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CQC SECOND CONSULTATION ON NEXT PHASE OF 
REGULATION – NHS Providers’ response 
 

INTRODUCTION 
NHS Providers is the membership organisation and trade association for the NHS hospital, mental health, 
community and ambulance 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 97% of all trusts in 
membership, collectively accounting for £73 billion of annual expenditure and employing over one million staff. 
 
Below we have limited our response to matters that affect NHS trusts and foundation trusts. We therefore only have 
addressed proposals set out in parts 1 and 3 of the consultation which are cross-sector in nature.  
 

MONITORING AND INSPECTING COMPLEX PROVIDERS  
We welcome the proposals in this section which set out how the CQC is planning to coordinate its approach in 
relation to regulating complex providers, which will involve: 

 a single CQC relationship-holder for each complex provider, who will work coordinate regulatory activity  

 align the way the CQC collects information from providers and develop a single regulatory plan  

 coordinate its inspection activity, except for any focused inspections  

 assess leadership and governance across all services when it assesses the well-led key question in NHS trusts, 
and in any future provider-level assessments in other sectors 

 
As the CQC recognises, there will be a spectrum of complexity from providers providing services across more than 
one sector, which will be relatively common already, to those seeking to develop accountable care organisations 
(ACOs) of which there will be much fewer cases. The plans to introduce a single CQC relationship-holder, align how 
the CQC collects information, coordinate its schedule of inspections and look at leadership and governance across 
all the services a provider delivers are positive and we would encourage the CQC to implement them swiftly. We 
would welcome greater clarification around implementation, particularly the timescale for introducing such a more 
flexible and joined-up approach. In addition, it is important to recognise that this will involve a change in the culture 
of working given CQC’s current organisational model into sector-specific directorates, so the regulator should 
carefully monitor this to ensure that the way in which it treats and engages with providers is consistent across the 
board and all providers have a positive experience. The CQC should also consider the extent to which some of the 
products it is currently developing, such as the sector-specific insight models, might potentially be a barrier to this 
more coordinated way of working and mitigate against this.  
 
We also note that the consultation suggests that the CQC is also looking to test developing and adopting a more 
integrated approach in relation to accountable care organisations (ACOs) and systems (ACSs). We are pleased that 
this will be subject to testing by the CQC, but would also emphasise that the timetable for implementation of any 
changes would need to be based on a realistic assessment of the pace at which ACSs and particularly ACOs are likely 
to develop. In addition, when it comes to ACSs and ACOs, we note that the consultation refers to the potential for 
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the CQC to introduce ‘an assessment of leadership, governance and integration across the whole model or system’. 
It is important to highlight that the recently published STP ratings already include an assessment of system-wide 
leadership. In light of this, we would urge the CQC to work with NHS Improvement and NHS England to ensure that 
its approach is aligned with the STP ratings and ensure that providers and their STP partners will not be subject to 
‘double jeopardy’ and multiple judgments.  
 
We welcome the assurance in the consultation document that the overall cost of regulation will not increase as a 
result of these proposals. As we have previously stated in our responses to the CQC’s fees consultations – the 
assumptions that the CQC uses to calculate its fees will require refreshing as the new inspection model is 
implemented and we expect that the changes will ultimately reduce the fees for providers overall.  In addition, as 
the CQC moves towards a full cost recovery model it is essential that it operates an efficient regulatory system that 
demonstrates value for money and minimises the burden on those which it regulates.  
 

PROVIDER-LEVEL ASSESSMENTS  

We note that the CQC is considering developing a provider-level assessment for all sectors, including NHS trusts, 
corporate providers of health and social care services, large-scale general practices and other complex 
organisational forms. The consultation puts forward four possible options but we believe it lacks sufficient detail to 
enable the CQC to make an informed judgment about which option to pursue and whichever approach the CQC 
takes will require further consultation before implementation. In this consultation, we have provided some initial 
comments about the various options, which consist of the following:  
 

 Introducing a separate, bespoke provider-level assessment framework with a single rating for quality and safety 
of the organisation as a whole  

 Assessing and possibly rating just against the existing 'well-led' framework at provider level  

 Assessing and rating up to five key questions at provider level, which could then be aggregated into a single 
rating; or 

 Adopting the approach currently used for NHS trusts – i.e. assessing 'well-led' at provider level and giving an 
overall rating for each of the other 4 questions based on aggregation of ratings at service/location level. 

 
As the consultation notes, NHS trusts and foundation trusts are the only sector currently rated for quality of care at 
provider level. We note CQC’s plans to continue to rate NHS trusts at provider level under its existing approach 
during 2017/18, with any changes coming into force following that. In principle, we believe there is a rationale for 
the CQC to monitor the relevance of its current approach to ratings and look to potentially adapt it, recognising the 
increased complexity of provision. However, we believe that the provider level assessment has the potential to 
become more complicated and harder to understand, particularly how CQC has arrived at its conclusions. Any 
changes to the current methodology should be carefully considered with regards to clarity.  
 
Further details would be needed to enable a detailed analysis of the proposed options. For example, Option 1 refers 
to a bespoke assessment framework, with key lines of enquiry (KLOEs) that would ‘combine parts of the five key 
questions with other factors which influence care at this level’ but it is not immediately apparent what these factors 
could include. What’s more, the rationale for all options could be made more explicit. For example, NHS 
Improvement and the CQC have very recently updated the well-led framework focused on quality of services, 
combining the key elements from NHS Improvement’s previous framework and CQC’s KLOEs. It would make sense 
to build on this further and have one combined well-led framework which is used universally, which could be an 
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argument in favour of the pursuit of Option 3. However, drawing out the rationale for each option in part would be 
useful.  
 
Before the CQC decides on whether to pursue any of the options outlined, we believe that there needs to be greater 
recognition that a rating system needs to balance a range of different considerations. While the consultation 
touches on the different purpose that CQC ratings service for various types of audiences, in our view, there needs to 
be a more robust examination of each of the proposed options against the implications for how ratings are used by 
different audiences.    
 
Furthermore, the timing of the provider assessment, in whatever form, would be important to clarify. The regulatory 
burden on trusts continues to be significant and the need to reduce duplication and organisational impact should 
be factored in.  Furthermore, for some of the options, there is reference to narrative reports being produced along 
with a rating potentially being awarded ‘for some or all provider types’. Given how a rating is already applied to NHS 
trusts at this level, it seems difficult to have a definitive understanding of what the impact of the various options for 
NHS trusts might be.  
 
A further complicating factor for NHS is that any development will need to take into account how the new use of 
resources rating, which again is only assessed at provider level but will not apply to the other sectors the CQC 
regulators, might be embedded. The role of the use of resources rating cannot be disconnected from consideration 
of these options.  We welcome the opportunity for further constructive engagement with the CQC on these issues.  
 

ENCOURAGING IMPROVEMENTS IN QUALITY OF CARE IN A PLACE  

We believe that it would be helpful for the CQC to have a greater focus on assessing and reporting on how well 
providers are working together as part of its provider inspection reports. We would welcome further, more detailed 
engagement with the CQC to shape what additional information and data about quality in a local area might be 
incorporated as part of CQC’s Insight product. Collaboration across national bodies, and making use of information 
already held by others (such as by NHS Improvement through its Single Oversight Framework or NHS England 
through its STP ratings), will be essential to ensure there is a single, consistent view across national bodies of quality 
across the health and social care system.  
 
We note the consultation states that the CQC may ‘in more exceptional circumstances’ consider ‘using [its] review 
powers to help local stakeholders understand the issues affecting quality and to identify opportunities for 
improvement’. As noted, the CQC already has a programme of reviews underway looking at how health and social 
care work together across a number of local areas, as requested by the Secretary of State. Our view is that the use of 
its powers by the CQC in this way has the potential to be useful to local health systems, however adding value 
would be essential and therefore we would encourage the CQC to carefully consider the resource intensive nature 
of such reviews, to ensure that these do not detract from other priorities such as the roll-out and implementation of 
its revised regulatory model.  
 

FIT AND PROPER TEST   

We welcome the proposal for the CQC to share all the information it receives about fit and proper persons concerns 
with providers. We believe that additional guidance, particularly on interpretation of “serious misconduct and 
mismanagement”, has the potential to help providers in their application of the regulations. It is important that there 
is as much clarity as possible for providers. At the same time, there needs to be a recognition that the CQC’s role in 
respect to the regulations is not to determine whether a specific person meets the requirements of the test, but 
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rather to assure itself that providers have robust processes in place for complying with the regulations and the 
issuing of this guidance by the CQC should not blur that distinction. We would suggest this being added as an 
explicit clarification in the introductory sections of the guidance to avoid misunderstanding.   
 
Given the somewhat legalistic language of the guidance, we would question whether it will assist providers to apply 
the requirements in practice. It is inevitable, of course, that the guidance cannot cover all potential situations and 
providers will still need to rely on judgment. We believe that there are elements – such as the extent to which the 
regulations allow for the possibility of rehabilitation, for example if mismanagement or misconduct took place early 
in one’s career and whether that is acknowledged in the guidance – which would need to be revisited. Overall, we 
would recommend that the CQC further tests the utility and clarity of the detail in the guidance with a small number 
of providers, which we would be happy to facilitate.    
  

 

Contact:  Cristina Sarb, Policy Advisor (Regulation) cristina.sarb@nhsproviders.org


