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EXECUTIVE SUMMARY

INTRODUCTION

Following the House of Lords Select Committee recommendations, the London Purchased Healthcare (LPH) team were asked by NHS England 
London Region to create a framework for equipping CCG Mental Capacity Act (MCA) leads with the tools and understanding needed to
commission for MCA compliance. 

OBJECTIVES

The objectives of the MCA in London NHS Commissioning project were to improve commissioners’ understanding of the MCA, support 
commissioners to implement the MCA, and influence other organisations to support effective MCA implementation.

APPROACH

The project approach was to assess the improvement in MCA awareness and compliance in London (interviews and surveys); facilitate an MCA in 
London NHS Commissioning Steering Board to identify commissioner support requirements (Steering Board meetings); and coordinate the 
delivery of commissioner support outputs (MCA framework, toolkit, survey).

CONCLUSIONS

At the start, the project identified gaps in MCA leads’ understanding of both their MCA responsibilities and provider compliance. The project 
improved MCA leads’ understanding, however work is still needed to improve provider MCA compliance across all services. Primary care and 
domiciliary care services require the most improvement. A number of MCA leads were unaware of their primary care and domiciliary care 
responsibilities at the start of the project. 

The high turnover of MCA leads is a barrier to MCA-compliant commissioning.

RECOMMENDATIONS 

The LPH team recommends that MCA leads should: 

• implement the MCA toolkit to gain MCA assurance from providers

• Investigate additional resource to implement MCA compliance

• focus on primary care and domiciliary care MCA compliance

• continue to share good practice via joint organisation forums and SCIE
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LIST OF ABBREVIATIONS & ACRONYMS USED

CCG Clinical Commissioning Group

CHC Continuing Healthcare

CQUIN Commissioning for Quality and Innovation 

DoLS Deprivation of Liberty Safeguards

FNC NHS-Funded Nursing Care

IMCA Independent Mental Capacity Advocate

LA Local Authority

LPH London Purchased Healthcare

MCA Mental Capacity Act

NHSE NHS England
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INTRODUCTION

PURPOSE

The purpose of this document is to outline the Mental Capacity Act (MCA) in London NHS Commissioning project and present the progress made 
in the form of pre- and post-project Likert survey results.

AUDIENCE

The audience for this document is Elaine Ruddy (NHS England) and all MCA in London NHS Commissioning stakeholders.

BACKGROUND

In March 2014, the House of Lords Select Committee published their final report following a 10-month post-legislative scrutiny of the MCA. This 
concluded that while the MCA was a “visionary piece of legislation”, the Act has “suffered from a lack of awareness and a lack of understanding”. 
Furthermore, they found that the Deprivation of Liberty Safeguards (DoLS) are not easy to understand or implement. A number of 
recommendations were directly concerned with commissioning. NHS England was requested to “encourage wider use of commissioning as a tool 
for ensuring compliance” and to “take steps to ensure that the empowering ethos of the MCA is understood and given visibility within 
commissioning”. 

In June 2015, the London Purchased Healthcare (LPH) team were asked by NHS England London Region to create a framework for equipping CCG 
MCA leads with the tools and understanding needed to commission for MCA compliance. 
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OBJECTIVES & APPROACH

OBJECTIVES

To address the House of Lords recommendations, the objectives of the MCA in London NHS Commissioning project were to:

• improve commissioners’ understanding of the MCA (awareness)

• support commissioners to implement the MCA (compliance)

• influence other organisations to support effective MCA implementation

APPROACH

To meet these objectives, the LPH team:

• assessed MCA awareness and compliance in London at the start and end of the project to understand the issues and track improvements

• facilitated and administered an MCA in London NHS Commissioning Steering Board to identify commissioner support requirements

• coordinated the delivery of project outputs to meet commissioner support requirements

• project progress updates to other relevant organisations at project milestones

The project timescales are outlined below.
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Coordinate project outputs
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APPROACH DETAIL (1)

ASSESSING AWARENESS AND COMPLIANCE

Interviews

To assess MCA awareness and compliance in NHS commissioning, the LPH team interviewed MCA experts and London commissioner MCA leads 
from June 2015 to August 2015 (see Appendix A for stakeholder list). The interviews identified MCA awareness and compliance issues (Appendix 
B), potential solutions (Appendix C), and good practice examples (Appendices D and E). These outputs were used to identify MCA lead support 
requirements at the first Steering Board meeting in September 2015. 

Surveys

Commissioner MCA leads completed MCA surveys in August 2015 (Survey 1) and March 2016 (Survey 2). The surveys quantitatively measured 
their MCA awareness and their understanding of MCA compliance. The results from Survey 1 were used to guide discussions at the first Steering 
Board meeting. The purpose of Survey 2 was to measure improvement over the project timeline. Please refer to the survey results section 
onwards for survey analysis.

STEERING BOARD MEETING FACILITATION

An MCA in London NHS Commissioning Steering Board was set up to tackle the MCA awareness and compliance issues identified in the 
interviews. The board consisted of the 26 MCA leads representing the 32 London CCGs. Barking, Havering and Redbridge had a single 
representative. Two individuals represented Central, West London, Hammersmith and Fulham, Hounslow and Ealing. NHS England Specialised 
Commissioning and Public Health were also represented. Unfortunately, it was not possible to identify a representative from NHSE Primary Care 
Commissioning. A summary of the Steering Board meetings is outlined in Appendix F.  

Confidential 8



London Purchased Healthcare Team

APPROACH DETAIL (2)

PROJECT OUTPUT DELIVERY COORDINATION

MCA compliance framework

The issues identified in the initial interviews and survey were used to develop an MCA compliance framework (see outputs section). This 
framework was used across all project outputs to support commissioners to implement MCA compliance. 

MCA lead toolkit

During the first Steering Board meeting, MCA leads identified a number of tools/documents to support MCA compliance issues. Between October 
2015 and February 2016, these tools/documents were compiled into an MCA lead toolkit aligned with the MCA framework. A number of tools 
were developed by the LPH team (e.g. checklists). Some good-practice examples had previously been developed by MCA leads (e.g. policies and 
audit tools). All tools/documents were distributed to MCA leads (as well as providers and Local Authority (LA) representatives where appropriate) 
for review and feedback. Approved documents were uploaded to the SCIE website for pan-London use. 

Influencing other organisations

Representatives from the Trust Development Authority, Care Quality Commission, Health Education England, and LAs were kept updated with the 
project progress at various project milestones. The CQC also gave a presentation at the second Steering Board meeting (December 2015) and LAs 
involved in the development of a number of MCA lead toolkit documents. 
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OUTPUTS – MCA COMPLIANCE FRAMEWORK

OVERVIEW

The initial interviews and survey identified a range of commissioner 
and provider MCA awareness and compliance issues. An MCA 
compliance framework was developed to align these issues with 
potential solutions and support commissioners to implement MCA 
compliance. The framework outlines what providers and 
commissioners need to do to ensure MCA compliance (Figure 1).

PROVIDER FOCUS

Providers should have:

• MCA policies and procedures in place that provide the correct 
framework for staff to follow

• MCA training and support to translate MCA policies and 
procedures into practice

• quality assurance mechanisms to check MCA processes take place 
appropriately

COMMISSIONER FOCUS

CCGs have a responsibility to ensure they commission healthcare that 
is compliant with the MCA for their service users. Commissioners 
should:

• use the contract monitoring process to assess the quality of 
providers’ MCA policies, procedures, training, and assurance 
mechanisms

• support providers to reach acceptable standards of MCA 
compliance

• be trained on provider MCA responsibilities

• be trained on commissioner MCA contract monitoring 
responsibilities 

• share issues and best practice and keep updated on changes in 
legislation through networking

Confidential

Figure 1: MCA framework
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OUTPUTS – MCA LEAD TOOLKIT

The structure of the MCA lead toolkit is shown in Table 1. The toolkit can be accessed at: http://www.scie.org.uk/mca-directory/mca-tailored-for-
you/health/pan-london-commissioner-toolkit/

*Documents to be developed outside of this project timeframe (June 2015-March 2016)

Confidential

Folders
Document description

Level 1 Level 2

Commissioner training
Checklists

Commissioner MCA responsibilities checklist

Commissioner MCA training checklist

Case studies MCA case studies from various organisations

Contract monitoring
Frameworks Bromley and Croydon MCA quality assurance frameworks for contract monitoring and procurement

MCA CQUINs Examples of CQUINs

Policies and 

procedures

Care homes Pan-London best practice MCA policy for care homes

Domiciliary care* Pan-London best practice MCA policy for domiciliary care

Acute MCA policy examples for Acute providers

Mental Health* MCA policy examples for Mental Health providers

Community * MCA policy examples for Community Trusts

Primary care* Pan-London best practice MCA policy for primary care

Provider Training
Checklist Provider MCA training quality standards checklist

Support Good practice MCA implementation/awareness support documents 

Quality assurance 
Dashboard* Pan-London MCA/Safeguarding dashboard for all providers

Audit tools MCA audit tool examples

Table 1: Pan-London MCA lead toolkit structure
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SURVEYS - INTRODUCTION

OVERVIEW

The questions in the surveys were categorised according the MCA 
framework into the following sections:

• Commissioner training 

• Monitoring and improving MCA compliance

• Policies and procedures

• Provider training and support

• Quality assurance

Sections titled “general information” and “final comments” were 
included at the start and end of the surveys, respectively. To maintain 
anonymity, the results from the general information section (including 
CCG names) have not been included in this report. 

SURVEY FORMAT

Survey 1 consisted of 26 questions, 20 of which covered commissioners’ 
views of MCA awareness and compliance1. Four questions covered 
general information and two covered final comments (Appendix G). 

Survey 2 consisted of 28 questions, 17 of which covered commissioners’ 
views of MCA awareness and compliance. Four questions covered 
general information and seven covered final comments (Appendix H). 

Three questions in the commissioners’ views of MCA awareness and 
compliance section were unsuitable for quantitative analysis. These 
were removed from Survey 2 to reduce the survey length. Five 

questions were added to the final comments section to identify 
commissioners’ views on the usefulness of the project tools and 
meetings.

SURVEY ANALYSIS

For survey questions requesting a rating response of 1-5, the weighted 
average (mean) rating is reported here. In questions with a “don’t 
know” category, this answer was excluded from the average weighting.  
Where commissioners were asked to tick a box to identify whether a 
particular type of evidence was collected, the percentage response was 
calculated.

The mean plus one standard deviation is used to show the variation in 
responses in this report (Figure 2). Standard deviation is a measure of 
the dispersion of a set of data from its mean. The more spread apart 
the data, the higher the deviation. Population standard deviation was 
calculated using the STDEVP formula in Excel:
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Figure 2: Standard deviation formula

1 This survey covers MCA leads’ understanding of MCA compliance rather than MCA 
compliance per se. 
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SURVEYS - PARTICIPANT ANALYSIS

SURVEY COMPLETION

22 MCA leads covering 25 CCGs completed Survey 1. 22 MCA leads 
covering 24 CCGs completed Survey 2. Not all respondents answered 
all questions. The number of responses (n) is indicated for each 
figure. 

PARTICIPANT VARIATION

Only seven commissioners (the consistent participants) completed 
both surveys (Figure 3). The main reasons for the differences in 
participants between Survey 1 and 2 are as follows:

• Staff turnover – 11 of the commissioners who completed Survey 2 
were new to the MCA lead post since August 20152

• Three CCGs completed Survey 1 but not Survey 2 and two CCGs 
completed Survey 2 but not Survey 1

Five CCGs did not complete either survey due to lack of 
time/resource.

PARTICIPANT VARIATION ISSUES

The high level of staff turnover and lack of continuity makes it 

difficult to make like-for-like comparisons. 

MCA lead turnover also influences the MCA leads’ view of MCA 

compliance. It can take time for the new starter to build up an 

understanding of their role and local knowledge. Knowledge transfer 

depends on a good handover process.

CONSISTENT PARTICIPANT ANALYSIS

In addition to analysing all survey responses, consistent participant 

survey responses were also analysed separately for some survey 

questions. 
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Figure 3: Survey participant populations

2Common reasons for MCA lead turnover include the MCA lead leaving the 
organisation, the MCA lead moving to a similar role in a different CCG, 
maternity/other leave with interim cover.

Survey 1 Survey 2

15 15

7

Consistent 
participants
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SURVEY RESULTS - COMMISSIONER TRAINING

In both surveys, MCA leads were most confident in understanding 
the MCA principles, followed by DoLS, options for third party 
decision making and advanced decision making (Figure 4).

MCA leads’ confidence improved in all areas between Survey 1 
and 2. This improvement could be a result of greater 
commissioner focus on the MCA due to the meetings and 
guidance provided during this project.

The improvement in understanding for consistent participants was 
more pronounced (Figure 5). This could be due to sustained 
involvement in the project.

The range of responses was also lower in Survey 2 than Survey 1 
for consistent participants. This indicates the answers were 
consistently high. All respondents also provided a 5/5 rating for 
their understanding of the five principles of the MCA. 

The results from Survey 2 show MCA leads appear to need less 
support than in Survey 1 (Figure 6). This corresponds with an 
improvement in their understanding of the MCA and DoLS.
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Figure 4: MCA lead MCA and DoLS understanding 

Figure 6: MCA lead MCA support requirements
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Figure 5: MCA lead MCA and DoLS understanding – consistent participants 
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The percentage of MCA leads who do not know about provider 
MCA compliance decreased for all services except primary care 
(Figure 7A). The primary care results may be due to more CCGs 
taking over responsibility for primary care commissioning from 
NHSE. Consequently, CCGs have a more accurate insight into gaps 
in CCG knowledge. There was a significant decrease in the 
percentage of MCA leads who do not know about acute and 
mental health provider MCA compliance. This may be due to MCA 
leads becoming increasingly aware of their responsibilities for 
monitoring the MCA over the course of the project. Acute and 
mental health services are more likely to have the MCA assurance 
mechanisms in place than smaller providers.

MCA leads’ opinion of provider MCA compliance appears to be 
low across all services. Primary care, care homes and domiciliary 
care were notably lower than acute, mental health and 
community health services (Figure 7B). MCA leads’ opinion of 
MCA compliance has decreased over the course of the project for 
all providers except domiciliary care. 

It is possible that Survey 1 responses over-estimated compliance 
and the decrease in the opinion of MCA compliance in Survey 2 
was due to a more accurate understanding. This corresponds with 
a reduction in “don’t know” responses.
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SURVEY RESULTS - MONITORING & IMPROVING MCA COMPLIANCE

Figure 7A: Percentage of MCA leads who “don’t know” about provider MCA 
compliance in their area

Figure 7B: MCA lead opinion of provider MCA compliance in their area
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The percentage of MCA leads who do not know about provider 
DoLS compliance decreased in all sectors, especially acute 
hospitals, mental health services, community health services and 
care homes (Figure 8A). This may be due to MCA leads increasing 
awareness of their responsibilities for monitoring the DoLS over 
the course of the project. Larger organisations are more likely to 
have the DoLS assurance mechanisms in place than smaller 
providers.

Overall, the MCA leads’ opinion of DoLS compliance still appears 
to be low, especially for primary care and domiciliary care (Figure 
8B). This may be due to smaller organisations having fewer 
established mechanisms for recording DoLS compared to larger 
trusts.

MCA leads’ opinion of compliance improved for domiciliary care 
providers, but remained the same or decreased for other 
providers. This may be due to a more accurate understanding of 
MCA compliance when completing Survey 2 compared to Survey 
1. 
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Figure 8A: Percentage of MCA leads who “don’t know” about provider DoLS 
compliance in their area

Figure 8B: MCA lead opinion of provider DoLS compliance in their area
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For the consistent participants, the percentage of MCA leads who 
did not know about MCA compliance significantly decreased in all 
sectors except community healthcare and primary care (Figure 9). 
The decrease is more apparent in this group compared to the 
complete respondent analysis, with no “don’t know“ responses in 
the acute and mental health sector.

This may be because individuals have been involved in the output 
development throughout the project. As a result, they may have 
used the tools and guidance to monitor MCA compliance more 
than MCA leads that have entered the project later.

In contrast to the total group analysis, the opinion of MCA 
compliance improves for the consistent participants in all sectors 
except primary care and care homes (Figure 10). This decrease in 
opinion of MCA compliance may be because commissioners had 
over-estimated MCA compliance at the time of Survey 1.
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SURVEY RESULTS - MONITORING & IMPROVING MCA COMPLIANCE: 
CONSISTENT PARTICIPANT RESPONSES
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Figure 9: Percentage of MCA leads who “don’t know” about provider MCA 
compliance in their area – consistent participants
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For the consistent participants, the percentage of MCA leads who 
do not know about MCA compliance significantly decreased in all 
sectors for DoLS (Figure 11). The decrease is more apparent in this 
group compared to the complete respondent analysis, with no 
“don’t know“ responses in the acute, mental health or community 
sectors. This may be because the consistent participants may have 
used the tools and guidance to monitor DoLS compliance more 
than MCA leads that have entered the project later.

The consistent participant’s opinion of DoLS compliance is similar 
to the whole group, with most providers maintaining or 
decreasing in compliance between Survey 1 and 2 (Figure 12). 
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SURVEY RESULTS - MONITORING & IMPROVING DOLS COMPLIANCE: 
CONSISTENT PARTICIPANT RESPONSES

Figure 12: MCA lead opinion of provider DoLS compliance in their area –
consistent participants
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Figure 11: Percentage of MCA leads who “don’t know” about provider DoLS 
compliance in their area – consistent participants
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The MCA lead is responsible for ensuring contracts for all services 
commissioned by the CCG contain service level agreements with 
MCA expectations. Currently the NHS Standard Contract includes 
sections for the provider MCA and DoLS lead contact details and 
the MCA policy.

MCA leads should communicate with commissioning teams and 
check providers are using the Standard Contract. MCA leads 
should also confirm contracts include MCA specific:

• Quality monitoring mechanisms

• Key performance indicators (KPIs)

• Non-quantitative quality monitoring elements

In Survey 2, nearly 50% of respondents in Survey 2 were not 
aware whether their organisations contracts have MCA clauses. 
This has increased from Survey 1 (Figure 13). Where MCA leads 
monitored contract clauses, there appears to be a decrease in the 
upper ranges (75-100%) and an increase in the middle ranges (50-
75%). This may be due to the number of new MCA leads over the 
project timescale.
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SURVEY RESULTS - MONITORING & IMPROVING MCA COMPLIANCE: 
CONTRACT CLAUSES

Figure 13: MCA leads’ opinion of the percentage of CCG provider contracts 
with MCA clauses
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MCA leads felt there were not enough Independent Mental 
Capacity Advocates (IMCAs) and the quality of IMCAs needed 
improvement (Figure 14). There is little change over the course of 
the project in MCA lead opinion about the number and quality of 
IMCAs. 

There was a greater range of responses for whether the number 
of IMCAs was sufficient in Survey 2 compared with Survey 1.

Some MCA leads reported that they were not aware of the 
number or quality of IMCAs because IMCAs were commissioned 
by LAs.  The CCG has an overall responsibility to ensure the service 
users in their area are treated appropriately concerning the MCA. 
The MCA lead therefore needs to have local knowledge around all 
issues concerning the MCA, including IMCAs.

New starters also lacked local knowledge to answer this question 
and made an approximation. 

MCA leads felt that services need extra support for understanding 
and incorporating MCA/DoLS into practice (Figure 15). In Survey 2, 
MCA leads were more clear that services need extra support for 
understanding the MCA/DoLS. However, the opinion around 
support for incorporating MCA/DoLS into practice remained 
constant between the two surveys.
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SURVEY RESULTS - MONITORING & IMPROVING MCA COMPLIANCE: 
IMCAS & SERVICE SUPPORT
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As outlined in the MCA framework, CCGs should offer guidance 
and recommended training advice/training options to improve 
provider MCA compliance. 

For all local services in area there was a significant improvement 
around MCA guidance provided. The greatest improvements were 
in care homes and domiciliary care (Figure 16A). The guidance 
improvements may possibly be due to the provider support 
documents developed during this project (e.g. provider training 
checklists and provider MCA implementation/awareness support 
documents).

Conversely, with the exception of primary and domiciliary care, 
training support appears to have decreased or remained the same 
over the project timescale (Figure 16B). 

MCA leads indicated this may be because NHSE provided CCGs 
with funding for a number of one-off training projects took place 
prior to Survey 1. Additionally, some commissioners feel that 
there was starting to be a transition from directly supporting 
providers with training to providers embedding training systems 
to deliver training themselves.
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SURVEY RESULTS - PROVIDER TRAINING & SUPPORT
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As part of the commissioning process, CCGs could reasonably 
expect to see evidence of the MCA included the following from 
services providing care to adults (aged over 16):

• policies

• training

• processes

• appraisal systems

• job description

• inductions 

The results for each item will be shown over the coming pages.

For both policy and training, evidence gathering appears to be 
much better in acute trusts, mental health services and 
community health services than primary care, care homes and 
domiciliary care (Figures 17 A&B).

Over the project timeframe there was an increase in MCA policy 
evidence collected from acute trusts and primary care services 
and an increase in MCA training evidence collected from all 
provider types.
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SURVEY RESULTS - POLICIES & PROCEDURES (1)
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Figure 17A: Percentage of providers supplying evidence of MCA policies to 
commissioners

Figure 17B: Percentage of providers supplying evidence of MCA training
to commissioners
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SURVEY RESULTS - POLICIES & PROCEDURES (2)

Evidence of the MCA incorporated into processes appears to be 
better in acute trusts, mental health services and community 
health services than primary care, care homes and domiciliary 
care (Figure 17C). More evidence was collected from acute trusts, 
primary care and domiciliary care in Survey 2 than Survey 1. 

The percentage of acute, mental health and community health 
providers supplying evidence of the MCA in appraisal systems was 
much lower than MCA evidence supplied for policies, training, 
processes and inductions (Figure 17D). Average values for MCA in 
appraisal systems supplied were less than 50% for all provider 
types. 
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Figure 17C: Percentage of providers supplying evidence of MCA processes 
to commissioners

Figure 17D: Percentage of providers supplying evidence of MCA in 
appraisal systems to commissioners
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For all provider types, the average percentage of providers 
supplying evidence of MCA in job descriptions was less than 50% 
(Figure 17E). The variability in response was high across all 
provider types.

Evidence for MCA incorporation into inductions was higher in 
acute, mental health and community health services than other 
provider types (Figure 17F). 

Some respondents mentioned the reason for not collecting 
evidence from primary care, care homes, and domiciliary care was 
that CCGs do not commission these services. CCGs do commission 
CHC placements with care homes and domiciliary care agencies. 
The National Framework for NHS continuing healthcare and NHS-
funded nursing care states that the ultimate responsibility for 
arranging and monitoring the services required to meet the needs 
of those who qualify for NHS continuing healthcare rests with the 
CCG. 

Furthermore, the CCG has a responsibility to ensure that 
healthcare services provided within its geographical area 
demonstrate compliance with the MCA. If a CCG does not directly 
commission a service, the CCG can gain MCA assurance through 
communication with lead commissioners. 
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Figure 17E: Percentage of providers supplying evidence of MCA in job 
descriptions to commissioners

Figure 17F: Percentage of providers supplying evidence of MCA in 
inductions to commissioners
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To identify MCA compliance, CCGs should use contract monitoring 
processes to collect MCA evidence from providers. The survey 
asked about the following MCA quality monitoring elements:

• DoL requirements

• IMCA referral numbers

• Best interest decisions

• Capacity assessments

• Advanced decision making

• Supported decision making

• Powers of Attorney

• MCA CQUINS

The most commissioner requests for DoL requirements were to 
acute trusts and mental health services followed by community 
services and care homes (Figure 18A). Less than 40% of 
commissioners requested DoL requirements from primary care 
and domiciliary care. 

Over the course of the project, commissioners requested more 
DoL evidence within acute, mental health and community 
services. This is may be due to a greater focus on the DoLS in the 
past year. 

A lower proportion of commissioners requested IMCA referrals 
numbers in all sectors compared to DoL requirements (Figure 
18B). The most requests were made to acute and mental health 
services and the least were made to the primary care and 
domiciliary care sectors (less than 20%).
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Figure 18A: Proportion of commissioners requesting DoL requirements 
from providers

Figure 18B: Proportion of commissioners requesting IMCA referral 
numbers from providers
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Commissioner requests for both best interests decisions and 
capacity assessments were highest in acute trusts and mental 
health services followed by community services and care homes 
(Figures 18C & D). 

Between Survey 1 and 2 there were fewer capacity assessment 
requests across all provider types and fewer best interest decision 
requests across all providers except acute and mental health 
services.
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Figure 18C: Proportion of commissioners requesting best interest decisions 
from providers

Figure 18D: Proportion of commissioners requesting capacity 
assessments from providers
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In Survey 2, less than 50% of commissioners reported requesting 
evidence from providers around advanced decision making and 
supported decision making (Figures 18E&F). 

As with other areas of MCA evidence, the lowest levels of MCA 
evidence requested were from primary care and domiciliary care 
providers.

There has been a reduction in evidence requested across all 
provider types. 
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Figure 18E: Proportion of commissioners requesting advanced decision 
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Less evidence was requested for powers of attorney and MCA 
CQUINs than all other areas of MCA monitoring covered by the 
survey (Figures 18G&H).  No MCA CQUINs requests were reported 
for domiciliary, primary care and care homes in Survey 2.

With the exception of MCA CQUINs in acute trusts, there has been 
a reduction in evidence requested across all provider types 
between Survey 1 and 2. This trend is evident across all quality 
monitoring elements. 

The large number of new MCA leads may account for the decrease 
in evidence collection over the project timescale.

Another common trend was that the lowest number of requests 
were from the primary care and domiciliary care sectors.

Survey comments as well as Steering Board discussions indicated 
that commissioners were not requesting evidence because:

• they were not aware they needed to

• they did not think it was their responsibility to collect 
assurance from primary care and domiciliary care services

• they did not have the time/resources to monitor information
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SURVEY RESULTS - QUALITY ASSURANCE (4)

Figure 18G: Proportion of commissioners requesting Powers of Attorney 
applications from providers

Figure 18H: Proportion of commissioners requesting examples of MCA 
CQUINS from providers
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MCA audits are a useful method for gaining MCA/DoLS quality 
assurance, especially when completed by organisations external to 
the provider.

A large number of respondents in the survey did not know 
whether audits have taken place (Figure 19A). This indicates that 
most CCGs have not requested/conducted MCA audits. It also 
corresponds with the high degree of uncertainty found around 
MCA compliance, especially for primary and domiciliary care.

Of the remaining responses, more MCA audits took place in acute 
trusts, mental health and community health services compared 
with other providers (Figure 19B).

The large standard deviations for all data points indicate a wide 
spread of responses. As most of the responses were “don’t know”, 
the number of responses used to calculate Figure 19B were small. 
This means a single response can have a large impact on the error 
bars. 

Of the MCA leads who stated the percentage of audits taking 
place, the average number of audits in acute and mental health 
services have increased. Overall, few providers have undertaken 
an MCA audit. This may be because MCA leads had not 
incorporated audit requirements in contracts during the project 
timeframe and/or the MCA lead did not have the capacity to 
complete one.
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Figure 19A: Percentage of MCA leads who don’t know about MCA audits 
carried out by providers in their area

Figure 19B: MCA lead opinion on the proportion of MCA audits 
completed by providers in the last year
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Direct communication with providers is another useful method for 
CCG MCA leads to gain evidence that providers in their area are 
compliant with the MCA.

Communication between MCA leads and providers can take place 
via meetings, phone conversations and site visits.

Communication appears to have slightly improved or stayed the 
same for all providers except care homes, where it has 
significantly reduced (Figure 20). In Survey 2, the standard 
deviation slightly decreased for acute trusts, mental health 
services, community care and primary care. This indicates that 
responses were more consistent. The error bars are especially 
large for care homes, highlighting there is a wide range of 
communication frequency between MCA leads.

Generally, communication between MCA leads and providers does 
not occur more frequently than once a month and occurs less than 
once a quarter for primary and domiciliary care. This is potentially 
because MCA leads feel it is not their responsibility to talk to 
providers, or they do not have the time to talk to providers or they 
have difficulties contacting providers.
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Figure 21A: MCA leads’ opinion of the usefulness of the documents/ tools 
developed during the MCA project
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To assess the project outcomes, MCA leads were asked about the 
usefulness of the documents/tools developed and the Steering 
Board meetings that took place. 

70% of respondents found the tools developed during the MCA 
project of greater than average usefulness (Figure 21A). 60% of 
respondents also found the MCA meetings of greater than 
average usefulness (Figure 21B). 

It is important to note that a number of respondents were not the 
MCA lead, were new to the role, and/or had not attended the 
meetings/used the documents. 
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Figure 21B: MCA leads’ opinion of the usefulness of the MCA Steering 
Board meetings

% of responses

% of responses

n

20

n

20

31



London Purchased Healthcare Team

MCA in London 
NHS 

commissioning 
Steering Board 

meetings to 
continue 

quarterly for 
2016/17, 60%

MCA/DoLS 
content 

combined with 
another meeting 

(e.g. Safeguarding 
forum), 40%

MCA in London NHS 
commissioning 
Steering Board 

virtual group (tool 
development, no 

meetings), 0%

When asked about the extent the at which the documents within 
the MCA lead’s toolkit has been incorporated by MCA leads, the 
responses averaged around the mid-response, “3” (Figure 22). The 
large standard deviation indicate that some individuals have used 
the documents to a high degree whereas others have not yet. The 
checklists have been used to the highest degree.

The MCA toolkit went live two weeks before the survey, limiting 
the time for MCA leads to put the tools into practice. 

When commissioners were asked about the future MCA/DoLS 
support they needed, all respondents wanted to continue to 
discuss the MCA in meetings (Figure 23). 60% identified that they 
wanted MCA in London NHS commissioning Steering Board 
meetings to continue and 40% wanted to combine the content 
with another meeting. This corresponds with numbers that found 
meetings useful (Figure 21B).
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Figure 22: Incorporation of MCA lead toolkit to date by MCA leads 

Figure 23: MCA lead preference for future MCA meeting format
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Before the development of the MCA lead toolkit, the NHSE 
document, “Mental Capacity Act 2005: A guide for Clinical 
Commissioning” was the main MCA guidance document for 
commissioners. Many of the MCA lead toolkit documents were 
based on this document. Most of the survey respondents feel the 
document needs to be updated (Figure 24).
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DISCUSSION
IMPROVING MCA LEADS’ UNDERSTANDING OF THE MCA

This project aimed to improve commissioner MCA leads’ understanding of the MCA. The MCA Steering Board raised the profile of the MCA and 
gave London commissioners a forum to discuss common MCA issues and share good practice. MCA leads were involved in the development of 
commissioner MCA guidance tools and documents, which raised awareness of their responsibilities and developed their knowledge. Survey 
results indicate that MCA leads’ understanding of the MCA principles, DoLS, third party decision making options and advanced decision-making 
improved over the project timescale, especially amongst the consistent participants (Figures 4 and 5).  

MCA leads also showed a greater awareness of provider MCA and DoLS compliance, with lower levels of “don’t know” responses in Survey 2 
(Figures 7A and 8A). This was particularly evident in the acute and mental health sectors.  The highest percentages of “don’t know” responses 
were in the primary care and domiciliary care sectors. Many MCA leads believed other organisations (NHSE and LA) were responsible for 
obtaining assurance for these sectors. However, MCA leads must be assured (directly or indirectly) that service users in their area are using MCA 
compliant services, irrespective of the commissioning body. MCA leads also found it difficult to gain information from these sectors due to lack of 
established provider quality monitoring mechanisms, provider capacity, and provider engagement and further work is needed to resolve this.

SUPPORTING MCA LEADS TO IMPLEMENT THE MCA

The LPH team developed the MCA lead toolkit with MCA leads to support them to implement the Act. The toolkit includes checklists that outline 
commissioner contract monitoring responsibilities and training requirements. It also includes examples of case studies, policies, quality 
monitoring frameworks, CQUINS, provider support documents and audit tools. The toolkit was launched on SCIE in February 2016 and Survey 2 
was completed 2 weeks later. MCA leads therefore had limited time to implement the tools before completing the survey, which is could explain 
why Survey 2 did not show a clear improvement in MCA compliance. 

MCA leads should now focus on implementing the toolkit. This includes raising awareness of its contents with commissioners in their organisation 
and providers, where appropriate. 

INFLUENCING OTHER ORGANISATIONS

A number of organisations including the Trust Development Authority, Care Quality Commission, Health Education England, LAs have been kept 
up to date with the progress of this project and the launch of the MCA lead toolkit. The training checklists have been shared with Health 
Education England as they are reviewing the content of their training.
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CONCLUSIONS

The survey results indicated that commissioner MCA leads’ understanding of the MCA and DoLS improved over the course of MCA project. This 
improvement was particularly evident in the consistent participants, who have been involved throughout the project timeframe. 

The high level of staff turnover and lack of continuity makes it difficult to make like-for-like comparisons across the project timeline. The high 
turnover of staff is a barrier to MCA-compliant commissioning.

MCA leads’ awareness of MCA and DoLS compliance improved for almost all provider types over the course of project. The most significant 
improvements were for acute and mental health services. 

Awareness of MCA compliance was lowest in primary care and domiciliary care services. This corresponds with the lower levels of MCA evidence 
requested and collected from these providers. A number of CCGs were unaware of their primary care and domiciliary care commissioning 
responsibilities.

For commissioners who are aware of compliance levels for services, their opinions of compliance levels are lower than desired. The opinion of 
MCA and DoLS compliance is lowest for the primary care and domiciliary sectors. 

The percentage of commissioners providing guidance to providers has increased markedly over the course of the project.

The percentage of providers supplying evidence of MCA policies, training, processes, appraisals, job descriptions and inductions could be 
improved across all services. Primary care, care homes and domiciliary care have the biggest requirements for improvement.

Quality assurance could be improved for all services, with primary care, care homes and domiciliary care once again showing the biggest 
requirements for improvement.
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RECOMMENDATIONS

This project has increased commissioner understanding of the MCA and of their roles and responsibilities for gaining MCA assurance. There is still 
a significant improvement required for all services to be MCA compliant. Our recommendations are outlined below.

IMPLEMENT MCA TOOLKIT TO GAIN MCA ASSURANCE FROM PROVIDERS 

• Use templates for developing local policies, CQUINs, support documentation, and audit tools

• Use the commissioner responsibilities checklist to:

– Understand commissioner best practice quality monitoring requirements

– Include the appropriate quality monitoring mechanisms in provider contracts

– Determine local KPIs with providers and include in contracts

– Inform CCG executives regarding CCG MCA requirements

– Promote the need for training and competency within CCGs 

• Use training checklists:

– For guidance on what should be included in commissioner and provider focussed training

– To conduct internal CCG training 

– To advise providers what should be included in MCA training

• Focus on audits

– ensure contracts include audits

– train quality monitoring teams on MCA/DoLS to include MCA in audits already taking place

– Collect MCA evidence from CCG staff visiting providers for other purposes (e.g. CHC nurse)

– Carry out random notes reviews
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RECOMMENDATIONS (2)

INVESTIGATE RESOURCE REQUIREMENTS

The MCA lead role is often combined with Safeguarding and Prevent. Feedback from MCA leads is that MCA lead quality assurance requirements 
and responsibilities outlined in this project are extensive and need full time attention.

A number of MCA leads have employed an additional resource to develop MCA support documents and to collect the MCA assurance needed by 
each CCG. These individuals often cover neighbouring CCGs to balance resources. 

FOCUS ON PRIMARY CARE AND DOMICILIARY CARE

This report identified primary care and domiciliary care services as areas where there is a particularly low opinion of MCA compliance. MCA leads 
should focus on improving MCA compliance in practice in these areas going forwards.

SHARE GOOD PRACTICE

MCA leads should continue to discuss MCA issues and best-practice solutions through:

• joint forums with providers to present how they are applying the MCA tools

• attending the MCA forum hosted by ADASS

• uploading good practice to SCIE
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APPENDIX A: STAKEHOLDER LIST
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The table below outlines stakeholders in post at the start (July 2015) and end (March 2016) of the project.

Strategic 
planning group

Organisation Jul-15 Mar-16

N/A NHS England Elaine Ruddy Elaine Ruddy

N/A
Public Health Hong Tan Hong Tan

Specialised Commissioning Vinice Thomas Vinice Thomas

NWL

Brent CCG Nicky Yiasoumi Christine Harris

Harrow CCG Mark Hall-Pearson Christine Asare-Bosompem 

Hillingdon CCG Jan Norman Christine Dyson

Central London (Westminster); Ealing; West London CCGs Richard Christou Richard Christou 

Hammersmith and Fulham; Hounslow CCGs Julie Dalphinis Marino Latour

NCL

Barnet CCG Paula Arnell/Heather Wilson Paula Arnell/Heather Wilson

Camden CCG Wanda Palmer Wanda Palmer

Enfield CCG Carole Bruce-Gordon Carole Bruce-Gordon

Haringey CCG Hazel Ashworth Hazel Ashworth

Islington CCG Jenab Yousuf/Elaine Oxley Jenab Yousuf/Elaine Oxley

NEL

Barking, Havering, Redbridge Diane Jones Sue Elliot
City and Hackney CCG David Maher David Maher

Newham CCG Roger Cornish Pat Hobson

Tower Hamlets CCG Sandra Moore Carrie Kilpatrick

Waltham Forest CCG Helen Davenport Helen Sargeant Dar

SEL

Bexley CCG Marino Latour Judith Clark

Bromley CCG Claire Lewin Claire Lewin

Greenwich CCG Andrew Coombe Andrew Coombe

Lambeth CCG Liz Clegg/Richard Croydon David Rowley

Lewisham CCG Fiona Mitchell Fiona Mitchell

Southwark CCG Kate Moriarty-Baker/Catherine Egan Catherine Egan

SWL

Croydon CCG Rachel Blaney Rachel Blaney

Kingston CCG Laura Jackson/ Peter Warburton Laura Jackson/ Peter Warburton

Merton CCG Lynn Street David Parry

Richmond CCG Julie Sobrattee/ Peter Warburton Julie Sobrattee

Sutton CCG Claire Symons Claire Symons

Wandsworth CCG David Parry Nnenna Eke
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APPENDIX B: MCA ISSUES IN LONDON COMMISSIONING

SUMMARY

MCA awareness and compliance issues were identified through the interviews conducted at the start of the project. The issues were summarised 
and grouped by commissioner and provider issues (Figures 25A and B respectively). More detailed examples of MCA issues are outlined in the 
following pages.
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Figure 25A: Commissioner issues Figure 25B: Provider issues
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APPENDIX B: MCA ISSUES IN LONDON COMMISSIONING

COMMISSIONER RESOURCES

Most CCG MCA leads have MCA tagged on to another role (e.g. 
Safeguarding/Prevent lead)

• Difficult to be an expert in multiple topics

• Don’t have time to focus fully on MCA

• Stressful – large portfolio to manage

• MCA work can be pushed back due to the demands and reactive 
nature of safeguarding

• Gaps when people leave and role not replaced

Following the Supreme Court clarification of DoLS  increased pressure 
on LAs and Court of Protection

• Outcomes not decided for a long time

• People deprived of liberty without appropriate authorisation

Some commissioners do not have enough resources to:

• Deliver training to providers

• Carry out audits

• Carry out ward visits

Care plans are cut and pasted rather than tailored to the individual

COMMISSIONER TRAINING

MCA training is not provided for commissioners by all CCGs

A number of groups are not always trained 

• e.g. CSU teams, commissioning and contracting teams

Most MCA training provided is high level 

• Little or no detail around best interest decisions, capacity 
assessments, advanced decisions and lasting powers of attorneys

• Not specific for commissioners role 

• Difficult to put into practice

MCA training is not always mandatory

There are gaps in understanding around what commissioners 
responsibilities are around gathering MCA assurance

Some commissioners are not aware of what they don’t know

COMMISSIONER NETWORKING

Many commissioners are not aware of the London MCA network in 
place

Not all CCGs have local MCA networks

Local network meetings that do take place are not well attended

CCG MCA leads do not have time to attend multiple forums/networks

Grey area between health and social care:

• CCG assurance around DoLS applications when performance sits 
within LA
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APPENDIX B: MCA ISSUES IN LONDON COMMISSIONING

CONTRACT MONITORING 

Some commissioners are not sure how to monitor:

• Independent providers

• Primary care

There are a sub-set of patients (private self-funders) who are not known 
to services other than GPs

There is little written in contracts about MCA quality

PROVIDER RESOURCES

Some providers do not have an MCA lead position 

• Added on to another position

• No position at all

Pressure to move patients through system

• Not enough time given to support patients to make decisions

PROVIDER POLICIES AND PROCEDURES

MCA policies often sit within safeguarding rather than in own right 

MCA policies are often not filtered down into practice

The process of arranging lasting powers of Attorney is complex and 
bureaucratic (incompatible data management software)

Different MCA forms across CCG boundaries

PROVIDER TRAINING

Some commissioners do not monitor provider training

Many commissioners that do monitor training do not have any 
assurance that training has impacted provider MCA compliance

• Little recorded beyond training

• Difficult to measure

Provider training is often basic/high level and theory focussed

• E.g. E-learning modules

• Not translated into practice

• Case law is daunting and scares people off

• Practitioners do not realise they are working with MCA every day

Many healthcare professionals have not had MCA training for several 
years 

• Often one off sessions following bursts of funding

MCA training is not always mandatory

• Frontline provider staff and medics do not always attend

• GPs are resistant to training sessions
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APPENDIX B: MCA ISSUES IN LONDON COMMISSIONING

Many healthcare assistants/professionals do not have the time to 
complete long training sessions

Gaps in training reported for:

• Medics

• temporary and agency staff 

• GPs

• small providers

• domiciliary care agencies

• independent sector providers

PROVIDER COMPLIANCE

Many frontline staff do not take responsibility for dealing with patients 
lacking capacity

• Champion culture – ask senior staff/specialists

• Blame others

The following groups have been reported to lack MCA awareness:

• Frontline staff

• Acute sector where not regularly in contact with patients lacking 
capacity/outlier wards

• Primary care

• Care home staff

• Domiciliary care agencies

• Carers 

• Staff working with patients with learning disabilities

Gaps in understanding around:

• MCA 

– The points in time that MCA process steps take place

– Especially 2nd principle (making reasonable adjustments to 
support decision making) – SCIE lacks documentation here

– Capacity assessments are carried out inappropriately – e.g. 
following unwise decisions to conclude a person lacks capacity to 
force treatment, or only for cases where there is a known 
capacity issue

– The number of capacity assessments carried out do not reflect 
the number of patients that go through the system

– Family carers often feel they have not been consulted on best 
interests decisions

– Reports where families have not been consulted on big decisions 
e.g. (DNAR)

– Questions around advanced decisions are not always asked by 
frontline staff 

– Least restrictive actions are not always taken into account

– Every day small decisions are not always carried out according to 
the MCA

– Many medics still have a paternalistic point of view (i.e. their 
recommendation is in the best interests of the patient)
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APPENDIX B: MCA ISSUES IN LONDON COMMISSIONING

• DoLS

– Often not triggered when should be (care homes, acute settings, 
home settings)

– Low DoLS application numbers

– Low IMCA referral numbers

– People may be deprived of their liberty in home settings but not 
reported

– Situations where DoLS was only applied if service user tried to 
leave

– Blanket applications for types of illness/settings rather than a 
case by case decision

– Used inappropriately (e.g. keep individual away from family 
member)

– Providers do not always notify CQC when they apply for DoLS 
applications

– Risk averse cases that do not think about the individual or have 
an objective view

• The role of the IMCA (advisory not responsible)

• The role of the Court of protection (SCIE lacks information)

• The role of the Office of the Public Guarding (SCIE lacks information)

• Role of best interests meeting (consultative not decision making)

• Complex cases

• Advanced decisions

• Link and overlap between Mental health act and MCA

QUALITY ASSURANCE

Data collection
Few commissioners are collecting MCA data on a regular basis

There is a lack of screening around:

• capacity assessments

• best interests decisions

• LPAs

• IMCAs

Commissioners find some parts of the MCA difficult to measure in 
practice

It is difficult for large providers to keep track of large numbers of 
patients

Lack of internal provider MCA assurance

• Providers may be compliant with MCA, however they are not 
recording it (System 1 does not collect any information on MCA)

• Providers are generally not proactive and need external 
organisation to trigger investigations

• Little or no cross referencing with LA data
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Some providers do not respond to data requests or submissions are 
incomplete or late

• Change in staff

• Lack of expertise in MCA

Communication
Communication with providers generally occurs following retrospective 
concerns, rather than an MCA assurance approach

Tools
Current audit tools have a number of shortcomings
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APPENDIX C: POTENTIAL MCA SOLUTIONS 

SUMMARY

Potential solutions for the issues around MCA awareness and compliance in London identified through the interviews with MCA leads at the start 
of the project are outlined below (Figures 26A and 26B). 
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Figure 26A: Commissioner solutions Figure 26B: Provider solutions
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APPENDIX D: GOOD MCA PRACTICE EXAMPLES IN LONDON

OVERVIEW

Good practice MCA examples in London identified through the interviews with MCA leads at the start of the project are outlined below. 
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Sub group Example Commissioner(s) organisation

Resources

MCA lead - social worker by background MCA ingrained from previous role Haringey

GP in area is an MCA champion – raises awareness for GPs Croydon

Project worker hired with money from NHSE  went into a depth that was not possible 

for SG lead (organising training sessions, leaflets and documentation)

Barnet/ Enfield/ Haringey

Policies

CCG providers have separate MCA policies that don’t sit within safeguarding Camden, Enfield, Haringey, Islington

Generic MCA/DoLS policy developed to share with care homes Enfield

Contracts

MCA CQUINS developed
Southwark, Newham, Tower Hamlets, 

Waltham Forest 

Quality Assurance Framework for contract monitoring and procurement Bromley
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APPENDIX D: GOOD MCA PRACTICE EXAMPLES IN LONDON

The table below identifies good practice MCA examples currently taking place. This was developed following discussions around MCA good 
practice during the interviews with MCA experts and MCA leads. 
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Sub group Example Commissioner(s) organisation

Training and 

Support

Many CCGs have commissioned training programmes using the money obtained from 

NHS England

(Acute staff, care home staff, GPs/primary care staff, social workers, charitable sector 

staff, CCGs)

Merton, Richmond, Southwark, 

Wandsworth, City and Hackney, 

Newham, Tower Hamlets, Waltham 

Forest, Barnet, Camden, Enfield, 

Haringey, Islington, CWHHE, BHH

Some MCA CCG leads have delivered training themselves
Bexley, CNWL, Central/ West/Ealing, 

Camden, Islington

MCA training gap & needs analysis completed
Sutton, Tower Hamlets

Learning/supervision tools produced to reflect on training for care home providers Islington

CCG team members/MCA leads are going on BIA courses
BHH, H&F, Hounslow, Haringey, Enfield, 

Kingston, Southwark, Wandsworth, 

CCGs are offering LA support around BI assessments for complex patients BHH, H&F, Hounslow 

Leaflets/poster development for patients/carers/GPs
Bromley, Croydon, Enfield, Haringey

Credit card size "prompt" cards to be printed and given to all GPs Sutton

MCA app development

https://play.google.com/store/apps/details?id=com.mental_health&hl=en_GB

Imperial College Healthcare Trust

Pens with pull down MCA information
Epsom and St. Helier University 

Hospitals
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Sub group Example Commissioner(s) organisation

Data collection

Safeguarding Adults Dashboard

City and Hackney/ Newham/ Tower 

Hamlets/ Waltham Forest, 

Bexley/Bromley/ Greenwich, Camden, 

Enfield, Haringey, Lewisham, 

H&F/Hounslow

MCA/DoLS Quality Monitoring Template Croydon

CQRG reports
Richmond, Wandsworth, CWHHE, Enfield, 

Islington

Quality 

assurance

Audits are in place a number of CCGs

Bexley, Bromley, Greenwich, Camden, 

Enfield, Haringey, H&F, Hounslow, 

Newham, Waltham Forest, Wandsworth

MCA assessment tool Haringey/ Barnet/ Enfield

Walkabouts with providers and runs through decision making in line with MCA H&F/Hounslow, Tower Hamlets

Community Survey (patients/carers) Newham

Networking

Most CCGs communicate regularly with their LA counterparts

Peer supervision networks
South London, North Central London, 

South East London

MCA and DoLS SAB sub-group Haringey

Some CCGs have combined money from NHSE with LA or neighbouring CCGs to 

deliver joint MCA assurance projects

Barnet/ Enfield/ Haringey, City and 

Hackney/ Newham/ Tower Hamlets/ 

Waltham Forest, CWHHE, Croydon, 

Richmond, Southwark, Islington

Some CCGs have good links with their local legal teams Islington, Wandsworth, 

Some CCGs attend the London MCA network Camden, Croydon, CWHHE 
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APPENDIX E: COMMISSIONING WELL FOR MCA 
STANDARD, GOOD AND EXCELLENT PRACTICE EXAMPLES

The table below outlines what commissioners could be doing to commission well for MCA. This was developed following discussions around MCA 
good practice during the interviews with MCA experts and MCA leads. 
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Standard practice Good Practice Excellent practice

Training and 

networking

MCA lead role

MCA lead position in each CCG MCA lead embeds the empowering MCA 

attitude and culture and distinguishes 

from safeguarding role, while ensuring 

that safeguarding colleagues are 

informed and equipped to embed MCA 

implementation into safeguarding 

practice

Individual MCA lead - sole responsibility is 

MCA

Commissioner 

training

Understanding of MCA and DOLS is 

obtained through: 

• On the job cases

• CCG safeguarding training

• NHSE CCG guidance

• Code of Practice

• e-learning on SCIE

Understanding of MCA and DOLS is 

obtained through: 

• MCA/DoLS training specifically designed 

for Commissioners (provided by experts)

• MCA/DoLS training arranged for 

providers with NHSE funding

• MCA/DoLS training or forums provided 

by LA

• SCIE directory of good practice

Training is mandatory for appropriate 

CCG staff

CCG MCA team members attend best 

interests assessor course

People who use services and family carers 

are involved as trainers

Commissioners learn from interactions 

with provider staff/practitioners
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Standard practice Good Practice Excellent practice

Training and 

networking
Network

CCG communicates regularly with LA 

counterparts to check services and ensure 

the welfare and safety of a service users

Commissioners reflect, discuss and resolve 

MCA issues through:

• Local Peer supervision networks

• London Regional MCA/DoLS network

• MCA and DOLS subgroup of Safeguarding 

Adult Board (multiagency) network

CCG offers LA support around best interest 

assessments for complex patients

Commissioners keep updated on changes 

via law commission, local legal teams, NHS 

England updates, and the SCIE Directory of 

good practice

CCG delivers joint MCA assurance projects 

with LA or neighbouring CCGs

CCG gathers examples of good practice to 

contribute to the SCIE Directory

Contract 

monitoring and 

Improving

Contracts

NHS Standard contract used

Contracts include details of MCA training 

and legal obligations

Contracts include MCA

o Audit arrangements 

o Data collection 

o Training

Contracts state that MCA and DOLS training 

is mandatory and quality of training is 

reviewed

MCA CQUINS are in place
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STANDARD, GOOD AND EXCELLENT PRACTICE EXAMPLES
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Standard practice Good Practice Excellent practice

Contract 

monitoring and 

Improving

Policies and 

procedures

Commissioners check provider policies at 

the start of the procurement process

Provider MCA policies and processes are in 

place

Commissioners check policies and 

procedures of placement (case by case for 

providers who haven't been through the 

procurement process)

Providers have stand-alone MCA policies 

that (not part of safeguarding policy)

Provider policies address the MCA 5 key 

principles and establish how they are 

embodied across the organisation

Key care pathways (e.g. transition for young 

people, dementia, end of life care) include 

prompts to consider capacity and support 

both the individual and their family to 

understand and make appropriate 

arrangements

MCA components incorporated into regular 

supervision/appraisal processes

Commissioners develop multi-agency 

policies and guidance for areas of 

concern/lack of awareness using 

intelligence from quality assurance, training 

and practice 
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Standard practice Good Practice Excellent practice

Contract 

monitoring and 

Improving

Provider 

Training

Commissioners check training takes place

Providers carry out safeguarding level 2 

training

Commissioners organise/provide grants for 

MCA/DoLS experts by experience to 

provide extra training sessions for multiple 

organisations in area

Training is tailored to health professionals' 

roles to embed into work routine

CCG MCA leads deliver training themselves

Commissioners organise interactive training 

programmes:

• scenarios acted out

• walk through/shadow daily routine

Training is organised for whole teams (e.g. 

primary care team) together

Contract 

monitoring and 

Improving

Support

CCG MCA leads provide support to other 

CCG teams and any provider requests

Commissioners produce 

leaflets/documentation for providers/GPs

Commissioners produce 

learning/supervision tools to reflect on 

training

Commissioners organise/sponsor support 

and development networks with 

practitioners and provider managers:

• Focus particularly on 'softer' issues 

(supporting decision making, recognising 

and supporting the right to make unwise 

decisions)

• Help practitioners to link MCA 

implementation to 6Cs

Commissioners develop or promote tools to 

support provider MCA understanding:

• Mobile MCA application

• Generic MCA policies
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Standard practice Good Practice Excellent practice

Contract 

monitoring and 

Improving

Quality 

assurance: 

Communicat

ion

MCA is discussed during Clinical Quality 

Review group meetings

MCA leads have regular discussions with 

providers

MCA leads use networks and data to work 

with providers to improve MCA awareness 

and come up with solutions together

MCA leads conduct walk abouts with 

providers and run through decision making 

in line with MCA

Quality 

assurance 

Data 

collection

Commissioners collect data through Quality 

Assurance Framework

MCA leads use Safeguarding Quality 

Monitoring Template for contract 

monitoring and procurement

Commissioners collect data through 

Safeguarding Adults Board Dashboard

Data collection is built into contractual 

processes

Commissioners incorporate data collection 

into indicators for dementia and learning 

disabilities

Quality 

assurance: 

Audits

Commissioner MCA leads monitor audits 

carried out by provider

Commissioner MCA leads conduct MCA and 

DoLS audits for all services in area

MCA assessment tool in place for providers

Commissioner MCA leads carry out random 

patient spot check ward likely to contain 

people who lack capacity (e.g. dementia 

ward) and record:

• MCA practice (e.g. capacity assessments)

• patient feedback (how 

involved/supported they felt during the 

process)

Quality 

assurance: 

measureme

nts/KPIs

• Training

• DOLS referrals/ accepted/rejected

• Measure on use of DNARs

•IMCA (referrals, waiting times)

•Capacity assessments*

•BI decisions*

•LPAs*

•Advanced decisions*

• Policies on research recognise the rights 

of those lacking capacity*

*Potential KPIs to be considered as subjects for audits to look at quality, rather than just numbers
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Standard practice Good Practice Excellent practice

Contract 

monitoring and 

Improving

Public, 

patient and 

carer 

information 

and advice

MCA leads ensure that public information 

leaflets are available

MCA leads produce locally tailored 

information materials in a variety of 

formats, available via a range of routes

MCA leads work with Healthwatch to 

disseminate information

MCA leads work with local partners, 

including patients and family carers, to 

develop and disseminate information 

materials

MCA leads map local advice organisations 

and ensure they are equipped to give 

information and advice about MCA

Public, 

patient & 

carer 

advocacy

CCG MCA leads ensure that NHS patients 

have access to advocacy services in their 

area

MCA lead works with LA to review advocacy 

needs and commission appropriately

Advocacy services are jointly 

commissioned, with patient and carer 

involvement

Public, 

patient & 

carer 

feedback

Patient and carer feedback is collected 

alongside contract quality monitoring

Patients and carers are involved in setting 

quality standards

Patients and carers are involved in quality 

checking

Patients and carers are involved in 

designing and delivering training
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The table below outlines the aim and actions from the MCA in London Commissioning Steering Board meetings taking place during this project.

Meeting 
date

Aim
No 

attendees
External 
speakers

NHSE/LPH Actions Commissioner actions

11/09/20
15

Outline MCA 
compliance in 
London and identify 
the support needs 
for commissioners

22 George Clerk 
(Bucks 
University)

• Update TOR document following comments 
from meeting

• Distribute tender re: MCA support information 
sent by Niall Fry

• Contact HEE to identify what training takes place 
at Universities

• Update TDA and CQC with agreed dashboard
• Circulate care home Policy
• Invite CQC representative to December meeting
• Identify a primary care representative

• Send any further comments around the TOR
• Provide any comments on care home policy (pan-

London)
• Share examples of good and bad practice with 

other members of this network
• Share existing MCA documentation with the MCA 

Steering Board as requested
• Provide feedback on MCA documentation for pan-

London use when requested 

11/12/20
15

Improve 
commissioner 
understanding of 
CQC requirements 
and share case 
studies and good 
practice tools

20 Rachel Griffiths 
and Andrew 
Norfolk (CQC)
Susan Procter 
(Bucks 
University)

• Update commissioner training checklist 
• Collate Steering Board meeting feedback on 

MCA toolkit documents
• Share existing audit tools with MCA leads 
• Provide guidance about actions moving forward 

when people are breaking the law around the 
MCA.

• Continue to collect/develop MCA lead toolkit 
documents

• Share examples of:
• Case studies
• KPIs in contract clauses and CQUINs
• Support documents

• Share existing MCA documentation with the MCA 
Steering Board when requested

• Provide feedback on MCA documentation for pan-
London use when requested 

18/03/20
16

Display:
• MCA survey 

results 
• Project products
Identify 
commissioners’ 
MCA support 
requirements post 
April 2016

16 Russell Caller 
(Gillhams 
Solicitors LLP)
Susan Procter 
(Bucks 
University)

• Send MCA project report to all stakeholders
• Discuss the next steps of MCA in London NHS 

commissioning Steering Board with 
commissioners at the next Safeguarding Forum

• Implement MCA toolkit 
(http://www.scie.org.uk/mca-directory/mca-
tailored-for-you/health/pan-london-commissioner-
toolkit/) 

• Provide feedback to Claire Symons (Sutton CCG) on 
GP policy
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The questions asked in Survey 1 are outlined below. 
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The questions asked in Survey 2 are outlined below. 
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