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CQC’s strategy 2016-2021: shaping the future 
NHS Providers response 
 

ABOUT NHS PROVIDERS 
NHS providers is the membership organisation and trade association for the NHS acute, ambulance, community and mental 
health services that treat patients and service users in the NHS. We help those NHS foundation trusts and trusts to deliver high 
quality, patient focused care by enabling them to learn from each other, acting as their public voice and helping shape the 
system in which they operate. 
 
NHS Providers has 94 per cent of all NHS foundation trusts and aspirant trusts in membership, collectively accounting for £65 
billion of annual expenditure and employing more than 928,000 staff. 
 

INTRODUCTION 
The CQC has made significant progress in implementing an ambitious new model of quality regulation and inspection over the 
last three years. Despite some delay to its initial commitments, it has now inspected over 60 per cent of NHS foundation trusts 
and trusts and is in a position to review and adapt its operating model to ensure it is responsive to changing context in the NHS, 
adds value and is sustainable in the long term. 
 
Our response is based on our regular dialogue with colleagues at the CQC and our member foundation trusts and trusts, as well 
as intelligence from a dedicated member engagement event held in partnership with the CQC on 18 November 2015 to discuss 
the issues considered within the strategy in detail.  
 
NHS Providers would welcome the opportunity to support the CQC’s engagement with our membership on the new strategy 
and its implementation. While all of the proposals in the strategy document are relevant to our members, we are particularly 
keen to ensure their input into how the CQC uses data and information and how it assesses providers’ use of resources.  We also 
believe that the proposed single shared view of quality must be developed with the sector, drawing on information that 
provider boards use to assure themselves of quality in their organisations, and look forward to helping facilitate this. 
 
NHS Providers will comment in more detail on the proposals for assessing the use of resources and quality across areas in our 
response to the separate engagement documents planned for these specific areas. 
 

KEY MESSAGES 
• We welcome the recognition within the consultation document that the health and care landscape is changing 

and that the CQC is proactively seeking to flex its approach accordingly; the landscape will change radically over the 
life of this strategy, and an increasingly complex and diverse system will require a regulatory model that is sophisticated, 
consistent and manageable. Starting from a relatively ‘young’ regime, the CQC will face a challenge to allow sufficient 
flexibility in its plans, particularly to respond to the development of new care models and to ensure an appropriate balance 
of activities in a system in which accountabilities are institutionally focused but which strives to work at the level of area 
based partnerships.  
 

• We remain supportive of the fundamental role of quality regulation assigned to the CQC, which is one of setting 
minimum, national quality standards and identifying where services fall below those standards through a risk based and 
proportionate approach. We welcome the CQC’s continued recognition that the primary responsibility for the quality of 
care delivered to patients and services users appropriately lies with provider boards and their staff. We also welcome the 
focus in the strategy on better use of data, and more targeted and risk based inspection. 
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• We would welcome further discussion about how the CQC sees the balance of its investment in the different 
themes set out in its strategy consultation.  For example our preference would be to see the CQC focus primarily on its 
core responsibilities as a risk based quality regulator, but allow some time to invest in work to explore ‘quality in a place’.  
We would welcome greater clarity on how the special measures and success regimes fit into the CQC’s five year strategy.  

 

• It is of paramount importance that the model of regulation and inspection is affordable for the sector as a whole, 
for the regulator, and for the institutions being regulated.  In this context, we note that the rising level of registration 
fees has been an increasingly contentious issue across the regulated sectors. We welcome the CQC’s renewed focus on 
ensuring it maximises the value it adds for providers and the public, and lives within its means.   
 

• Some of our members continue to express concern about the suitability of CQC’s methodology for monitoring and 
inspecting providers of non-acute services. We strongly encourage the CQC to sustain its focus on ensuring its 
inspectors have a greater understanding of different types of service, including community, mental health, ambulance and 
integrated services; to develop its model for these sectors around the services themselves, rather than adapting an acute 
model retrospectively; and to ensure its language reflects this. 

 

• A close collaboration with NHS Improvement and other national partners will be essential to the success of this 
strategy over the next five years. The formation of NHS Improvement offers a unique opportunity for the organisations 
to work together to review the regulatory framework as a whole and ensure it is streamlined, fit for purpose and adds 
value. The time is right for them to clarify their roles and responsibilities in line with their capacity and capability, and 
where they can work together to minimise duplication.  
 

• In the long term, we would welcome consideration of the possibility of a single regulatory body with quality as its 
driving principle. Overall, we would be pleased to see the sector move towards a system of robust internal assurance and 
peer review to support continuous improvement, with the appropriate nationally led, regulatory checks and balances in 
place. 

 

CONSULTATION PROPOSALS 
 

1. Improving CQC’s use of data and information 
Foundation trusts and trusts have previously raised some concerns about the effectiveness of the CQC’s intelligent monitoring 
system in assessing risks to safety and quality, and therefore we welcome the CQC’s commitment to improving how it uses data. 
It will be important to build confidence in the CQC’s intelligence gathering systems within the sector, and ensure that the 
information collected is brought together to form a coherent picture for a meaningful purpose.  
 
To this end, we are pleased to be working with the CQC to support the development of its use of data and the single view of 
quality.  We hope that the CQC can work with the sector to review the data that both provider boards and the CQC currently 
use to gain assurance on quality, and jointly identify an agreed set of quality measures which all parties can adopt. This could be 
aligned to the key questions the CQC currently asks about services but build upwards from information which boards already 
receive. It is essential that appropriate indicators are developed for the different services that the CQC regulates: acute, 
community, mental health, ambulance and specialist services where relevant. Our members providing mental health services in 
particular have expressed concerns about the usefulness of the existing intelligent monitoring indicators in predicting risk for 
this sector. The CQC will therefore need to ensure that data sets for these services in its new intelligence model are fit for 
purpose.  
 
We welcome the commitment to better information sharing with partners. The burden of data requests from multiple bodies is 
repeatedly raised as a key concern by our members, and it is therefore important that the CQC’s positive ambition to become 
more intelligence driven does not lead to an increase in this burden. Better information sharing and maximising the use of 
nationally available data will help safeguard against this, while at the same time allowing the CQC to respond better to risk. In 
terms of information already collected nationally, the existing well-led indicators, in conjunction with patient and staff feedback 
and staff engagement measures, would together provide a good indication of the quality of care. We therefore welcome the 
recognition within the consultation document of the importance of feedback from staff, patients and their families. The coming 
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together of Monitor and the NHS Trust Development Authority as NHS Improvement from 1 April 2016 offers a unique 
opportunity for the organisations to work together and review the overall regulatory framework to ensure it is fit for purpose 
and adds value.  
 
As the first round of comprehensive inspections under the new model nears completion, the renewal of the CQC’s strategy 
provides a timely opportunity to review the inspection criteria and ratings system to ensure that the CQC is considering the 
most relevant information and using it effectively to provide an accurate picture of quality.  Fundamentally, we are concerned 
that the current inspection criteria and ratings system may not provide a full and accurate picture of the care that organisations 
provide. To date, three quarters of foundation trusts and trusts have been rated as requiring improvement.  This is out of line 
with the other regulated sectors, and the CQC has acknowledged that ‘requires improvement’ is the broadest banding. We 
would therefore question whether the system is currently as effective and transparent as it should be. Furthermore, trust level 
ratings can mask good (or poor) care in individual services; one of the reasons the current system has not necessarily been as 
useful to the public as it could be. The development of this strategy therefore provides an opportunity to review the rating 
thresholds and the criteria upon which services are judged. We would be happy to discuss this further with the CQC. 
The CQC could also consider increasing its focus on variation in quality within organisations, as well as between them. This 
approach is used by regulators in other sectors, such as Ofsted. Such an approach has the potential to offer insights that could 
lead to good practice from one part of an organisation being adopted in another relatively quickly, and may also offer greater 
opportunity to achieve efficiencies.  
 
As part of this work, the CQC will need to consider the analysis capacity and capability needed to make it effective and how it 
will resource this. There are clear advantages to making greater use of data, but judgement must be exercised in the 
interpretation of indicators. They should not be relied upon in isolation to determine the level of risk in an organisation.  
 

2. Implementing a single shared view of quality 
This proposal is closely connected with the CQC’s use of data and information and we expect the two will be developed in 
tandem, and will inform the approach to targeting and tailoring inspection activity. This is where the data and information the 
CQC collects will need to come together in a meaningful way to allow the regulator to understand the ‘big picture’. 
 
Our members have consistently highlighted the need for national and local oversight bodies to align their regulatory and 
performance management activities. We therefore welcome the ambition to develop a framework which providers and other 
bodies can adopt to understand and report on care quality. The key to making this a success will be to develop it in close 
partnership with providers. Many of our members would welcome a move to a model that more closely mirrors how boards 
currently assure themselves of quality. 
 
We hope to see the positive elements of the CQC’s criteria for assessing quality remain, such as the well-led framework, which 
our members generally find helpful and aligned with the data their boards use. Additionally, some of the data that is collected 
as part of this key question could be used to understand whether boards have appropriate assurance on quality. At the same 
time, the CQC should take the opportunity to consider whether it currently uses the full range of data it collects, and eliminate 
any reporting requirements that are not adding value.  
 
It is critical that this approach does not create a greater reporting burden over and above what is already required; indeed, it 
should be viewed as an opportunity to consolidate and align reporting, and therefore to reduce the burden overall. In line with 
this, the new framework must talk to existing regimes and align with existing data requirements. It must also be flexible enough 
to reflect the diversity of providers and be sustainable in the context of the CQC’s other activities and its resource envelope. It is 
essential to avoid a situation where the processes for assuring information received from providers is no less burdensome than 
the current model. 
 
Our members would welcome the opportunity to develop local relationships with the CQC based on a relationship manager 
model, with a dedicated CQC representative building an ongoing relationship and in depth knowledge of an organisation.  
Many of our members suggested these local relationships could be developed in collaboration with local and regional NHS 
England and NHS Improvement representatives which would also support a shared view of quality locally and across the 
national bodies. Investing in local relationship management will allow the CQC to develop a fuller understanding of the trust 
which it is regulating. As this was one of the strongest themes emerging from the engagement event we held with members 
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and the CQC on the emerging strategy, in November 2015, and we would be pleased to discuss in more detail how this could 
work, for example by capitalising on monthly meetings that are already taking place at a local level. 

 
3. Targeting and tailoring inspection activity 
NHS Providers has had ongoing concerns about the long term sustainability of the comprehensive inspection model due to the 
burden it places on both the CQC and providers. A National Audit Office report on the CQC, published in July 2015, concluded: 
“From 2015-16, the Commission is better able to estimate how much inspections and other regulatory activities cost. So far, 
however, it has much more limited information for assessing efficiency or effectiveness, or measuring its overall impact on the 
quality of care.” The report also expressed concerns about the CQC’s ability to recruit all the staff it needs. The resources the CQC 
needs to carry out comprehensive inspections, the management time that NHS providers spend preparing for and hosting 
inspections, and the role that peers play in joining inspection teams directly from providers, make it important for this resource 
intensive element of the current operating model to deliver value for all concerned.  We have received consistent feedback from 
our members that comprehensive inspections rarely highlight areas of concern of which their board was not already aware1. We 
therefore support the CQC’s proposed move to tailor inspections and to focus efforts and resource where the risk of poor care is 
greatest and on services that need to improve. 

 
We also suggest that as well as reflecting the ‘snapshot’ in time provided by inspection, that the CQC focuses on understanding 
the direction of travel of the organisation, i.e. whether the quality of care is improving or deteriorating over time. This was a well 
tested approach in local government and could be more helpful in determining when to inspect again than a ‘snapshot’ of 
quality on the day of inspection, and could be a role for relationship managers to develop with trusts, based on frequent 
conversations about performance to inform the assessment of risk. To support this, it would be helpful for relationship 
managers to be more involved in producing inspection reports and developing action plans. 
 
The timing around reinspections should also be a consideration for the CQC when developing its new approach. An 
organisation that requires improvement but is improving fast would benefit from a re-inspection sooner rather than later and 
should receive an updated rating based on the improvements made. A transparent and consistent approach to re-inspection is 
also key to a proportionate and risk-based regulatory approach. It would be helpful for the CQC to clearly define and 
communicate the triggers for inspection or reinspection.  Feedback suggests that reinspections do not always target those 
services which were considered a concern during a comprehensive inspection and are not always focused on reviewing the 
agreed action plan. As part of this, we would encourage the CQC to set out the maximum timeframe for each element of the 
process, including between inspection and report publication and between inspection and reinspection. When making 
decisions about how often and what to inspect, the CQC should also keep in mind the opportunity cost and potential 
disruption to services. Where the CQC has reasonable confidence in the provider’s action plan to deliver improvement, it may 
be worth allowing some room to make significant progress. The CQC will also wish to consider at which point to review the 
overall trust rating within this ongoing process, if piecemeal inspection becomes the norm. 
 
In the long term, we would be pleased to see the sector move towards a system of robust internal assurance and peer review to 
support continuous improvement, with the appropriate nationally led, regulatory checks and balances in place. 
 

 

4. Developing a more flexible approach to registration 
The CQC is right to recognise that the health and care landscape is changing and that regulators need to respond accordingly. 
Its strategy document and recent State of Care report highlight the complex and challenging environment in which NHS 
providers are currently operating, including extreme financial constraint alongside the need to deliver stretching efficiency 
savings and develop new models of care to meet the needs of the population. The regulatory framework should not act as a 
barrier to this, and the CQC is rightly committed to ensuring it does not. Getting the right fit between the regulatory model and 
the structures being regulated is fundamental to effective regulation. As the CQC’s model evolves, it must be flexible enough to 

                                                           
1 NHS Providers (2015). Finding the balance: regulation of NHS providers. available at 
https://nhsproviders.org/media/1180/finding_the_balance-regulation_of_nhs_providers__23_january_2015_.pdf [accessed 
8 March 2016). 

https://www.nao.org.uk/report/capacity-and-capability-to-regulate-the-quality-and-safety-of-health-and-adult-social-care/
http://www.cqc.org.uk/content/state-care-report-launched-today
https://nhsproviders.org/media/1180/finding_the_balance-regulation_of_nhs_providers__23_january_2015_.pdf
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keep pace with new ways of delivering care, including new structures, while at the same time taking care not to pre-empt the 
direction the sector will take or limit innovation. 
  
The publication of the Five year forward view (FYFV), of which the CQC is a co-author, signalled a shift towards managing whole 
health systems across populations, rather than focusing predominantly on individual institutions. The CQC’s strategy will 
therefore need to take into account how it will regulate the new care models outlined in the FYFV as well as potential changes 
in commissioning and provision as a result of devolution agreements. The CQC’s State of Care report acknowledged that it is 
already starting to see changes to registrations linked to the FYFV vanguard programme, with some hospital trusts registering as 
providers of care homes for instance. In this context ensuring a streamlined but safe registration process will be essential as 
providers take on different functions.  Clear lines of accountability will need to be clearly drawn as the sector continues to 
develop new care models and in some cases new organisational forms. The CQC will need to ensure it can operate a regulatory 
regime that will remain fit for purpose as structures in the sector evolve and work closely with NHS Improvement and NHS 
England to ensure aligned approaches. 
 

5. Assessing how well hospitals use resources 
The assessment of use of resources is a wholly new function for the CQC, which has previously focused solely on assessing the 
quality and safety of services. It will be important to articulate the purpose of the new use of resources measure and how it will 
be used to benefit patients and service users as well as providers and the system more widely.   
 
Our members are keen to ensure CQC scopes its role in assessing use of resources in conjunction with NHS Improvement, 
including how a use of resources rating relates to Monitor’s existing Risk Assessment Framework, and the value for money 
indicators within this, and to the ongoing work by Lord Carter to support trusts to improve their productivity. We would suggest 
that as NHS Improvement has stated its intention to adopt the CQC’s judgements on quality, so the CQC will use NHS 
Improvement’s finance measures to inform its use of resources assessment.  Such an approach would reduce the risk of double 
jeopardy or over-regulation, while also enabling CQC to use its more limited resources where it can add most value, drawing on 
existing frameworks where these exist. We welcome the commitments we have received to date that the CQC and NHS 
Improvement do fully intend to align these frameworks, and to involve NHS Providers and our member foundation trusts and 
trusts in the development of this new approach. 

 
We understand that the CQC plans to keep the use of resources rating separate from the existing quality ratings for trusts, sites 
and services. We understand the CQC’s rationale and agree that there is a logic to keeping the assessments separate in the pilot 
phase, and to ensure quality ratings remain comparable over time. However, our members were unsure of the ‘added value’ of a 
completely discrete assessment, and felt that in the longer term, potential integration with the existing model (for instance, the 
well led domain) could be worth considering.   

 
The CQC is currently developing this measure for NHS acute trusts only and plans to pilot the approach from 1 April 2016. We 
would strongly urge the CQC to start developing sector-specific approaches for the specialist, community, mental health and 
ambulance sectors as soon as possible to avoid the inappropriate application of an acute-focused model and allow these 
sectors a longer lead in time to martial the appropriate data where necessary. Indeed, this measure has the potential to be most 
useful to organisations delivering services on block contracts. We would be happy to assist in this process as much as possible. 
We also urge the CQC to take time to properly reflect on the learning from the pilot phase, in collaboration with providers, and 
make any necessary changes before rolling out the assessment in full.  
 
NHS Providers will also respond to the CQC’s separate consultation on this proposal. 
 

6. Developing methods to assess quality for populations and across local 
areas 

NHS Providers has previously argued for the CQC to include more contextual information in its inspection reports and to 
acknowledge the external factors which impact on the quality of care a provider can deliver. That said, we would expect the 
CQC’s primary focus to remain on organisational inspection (in line with how accountabilities are arranged in the system), and 
would encourage the regulator to carefully consider how it expands its activities while its core regulatory model is still 
developing. 

https://www.england.nhs.uk/ourwork/futurenhs/
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We have reviewed the first prototype report on North Lincolnshire, and felt that overall the report helpfully pulled together 
existing information and some additional observations from the review team which providers and commissioners could draw 
on to help them improve services in their local areas. Our view is that this type of assessment has the potential to be useful to 
local health systems; however, in times of financial constraint, adding value is clearly essential. If the CQC is to proceed with this 
work in the longer term, it needs to have a clear view of who the audience is for this type of report, and what they are expected 
to do with the information in order to ensure it delivers real benefit, including being clear about roles and responsibilities within 
the area. It is likely that this type of assessment will be most useful to providers and commissioners in making improvements if 
local area boundaries are drawn in alignment with sustainability and transformation plan footprints. 

 
We would urge the CQC to consider the potential to use existing mechanisms to take more account of local circumstances and 
agree shared actions. For example, inspection reports should be explicit about recommendations which require the input of 
other partners in the local health economy. This could also helpfully include greater recognition of what an organisation is 
doing to address intractable issues, such as maintaining staffing levels in certain areas, and how partners are taking steps 
together locally.  Similarly, quality summits could become more effective fora for agreeing improvement plans at local health 
economy level. The feedback we receive from members suggests that they are not currently working as well as they could. We 
would therefore encourage the CQC to work with us and other partners to develop the role of quality summits and ensure they 
are used effectively. 
 
It is positive that the prototype report makes use of existing data collected by the CQC and other bodies. The CQC will be 
operating with reduced resources in future, and it is equally important that this work does not place further burden upon 
providers or their partners. We would also wish to see information sources clearly acknowledged in future reports. 
 
The CQC will be conscious of the need for its activities to deliver value within a reduced resource envelope. We would urge 
caution in extending this type of review at the present time, since the CQC must continue to prioritise its core function of 
ensuring health and care providers meet agreed standards of safety and quality. We would therefore envisage a rebalancing of 
CQC’s activities to maintain organisationally-based inspection alongside better insights into quality across local areas and the 
wider factors which may impact the performance of any one provider, in line with the CQC’s capacity and resources. 
 
We note that the consultation document does not mention what the CQC’s involvement will be in working with providers and 
systems that are persistently challenged, such as through the special measures and success regime. 
 

CONCLUSION 
As it develops its regulatory model the CQC will need to be realistic in considering the constraints on its own capacity and 
ensure that inspectors are fully supported and trained to deliver existing commitments, as well as any new requirements placed 
on them. At a time of reduced resources across the health and care sector, the CQC must remain mindful of the affordability of 
its model and its sustainability. 
 
NHS Providers benefits from a constructive working relationship with the senior leadership team at the CQC and with 
colleagues throughout the organisation. We look forward to continue engaging with them throughout the development and 
implementation of the five year strategy and would welcome the opportunity to facilitate more engagement with our members 
 

Contact:  Martha Everett, policy officer  martha.everett@nhsproviders.org 

mailto:martha.everett@nhsproviders.org

