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About us
1. The National Community Hearing Association (NCHA) represents community hearing providers in the UK. NCHA members are committed to good hearing for all and have an excellent record of outcome, safety and patient satisfaction. 

Introduction
2. We welcome this opportunity to respond to the consultation on reforming professional regulation in the UK.  This is long-overdue in the hearing sector.

3. We fully support and share the ambition of all four UK governments for “better and more responsive healthcare professional regulation”[endnoteRef:1]. We understand and support the following positions which our feedback reflects: [1:  Foreword, page 4] 


a. healthcare is a devolved issue and the healthcare workforce has to change in order to meet challenges set out in devolved health care plans[endnoteRef:2] [2:  Foreword, page 5] 

b. professions and professional regulators must adapt and respond to “challenges of the economic, demographic, technological and epidemiological changes of the coming decades” in order to ensure “safe, effective and respectful clinical care” that is “efficient, effective and affordable”[endnoteRef:3] [3:  Foreword, page 4] 

c. there are opportunities to review regulation of healthcare professionals in order to improve protection for patients and help transform healthcare services to meet future challenges[endnoteRef:4]  [4:  Foreword, page 4] 

d. professional regulation can help improve healthcare by responding “faster to healthcare delivery and workforce developments”[endnoteRef:5] [5:  paragraph 3.1] 

e. the existing model of regulation is a “historical patchwork” and as a result “there is inconsistency, in both practice and legalisation”[endnoteRef:6]. For patients and the public this can be “confusing, inconsistent and slow”[endnoteRef:7] and yet, people accessing healthcare trust that the professional they see is properly trained, qualified and accountable, and that professional regulation is central to the system of assurance that underpins trust[endnoteRef:8]. [6:  Foreword, page 4]  [7:  Executive Summary, page 6]  [8:  Foreword, page 4] 


4. We also agree with well-reasoned arguments, even in the absence of robust evidence, about the case for change. For example we agree that getting professional regulation right is a critical step in delivering the new models of care and more flexible professional roles which are needed and that, giving the “regulatory bodies greater autonomy to innovate, balanced with more effective accountability, will help deliver this”[endnoteRef:9].  [9:  Executive Summary, page 7] 


5. In our case regulation of audiology and audiologists has historically been fragmented, which is inhibiting the goals of devolved governments to develop more efficient and accessible care models and shift services out of acute hospitals into the community and closer to home for the benefit of patients and the ageing population[endnoteRef:10].   [10: For 
devolved plans that include such goals include: NHS England, NHS Five Year Forward View; Scotland, A National Clinical Strategy; Northern Ireland, Health and Wellbeing 2026: Delivering Together; Prudent health care in Wales (also cited on page 4, Department of Health consultation on Promoting professionalism, reforming regulation)
devolved plans that cover hearing care see: Department of Health and NHS England 2015, Action Plan on Hearing Loss https://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf; NHS England 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups, NHS Wales and Welsh Government, Audiology: Framework of Action for Wales, 2017-2020, http://gov.wales/topics/health/publications/health/reports/audiology/?lang=en; Northern Ireland also has a workforce crisis in audiology and as a result and is trying to reform its local services; Scotland is currently reviewing its audiology service and aims to offer adult hearing services in community based settings] 


6. That said, and although we support many of goals set out in this consultation, we are concerned and discouraged by significant assumptions and the lack of, and gaps in, evidence and analysis to date. This in our view means many, and very real, opportunities to achieve the necessary changes above are likely to be overlooked. For example

a. asymmetric information between professionals (providers) and patients (consumers) is a key reason that professional regulation exists in the field of healthcare. This, for many complex reasons, results in: the need for independently accredited training and education; transparent and accountable ethics and practice standards; independent and impartial regulation; and other systems to deliver quality care, safeguard the public and allow for redress when things go wrong etc[endnoteRef:11] [11:  For example see, Akerlof, 1970, The Quarterly Journal of Economics Vol. 84, No. 3 (Aug., 1970), pp. 488-500; For an example of underlying assumptions about health care provision, of which many can be read across to regulation and unintended consequences of policy interventions, see Arrow, 1963, Uncertainty and the welfare economics of medical care, The American Economic Review, Vol 3, No 5. pp. 941-973] 

b. although this consultation acknowledges the importance of all of these, and other, key variables (e.g. in paragraphs 3.23, 3.28, 3.5, 3.6 and 4.23) it fails to factor in the complex interactions in terms of system costs and risks. This can, as just one example, be seen in the basic impact assessment (Section 5) which grossly oversimplifies “positives” and “negatives” (Table 7)
c. this means that there are many unsupported assumptions, including “reduced costs for the taxpayer” – e.g. proposed changes could have an impact on workforce planning (e.g. potentially making it more difficult to set-up and attract students on to courses, risking supply issues) and alternative arrangements will also have tax implications (e.g. accredited voluntary registers will still attract tax breaks, also reducing taxation revenue). Many underlying assumptions therefore represent unintended direct and indirect costs that would ultimately be borne by the taxpayer via increased NHS costs or by patients directly if they pay for services (some examples are included in response to question 22). 

We would be happy to expand on these points further if required.

7. In light of the above, our response focuses on achieving the very important goals set-out in the consultation document for the hearing sector, but explains why a different approach is required in all four UK countries if the Nation’s hearing and balance needs are to be met by the audiology workforce in a safe, sustainable, evidence-based and proportionate way.

8. We see this as a significant opportunity for all four UK countries to address longstanding challenges with their audiology workforce and models of hearing care, currently based on fragmented and inflexible regulation, which cannot meet local hearing needs. For an illustrative example

a. 10 million people in the UK have a hearing loss and by 2031 this will rise to 14.5 million people due to our population growing older[endnoteRef:12] [12:  Department of Health and NHS England 2015, Action Plan on Hearing Loss https://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf] 

b. the need for adult hearing and diagnostic services, tinnitus diagnosis and reassurance, aural care, balance services and hearing implants will therefore significantly increase
c. an inconsistent approach to training, education and regulation of the workforce has already contributed to significant, and avoidable, system issues in each UK country[endnoteRef:13]   [13:  For example: in Wales there is a significant capacity constraint in NHS audiology, the Welsh NHS and government are therefore attempting to deliver more audiology services in primary care settings but to do this they believe – incorrectly – that they need to train a new type of audiologist rather than rely on an already regulated audiologists, i.e. the regulated status of audiological professionals risks increasing cost for the NHS in Wales due to confusion; in Scotland there are attempts to deliver more audiology in community based settings but again the workforce, in many ways due to regulated status, is conflicted and this unnecessarily complicates much needed change; in England more audiological care is now delivered in community-based settings and out of hospital, and an independent NHS study found that this policy had saved the NHS considerable resources and improved transparency and standards, in many ways at the heart of this was tackling misinformation about the regulated workforce, although at times facts are still distorted/misrepresented at a cost to the NHS and therefore taxpayer; in Northern Ireland there is a chronic and structural issue with the NHS audiology workforce but no issue with the non-NHS audiology workforce, failure to therefore meet the Nation’s hearing needs is largely the result of a fragmented professional workforce and a root cause of this is an inconsistent approach to regulation. ] 

d. tackling the root cause of these inefficiencies will help meet the UK’s hearing needs in a sustainable way13 and deliver on objectives set-out in local devolved health care plans  – i.e. in line with national strategies, including care closer to home and a greater focus on outcomes, efficiency and costs[endnoteRef:14]  [14:  For 
devolved plans that cover hearing care see: Department of Health and NHS England 2015, Action Plan on Hearing Loss https://www.england.nhs.uk/wp-content/uploads/2015/03/act-plan-hearing-loss-upd.pdf; NHS England 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups, NHS Wales and Welsh Government, Audiology: Framework of Action for Wales, 2017-2020, http://gov.wales/topics/health/publications/health/reports/audiology/?lang=en; Northern Ireland also has a workforce crisis in audiology and as a result and is trying to reform its local services; Scotland is currently reviewing its audiology service and aims to offer adult hearing services in community based settings
devolved systems plans that include such goals include: NHS England, NHS Five Year Forward View; Scotland, A National Clinical Strategy; Northern Ireland, Health and Wellbeing 2026: Delivering Together; Prudent health care in Wales (also cited on page 4, Department of Health consultation on Promoting professionalism, reforming regulation)] 

e. furthermore these changes would simply require modifying an existing statutory register to achieve the goals set out in the consultation document  - e.g. it is possible to achieve goals set out in paragraphs: 1.1[endnoteRef:15], 3.22[endnoteRef:16], 3.23[endnoteRef:17], 3.28[endnoteRef:18], 3.5[endnoteRef:19], 4.23[endnoteRef:20] by making changes to existing HCPC registers [15:  “primary purpose of the regulation of healthcare professionals is to protect patients and the public from harm. Health professionals are regulated in order to ensure that they have the skills, competence, health and attitudes that command public trust and patient confidence”]  [16:  “The regulatory system should also support the professional development of all registrants to ensure the workforce has the right skills and experience to deliver high quality care. This includes accrediting courses so that professionals receive good training and education that instill the right skills and behaviours to prevent problems occurring”]  [17:  “Health professionals who are well-trained and well-motivated endeavor to provide excellent care”]  [18:   “All of the regulatory bodies are responsible for approving higher education courses which enable entry into the professions that they regulate. They do this by setting the standards of education and training, and visiting education providers to assess whether they meet these standards” (paragraph 3.27) and that “this is a crucial role in assuring the ongoing quality of each profession” ]  [19:  “Services continually evolve, appetite for risk varies and professional responsibilities change and the regulators need to remain responsive to this changing environment” ]  [20:   “The regulatory bodies have a role along with others within the healthcare system in ensuring we have the right workforce, with the right skills and behaviours, educated to the right professional standards, with the right professional values in place. It is therefore important that the regulatory bodies recognise this and work closely with employers who recruit and employ that workforce. The four UK governments wish to explore how this is best achieved”] 

f. the benefits of doing so would be significant. For example, in England alone it would much easier to develop a primary care audiology service that could help shift 2.3 million patient contacts for non-medical audiology and other hearing care out of hospitals and into community-based settings each year[endnoteRef:21], and reduce visits to GPs by at least the same amount[endnoteRef:22] [21:  Based on reported audiology activity and 350,000 ENT led aural care procedures in 2014-15. This is likely to be a conservative estimate as not all activity is reported]  [22:  Note, the vast majority of patients referred to hospital for ear problems visit a GP for a referral letter, but in addition to this there are many with earwax, tinnitus and hearing difficulties that are not counted in datasets.] 

g. although the consultation document suggests alternatives to statutory regulation – e.g. using accredited voluntary registers[endnoteRef:23] – such efforts have failed to have an impact in audiology. For example [23:  Table 2, page 13] 

i. despite the PSA’s recommendation that providers only use professionals on an accredited register[endnoteRef:24] only 5 audiologists had joined such a register by late 2017, owing to issues of generalisability and buy-in across the UK, compared to over 2,000 currently on an unaccredited register (see Table 1 below) [24:  PSA, May 2017, Professional Standards Authority for Health and Social Care recommends you only choose practitioners who are regulated or on an accredited register https://www.professionalstandards.org.uk/docs/default-source/accredited-registers/resources/statement-on-use-of-ar-registrants.pdf?sfvrsn=10 ] 

ii. this despite the fact that the sector acknowledges significant shortcomings with unaccredited registration, including audiologists removing themselves from a voluntary register and refusing to participate in disciplinary procedures after a complaint has been made. There are also many other unaddressed legal limitations with voluntary registration. 
	Registration 
	Numbers
	Ref

	Audiologists (Registered with HCPC as Hearing Aid Dispensers)
	2,726
	[endnoteRef:25] [25:  September 2017 estimates by HCPC http://www.hpc-uk.org/aboutregistration/professions/index.asp?id=16#profDetails  ] 


	Audiologists (Registered with HCPC as Clinical Scientists)
	108
	[endnoteRef:26] [26:  HCPC, FOI. http://www.hpc-uk.org/assets/documents/1000528BNumberofClinicalScientistswithAudiologymodality.pdf. Note the HCPC registers Clinical Scientists and some of these submit applications citing audiology – i.e. some Clinical Scientist (audiology) might be on the “general” HCPC register for Clinical Scientist, and therefore the number in table 1 might be an underestimate but it is the best available data available for the subgroup. We estimate that audiologists are likely to make up less than 5% of HCPC registered Clinical Scientist. ] 


	Audiologists (Registered with RCCP non-accredited voluntary register)
	2,340
	[endnoteRef:27] [27:  Personal email correspondence from the RCCP CEO, figures as of 5 September 2017] 


	Audiologist (Registered with AHCS, PSA accredited voluntary register)
	5
	[endnoteRef:28] [28:  AHCS register search online, AHCS register search “Audiology (Physiological Sciences – Neurosensory)”, https://www.ahcs.ac.uk/registrants/search_register.cfm, and “Audiological Science”, https://www.ahcs.ac.uk/registrants/search_register.cfm and “Audiologist (including Hearing Therapist)”, https://www.ahcs.ac.uk/registrants/search_register.cfm] 








Table 1: UK audiology workforce based on registration (2017)

h. put simply, existing regulation and registration systems in UK audiology have created a fragmented workforce which in turn has caused barriers to much needed change. The current set-up is also confusing for the public, health professionals and employers. To address this we propose that all audiologists be pass-ported (with appropriate evidence) to an existing HCPC register.  This would help address many of the root causes of system fragmentation and empower the sector to evolve and meet the UK’s hearing and balance needs in a sustainable way, reducing pressure on hospitals and scarce medical-led clinics.

9. It is important to note that nothing controversial is required to achieve this. In fact the Royal National Institute for Deaf People (RNID)[footnoteRef:1] first proposed a similar solution in 1988. At the time the RNID recommended that [1:  Now Action on Hearing Loss. ] 


i. hearing care (audiology) should be designed around the needs of the population
j. the profession should be capable of “serving our increasingly elderly population effectively well into the next century”
k. “Some of the problems are inherent in the structure of the present system and will not just be solved by throwing more money at the first and legislating to control the second …”
l. there should be a consistent approach to training, education and regulation – e.g. a common qualification for both NHS and non-NHS audiologists would allow them to work in the NHS or private sector or both
m. there is a strong case for a community audiology workforce based on clinical need, not historic and unfounded views on the perceived differences between hospital and non-hospital based audiology services[endnoteRef:29].  [29:  RNID, 1988. Hearing aids the case for change; RNID 1989; and, Hearing Aids – The Developing Debate. The RNID’s Refined Views] 


      Nothing in this analysis has changed, rather the need for these solutions has become more acute.
   
The fact that the RNID’s recommendations were never implemented in full was a missed opportunity which has contributed to multiple systems failures over the last 30 years. The costs – on patients, audiologists, the NHS and taxpayers – due to such systems failures are, in part, caused by professional regulation and the complex and interlinked issues this creates[endnoteRef:30].   [30:  For examples see, 1999. Waiting to Hear; Audit Commission, 2000. Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales. London. Audit Commission; Audit Commission 2002. Access to Care, How long patients wait for ENT and audiology services; Audit Commission, 2002. Update to Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales. London. Audit Commission; RNID, 2001. Audiology in Crisis. Still waiting to hear; 
Davis, A, 2003. Capacity building in the delivering of a modernised NHS hearing aid service: A pilot study using private sector hearing aid dispensers. Executive Summary. MRC Institute of Hearing Research. P. 2; Health Committee, 2007, Audiology Services. Fifth Report of Session 2006-07 http://publications.parliament.uk/pa/cm200607/cmselect/cmhealth/392/392.pdf; Alex Murdock,Brian Lamb, 2009.The impact of the RNID on auditory services in England: Borrowing lawnmowers and the price of salt”, Social Enterprise Journal, Vol. 5: 2, pp.141 – 153] 


10. In summary, implementing the above proposals, still valid although now 30 years overdue, would help the four UK governments achieve their five stated objectives
i. “improve the protection of the public from the risk of harm from poor professional practice; 
ii. “support the development of a flexible workforce that is better able to meet the challenges of delivering healthcare in the future; 
iii. “deal with concerns about the performance of professionals in a more proportionate and responsive fashion; 
iv. “provide greater support to regulated professionals in delivering high quality care; and 
v. “increase the efficiency of the system”[endnoteRef:31] [31:  Executive Summary, page 7] 

This is why we strongly believe that this consultation process presents an opportunity for the whole sector to work together with the PSA to develop a new unified regulatory system for audiologists fit for the 21st Century. 

11. The NCHA would be happy to meet and discuss our views on the audiology workforce, the UK’s hearing and balance needs and professional regulation in greater detail. We would also welcome a joint meeting between the PSA, ourselves and sector partners, including the British Academy of Audiology, British Society of Hearing Aid Audiologists and other members of the Hearing Loss and Deafness Alliance. 

Responses to questions

Q1: Do you agree that the PSA should take on the role of advising the UK governments on which groups of healthcare professionals should be regulated?
Response:
Yes. However we are concerned about assumptions in the consultation document and would like these to be reviewed.  In particular we do not recognise the following assumptions 
·  “The HCPC is the only regulator that has the legislative power to recommend that a group should be statutorily regulated. As the HCPC has traditionally been the regulatory body to assume regulatory oversight of new groups, it could be seen to have a vested interest in expanding its registrant base”[endnoteRef:32],  [32:  Paragraph 2.2] 

· “We therefore believe that the PSA, working with relevant stakeholders, would be better placed to provide advice on the regulation of professions. The ultimate decision regarding whether a group should be regulated would remain with Ministers. While the UK governments recognise that the PSA has powers to accredit voluntary registers, it is not believed this will create a conflict of interest”[endnoteRef:33] [33:  Paragraph 2.2] 

There is no evidence that we are aware of that supports these claims, and in fact our own experience suggests the opposite is also possible.  For example the 
· HCPC has not yet used this legislative power to recommend that all audiologists should be statutorily regulated, even though our understanding is that it and the professional bodies in the sector believe there is a strong case for improving consistency in education, training and regulation (see introduction above)
· PSA has not, to the best of our knowledge, publically acknowledged significant issues with very poor uptake of its accredited voluntary registers, and employers therefore in effect ignoring its advice (see introduction above).
We are therefore naturally concerned that there could be a conflict of interest if the PSA, for example, strongly supported accredited voluntary registration without providing evidence that such registers work – i.e. offer greater benefits than costs when compared to statutory regulation. This should be carefully examined before the PSA takes on the role of advising the UK governments on which groups of healthcare professionals should be regulated. 

Q2: What are your views on the criteria suggested by the PSA to assess the appropriate level of regulatory oversight required of various professional groups? 
Response:
Given the central importance of professional regulation – e.g. in ensuring public trust, patient rights and the safe, effective and efficient provision of health care in the UK – we believe the PSA’s two stage approach is grossly over simplified and unscientific, and has potentially been misrepresented in this consultation  
For example
· the “scale of risk” is not necessarily correlated to the professional group or number of patients who are treated[endnoteRef:34]. We understand however why the PSA has set out this process – it is easy to apply and bypasses the need for a comprehensive review of the clinical literature to understand actual risks associated with a complex set of patient interactions across a complicated healthcare system etc. [34:  First bullet point, Paragraph 2.6] 

· the PSA’s original paper on this model was limited to assessing new and unregulated occupations to determine the appropriate level of oversight – i.e. reviewing existing registered professions was “outside the scope of [that] piece of work”[endnoteRef:35]. It is therefore not clear why paragraph 2.7 in the consultation document claims, “this model could be applied to all professional groups, including those which are currently subject to statutory regulation”. The consultation document, in our view, could have been much clearer on the original scope of the PSA’s work and therefore limitations with the proposed model. [35:  PSA, 2016, Right-touch assurance: a methodology for assessing and assuring occupational risk of harm, https://www.professionalstandards.org.uk/docs/default-source/publications/right-touch-assurance---a-methodology-for-assessing-and-assuring-occupational-risk-of-harm-(october-2016).pdf?sfvrsn=0 ] 

Although the current PSA criteria are not, in our view, fit for purpose in deciding which groups of professionals should be regulated or not regulated, it might be possible to improve them by making them more evidence-based and aligned with principles of health care quality management. 

Q3: Do you agree that the current statutorily regulated professions should be subject to a reassessment to determine the most appropriate level of statutory oversight?  Which groups should be reassessed as a priority? Why?
Response:
No
In our view, based on the consultation document
· nobody can know what the unintended consequences will be if regulators are reconfigured or professional regulation significantly changed (although the risks associated with the former are likely to be significantly less than those associated with the latter)
· stakeholders responding to question three based on paragraph 2.7 “this [PSA] model could be applied to all professional groups, including those which are currently subject to statutory regulation” are likely to be doing so based on a significant assumption about the PSA model (see our response to question two).
As explained elsewhere in our response, alternatives to statutory regulation are not supported by evidence or comprehensive analysis (see introduction and our response to question one, two, four, 21, 22 and 23). There are also significant issues with the proposed approach to assess the appropriate level of regulatory oversight (see our response to question two). 
Most importantly, we think the policy issue under consideration is far too important for guesswork – especially given that errors here will be largely avoidable – which risks causing harm and systems failure (see introduction above).  This is why, in our view, any proposals to review this particular issue should be subject to the basic scientific standards of analysis and risk/cost/benefit assessments. 

Q4: What are your views on the use of prohibition orders as an alternative to statutory regulation for some groups of professionals?
Response:
We agree with the PSA that there is insufficient evidence to draw a conclusion about the effectiveness of prohibition orders.

Prohibition is very late in the process to protect the public.

Upholding standards, consistent regulation, and maintaining registration is more effective at protecting the public and maintaining professionalism.
Q5: Do you agree that there should be fewer regulatory bodies?
Response:
Only if this would deliver the benefits in the consultation document. 

Q6: What do you think would be the advantages and disadvantages of having fewer professional regulators?
Response:
As an organisation that makes evidence-based decisions, we find it difficult to answer this question because we have not seen a strong case presented in the consultation document. For example, many of the economic (efficiency) assumptions are based on data that the consultation itself acknowledges should be treated with caution[endnoteRef:36] or are based on no reliable data at all[endnoteRef:37]. It is clear that the root causes of variation between regulators have not yet been analysed and assumptions about efficiencies, benefits and costs require more detailed analysis.  We therefore cannot say there are advantages based solely on the economic case put forward in the consultation paper.  [36:  Paragraphs 3.10 and 4.1]  [37:  For example paragraph 4.11 assumes significant savings can be made from sharing back office functions, yet the consultation document shows that the main cost for some of the most costly regulators are linked to fitness to practice hearings and the data here are not generalizable etc. The National Audit Office (2016), Efficiency and reform in government corporate functions through shared service centres, also found that without sufficient safeguards cost can actually increase when such reforms are attempted   ] 

If we were forced to speculate, then we would use the HCPC model as an example of efficiencies that might be achieved by having a single regulator for a group of professionals – e.g. potentially reducing cost per registrant, shared standards (with profession-specific additional standards) etc. 
Our main concern however is the premise itself. We do not think this how the four UK governments will achieve the goals they set out in the consultation document (see introduction above). We would be happy to discuss in more detail how a review of professional regulations might better minimise disadvantages and maximise advantages for the healthcare system and taxpayer in all four UK countries.  Overall, we believe the approach itself is deficient in that it misses alternative ways to improve professional regulation.

Q7: Do you have views on how the regulators could be configured if they are reduced in number?
Response:
This is a very important issue as it will affect the future of UK healthcare. There does not seem to have been any attempt at in-depth consideration of potential unintended consequences on the healthcare system and the consultation document does not provide a sufficient level of evidence or robust economic data to help inform constructive consideration of this particular question.  As a general rule we avoid making recommendations based simply on views which can be distorted by a few negative or anecdotal experiences.
As noted in response to question six we believe the almost obsessive focus on the secondary issue of the number of regulators and various configurations is unlikely to achieve many of the important wider regulatory goals set out in the consultation. 

Q8: Do you agree that all regulatory bodies should be given a full range of powers for resolving fitness to practise cases?
Response:

Yes.

We agree that when such issues are raised they should be dealt with “in a timely, effective and proportionate manner”[endnoteRef:38].  Given that regulators which are able to consensually dispose of cases have been able to speed up the fitness to practise process with fewer cases proceeding to full hearings[endnoteRef:39], we agree that all regulatory bodies should be given a full range of powers for resolving fitness to practice cases.  [38:  paragraph 3.8]  [39:  paragraph 3.3] 


Q9: What are your views on the role of mediation in the fitness to practise process?
Response:

Where appropriate and subject to safeguards, this is one of many important and useful options within the scope of effective regulation for patients, the public and professionals alike.

Q10: Do you agree that the PSA's standards should place less emphasis on the fitness to practise performance?
Response:
Yes. Effective regulation is far wider than fitness to practice (important thought that is) and should embrace the role of regulation within effective and efficient health care systems, including leadership and supporting innovation.  

Q11: Do you agree that the PSA should retain its powers to appeal regulators' fitness to practise decisions to the relevant court, where it is considered the original decision is not adequate to protect the public?
Response:
Yes.  

Q12: Do you think the regulators have a role in supporting professionalism and if so how can regulators better support registrants to meet and retain professional standards?
Response:
Yes.   
Regulators should 
· work with professional associations, colleges and NHS and independent employers and patient groups (i.e. the sector collectively) to reduce duplication, especially in basic standards and guidance, thereby reducing the costs, variation and risks associated with such duplication  
· share lessons learnt from complaints they receive and manage with the sector, focussing on fostering a culture of learning, continuous quality improvement and professional development. This will help address the longstanding issue of “professionals encountering a culture of blame rather than learning”[endnoteRef:40] [40:  paragraph one, page 5] 

· promote professionalism by ‘calling out’ protectionism and reminding sector associations that represent regulated professionals of their overriding duty to patients. For example, if different organisations in a sector publish contradictory clinical guidance to serve their membership rather than the public interest, then regulators should have the confidence to encourage these bodies and the registered professionals who govern them to behave in a way that is consistent with professionalism and evidence-based clinical practice. 

Q13: Do you agree that the regulators should work more closely together? Why?
Response:
Subject to caveats regarding existing economic assumptions in the consultation document (see our response to question six), yes.  

As a general rule, we support greater collaboration whenever this “improves public protection”[endnoteRef:41] (paragraph 4.11).   [41:  paragraph 4.11] 


Q14: Do you think the areas suggested above are the right ones to encourage joint working? How would those contribute to improve patient protection? Are there any other areas where joint working would be beneficial?
Response:
At this stage, based on the level of evidence and detail provided
· we support a single accredited register with a streamlined complaints, evaluation, and dispute resolution process.
· we agree that, if it were possible, a single set of generic standards for all healthcare professionals (underpinned by profession-specific standards) might be worth exploring. We also agree that the HCPC provides a good example of where this approach works very well[endnoteRef:42]  [42:  Page 28] 


We cannot support claims that sharing back office functions, without additional safeguards, will result in the claimed benefits. For example, the consultation document makes clear that fitness to practise costs are the main cost for most regulators and that the root cause of unwarranted variation in costs between regulators is not understood etc (see our response to question six). 

Therefore based on information provided in the consultation paper it is impossible to know whether collaborating on back office functions will deliver the claimed cost savings, and based on other evidence from the National Audit Office it seems unlikely the proposed changes will deliver cost savings[endnoteRef:43]. [43:  See, The National Audit Office (2016) Efficiency and reform in government corporate functions through shared service centres, which found that without sufficient safeguards costs can actually increase.  
 paragraph 3.8] 


Q15: Do you agree that data sharing between healthcare regulators including systems regulators could help identify potential harm earlier?
Response:

Yes, but this would need to be proportionate to the recognised level of risk.  Clear safeguards for individuals would need to be instituted and any data sharing would have to comply with the General Data Protection Regulations and the forthcoming Data Protection Act 2018.

Q16: Do you agree that the regulatory bodies should be given greater flexibility to set their own operating procedures?
Response:
Yes.  It is illogical to give independent regulators the responsibility for regulating the health professions effectively but not the responsibility for managing their own affairs effectively (subject to legitimate rights of challenge and appeal by individuals or groups of individuals affected by their decisions). 

Q17: Do you agree that the regulatory bodies should be more accountable to the Scottish Parliament, the National Assembly for Wales and the Northern Irish Assembly, in addition to the UK Parliament?
Response:
Yes.  This is consistent with the direction of democracy within the UK.  

Q18: Do you agree that the councils of the regulatory bodies should be changed so that they comprise of both non-executive and executive members?
Response:
No.  We are not in favour of abolishing two-tier boards and replacing them with unitary boards. There is an insufficient evidence base for such a major change. 
In unitary councils, there is a risk of strong chief executives (or chairs and chief executives in combination) dominating and overruling non-executives and preventing them from properly carrying out their scrutiny, fiduciary and public protection roles.  There is no evidence from the public or quasi-public sector that, where roles and relationships are well defined and healthy, separation does not work well or in the public interest.  The private sector is not a good comparison or model as executives and directors have a direct financial interest in the company’s success and financial failure is a genuine risk (cf. Enron, RBS, Carillion etc.) 

Q19: Do you think that the views of employers should be better reflected on the councils of the regulatory bodies, and how might this be achieved?
Response:
Yes, but this can be better achieved through consultation and better joined-up and transparent working with the sector in general – i.e. employers, professional associations and professional colleges etc. – rather than via individual councillors (see our response to question 12 for one example). 

Q20: Should each regulatory body be asked to set out proposals about how they will ensure they produce and sustain fit to practise and fit for purpose professionals?
Response:

Yes.  This should be a standard expectation.  

Q21: Should potential savings generated through the reforms be passed back as fee reductions, be invested upstream to support professionalism, or both?  Are there other areas where potential savings should be reinvested?
Response:
As noted in our introduction and in response to question 22, we do not believe this is likely to happen. If there are any savings from the registration process associated with the proposed reforms, then actual (real) costs are just as likely to be transferred to another part of the system. Given the taxpayer is also likely to bear most of the costs associated with any rushed reforms of professional regulation in the UK (because of the NHS), it is not clear who should receive what are likely to be – based on the existing proposals – artificial ‘cost savings’. 

Q22: How will the proposed changes affect the costs or benefits for your organisation or those you represent?
-  an increase
-  a decrease
-  stay the same
Please explain your answer and provide an estimate of impact if possible.
Response:
As noted above, we agree with the goals of the consultation but believe the proposed changes are unlikely to achieve these goals for UK audiology.  
As noted in our introduction and responses to other questions, we think the proposed changes will increase costs for providers and the NHS in our sector, and therefore also increase costs for self-funding patients and the taxpayer (e.g. in increased expenditure for the NHS and foregone tax revenues due to tax deductible expenses associated with alternatives to statutory regulation).  In both cases this would have a detrimental effect on access and public health.
In contrast, by adapting the approach for audiology we have recommended (in our introduction), there are likely to be significant cost savings for patients, the NHS and the taxpayer. Examples of how savings would be generated by changes to existing HCPC registers include, but are not limited to 
· facilitating a more consistent approach to education and training based on changing population needs rather than rigid historical work-patterns and models. Properly implemented this would reduce the cost of training per audiologist, keeping workforce costs down, meaning lower costs for students, registrants, employers, the NHS and taxpayer in the short and long term 

· helping the workforce mature and evolve by removing unnecessary and artificial boundaries between professionals. This would reduce the cost of continued professional development, insurance and other sector costs linked to the workforce. For example professional indemnity insurance is easier to provide to those on a statutory register[endnoteRef:44], the current fragmented registration system leads to inefficient insurance pools developing in our sector, which in turn increases costs for all stakeholders. Addressing historical fragmentation (see introduction) would reduce these costs whilst increasing public protection [44:  For example, there are significant issues associated with voluntary registers including the option for registrants to resign in order to avoid fitness to practise issues which may put the public at risk. This also makes it difficult to price legal fees associated with any potential claim cost-effectively or to have confidence in governance arrangements for the profession etc. Mature insurance markets in healthcare tend to form and function efficiently for all parties where there is statutory regulation rather than where there are unregulated professions. Simple market research into products available for regulated health professions versus those on voluntary registers demonstrates this clearly. The same arguments apply to  the NHS “insurance/litigation funding pool” which is more likely to have to insure non regulated health professionals directly or indirectly (e.g. via vertical governance procedures) than the market. In these situations costs become decoupled from risk which in the long run generates inefficiencies which are systemic and more difficult to address. This and other unintended costs/benefits associated with both voluntary and statutory regulation do not yet appear to have been effectively appraised. ] 


· reduce the need for dual registration and duplication. This would reduce costs for individuals and employers. It would also increase tax revenue as audiologists/employers would be paying a single fee and therefore not having to offset multiple registration fees against tax 

· facilitate new models of care. The changes we propose would mean consistent regulation across the audiology workforce and therefore a workforce able to work autonomously and independently in different clinical settings. This would reduce pressure on strained ENT departments and GP practices across the UK and as a result reduce costs for providers, the NHS and taxpayer.

The changes we propose (see introduction) would therefore reduce costs for patients, the NHS, taxpayer and audiology profession. We would be happy to discuss other ways in which our sector can deliver significant system efficiencies while achieving all the goals set out in the consultation document. 

Q23: How will the proposed changes contribute to improved public protection and patient safety (health benefits) and how could this be measured? 
Response:
It has not been sufficiently proven that the proposed changes will contribute to any improvement in public protection or patient safety. 

In our introduction and responses to questions above, we explain how public protection and patient safety can be improved by taking an evidence-based healthcare quality management approach to reforms – e.g. addressing the root cause of existing system issues and using professional regulation in a proportionate way to tackle longstanding and still unresolved challenges. 

Although it is difficult to develop reliable and meaningful measurement metrics in this particular field, a pragmatic way of measuring progress might involve tracking indicators (e.g. number of fitness to practice cases, patient safety incidents) over time and analysing trends. This can then be used to determine whether professions are becoming safer, more professional or more effective in delivering healthcare.

Q24: Do you think that any of the proposals would help achieve any of the following aims:
-   Eliminating discrimination, harassment, victimisation and any other conduct that is prohibited by or under the Equality Act 2010 and Section 75(1) and (2) of the Northern Ireland Act 1998?
-    Advancing equality of opportunity between persons who share a relevant protected characteristic and persons who do not share it?
-   Fostering good relations between persons who share a relevant protected characteristic and persons who do not share it?
If yes, could the proposals be changed so that they are more effective?
If not, please explain what effect you think the proposals will have and whether you think the proposals should be changed so that they would help achieve those aims?

Response:
No. Firstly, statutory regulators are already sensitive to equality issues both in policy and practice.  Therefore any changes to the existing system should aim to ensure gains made in recent years are not reversed. 
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