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Care Quality Commission; 

A new start, changes to the way CQC 
regulates and monitors care  

 

Introduction  
 
The Association of Independent Healthcare Organisations (AIHO) is the trade association for 
independent healthcare organisations.  AIHO works to highlight the critical role that the independent 
sector plays in ensuring the nation’s health. AIHO strives to promote and protect the interests of the 
independent healthcare industry working constructively with Government, the NHS and regulators to 
develop new ways in which the public and independent sectors can benefit all patients. The 
Independent Healthcare Advisory Services (IHAS) is a division of the Association of AIHO. 
 
 
The IHAS brings together members and specialists across the healthcare industry in all four 
countries, to share a unique level of knowledge, experience and understanding in order to: 

 facilitate effective communication between all its subscribers, the government and external 
organisations  

 strive to develop and drive policy advancement through shared subscriber input and 
consultation   

 deliver focused, practical information and guidance in all areas of regulation and policy, 
sharing and distributing knowledge  
 

The IHAS's primary focus is in the area of operational policy and the regulation of the sector. As such 
it seeks to: 

 Facilitate the development of operational policy, through consultation with its member 
organisations  

 Provide its members with accurate and timely information regarding regulatory and policy 
matters  

 Administer an independent complaints process  

 Develop a range of quality initiatives to raise awareness of good practice within independent 
providers  

 Represent independent healthcare providers to government, external organisations, and the 
public, providing a channel for effective communication and dialogue. 
 
 

The IHAS welcomes the opportunity to comment on the Care Quality Commission’s consultation 
making changes to how it inspects and monitors care. 
 

1. What do you think about the overall changes we are making to how we regulate? What 
do you like about them? Do you have any concerns? 

Overall the review of the principles of the proposed methodology is welcomed to ensure inspection 
teams have the right knowledge and relevant experience of healthcare provider organisations. 
Service specific methodology should afford a more meaningful inspection and relationship between 
provider and the regulator.  
 
 
IHAS agrees with the 2 areas of inspection about user experience: 

 How caring a service is 

 How responsive a service is 
 
New guidance and standards are welcomed because there will be sector specific guidance instead of 
a generic one size fits all which has not been effective. There is however some concern that these 
significant proposals are being brought in very quickly without sufficient impact assessment.  
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There will need to be changes in legislation which will delay the full impact of the changes proposed 
and CQC will need to ensure clarity and timely information for providers to respond in readiness for 
the new inspection regime. This will have both direct costs (increase in regulatory costs to pay for the 
new methodology) and indirect costs for organisations carrying out due diligence and assurance for 
new inspection processes and responding to CQC requests. It is assumed that the funding of 
transition to the new methodology will not be funded from provider’s annual fees. CQC must ensure 
that all changes afford add value in terms of patient safety and public protection and quality can be 
clearly demonstrated. 
 
The proposals for enforcement escalation detailed in the “action CQC will take to tackle poor care” 
about NHS services appears to afford a better opportunity for CQC to ensure effective enforcement 
action is taken when necessary. CQC has taken enforcement action against some independent 
providers both in social care as well as healthcare however, the level of action seen to be taken in 
response to poor care in an NHS service has not been so evident or comparable, and this is despite 
well publicised examples. It is at times seen as easier for CQC to take more serious enforcement 
action against an independent provider than with an NHS Trust even where the failings in the NHS 
service have had far more negative impact. The new proposals allow for CQC to take action including 
closure of an NHS service without CQC being involved in resolving the impact this may have on the 
local community which will go some to ensure appropriate action is taken across all sectors equally.  
 
Well-led services and governance with clinical engagement at all levels in the organisation is a feature 
of the proposals. The independent sector has some excellent examples of effective governance and 
well led organisations amongst its members.  This can be shown by a range of achievements from a 
member organisation, Nuffield Health, including but not limited to:  integrated governance committees; 
annual quality reports including never events; a programme of continual improvement; NHS LA Level 
3; ISO 27001; OHSAS 18001; ISO13485/9001; CPA; SEQOHS (Royal College of Physicians). 
 
Members registered for over 10 years have seen a number of regulatory changes and different 
approaches to methodology. Some of the proposals include aspects of those seen and experienced 
previously such as the use of experts, longer inspection programmes and out of hours inspection. 
This means the sector has a vast experience to contribute to how this methodology can be developed 
effectively and fairly. 
 

2. Do you agree with our definitions of the five questions we will ask about quality 
and safety (is the service safe, effective, caring, responsive and well-led)? 

IHAS agrees with the five questions about safety and quality however the detail of how 
judgements will be made is to be developed later. Being service specific CQC will need 
effective engagement with stakeholders from the independent healthcare sector to 
ensure the relevance and reliability of the guidance, which IHAS can facilitate.  There will 
need to be a clear link from the standards that are used that support each of the five 
questions. As mentioned there is a good level of support for changing the standards 
however, one member organisation believes that the current standards could have been 
mapped to the new methodology negating the need for the change of standards and the 
expenditure to create them. 
 
 

Fundamentals of Care 
 
3. Do you think any of the areas in the draft fundamentals of care above should not be 

included? 
The examples of fundamental care in section 2 are clear and aim to be the very basics of what people 
using a healthcare service should expect, notwithstanding they are in a developmental stage. IHAS 
understands that the standards will be further debated publically to ensure they are right and fit for 
purpose. The shift from the current CQC essential standards is very much welcomed and IHAS 
recommends CQC continue drafting clear concise statements for the fundamental standards. 
 

4. Do you think there are additional areas that should be fundamentals of care? 
Additions to those proposed are likely to result from the public debate, such as being 
given the right information to make decisions about care and treatment for example 
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however, CQC may see this more as an expected standard based on the proposal in the 
document. Involving the public in this debate is essential however CQC must ensure that 
the public are made aware of what the regulatory framework can actually do. It is not 
clear that this has been the case to date as the current regulations already afford a good 
level of protection for people using regulated services. For example the fundamental 
standard “I will be helped to use the toilet and to wash when I need it” cannot be met 
unless the expected standard “there will always be enough members of staff available to 
keep me safe and meet my health and welfare needs.” In drafting these sets of 
standards great care is needed in differentiating between fundamental and expected 
standards.  
 

5. Are the fundamentals of care expressed in a way that makes it clear whether they 
have been broken? 

The proposed standards are clear however IHAS would expect the forthcoming 
guidance to add to the clarity on this. There is debate to be had about what may be an 
expected standard as opposed to a fundamental standard and CQC need to be mindful 
not to create unnecessary confusion and administration in deciding what a fundamental 
or expected standard is. This is not well defined in the document and is essential 
bearing in mind that fundamental standards are the measure that no provider can ever 
fall below.  
 
The added note acknowledging risks associated with procedures in the delivery of 
healthcare is important to ensure the standards are relevant to the context and the 
measure is about how risks are minimised and managed in this respect. 
 
The CQC will also have reliance on NICE Quality Standards and guidance. This cannot 
be the main/only guidance for CQC to use for quality as it will not encompass everything 
and may in fact escalate this guidance to a level that was not intended. NICE as well as 
seeking to establish a quality standard incorporates a value for money component and 
CQC needs to take account of what that can mean in the independent sector when 
people choose to pay for their own treatment, which may not follow entirely the same 
NICE standard when there is no issue with resource/finance constraint. A reasonable 
approach is at the very least allowing independent sector providers to demonstrate 
through risk assessment that there is a variation from NICE guidance based on 
judgements of cost effectiveness. 
 

6. Do the draft fundamentals of care feel relevant to all groups of people and 
settings? 

The proposed fundamental standards have relevance to all care providers. 
 

Intelligent Monitoring NHS Acute Hospitals 
 
7. Do you agree with the proposals for how we will organise the indicators to inform 

and direct our regulatory activity? 
There is a lack of clarity throughout the consultation document in respect to when a 
proposal is applicable to an independent hospital/healthcare service. 
 
The terms NHS, NHS Acute hospitals, NHS Trusts, Acute hospitals are all used in a 
section titled both NHS and independent acute hospitals. In a previous engagement 
event David Behan was clear that when CQC referred to acute hospitals it included both 
NHS and independent; this is not the case in this consultation. IHAS accepts the 
differences in the inspection regimes that will be developed between independent sector 
acute hospitals and NHS Trusts, in particular data surveillance; this consultation needs 
to be clearer in setting this out. 
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The indicators in the first set include never events and CQC take this information from 
the NRLS however the independent sector, as yet is not able to report into the NRLS; 
IHAS is continuing to work to achieve independent sector reporting to the NRLS. This 
does not mean that independent hospitals are not monitoring such events; these are 
monitored through the organisations governance framework and will be reported on 
externally for NHS contracted work such as secondary acute care. 
 
The indicators and surveillance of  such, for the NHS is far more mature than for the 
independent sector and CQC must take this into account, and the sector in turn needs to 
continue to develop its indicators, for example through the work of PHIN. 
 

8. Do you agree with the sources we have identified for the first set of 
indicators? 

The sources are referring to NHS indicators which means for the CQC developing the same for the 
independent sector there will need to be engagement with IHAS and PHIN (Private Healthcare 
Information Network) as new data becomes available. Other sources of information for CQC are 
available such as the Independent Sector Complaints Adjudication Service (ISCAS) on complaints 
data as opposed to the Ombudsman. ISCAS and CQC share an operating protocol which has been 
reviewed and refreshed in June 2013. 
 
CQC refer to the “smoke detector” framework in using the indicators. It is possible that some of these 
may have a degree of ambiguity; for example, monitoring avoidable infections is essential however 
the challenge is to monitor where the infection originates as opposed to solely where it was detected. 
 
CQC is aware that the metrics for the NHS are well established and have been further developed 
which has resulted in a gap between the NHS and independent sector in terms of indicators and data 
collection; this should not adversely affect the sector while it is working to provide relevant data. 
 
There will be scope for more work on using the information from accreditation schemes and 
developments in the healthcare sector through the Accreditation Stakeholder meetings hosted by the 
Royal College of Physicians.  

 
9. Which approach should we adopt for publishing information and analysis 

about how we monitor each NHS trust? Should we:  
a. Publish the full methodology for the indicators?  
b. Share the analysis with the providers to which the analysis relates?  
c. Publish our analysis once we have completed any resulting follow up 

and inquiries (even if we did not carry out an inspection)?  
 

IHAS recommends that the approach must be transparent to both the organisation and 
people using the services of that organisation. The analysis should be shared with the 
provider. There will need to be a process for challenging information for publication 
which is effective and timely. The independent sector providers are at far greater risk 
commercially and by reputation in respect to published information. 
 

Inspections 
 
10. Do you agree with our proposals for inspecting NHS and independent acute 

hospitals? 
As with our comments to question 7 there is a lack of clarity about what is intended for NHS Trusts 
and their acute hospitals and or independent acute hospitals. The proposals refer to specialist 
hospital inspectors made up of CQC inspectors and a range or relevant specialists. In principle IHAS 
agrees with the shift to a more specialist approach notwithstanding that there is a limit to the cost that 
can be brought to bear on providers against the actual benefit for people using the service. CQC ask 
providers to conduct their own impact assessment on cost however far more detail about the 
methodology is required to do this in any meaningful way, as it currently would be based on a number 
of assumptions. 
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The main principles that will be adopted are not entirely unfamiliar to independent providers who have 
been regulated for many years, and have experienced inspection teams with specialist advisors and 
out of hours inspection visits with the CQC’s predecessor organisations. IHAS supports the use of 
specialist advisors and a dedicated healthcare inspector team under the direction of a Chief Inspector 
of Hospitals. The timescales for introducing the specialist hospital inspection teams are very 
challenging to ensure CQC have the right number of appropriately experienced inspectors for this 
new methodology and there is a risk of rushing this through before it is adequately resourced in 
seeking to meet public expectations.  
 
The Chief Inspector role will need more detail in how it authorises and works in conjunction with 
CQC’s operational inspection teams. This includes the use of independent clinical experts and there 
must be engagement with the independent sector in sourcing experts not only from the NHS, this in 
turn means the sector putting aside any issues of competition.  IHAS members have experience of 
having experts as part of an inspection previously and welcome the change from generic inspection to 
bring about more relevant inspection of services and understanding of how healthcare services 
operate. CQC need to manage potential conflicts of interest when using experts bearing in mind they 
all largely come from a registered provider’s service. 
 
Inspections from October 2013 will be based on new standards and methodology for acute hospitals 
which means this should be seen as a learning period for CQC to get it right and ensure they work 
cooperatively with hospital providers. The new methodology not only means it will increase the 
registration/annual costs to providers but will have a significant indirect cost when CQC are inspecting 
on site with a large team of inspectors over a longer time period, and all making demands of the time 
of hospital staff – not only management time. CQC state the inspection will take as long as needed. 
There needs to be control on the methodology, as mentioned above and established levels of training 
and competency amongst inspectors to mitigate huge local variations. 
CQC will make professional judgements about compliance to standards – a major shift from the 
current model of a statement of compliance. This affords more responsive and realistic assessment 
but with a caution it also risks more inconsistency amongst front line inspectors. Internal CQC quality 
assurance and monitoring is crucial and a clear pathway to appeal against judgements needs to be in 
place.  
 
There needs to be consistency in how CQC regulates healthcare providers’, in particular acute 
hospitals which the consultation goes some way to proposing however, there also needs to be 
proportionality to the sectors. Bearing in mind the size of the vast majority of independent hospitals as 
compared to the size of an NHS acute hospitals it is very easy to create a magnifying glass approach 
to the inspection of the independent hospital, as compared to inspecting an NHS acute hospital/Trust 
whatever the methodology.  There needs to be careful consideration about the impact of this on how 
judgements are made to ensure a fair approach and outcome to the inspection methodology across 
the sectors. This is particularly significant when judging if a breach of fundamental standards has 
occurred in terms of the size of the sample assessed and the denominator. 
 

Ratings 
 

11. Should the rating seek to be the ‘single, authoritative assessment of quality and 
safety’? Although the sources of information to decide a rating will include 
indicators and the findings of others, should the inspection judgement be 
the most important factor? 

The independent healthcare sector has not had a single rating previously with the 
system regulator and unlike the NHS it has a diverse make up of providers. However 
parts the acute hospital sector is more easily considered homogenous but CQC need to 
take into account providers of single speciality services that are part of the acute 
hospitals for example. It would be reasonable to have a range of agreed indicators that 
contribute to the makeup of the rating and more detail is needed to recommend what 
carries more weight in judging the rating. The proposals suggest the majority of the 
weight is likely to be the judgement from inspectors.  
 
CQC will need to be responsive to changes in service compliance to ensure the rating is 
realistic and relevant. As the NHS services will be rated first the independent sector will 
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be left unrated; this could have a negative impact from NHS commissioning as the same 
level of data will not be available across all sectors. The same applies to patients 
seeking to choose between a local independent hospital and an NHS Private Patient 
Unit (on the assumption CQC is assured it incorporates the performance of the private 
patient work in an NHS Trust). 
 
 CQC has not decided if the cosmetic sector will be rated and this again creates a 
problem of inconsistency of information for the public to use. IHAS recommends that as 
ratings are being introduced then it should apply equally to all services. 
 
Independent sector acute hospitals often provide cosmetic surgery, and for some acute 
hospitals it can be a significant proportion of procedures being carried out.  For example 
over half of the UK’s bariatric surgery is provided in the independent sector. Taking this 
into account CQC cannot justify excluding cosmetic surgery from ratings as it will be an 
integral part of many acute hospitals. By not rating those providers of cosmetic surgery, 
it will create a further problem for patients, having different information about 
organisations. This is likely to have a potential negative impact for organisations as well 
as a lack of comparable information for patients. 
The other reason CQC must include cosmetic surgery is to ensure that the public are 
made aware of those providers that fail to provide safe and good quality services to their 
patients. IHAS has consistently reported poor practice to CQC about poor standards of a 
minority of providers, and in particular about how inappropriate incentivised advertising 
is being used since the publishing of the Keogh report. IHAS strongly recommends that 
cosmetic surgery is indeed included from the start of planning ratings.  
 
CQC promise to update published information quickly however, this has been an issue 
for providers over the years that have experienced varying degrees of responsiveness 
from CQC to update their information about inspection of services. This is even more 
important with the forthcoming ratings to be awarded to ensure the information reflects 
reality. 
  

12. Should a core of services always have to be inspected to enable a rating to be 
awarded at either hospital or trust level? 

This must depend on the methodology that is finalised. As there will be a risk based 
approach to inspecting it seems reasonable to expect the rating could be changed 
without an inspection. The document states that CQC will inspect as often as necessary 
to ensure the rating is up to date which suggests this may well already have been 
decided. What constitutes core services may also not be so well defined as providers 
change their models of care. 
 

13. Would rating the five key questions (safe, effective, caring, responsive and well-
led) at the level of an individual service, a hospital and a whole trust 
provide the right level of information and be clear to the public, providers 
and commissioners? 

IHAS believes that people using services seek clear, simple high level information with 
the opportunity to consider the detail that led to the high level information if they wish. 
Generally information at a hospital level is often what a potential patient is seeking as 
well as data specific to a medical practitioner. What is important is fairness between the 
independent and NHS hospital rating as to which part of the service is rated. As the NHS 
ratings start first it is important to consider how people may use that rating/s to compare 
with an independent sector hospital fairly.  
 
Surprisingly the proposals allow for a Trust or hospital to breach the expected standards 
that are acted upon quickly and still attain “outstanding” however at the service level this 
is not the case. On this basis a single service provider in the independent sector would 
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not be given the same opportunities to attain an outstanding rating as a larger provider 
and in particular an NHS Trust.  
 

14. Do you agree with the ratings labels and scale and are they clear and fair? 
The ratings labels are comparable to Ofsted ratings. IHAS understands this is the 
proposal for the NHS ratings and it is unclear if this same scale will be applied to the 
independent sector acute hospitals, notwithstanding the comments in question 13. IHAS 
does wish to see comparable rating scales for all acute hospitals and the proposal is 
acceptable in terms of the rating name. Members of the public may require an example 
of what this would look like for each rating.  
As already noted there is concern about having some services rated and others that 
may not be rated for around 1 year. This is clearly not an acceptable or helpful situation 
and needs to be reconsidered to ensure a more equal starting point across sectors and 
also within the sectors. 
 
IHAS does wish to clarify the standing of the Fundamentals of care, assuming this is the 
fundamental standards, because the scale states that breaching the fundamentals, 
amongst others, leads to “requires improvement.” On the basis that these fundamentals 
are exactly that and are so basic, surely this breach leads to being “inadequate”? 
 

15. Do you agree with the risk adjusted inspection frequency set out which is based 
on ratings, i.e. outstanding every 3-5 years, good every 2-3 years, requires 
improvement at least once per year and inadequate as and when needed? 

IHAS agrees with the frequency proposed based on an effective risk model. 
 

General 
 
16. The model set out in this chapter applies to all NHS acute trusts. Which elements 

of the approach might apply to other types of NHS provider? 
The proposals already include independent acute hospitals in the inspection model 
using the inspection team under the direction of the Chief Inspector. As stated the shift 
in the regulatory model is largely supported with an expectation that there is a good level 
of proportionate consistency in how NHS acute hospitals and independent acute sector 
hospitals are inspected. 
 
A key issue is the agreement of the indicators and being clear about what is relevant to 
the independent sector and not creating unnecessary burdens setting up a system that 
is collecting data that is not helpful or where the data does not add any value to the 
process. 
 

Duty of Candour 
 
17. Do you agree that a duty of candour should be introduced as a registration 

requirement, requiring providers to ensure their staff and clinicians are 
open with people and their families where there are failings in care? 

The independent sector has supported the introduction of the duty of candour across all sectors and 
registration is the opportune time to introduce it. There have been similar principles to the Duty of 
Candour set out in the Being Open guidance from the NPSA so the concept is not new but 
interestingly there appears to be a need to mandate such a basic respect for honesty and openness 
further. 
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18. Do you agree that we should aim to draft a duty of candour sufficiently clearly 
that prosecution can be brought against a health or care provider that 
breaches this duty. 

CQC is a prosecuting authority if it chooses to use those powers and therefore any 
aspect that may lead to prosecution must be made as clear as it reasonably can. In 
particular for those areas that CQC intend to prosecute on without issue of a warning 
notice which is a change in procedure.  
 
The Duty of Candour cuts across an organisation in terms of culture and all levels from 
the ward to the Board and for those staff that are regulated healthcare professionals 
there are discussions taking place with the professional regulators about how they also 
take this forward in their Codes of Practice. Could this result in a double jeopardy for 
someone in an organisation that is also a healthcare professional? 
 

19. Do you have any other comments about the introduction of a statutory duty of 
candour on providers of services via CQC registration requirements? 

 

Impact Assessments 
 
20. Do you have any comments on the draft Regulatory Impact Assessment? 

As stated the impact assessment introduces a newer concept of asking providers to 
carry out an assessment of cost impact. IHAS can facilitate this amongst members in 
conjunction with CQC contributing, to ensure any assessments are using reliable 
assumptions, as there is a lack of detail to work with. It is acknowledged that there will 
have to be increases in costs to recover the additional costs of the specialist inspections 
teams and longer inspections. Additionally there are likely to be fees reintroduced for 
registration for similar reasons. CQC needs to take account of the burden that can be 
sustained across all sectors in relation to increasing costs and a sustainable reliable 
methodology.  
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