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Questions and 
Presumptions 

General description Specification 

 
 
Q 1  
Examples of best 
practices 
 
 
 

National advisory 
board. 
During reviews when 
inspecting. 
Lay-reviewers. 
They are available to 
gather patient 
feedback. 

They have 2 main ways to get the Users and 
Patients voice: 
1. Via National Advisory Board, where there 
is patient/ user organisations represented 
(50%). 
2. During the Inspections, where they also 
recruit people from public to talk with the 
patients.  
 
They are reachable via phone call and their 
reports are in public domain. People can 
easily make contact with them. 
 

Q1 
Example of less 
successful  
practices  
 
 

Dentist patients. 
Paid lay-inspectors. 

They have very direct contact in all sectors, 
except by dentists, but even there they ask 
dentists to let their patients to fill in 
questionnaire and return to inspectorate. 
They are not paying anymore to their lay-
inspectors, but recruit volunteers (due to 
motivation). They get them via recruitment 
campaign.  

Q1 
What do they 
have to share  
 
 

How to work 
together with patient 
organisations and 
representatives  

 Experience with lay-inspectors. 
Community Health Council – sort of “Patient 
watchdog”. 
They are doing very detailed reviews what 
concerns patient and personnel 
investigations, even homicide investigations, 
when mental patient is involved. 

Q2 
 
Changes 
compared to 
2013 
 

Not sure what 
exactly has changed. 

They are still very involved gathering patient 
experiences.  
Community Health council (Patient 
watchdog) is quite resent.  

Q3 What do they 
want to learn 
from others 

Interesting to see the 
summary what 
others are doing to 
capture patient 
experience.  

Especially interested in CQC experience as 
they are working in similar way. 
-How to give voice to those users, who 
cannot talk for themselves i.e. 
people/patients with disabilities or very sick.  
 



 
 

 
The following presumptions are to be used in the interviews to discuss with the 
interviewees the possible focus of the EPSO working group on one or more of these 
topics / dimensions.   
 

 
Presumption a 
What is the aimed  
and hoped effect  
 

To remind them what 
is really important 
and why they are 
doing it. 
Input for their Risk-
assessment.  

-It is really important to remember what 
they trying to achieve. To be compassionate 
and not only worrying about the process. 
There is always danger that when doing 
same thing long time, that inspectors are 
getting normalised in their work and the 
patients are unbalancing that danger.  
- getting information for their risk-
assessment, what they otherwise wouldn’t 
get.  

Presumption b  
How do you use/ 
analyse the 
information you 
get  
 
 

To understand the 
feeling of the 
institute they are 
reviewing. 

No ranking or any separate system; 
They do not share it outside, just for their 
own intelligence. 
They have mostly direct contact with the 
patients. Patient organisations give 
additional feedback. 
 

Presumption c 
What is the effect 
and outcome  
 
 
 

Hear the Patients 
voice 

- To make sure they capture the 
patient experience. 

Presumption d  
Why and when do 
users co-operate 
best  

Cannot really answer 
in details as she 
personally has no 
experience.  

- They are very accessible for patients. 
- In case of disabled people, they use 

different clinical expertise to still be 
able to communicate in some level. 

Presumption e 
Why and when 
are users not co-
operative 

Again not aware not 
many experience 
personally.  

- When people are not well, they 
won’t bother them with questions . 

-  

Wales : Preferred 
focus  
of the EPSO 
working group on 
one or more 
topics / 
dimensions.  
 

 How to give voice to those who cannot 
speak for themselves. 

 
 

  

 


