider survey

b. Negative outcomes and impacts that you identified in question 9 in the
provider survey

Probes:

Do you think the outcomes are strongest/weakest for your organisation, your
workforce or the people you support?

Are these the outcomes and impacts you would have expected?

Do you think anything could be done to increase the outcomes and impacts of
prevention activity?

23. If interviewee has indicated that no monitoring and tracking of the impacts
of prevention activity is undertaken, why is this?

Probes:

Are there any barriers and/or constraints in doing so?
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Section Five: Future of prevention activity

24. In relation to your responses to question 11 in the provider survey:
a. Why you do agree/disagree with the statements?
b. If strongly agree/agree, how could these outcomes be achieved?

c. If strongly agree/agree, what do you think needs to be put in place before this
can happen?

d. If strongly agree/agree, what are the barriers and/or challenges in achieving
these statements?

25. Is there anything else about the prevention agenda or activity you would
like to add?

Research into prevention in adult social care
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Appendix B: Cross-tabulation

This Appendix provides results of the cross-tabulation of provider survey responses by residential and non-residential care providers.

Table B.1: Question 1 ‘

% Non-residential providers % Residential providers
Strongly | Neither agree Disagree/strongly Don’t Strongly | Neither agree Disagree/strongly Don’t

agree/agree | nor disagree agree know agree/agree | nor disagree agree know
There is a clear policy direction
for prevention within the adult 56% 9% 25% 9% 58% 6% 30% 5%
social care sector.
| have a good understanding of 67% 11% 18% 4% 70% 11% 17% 1%
the prevention agenda.
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Table B.2: Question 2

% Non-residential

providers
Monitoring and tracking of physical health concerns 89%
Close working relationships with colleagues in other sectors 92%
Support for staff mental health and wellbeing 95%
Procedures to provide people accessing care and support with advice and guidance to promote healthy lifestyles 89%
Support for the diet, hydration and nutrition of people accessing care and support 79%
Support for the mental health and wellbeing of people accessing care and support 78%
Exercise and movement plans to promote physical health 67%

Proactive procedures to promote self-

% Residential providers

94%

88%

84%

86%

87%

87%

86%
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Table B.3: Question 3 ‘

% Non-residential % Residential
providers providers
Financial benefits for my organisation 8% 11%
Help my organisation to manage the increasingly complex nature of the needs of people 8204 24%
supported
It was in line with the culture and vision of my organisation 84%
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Table B.4: Question 4

% Non-residential providers

% Residential providers

commissioners.

Strongly a 'r\leeétrr:gi Disagree/strongly Don’t Strongly a lr\leeétrf]lg; Disagree/strongly Don’t
agree/agree 9 disagree | know agree/agree 9 disagree know
disagree disagree
Prevention activity is embedded
within the everyday roles of staff 91% 4% 6% - 91% 7% 2% -
within my organisation.
Prevention currently features
within my organisation’s policies 94% 3% 3% - 88% 6% 4% 3%
and strategies.
Prevention is a focus for
workforce development within 90% 6% 4% 1% 84% 12% 1% -
my organisation.
Prevention is a focus for local 68% 7% 17% 79% 71% 11% 4% 13%

Source: Provider survey (n=302). Percentages may not sum to 100% due to rounding.
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Table B.7: Question 7

% Residential providers

% Non-residential providers

Positive Negative No Don’t Positive Negative No Don’t
impact impact | impact know impact impact | impact know
For your organisation:
Delivery of my organisation’s vision/aims 72% - 20% 8% 73% - 22% 5%
Levels of staff recruitment and retention 40% 14% 38% 8% 41% 3% 54% 2%
Profile/awareness/reputation of my organisation 78% - 16% 5% 61% 1% 27% 10%
For your workforce:
Employee stress and burnout 41% 7% 41% 10% 31% 5% 53% 11%
Levels of job satisfaction 73% 3% 19% 4% 71% 2% 22% 4%
jﬁ::;ifgi;?;ﬁ):ﬁ;wmdge about their 73% 3% | 19% 5% 71% 206 | 22% 3%
Training opportunities 79% 2% 15% 3% 52% 1% 45% 3%
For the people you support:
Achieving better outcomes for people you support 83% 1% 5% 11% 86% - 10% 4%

Source: Provider survey (n=302). Percentages may not sum to 100% due to rounding.
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Table B.8: Question 8

% Non-residential providers

% Residential providers

Neither . Neither .
Strongly Disagree/strongly | Don’t Strongly Disagree/strongly ,
agree nor . agree nor , Don’t knov
agree/agree . disagree | know agree/agree . disagree
disagree disagree

There should be a change in
commissioning to focus more on 86% 7% 3% 5% 69% 15% 11% 69
prevention activities.
There should be a greater focus on
prevention within Care Quality 65% 11% 20% 4% 67% 11% 16%

Commission (CQC) inspections.
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Skills for Care
West Gate

6 Grace Street
Leeds

LS1 2RP

Telephone: 0113 245 1716
Email: info@skillsforcare.org.uk
Web: www.skillsforcare.org.uk
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