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Community health, specialist mental health services and 
NHS acute hospitals 
 

Changes to the way we regulate 
and inspect services 
 

Final regulatory impact assessment 
 

This final regulatory impact assessment (RIA) has been published 
alongside our provider handbooks covering the: 
 
1. NHS acute hospitals handbook  
2. Community health services handbook  
3. Specialist mental health services handbook 
 
Stakeholders may want to refer to these handbooks before reading this 
RIA as these documents provide information on our final methodology 
for inspecting these providers. 
 
This document provides an analysis of the likely cost and benefit 
impacts of the changes to the way we will regulate and inspect these 
providers. It builds on the interim RIA published in April 2014 and the 
analysis conducted in the initial RIA that accompanied our previous 
consultation A new start. Consultation on changes to the way CQC 
regulates inspects and monitors care in June 2013. 
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1. Introduction 

1. This document provides a final assessment of the likely costs and benefits of the 
changes to our inspection models effective from 1 October 2014. It builds on our earlier 
interim regulatory impact assessment that was published alongside the draft provider 
handbooks in April 2014. 
 

2. From October 2014 providers of NHS acute hospitals, community health services and 
specialist mental health services are to be formally inspected, regulated and rated under 
a new methodology. The Care Quality Commission (CQC) has revised its inspection and 
regulatory methods in response to feedback from providers and others. To ensure that 
we developed a model that was a significant improvement over our previous model we 
worked in collaboration with a diverse range of stakeholders across the health and social 
care sectors. These stakeholders included people who use services, providers, health 
trade bodies and associations and government organisations.  
 

3. Our early proposals for how we planned to inspect, regulate and rate these providers 
were contained in our draft provider handbooks that we consulted on and published in 
April 2014. We committed to testing our methodology with a diverse range of services 
across these sectors, and to refine our methodology following formal evaluation and 
learning gathered from two rounds of testing prior to implementation of the final 
methodology in October 2014. 

 
4. We tested, evaluated and refined our new inspections methodology prior to its final 

implementation to ensure that we developed a model of inspection and regulation that 
maximises benefits to all stakeholders while also keeping regulatory burden on providers 
and other key stakeholders to a minimum.  
 

5. We have taken account of various consultation responses as well as feedback from 
various stakeholder engagement events and integrated these views into the development 
of the final model. We also evaluated our two rounds of test inspections which have 
allowed us to make a more informed assessment of the likely impacts on stakeholders as 
a result of the planned changes from October 2014. These impacts are detailed in 
sections 7 and 8 of this document. 
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2. Background to policy changes 

7. In the months leading up to publication of our three-year strategy, intense internal and 
external scrutiny and feedback from consultation with external stakeholders and 
organisations concluded that our previous regulatory model needed to be fundamentally 
changed. This was further compounded by the learning from the very poor care at Mid-
Staffordshire NHS Foundation Trust, and the abuse of people at Winterbourne View 
Hospital in August 2012.  
 

8. Detecting and deterring poor quality care is a fundamental part of our statutory remit. For 
us to achieve this, we needed to make some big changes to the way we regulate, inspect 
and monitor providers of health and social care services. This will help to reduce the 
possibility of such events from happening again. A key way to do this is to provide strong 
incentives for providers to deliver good quality care. CQC also aims to ensure that there 
are proportionate sanctions in place for providers that fail to deliver acceptable levels of 
care. 

 
9. Our transformation programme outlined in our three-year strategy set us on course to 

make these changes. We appointed a Chief Inspector of Hospitals to oversee the 
changes in inspecting and regulating NHS acute hospitals, community health services 
and specialist mental health services. It was our specific intention that our new regulatory 
model would both incentivise direct improvements in quality of care while also identifying 
providers most likely to provide sub-standard care. 

 
10. The Care Act 2014 that has recently passed into law will be fundamental to CQC in 

achieving such aims. We expect that our ratings will allow commissioners and people 
who use services to make a better informed choice as to the quality of care provided 
across a diverse range of providers.  

 
11. We expect all providers to aim to be at least ‘good’ in how they plan for and deliver care 

to people who use services. We want to recognise instances of outstanding care while 
also ensuring with have clear policies on how we can tackle poor performing providers 
(our special measures regime that we are developing for NHS trusts, for example).  
 

12. Our consultation documents, most notably the draft provider handbooks that we 
consulted on earlier this year brought all of our emerging thinking together on how we 
could best develop and implement these changes to achieve these aims. We also 
published an interim regulatory impact assessment that set out at a high-level the likely 
impact of the changes on stakeholders, and we committed to providing more of a fuller 
assessment of these impacts as the model develops and is tested and refined prior to full 
implementation in October 2014.  

http://www.cqc.org.uk/sites/default/files/documents/20130503_cqc_strategy_2013_final_cm_tagged.pdf
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3. Summary of changes from 1 October 2014 

13. Our provider handbooks contain detailed information to stakeholders of the changes that 
we will implement that affect community health services, specialist mental health services 
and NHS acute hospitals from 1 October 2014. Below is a summary of these changes: 
 

 

Summary of changes 
 
All providers of NHS acute hospitals, NHS and independent residential and community 
based mental health services, and community health services will be inspected and 
regulated under the new regulatory model from 1 October 2014. 
 
Registration 
CQC will make registration a more robust process both for new providers wishing to be 
registered and existing providers that wish to vary their registration. We will undertake 
assessments to ensure existing and potential providers have the capability, capacity, 
resources and leadership skills to meet the relevant statutory requirements, and are 
therefore likely to provide people with safe, effective, caring, responsive and high quality 
care. 
 
Monitoring 
CQC will make better use of information to be able to effectively monitor and target effort to 
areas where the risk of providing poorer quality care is greatest. We will continue to work 
with the stakeholders to define key indicators for monitoring, as well as information sets and 
quality standards that aid effective monitoring and regulating of providers. 
 
Inspection 
We will overhaul and refine the inspection framework into conducting inspections around five 
key questions. Inspectors will base quality of care judgements on whether or not a service is 
safe, effective, caring, responsive and well-led. We shall continue to use a mixture of 
unannounced and announced inspections, and will make use of comprehensive, focused 
and themed inspections based on the service to be inspected. All our inspectors will be 
expert inspectors. Size of inspection teams will depend on the size and complexity of the 
service to be inspected, but we expect to make full use of Experts by Experience and other 
experts/professionals as required. 
 
Rating 
All providers will receive a quality of care rating by April 2016. The rating will be based on a 
four point scale: outstanding / good / requires improvement / inadequate. Our ratings will be 
based on a combination of what we find at inspection, what people tell us, our Intelligent 
Monitoring data and information from provider and other organisations. It will be subject to 
periodic reviews. Frequency of inspection will be directly linked to the outcome of a rating. 
 
Enforcement and appeals 
We will be tougher on providers who consistently provide poorer quality care and do not 
comply with conditions in their registration. More information on this was contained in a 
separate consultation on our approach to enforcement and appeals. 

http://www.cqc.org.uk/content/consultation-our-guidance-help-services-meet-new-regulations
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4. Scope of this final regulatory impact 
assessment 

14. In this document we describe our final assessment of the likely costs and benefits arising 
from changes to the way we regulate, inspect and rate health and community services as 
set out in the provider handbooks. We estimate the costs and benefits arising from 
changes to inspections and ratings. These activities are represented in figure 1 under the 
titles ‘Intelligent Monitoring’, ‘Expert inspections’ and ‘Judgement and publication’. The 
activities Registration and Action are not covered in this impact assessment.  
 

15. In the case of Action (Enforcement) a regulatory impact assessment for this element of 
our new operating model was published in August 2014 as part of our consultation on our 
proposed enforcement policy.  
 

16. Our new registration process is not covered in this impact assessment because the 
policy is under development. Once the policy has been developed further we may assess 
its costs and benefits publicly if we think its impact will be sufficiently significant.  

Figure 1: CQC’s overall operating model 

 

  

http://www.cqc.org.uk/sites/default/files/20140724_enforcement_consultation_impact_assessment_final.pdf
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5. CQC assessment of impacts 

 

a. Overview of previous regulatory model 
17. CQC regulates a variety of NHS acute hospitals, NHS and independent residential and 

community mental health services, and community care providers that vary in size and 
specialism across England. Providers operate out of single or multi-site locations and can 
provide a mixture of different services that could encompass acute, mental health and 
community healthcare services. 

 
18. The regulation and inspection of such providers generally includes many common 

themes and components irrespective of whether we are inspecting an NHS acute 
hospital, a specialist mental health service or a community health care service. 
Previously we inspected all such organisations under a generic compliance framework 
based on compliance. Quality of care provided was assessed against these 16 essential 
standards, and these standards set the basis for any further action if any of the areas 
were identified as non-compliant.  
 

19. The nature of the actual inspection depended on a variety of factors that CQC took into 
consideration when planning inspection of those providers. For example, all providers 
received a scheduled inspection to gauge compliance across any of the 16 essential 
standards as part of CQC’s former commitment to ensuring organisations provide an 
agreed level of care. If there were concerns about the level of care triggered by public 
complaints, external agencies or our own internal monitoring information then CQC could 
choose to use a responsive inspection. CQC also administered a themed inspection 
programme and could choose to inspect a provider on an agreed theme, for example 
dignity or nutrition, to gauge performance in these areas. 

 
20. These were some of the general regulation and inspection themes that would apply to all 

registered providers. There were sector-specific regulation practices as well. These are 
detailed in the following sections.  

 
i. NHS acute hospitals 

21. CQC started trialling its new inspection model for NHS acute hospitals with pilots taking 
place from September 2013 to April 2014. The previous approach in this sector has been 
discontinued. The pilot inspections have helped to shape our final inspection model to be 
applied to all NHS acute hospitals from October 2014. The new model is described 
further in section c below.  
 

ii. Community health services 

22. Our previous model for community health care services was aligned with that described 
in section 5a. However, for large providers the range of services inspected was usually 
very small, and often focused on community in-patient and clinic-based services, rather 
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than on care delivered in people’s homes. The inspections also focused primarily on 
individual services rather than the wider governance arrangements or the measures used 
to manage quality across the provider.  
 

23. We have been piloting our new inspection approach in community health care services. 
The first test inspections focused on large complex organisations such as NHS trusts and 
social enterprises which provide a range of community health services to a local 
population.  
 

iii. Specialist mental health services 

24. Our past inspections of specialist mental health services also followed a similar generic 
model outlined earlier in section 5a. In addition to its regulatory responsibilities under the 
Health and Social Care Act 2012, CQC also has statutory duties relating to people who 
are detained under the Mental Health Act 1983. Consultation feedback indicated that 
there was support for better integration of these two functions as assessments could 
appear inconsistent. CQC has also piloted its new inspection approach for specialist 
mental health services.  
 

b. Policy objectives of the new regulatory approach 
25. The key drivers for changing how we regulate, inspect and rate community health, 

specialist mental health services and NHS acute hospitals stem directly from a number of 
high profiles care failings in recent times. These included failures at Mid-Staffordshire 
NHS Foundation Trust, University Hospitals of Morecambe Bay and abuse of residents at 
Winterbourne View hospital in autumn 2012. 
 

26. It is our priority to reassure the public, people who use services and all other interested 
stakeholders concerned, that care provided is safe and that organisations strive to make 
continual improvements to the way they provide care. Our extensive engagement with 
stakeholders has indicated that they are supportive of the changes we make. They 
welcome a CQC that is more risk- and evidence-based, on the side of people, and strives 
to be expert, independent and transparent in the way we work. CQC aims to implement 
an inspection model that benefits all stakeholders while minimising any additional 
regulatory burden on them. 

 

c. New approach for community health services, specialist 
mental health services and NHS acute hospitals 
27. Under the new arrangements, registration will be a more robust process. This involves 

ensuring that all registration applicants (both new applicants and those varying their 
registration) are subject to a more rigorous assessment. Registration will assess whether 
providers, an organisation, individual or partnership have the capability, capacity, 
resources and leadership skills to meet the relevant statutory requirements, and hence 
are likely to provide people with safe, effective, caring, responsive and high quality care. 
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The assessment framework will allow registration inspectors to gather and consider 
comprehensive information about proposed applicants and services, including where 
providers are varying their existing registration and make judgments about whether 
applicants are likely to meet these requirements.  
 

28. In making these changes, CQC proposes to focus on the robustness and effectiveness of 
the registration system in a way that does not stifle innovation or discourage potentially 
good providers of care services, but also ensures that those most likely to provide poor 
quality services are discouraged from doing so. This will help to protect the safety of 
people who use services while also safeguarding the reputation of those organisations 
that provide services within hospitals and community health care settings. As the 
registration policy is currently being developed we are unable to assess its costs and 
benefits in this Impact Assessment. 
 

29. Beyond registration we are to collect and make better use of information that is key to 
CQC being able to target and monitor regulatory and inspection effort to those providers 
most likely to be providing poorer quality care. We have worked with providers, 
commissioners and other stakeholders to design and develop the right information 
sources to be able to do just this. We will continue to work with stakeholders to identify 
key indicators that define the most important areas to monitor in relation to questions we 
will ask about services. We want providers to be open and to share their data with us to 
minimise any duplication or regulatory burden associated with generating new 
information requests in the first instance.  
 

30. With regards to the way we inspect, we have overhauled and refined the inspection 
framework to be able to gauge more simply and effectively performance of a provider 
and quality of care provided by it. To do this the focus of our inspections is now based on 
assessing performance against five key questions: 

Safe By safe, we mean that people are protected from abuse and 
avoidable harm. 

Effective By effective, we mean that people’s care, treatment and support 
achieves good outcomes, promotes a good quality of life and is 
based on the best available evidence. 

Caring By caring, we mean that staff involve and treat people with 
compassion, kindness, dignity and respect. 

Responsive By responsive, we mean that services are organised so that they 
meet people’s needs. 

Well-led By well-led, we mean that the leadership, management and 
governance of the organisation assure the delivery of high-quality 
person-centred care, support learning and innovation, and promote 
an open and fair culture. 
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31. Subsequent sections of this document illustrate what this means in practice for the 
different providers that make up these sectors. In practice we expect our inspectors to 
use a combination of expert judgement, input from stakeholders (i.e. specialists advisors 
and Experts by Experience) and data and local information to come to a robust 
conclusion about the quality of care across these domains throughout the inspection 
process.  
 

32. All of our inspectors will be dedicated experts in their respective inspection areas. That is 
to say that an inspector would no longer inspect an acute hospital one day and then 
inspect a care home a few days later – all inspectors are now expected to specialise. 
Inspectors work with practising professionals and lay inspection team members, who 
have experience of and expertise in the services area being inspected. The exact size 
and make-up of an inspection team will reflect the size and complexity of the service to 
be inspected. 
 

33. Since the Care Act 2014 passed into law CQC has formal powers to grant ratings based 
on the level of care provided. We will rate all NHS acute hospitals, mental health 
providers and community health care providers on a four point rating scale: outstanding / 
good / requires improvement / inadequate. 
 

34. We are in the process of providing all organisations with these ratings which describe the 
standard of care provided. It is our specific intention that all NHS acute hospitals, 
specialist mental health providers and community health care providers will receive 
ratings by April 2016. Ratings are awarded following the conclusion of a comprehensive 
inspection.  
 

35. The ratings are designed to help to provide people who use services and their families, 
commissioners and local authorities with better information to make an informed decision 
as to where they choose to receive or commission care. Over time, ratings should 
facilitate improvements in care by providing organisations with objective measurements 
of how they are performing in relation to other similar providers. The new inspections 
should also help providers identify measures they can take to improve their overall 
quality of care rating. We are making better use of information to help drive and target 
our efforts.  
 

36. We want to be proportionate in how we carry out our activities, and we aim to be more 
risk-based in the way we work. This means that those organisations that provide good 
quality care will likely experience decreases in the cost of regulation. Providers which 
provide high levels of care will be subject to fewer inspections and regulatory measures. 
Conversely poorer performers will have more frequent contact with CQC to help ensure 
they provide better quality care. Such providers will be inspected more frequently and 
could be subject to enforcement measures where no improvements have been made. 
We shall deal more effectively than in the past with providers which consistently fail to 
meet quality of care standards and requirements as set out in their registration with CQC. 
We are currently in the process of developing our approach to enforcement and are 
consulting separately on how these changes will affect providers. 
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37. There are still elements of our old model that we will keep and integrate with our revised 
model. For example we shall still use a mixture of inspections – the actual type and 
nature of inspection will depend on the service in question and whether we were 
responding to external complaints or concerns about the level of care provided by an 
organisation. Similarly our inspections will continue to use a mixture of unannounced and 
announced visits, and can be conducted at any time of the day or night including 
weekends.  

 
i. Specific policy themes for NHS acute hospitals 

38. All acute NHS hospitals that make up a trust will receive a comprehensive rating by 
December 2015. We will not inspect all of a trust’s acute services. We have identified 
eight services that we will always inspect, irrespective of risk, at every NHS acute 
hospital where they are provided. These are known as core services and have been 
identified as the following: 
 
• Urgent and emergency services 
• Medical care (including older people’s care) 
• Surgery 
• Critical care 
• Maternity and gynaecology 
• Services for children and young people 
• End of life care 
• Outpatients 

 
39. To direct the focus of their inspection, our inspection teams will use specific key lines of 

enquiry (KLOEs) that directly relate to the five key questions – are they safe, effective, 
caring, responsive and well-led? A full list of these KLOEs is included within the NHS 
acute provider handbook document that has been published alongside this regulatory 
impact assessment. 
 

40. As described above ratings are an important element of our new approach. It is our 
specific intention that a rating will determine the type of inspection received in future. 
Providers receiving ‘requires improvement’ or ‘inadequate’ ratings are likely to receive 
more comprehensive full scale inspections in future. Providers receiving ‘outstanding’ 
and ‘good’ ratings are more likely to receive focused inspections and fewer full scale 
comprehensive inspections in the periods following award of the top two ratings.  
 

41. Those providers with ‘requires improvement’ ratings that subsequently do not improve 
can be placed in our ‘Special Measures’ regime in conjunction with Monitor and the NHS 
Trust Development Agency (NTDA).  
 

ii. Specific policy themes for community health 

42. All NHS trusts providing community health services will receive a comprehensive 
inspection by December 2015. The overall new approach as described above is relevant 
to all community health providers, although it will be applied in a proportionate way 
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depending on the size and range of services being provided. Of smaller providers, or of 
those providing non-NHS care, we ask the same key questions and use the same 
framework to make our judgements. However, judgements relating to the size of 
inspection teams, the timelines we apply and the type of information we consider are 
likely to vary across providers. The provider handbook published at the same time as this 
RIA describes our approach for large and complex community health providers, such as 
NHS trusts or community interest companies providing a wide range of services to a local 
population.  
 

43. The four community health core services are (see community health services provider 
handbook Appendix A for a full description of these): 
• Community health services for adults 
• Community health services for children, young people and families 
• Community health inpatient services 
• Community end of life care. 

 
44. Compared to the previous inspection model, this new model takes into account a much 

wider range of services, considers quality and governance at the provider level and has a 
much more consistent focus on gathering views from and assessing care from people 
receiving care in their own homes (which we recognise is a predominant feature of 
community health services).  

 
45. To direct the focus of their inspection, our inspection teams will use a standard set of key 

lines of enquiry (KLOEs) that directly relate to the five key questions – are services safe, 
effective, caring, responsive and well-led? A full list of these KLOEs is included in 
Appendix B of the community healthcare provider handbook that is published alongside 
this Impact Assessment.  
 

46. It is a key part of our new approach to gather the views of people who use services, 
those close to them, the public, as well as staff. We use a range of methods to do this. 
For example, we can arrange targeted focus groups with users of specific services, we 
send out surveys through local representative and user groups, and put out proactive 
calls for feedback. All large inspections also include focus groups and interviews with key 
staff groups, managers and organisation leaders. In recognition of the level of care 
provided in people’s homes, for community health services we always shadow some 
visits to people who receive care in their own homes to gather direct feedback and 
observation, and we also make use of phone calls to seek feedback from a wider range 
of people receiving care from community services.  
 

47. Following every comprehensive inspection community health services provider will have 
a rating for each of the five key questions for each of their core services. These are then 
aggregated to establish an overall rating for each core service, an overall rating for each 
key question and an overall community health services (provider) rating. 
 

48. We recognise that it is very common for providers of community health services to also 
provide acute hospital services, mental health services, and urgent care centres. Some 
providers also have other primary care services such as GP surgeries or may provide 
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adult social care services such as nursing homes or care homes. These are all 
circumstances in which we would use a combination of our inspection approaches to 
assess the quality of care. 

 
iii. Specific policy themes for specialist mental health services 

49. Our new approach to regulating, inspecting and rating specialist mental health services 
includes integrating some of our Mental Health Act (MHA) monitoring with our wider 
regulatory model for mental health when we carry out inspections under the Health and 
Social Care Act. 
 

50. We inspect 11 core services, and place a greater focus on community-based services, 
and on the experience of people on community treatment orders. For some providers, we 
will inspect a sample of services. The sample will be a minimum of a third of services. 
The 11 core services are as follows: 

Mental health wards: 

• Admission wards for adults of working age and psychiatric intensive care units (all 
wards) 

• Long stay/rehabilitation mental health wards for working age adults (all wards) 
• Forensic inpatient/secure wards (all wards) 
• Child and adolescent mental health wards (all wards)  
• Wards for older people with mental health problems (all wards)  
• Wards for people with learning disabilities or autism (all wards)  

Community-based mental health and crisis response services: 

• Community-based mental health services for adults of working age (sampling 
approach) 

• Mental health crisis services and health-based places of safety (all services and 
health-based places of safety)  

• Specialist community mental health services for children and young people (sampling 
approach)  

• Community-based mental health services for older people (sampling approach) 
• Community services for people with learning disabilities or autism (sampling 

approach) 

 
51. Our inspections will not be limited to these core services. If we identify particular 

services, specialist areas or pathways of care where we have concerns, or where we 
believe the quality of care could be outstanding, we will look at them in detail and report 
on them specifically. To direct the focus of inspections, our teams will use a standard set 
of key lines of enquiry (KLOEs) that directly relate to the five key questions we ask of all 
services – are they safe, effective, caring, responsive and well-led? A full list of these 
KLOEs is included within the provider handbook for specialist mental health services that 
is published alongside this impact assessment. 
 



Changes to the way we regulate and inspect services – Hospitals: Final regulatory impact assessment 14 

52. In mental health inspections we shall also make greater use of information from people 
who use services when determining provider ratings. A key principle of the approach to 
inspecting hospitals is to seek out and listen to the experiences of the public, people who 
use services and those close to them. This includes the views of people who are in 
vulnerable circumstances or who are less likely to be listened to by statutory bodies.  
 

53. We are committed to including a focus on care pathways and on transitions between 
services as part of our inspection of specialist mental health services. This could include 
for example:  

• Acute care pathway – for people who experience a mental health crisis and are 
admitted to hospital, covering their journey into and out of hospital. 

• Child and adolescent mental health services (CAMHS) urgent care pathway – for 
children and young people who experience a crisis and need intensive support to 
prevent an admission to hospital or timely access to an inpatient mental health bed, 
including out of hours.  

• Care pathway for people with dementia – including memory clinics, continuing care 
services, liaison psychiatry services and community-based teams. 

• Transitions between CAMHS and adult services, and between adult and older adult 
services. 

 
54. We assess care pathways in relation to the core services inspected through the 

questions that we ask and the methods that we use, including tracking people through 
their care. This means that we form a judgement about the points in a care pathway and 
use this to inform our ratings of our identified core services.  
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6. Consultation responses to the interim 
regulatory impact assessment and wider 
consultation responses 

55. In April 2014 we published our interim regulatory impact assessment (RIA) setting out 
our initial assessments of the costs and benefits that might arise from our new inspection 
model. We received few responses to our interim RIA for NHS acute hospitals, specialist 
mental health services and community health services.  
 

56. A professional representative of the acute hospital sector told us they welcomed the 
focus on eight core services, noting that these make inspections more manageable. The 
representative also welcomed the introduction of specialist inspectors, noting that they 
should ensure a consistent inspection approach. The point was raised, however, that 
CQC needs to provide more information about how ‘themes’ for inspections are 
determined.  
 

57. The representative noted that there were no estimates of the costs or benefits of the 
existing inspection regime in the RIA. Of particular interest to them would be the cost to 
CQC of inspections, and estimates of the burden to NHS acute hospitals of being 
inspected.  
 

58. The representative welcomed CQC’s commitment in the interim RIA to minimize the 
amount of time, resources and financial expense to trusts from the new approach and to 
ensure that the regulatory regime remains proportionate.  
 

59. In response to some of the feedback we received we have provided more information in 
the following sections of this final RIA on our estimates of the costs and benefits of the 
new inspection model. Specifically in this document we have: 

 
• Quantified the average cost to CQC of different types of inspection. 
• Compared the average cost to CQC of the new inspection models. 
• Reviewed evaluation evidence from pilot inspections on the costs to providers of the 

new inspections. 
• Provided more information of the benefits that people who use services, providers, 

CQC and other affected parties should experience, where possible supported by 
evidence gathered from evaluation of pilot inspections. 
 

60. Alongside this document we have published a document summarising the responses we 
received in response to our consultation on our provider handbooks. Our consultation 
response document sets out in detail what this feedback was and what changes in 
response to this information we will make to our approach. Below we summarise 
pertinent findings from the consultation response document.  
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What we asked 
you about 

Your feedback 

Gathering and using 
information from 
people who use 
services and the public 

• There was support across the sectors that the proposed 
methods for gathering feedback would be effective. 

• It was noted that CQC should seek to gather views from 
those who are difficult to reach or less heard. 

• Respondents also emphasised that gathering information 
alone would not be enough to identify risks of poor quality 
care and it would not pick out good practice too. 

Core services 

• The concept of inspecting core services was generally 
thought to be a good idea across all sectors. 

• Not all respondents agreed with the core services we had 
proposed in our handbooks.  

Key lines of enquiry 
(KLOEs) 

• Respondents across all sectors were generally supportive 
that KLOEs would help inspectors to judge a service. 

• We received feedback that the proposed wording of the 
KLOEs would need to be reviewed to make their use more 
effective. 

Characteristics of 
ratings 

• Across all sectors there was support for how CQC has 
defined each rating.  

• It was recommended that the language used in definitions 
needed to be made clearer and more detail could be added 
to some ratings. 

Applying and reviewing 
ratings 

• There was mixed opinion among providers about whether 
the key questions should be weighted equally. 

• Many mental health and acute providers felt that to be rated 
as outstanding overall a service should have to achieve 
individual outstanding ratings in at least three of the key 
questions. 

Compliance with the 
Mental Capacity Act 

• Respondents had mixed views about how to encourage 
compliance with the Mental Capacity Act and Deprivation of 
Liberty Safeguards 

Mental Health Act 

• Nearly all online respondents agreed that CQC should give 
sufficient weighting in the description of ‘Good’, and limit 
ratings for non-compliance with the Mental Health Act 
(MHA). They also thought that ratings should be limited for 
continued breaches of the MHA. 

Independent mental 
health providers 

• Nearly all online respondents thought that the range of 
information listed was applicable to independent providers. 
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Respondents felt that the same standards should apply, no 
matter what the status of the provider. 

• Some online respondents were concerned that the 
proposed quality summits are not the best way to manage 
the outcome of inspection, as the onus is on the provider 
organisation to call in appropriate partners to discuss key 
features of the inspection findings. 

Our Human Rights 
approach 

• The majority of online respondents (92 per cent), as well as 
responses from written submissions and the broader 
consultation, agreed that our strategy is the right approach 
on human rights. However, there were still concerns that it 
was being viewed as an ‘optional extra’ and that it should 
also include factors such as socioeconomic deprivation. 

Equality and human 
rights impact analysis 
(hospitals, community, 
GPs and adult social 
care) 

• In general, respondents were supportive of our approach to 
equality and human rights impact analysis. Where concerns 
were raised, these were around: making sure the approach 
was strong enough to deal with denial by providers; the 
amount of work for GP practices; and the issue of training 
for staff. 

 

61. In response to the consultation feedback we have made some changes to our inspection 
models. The changes we have made across all approaches are:  
 
• We have better defined the gap between the outstanding and good ratings. 
• We have revised KLOEs for clarity. 
• The five questions will remain equally weighted to reflect their equal importance. 

 
62. The changes we have made to our NHS acute hospitals inspection approach are: 

 
• We have revised the definition of core services for clarity. 
• As part of our inspection of acute services, we are committed to including a focus on 

care pathways and particular patient groups. This could include, for example, people 
with dementia or with a learning disability. 

• When looking at care pathways, we will ‘track’ people’s journey through care. This 
means that we will form a judgement about the points in a care pathway, and use this 
to inform our ratings of the core services. 

 
63. The changes we have made to our specialist mental health services inspection 

approach are: 
 
• We are developing our Intelligent Monitoring indicators for mental health and will 

continue to improve our provider information request (PIR). 
• We have reviewed the consultation responses, as well as the learning from our wave 

inspections to date. As for our core services have separated out community and 
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inpatient older adults services. We have also categorised substance misuse services 
as a specialist, rather than a core, service. 

• We are integrating and aligning our responsibilities for monitoring the MHA with our 
inspections of specialist mental health services.  

 
64. For community health services and community-based mental health services, we 

agree that it will be difficult to get feedback and to assess the quality of care that people 
receive in their homes. As a result, we have confirmed that we will always include 
shadowing of home visits as part of our inspections, with consent from the people who 
use services. 
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7. Costs  

65. Changes to CQC’s regulation and inspection of community health, specialist mental 
health services and NHS acute hospitals will have cost impacts on the Care Quality 
Commission (CQC), providers and other stakeholders. Indeed the new CQC inspection 
model has been described by the King’s Fund as the ‘most resource intensive and in-
depth inspection model internationally by some way’.1 While we acknowledge that the 
new model is more resource intensive, the additional benefits arising from the model 
should outweigh the costs. The intended benefits from the new model are described in 
section 8. Moreover as the new inspection model becomes better established and 
inspectors become more used to it, we should be able to make cost efficiencies by 
reducing inspection team sizes and being more targeted in how we use inspection 
resource. 
 

66. In this section we discuss what the changes in costs might be to all affected parties once 
the inspection model is well established, i.e. the costs in steady state. It is worth noting 
upfront that we cannot accurately predict the annual cost of the new inspection model 
because the number of future inspections will be determined by the initial ratings that 
providers receive.  
 

67. We focus on the cost of inspection in the steady state because the costs of initial 
inspections under the new model are likely to be higher. One-off developmental costs 
might be experienced following the introduction of the new model. Such developmental 
costs, likely to be experienced by CQC and providers, are not a good indicator of the 
long term future costs of regulating and inspecting the sector. For example, providers 
may need to provide more information in the shorter term as CQC requires this 
information (thereby increasing costs to them in the short term). However, in future 
should this information not be required there would not be a cost implication to those 
providers. 
 

68.  While we recognise the costs of the new model to CQC, providers and stakeholders are 
now higher we have sought to keep them to a minimum on providers and stakeholders 
within the chosen approach. To date this has been achieved through consultation and 
piloting our new inspections to improve our new inspection model. We shall continue to 
test, refine and evaluate our regulatory and inspection model so that any unnecessary 
cost impacts to stakeholders are reduced. We want to ensure that the final inspection 
model is efficient, economic and effective and provides overall value-for-money for all 
stakeholders.  
 

69. In the following sections we first explore why providers are likely to experience higher 
costs of inspection under our new model. Second we set out how much we think an 
average inspection costs CQC. Finally we discuss the costs of the new model to other 
stakeholders. 

 
                                                           
1 Walshe et al (2014), Evaluating the Care Quality Commission’s acute hospital regulatory model: final report, 
University of Manchester Business School & The King’s Fund, July 2014, p44 

http://www.cqc.org.uk/sites/default/files/CM071406%20Item%206%20Acute%20regulatory%20model%20evaluation%20report.pdf
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a. Common cost impacts for NHS acute hospital, 
community health services and specialist mental health 
services providers 
 
70. We expect the burden of the new inspection model to be higher than under the previous 

model for providers. This is for a number of reasons, including: 

• Inspection teams are larger so more visitors need to be accommodated on site during 
inspections. 

• We will inspect more services within a provider due to the new focus on core 
services. 

• Inspection teams will request more data from providers, particularly in advance of an 
inspection. 

• There are formal meetings which require trust staff to attend and prepare for.  
• If the new inspection model works as intended there are also likely to be more 

actions for the providers following the conclusion of inspections. 
 

71. Ultimately the implication of more comprehensive inspections is that providers are likely 
to spend more time preparing for an inspection and more time being inspected. We know 
from our engagement work with providers that the burden from inspection arises from 
activities including facilitating the inspection, gathering information for the inspection 
team and building new information and quality systems. This requires the providers to set 
staff time aside for inspections - time that could have been spent on other activities. For 
example, facilitating an inspection might require some members of staff to be on site to 
welcome inspectors, to act as liaisons and to save car parking spaces for inspectors 
throughout an inspection. 
 

72. In table 7.1 we identify the activities required by the new inspection model which will 
likely increase the burden on providers. The RAG rating indicates how much more of a 
burden these activities will be following the introduction of the new inspection model. 

 
Table 7.1: Comparing inspection activities for providers under the new and 
previous inspection models 

Activity Changes in costs to providers [RAG rating] 

Acute Mental Health Community 

Providing CQC with information    

Preparing for the inspection    

CQC interviews with staff    

CQC focus groups with staff 
groups    
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Closing the visit meeting    

Quality Summit meeting    

Writing a high level action plan    

 

b. Specific cost impacts for NHS acute hospitals 
 
73. We commissioned the University of Manchester and King’s Fund to evaluate our pilot 

inspections in acute hospitals.2 The purpose of the evaluation was to identify how we 
could improve our new inspection model in the acute sector. In the following section and 
in rest of this RIA we take findings from this report to provide evidence to support what 
we think the costs and benefits of the new inspection model are. We do not summarise 
their findings systematically in this document. We would recommend readers refer to this 
document to review their full findings. 
 

74. From this evaluation we have learned that for acute hospitals, much of the burden from 
inspection arises from planning for the inspection. However, we also learned that that the 
‘amount and quality of preparation of frontline staff varied between trusts’.3 Planning for 
the inspection typically involved scheduling meetings and facilitating CQC staff on their 
site for inspection (e.g. having to provide on-site facilities, refreshments, guides, internet 
access, passes). Furthermore many trusts felt that they did not have enough time to 
prepare for the inspection.4 
 

75. Table 7.2 shows the activities that NHS acute hospitals surveyed undertook when 
preparing for the new style inspection. We should note that these activities do not arise 
directly from the new model, and some of these activities we would not want to 
encourage, for example hospitals identifying particular staff members to attend CQC 
focus groups during the visit.  

 

Table 7.2 Pre-inspection preparation activities undertaken by NHS trusts 
(Respondents could choose more than one option) 

                                                           

2 Walshe et al (2014), ibid 
3 Walshe et al (ibid), p18 
4 Walshe et al (ibid), pp 21 - 22 

Answer 
 

Response % 

Provide staff with information about what to expect during the visit 331 95% 

Provide support for staff who were anxious or had other concerns about 
being inspected 

289 83% 

http://www.cqc.org.uk/sites/default/files/CM071406%20Item%206%20Acute%20regulatory%20model%20evaluation%20report.pdf
http://www.cqc.org.uk/sites/default/files/CM071406%20Item%206%20Acute%20regulatory%20model%20evaluation%20report.pdf
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Source: Walshe et al (2014), ibid, p16 

 
76.  Hospitals spending a lot of time preparing for an inspection accordingly experienced a 

higher burden associated with inspection. Indeed some hospitals have incurred 
considerable costs in preparing for inspection. According to Walshe (2014):  

…some NHS trusts produced their own data packs of indicators, sometimes 
commissioning Price Waterhouse Coopers (who were assisting CQC to prepare the 
inspection data packs) to do this, in order to predict what issues the inspectors might 
focus on.5 

77. We expect that as acute hospitals become more familiar with the new inspection model, 
costs incurred to them from planning and preparing for the inspection should decrease 
considerably. The burden from the new inspection model that we expect will be 
permanent is the time both managerial and administrative staff in the hospital will spend 
arranging inspections. Completing the two-stage information return prior to an inspection 
has also been identified as a lengthy process; this should also represent a permanent 
increase in burden on hospitals. 
 

78. However, the inspection model has been designed to minimise the disruption to clinical 
and medical work during inspections. We would expect that hospital medical and clinical 
staff tend only to participate directly in our inspections when initially showing inspectors 

                                                           
5 Walshe et al (2014), ibid, p20 

Gather together service and performance information to give to 
inspectors 

254 73% 

Provide staff with guidance about how to respond when inspectors ask 
questions, observe practices or request information 

243 70% 

Identify good practice examples to tell the inspectors about 223 64% 

Review performance and where feasible address issues found 214 62% 

Learn from previous ‘new approach’ inspections e.g. seeking advice 
from colleagues in other hospitals, joining inspection teams 

182 52% 

Conduct ‘dry run’ inspection exercises 167 48% 
Bring forward actions to address known issues 162 47% 
Identify particular staff members to attend CQC focus groups during the 
visit 

117 34% 

Other preparations 43 12% 
Change staff rotas for the announced visit period – e.g. to increase 
staffing levels, ensure the best staff are on duty 

24 7% 

Take actions to reduce bed occupancy during the announced visit 
period 

8 2% 

Delay actions to address known issues 8 2% 
No particular preparations were made 7 2% 
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around their service and when participating in CQC interviews and focus groups. Indeed 
according to Walshe (2014) in most cases hospital respondents reported that: 

…the inspection had been run well and professionally conducted, and although it was 
undoubtedly a literally intrusive exercise, the great majority of trust staff (83%) in our 
survey reported it had caused little or no disruption to patient care processes or 
service provision.6 

79. Although the inspections should not burden clinicians and medical workers in trusts, 
these staff found being observed as part of an inspection to be nerve-wracking. This is 
also captured by table 7.2 showing that 83 per cent of respondents had provided staff 
who were anxious about the inspection with support. 

 

c. Specific cost impacts for community health services 
 
80. As we have inspected relatively few community health service providers under the new 

model we are still in the process of evaluating its implementation in this sector. However, 
as described in table 7.1 we expect the cost of inspections to community health providers 
to be higher under the new model. In addition to the factors listed in that table, higher 
costs will be incurred because providers’ inspections are likely to last longer than under 
the previous inspection model. 

 

d. Specific cost impacts for specialist mental health 
services 
 
81. CQC has commissioned external research to evaluate the mental health services 

inspection pilots under the new model. The way mental health services will be inspected 
is a significant departure from the way they were inspected previously. We expect that 
this will lead to an increase in burden for these providers.  

 
82. Under the old model an inspection lasted two to three days and there would only be one 

inspector. Under the new model inspections last five days and involve a number of 
inspectors. Another large change for the sector is that previously inspections in mental 
health were not announced. Now that these providers can prepare for inspections they 
could incur extra burden. Indeed anecdotal evidence suggests that mental health 
services have been spending a lot of time preparing for pilot inspections. 

 
83. New elements to our mental health inspection approach should also increase the cost to 

providers of inspections. We are aligning our MHA (Mental Health Act) monitoring 
responsibilities with our inspections of specialist mental health services. During our 
comprehensive inspections, our MHA reviewers will undertake MHA monitoring activities 
in selected locations and review the way the provider discharges their duties under the 
MHA overall. The MHA monitoring activity we carry out on comprehensive inspections 
will always inform our judgements on a provider. 

                                                           
6 Walshe et al (2014), ibid, p34 
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84. We also carry out additional MHA monitoring visits, which take place outside of 

comprehensive inspections. This fulfils our MHA statutory responsibilities to keep the 
MHA under review and meet with people who are subject to the Act. This also provides 
intelligence to inform our ongoing monitoring of the use of the MHA. Where concerns are 
identified, this may trigger further inspection or monitoring activity. 

 

e. Specific cost impacts on CQC  
 
85. The new inspection and regulatory models will be more expensive for CQC to operate. In 

the shorter term we expect costs to be even higher – this takes into account the 
development, testing, piloting, evaluation and implementation of the regulatory model. 
Over time we expect that the cost of the new model will decrease as CQC makes 
efficiency gains in the way it targets inspections based on the risks and demands placed 
on us by the sectors.  
 

86. Table 7.3 summarises the activities for CQC required by the new inspection model. The 
RAG rating indicates how much more of a burden these activities will be following the 
introduction of the new inspection model. 
 

Table 7.3 Comparing inspection activities for CQC in the new and previous 
inspection models 

Activity  Changes in costs [RAG rating] 

Gathering and analysing information from the public  

Gathering and analysing information from stakeholders 
(including the provider)  

Producing data pack  

CQC interviews with staff  

CQC focus groups with staff  

Rating process  

Report writing  

Closing the visit meeting  

Quality Summit meeting  

 

87. An important part of the new inspection model leading to extra costs is the provision of 
ratings which is a new function for CQC. It is uncertain as to what these costs are likely 
to be at present, however, these are likely to be higher in the shorter-term as we assess 
ratings for all providers by April 2016. In the future, costs associated with ratings may 
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decrease as all providers will have had a CQC comprehensive inspection and rating, and 
we move towards a ‘steady-state’ model. In steady-state we may need to inspect 
providers less frequently, or we will undertake fewer comprehensive rating inspections. 
 

88. Not captured by the above are demands placed on CQC inspection teams as a result of 
the new and more comprehensive inspection model. Team members can work very long 
days whilst on inspections. We hope that these demands will lessen in the future as 
inspection team members become more experienced with the new inspection model and 
its associated processes. 

 
89. In the following sections we provide stakeholders with more in-depth analysis of cost 

impacts that build on the interim Regulatory Impact Assessment (RIA) that was published 
in April 2014. First we set out what we think it has cost us to inspect providers recently 
under the new inspection model. Second we consider what the cost of inspection will be 
to CQC in the longer term. Third we compare the cost of inspection under the new and 
old models. 

 
i. The current cost to CQC of inspections using the new inspection methodology7 
 
90. Table 7.4 below illustrates our early analysis on the range of costs to CQC of inspecting 

under the new model. Having removed outliers the ‘Lowest’ column shows the lowest 
cost we incurred in inspecting a provider in each sector, and the ‘Highest’ column shows 
the highest cost we incurred in inspecting a provider in each sector. It includes the costs 
of using CQC staff (inspectors, analysts and planners), Experts by Experience and 
Specialist Advisors on an inspection. It also includes the expenses incurred by those on 
inspection. 
 
Table 7.4: Cost to CQC of our recent inspections under our new approach 

Provider type Estimated cost of inspection (£) 
Lowest Highest 

NHS acute hospitals £80,000 £150,000 
Specialist mental health services £110,000 £170,000 
Community service providers £80,000 £140,000 
Combined £190,000 £280,000 
Source: CQC Cost of Delivery Group 

91. It is worth bearing in mind that we started using our new inspection model in NHS acute 
hospitals months before we used the new model in mental health services and 
community service providers. In these latter two sectors our inspections are at an earlier 

                                                           
7 Typically Impact Assessments set out the annual costs as a result of the policy change in question. We have 
not included the annual cost to the CQC of changing the inspection model because it has involved large parts 
of the CQC and so is not a useful measure. In theory the annual cost of inspections, beyond the first phase of 
rating all providers, should be determined by how many inspections we will undertake. This is in turn 
determined by the initial ratings providers receive. Since not all providers have received initial ratings we 
cannot estimate with accuracy how many inspections will take place in future years beyond the first phase of 
ratings. Instead of annual costs of inspection in this section we explore the costs of an individual inspection to 
the CQC as this is more meaningful. 
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testing phase which might mean inspection costs in these sectors could be relatively 
higher. 

 
92. It is also worth noting that the cost of an inspection is affected by the size and complexity 

of the provider we are inspecting. The providers we have been inspecting initially have 
tended to be larger. We expect that the costs of inspection will vary more across 
providers in community health as there is a bigger variety in the size of providers in this 
sector. There are large complex providers such as NHS trusts which will cost us a lot to 
inspect. However, in this sector there are also smaller, independent providers which will 
cost us less to inspect. 

 
93. These cost estimates were produced using time recording information submitted by staff 

on inspections and applying appropriate wage rates to the times reported. We did this at 
the level of type of staff on an inspection: CQC staff, Experts by Experience and 
Specialist Advisors. We know how many days were spent on an inspection by staff in 
each of those categories and we multiplied this information by assumed daily wage rates 
for each group. Once we had identified how many of these days were on site we were 
able to estimate total expenses per inspection. Table 7.5 shows the assumptions used in 
these calculations on average daily wage rates and expenses. 
 

Table 7.5: Assumptions in our direct cost estimates 

Role Daily wage rates 

CQC Inspector £333 

Inspector manager £620 

CQC analysts and planners £232 

Experts by Experience £300 

Specialist advisors £300 

Expenses per person per day £179 

Source: CQC Cost of Delivery Group 

Risks and limitations 

94. We should highlight the limitation of these cost estimates. The first is that they are based 
on CQC time recording information which is subject to lower completion rates than we 
would like, particularly among external inspectors (Specialist Advisors and Experts by 
Experience). We do not know if this extra information would edge the cost estimates 
presented in table 7.4 higher or lower.  
 

95. The second is that the costs in table 7.4 do not capture the costs to CQC of all activities 
related to an inspection. CQC is currently considering ways to estimate, what we call, 
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these ‘indirect’ costs of an inspection. This work is at the stage of establishing the 
principles to ensure an accurate attribution of these costs across the sectors we regulate. 

 
96. The costs in table 7.4 approximate what it has cost us so far to inspect providers. These 

are the first inspections to take place under the new inspection model and so these costs 
do not necessarily capture what it will cost to inspect providers in a number of years once 
our inspection model is well established. We expect that these costs will fall as we 
become more efficient and more used to operating under the new approach.  

 
97. CQC will continue to estimate the costs of inspecting providers – both direct and indirect. 

Further work is also being done to understand what factors affect how much it costs us to 
inspect providers. 
 

ii. Our estimate of the cost of inspections over the longer term 

98. CQC has undertaken work to estimate what resources it might need in the future to carry 
out its programme of inspections across all the sectors we regulate. We can use 
assumptions underpinning this work to estimate what the cost of a typical inspection 
might be once the new inspection model is well established (i.e. in the steady state). 

 
99. Using the same method as described in section 7.a.i. we produce the cost estimates 

presented in Table 7.6 below. These are the predicted cost of a typical comprehensive 
inspection in each sector. It must be noted that the cost to CQC of an inspection will 
depend on the size of the provider being inspected. 

 
Table 7.6: Estimated steady-state direct inspections costs (averages) 

 
NHS acute hospitals £110,000 
Specialist mental health services £140,000 
Community health services £100,000 

 

100. We characterise providers with a turnover of £300 million or less as typical. We 
calculate that around 70 per cent of acute and specialist mental health services are 
typical. We do not believe that it will cost us £110,000 to inspect and rate all typical 
trusts. Some smaller trusts will cost us a lot less to inspect and rate; some trusts with 
revenues approaching £300 million could cost us more than £110,000 to inspect. For 
modelling simplicity we used one set of resource assumptions to ascertain how many 
staff we might need to inspect and rate a typical trust. Therefore it is worth bearing in 
mind that the figures presented in table 7.6 are highly assumption driven. 
 

101. The assumptions used to construct steady-state cost estimates in Table 7.6 have 
been taken from CQC’s Resourcing Model and have been informed by work by CQC 
Cost of Delivery Group on the cost of inspections.  These are outlined in Table 7.7. 
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Table 7.7: Assumptions in our direct cost estimates 

 Number of days per staff type on a 
typical inspection 

Source 

Acute Mental 
Health 

Community 

CQC analysts  14 13 11 CQC Cost of Delivery 
Group 

CQC analyst daily 
rate 

£232 CQC Cost of Delivery 
Group 

CQC Inspectors 118 190 
 

125 CQC Resourcing model 

Inspector 
managers 

30 30 30 CQC Resourcing model 

Experts by 
Experience 

10.5 47 4 CQC Resourcing model 

Specialist 
advisors 

65 43 45 CQC Resourcing model 

 
 

102. These assumptions are based on what we predict a typical size of inspection team 
will be in each sector in steady state. Typical team sizes are described in Box 7.1. 
 

Box 7.1: The profile inspection team sizes on a typical inspection under our 
new approach 
 

NHS acute hospitals 
A typical inspection will last for around 20 days, including preparation and report 
writing. Thirty to forty staff will be involved in a typical inspection, including the 
inspection manager, eleven inspectors, sixteen specialist advisors, three Experts by 
Experience and CQC analysts. Typical inspection teams are increased to reflect the 
complexity of larger trusts. 

 
Specialist mental health providers 
A typical inspection will last for around 25 days, including preparation and report 
writing. Thirty to forty staff will be involved in a typical inspection, including the 
inspection manager, fourteen inspectors (reflecting the geographical dispersion of a 
typical MH trust over many wards), ten specialist advisors, eleven Experts by 
Experience and CQC analysts. 
 

Community health services 
A typical inspection will last for around 20 days, including preparation and report 
writing. A team of between twenty to thirty people will be involved in a typical 
inspection, including the inspection manager, ten inspectors, ten specialist advisors, 
two Experts by Experience and CQC analysts. 
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Risks and limitations 

103. It should be noted that these steady-state cost estimates use a mixture of actual 
results and assumptions as we are in the early stages of rolling out our methodology. We 
cannot say that they represent an accurate picture of what the costs of inspections will be 
in future. However, they provide a useful indication of what costs could be if we begin to 
inspect more efficiently in the future. 
 

iii. Our estimate of the marginal cost of inspections using the new inspection 
methodology 

104. Impact Assessments typically include an estimate of how much the change in policy 
being considered costs relative to the status quo. In this RIA this would involve 
comparing the cost of an inspection under the new model to the cost of an inspection 
under the old model. The difference between these cost estimates could tell us how 
much more the new inspection model costs us. 

 
105. We can produce some indicative estimates of cost of inspections under the old and 

new inspection models for comparison, but data limitations mean we cannot produce true 
marginal cost estimates. 

 
106. We have used time recording data from before our inspection model changed to 

estimate the average cost of an inspection under the old model. We estimated how much 
time had been spent by CQC staff on inspections across each sector. We then applied 
this time split to wage data for the same period to estimate the total cost of inspection in 
each sector. For each sector we divided this total cost by the number of inspections over 
the same period to estimate the average cost of an inspection. Given our chosen 
methodology these estimates tell us the cost of only CQC staff on an inspection. We did 
not previously record details on where we employed external staff. 

 
107. To ensure that these figures are comparable with our estimated costs of new 

inspections we have isolated CQC staff costs on these new inspections too (i.e. we have 
removed the cost of expenses and non-CQC staff inspectors from those cost estimates 
presented in table 7.4 as well as table 7.6). 

 

Table 7.8: Comparing costs of inspection in the old and new models 

 Average cost of an inspection 
 

Old model 
New model 
(Cost of delivery) 

New model 
(steady state) 

NHS acute 
hospital 

£14,000 

£40,000 - £90,000 
 
£60,000 

Special mental 
health services £40,000 - £80,000 

 
£80,000 

Community 
services £25,000 - £75,000 

 
£60,000 
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108. As noted above we will not use the figures presented in table 7.8 to produce current 
marginal cost estimates of our new inspections. This is for three reasons. First the 
average cost of an inspection under the old and new models have been calculated using 
different methods. Second due to data limitations we cannot isolate the cost of an 
inspection under the old model in each sector (i.e. acute, mental health or community). 
Third as we have not included non-CQC staff costs and the cost of expenses in this 
analysis the estimates do not provide us with enough information to estimate the true 
marginal cost of new inspections. 
 

109. The figures presented in table 7.8 simply provide an indication of how much more our 
new inspections could cost relative to the previous inspections when it comes to CQC 
staff. 

 

CQC costs and provider fees 

It is important to note that these direct cost estimates are based on provisional data, 
and hence are an indication of what costs might be in a few years’ time. Providers 
reading this document should not use this information as an indication of what we 
might charge in provider fees in future. There is a significant indirect cost element 
not fully captured here and we are currently conducting work internally to agree how 
we can apportion these costs to determine what the true cost to CQC is likely to be 
as a result of inspecting providers. We will instead consult separately on our future 
fees policy in due course. 

 
f. Cost impacts for other stakeholders  
 
110. The new inspection model is likely to impose costs on other stakeholders which were 

not formally involved in the previous inspection model. 
 

i. Commissioners 

111. The new inspection model requires the involvement of Clinical Commissioning 
Groups (CCGs) at various stages in the inspection process which will lead to additional 
costs for them. Prior to an inspection CQC will contact the relevant CCGs to collect 
information about the provider we are inspecting. At the close of the inspection the 
relevant CCGs will also be invited to the Quality Summit to discuss the subsequent 
actions for the provider. 
 

ii. Local authorities 

112. Local authorities might experience higher costs as a result of the Mental Health 
inspection model. CQC may collect information from them prior to inspections. 
Furthermore the new model may mean working with more Approved Mental Health 
Professionals (AMHPs) which local authorities approve and appoint. When appropriate, 
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local authority representatives might also be invited to attend Quality Summits for action 
planning.  
 

iii. Monitor and NTDA 

113. The new inspection model requires the involvement of Monitor and the National Trust 
Development Agency (NTDA) at various stages of the inspection process. They had not 
officially been involved in these activities under the previous inspection model so 
additional costs will be experienced by these organisations. Where appropriate CQC will 
contact either Monitor or the NTDA to collect information about the providers being 
inspected. At the close of an inspection either the NTDA or Monitor will attend the Quality 
Summit, potentially chairing this meeting, to determine the subsequent actions for the 
provider. Monitor or the NTDA would then be expected to follow up with the providers to 
ensure that they are making progress against their actions.  
 

114. CQC also now judges whether providers are well-led as one of the key questions for 
inspection. For foundation trusts this is judged in conjunction with Monitor. Hence Monitor 
is likely to spend more time working with CQC as a result of this additional responsibility 
for CQC. 
 

iv. Other organisations 

115. Other organisations are likely to incur additional costs from the new inspection model 
as CQC intends to collect more information from them. Organisations from which CQC is 
likely to request information from prior to inspection (as appropriate to the sector of the 
inspection) are as follows: 

• Monitor 
• NHS TDA 
• Local authority social services 
• Safeguarding boards 
• CCGs 
• Health and wellbeing boards 
• Strategic partners e.g. learning disability partnership boards 
• Trade unions 
• FT council of governors 
• Environmental health teams 
• NHS England 
• Local organisations and community groups 
• Health or local government ombudsman  
• Parliamentary & Health Service ombudsman 
• Professional regulators and professional bodies like Nursing and Midwifery Council, 

the General Medical Council, or Royal Colleges 
• Local Healthwatch  
• Advocacy services, including IMHAs and IMCAs 
• Local authority health overview and scrutiny committees 
• Local MIND, and other local mental health groups  
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• NHS complaints advocacy services 
• Independent mental capacity advocates and independent mental health advocates 
• Learning disability partnership boards 
• Local Mencap and other learning disability groups 
• PLACE 
• Community outreach focus groups 

 

116. Other organisations will face additional costs because some organisations should 
have clear roles to play in encouraging inspected providers to improve. These activities 
did not formally occur under the previous inspection model. 
 

117. Organisations which will be expected to attend Quality Summits following hospital 
inspections (as appropriate to the sector) are: 

• NHS TDA 
• Commissioners 
• Monitor 
• Local Healthwatch  
• NHSE area team representative 
• Local authority representative 
• Health Education England representative 
• Others as appropriate (for example, a HSE representative) 

 

Summary 
118. While it is clear that there will be additional costs to a range of parties as a result of 

the new inspection model, we believe that the benefits arising from the new model justify 
the increase in costs. In the following section we detail what benefits we think will arise 
from the new inspection model following its implementation.  
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8. Benefits 

119. In this section we explore the main intended benefits to providers and stakeholders of 
our new approach, and where it exists we provide evidence to support these benefits. 
This evidence has been gathered from consultation, surveys, interviews, focus groups, 
observations and lessons learned events. Through these channels we have engaged 
with the public, people who use services and our own staff.  
 

120. We have built a stronger evidence base on how the inspection is operating in acute 
hospitals than for inspections in mental health specialists and community care providers. 
This is because we have undertaken more inspections in acute hospitals and hence have 
had a chance to do more evaluation of these inspections. 
 

121. The benefits we discuss in this section are likely to arise once the new inspection 
model has been established for a while – we wish to explore the steady-state benefits of 
the model. We explore the steady-state benefits because not all stakeholders are likely to 
experience increases in benefits immediately – the changes we are implementing are 
likely to lead to smaller incremental increases in benefits and are likely to be experienced 
and sustained over a longer time period i.e. they are likely to emerge after several years. 
For example, an immediate benefit for people who use services could stem from having 
reliable information about the quality of care provided via publication of ratings and 
reports. A longer term benefit could arise from incentivising providers to make continual 
improvements in the way they provide care as a direct result of these ratings. 
 

122. CQC aims for people who use services to benefit the most from the changes we are 
making. We want to ensure that NHS acute hospitals, mental health specialists and 
community health services provide people with safe, effective, compassionate, high 
quality care and to encourage services to improve. When designing our final inspection 
model we focused on ensuring the benefits to stakeholders would be maximised by 
piloting and testing of our new regulatory approach prior to its implementation in October 
2014.  
 

123. When designing our inspection models we have taken into account feedback from 
our partners, people who use services, provider groups, and other stakeholders. In 
particular we have listened to people’s opinions on what they think good care looks like; 
this feedback has been used to inform the criteria for our provider ratings. This will help 
to ensure that we have a model that is efficient and effective, while also providing value-
for-money for all stakeholders. 
 

124. In this section first we consider the benefits to the public and people who use 
services. Second we discuss the intended benefits to providers. Third we explore the 
benefits intended for CQC and other stakeholders arising from the new inspection model. 
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a. Specific benefits to the public and people who use 
services 
 
125. Those who use health and care services should benefit the most from CQC’s new 

inspection model. We set out in more detail below, supported by evidence, what the 
other benefits to people who use services might be. 
 

i. Confidence for people who use services  

126. As a result of the new more comprehensive inspections CQC will be able to make 
better informed judgements about the quality of care delivered by a provider. CQC 
should be able to give stronger assurance to the public that acute care services deliver 
care that is safe, effective, caring, responsive and well-led. More and better information 
should be made available to the public on the quality of services provided. Our 
assessments will be more authoritative, credible and can be trusted and we can 
demonstrate that our judgements are completely independent of the health and social 
care system and Government. We intend for the public to have confidence in CQC 
regulation of providers and in the information we provide. People who use services are 
confident in the assurance we provide about local services. 
 

127. We received largely positive consultation responses to the information that we 
proposed to review and methods by which we proposed to collect them during inspection 
across the sectors. From NHS acute hospitals 40 out 44 respondents agreed or strongly 
agreed that the information we proposed to collect was the right kind of evidence for 
CQC to look at on inspections. Most online respondents from the community health 
sectors thought the methods or gathering the feedback of people who use services and 
those close to them were the right ones. As for mental health specialists 20 out of 22 
online respondents agreed that the information we proposed to gather was the right kind 
of evidence for CQC to look at on inspection.  
 

ii. Giving a voice to people who use services and the public 

128. The new inspection model provides formal and informal opportunities for the public 
and people who use services to provide feedback to CQC on their experience of the 
services being inspected. This feedback will be used to plan and direct inspections. 
Furthermore, CQC should be able to provide reassurance that poorly performing services 
will be more easily identified and action taken to improve them. 
 

129. As part of the provider handbook consultation we asked the public for their views on 
our proposed methods for collecting information from the public. Responses to this 
question on NHS acute hospitals and mental health were largely positive. For NHS acute 
hospitals, 35 out of 44 respondents felt that the ways CQC proposed to gather feedback 
from people using services and those close to them will be effective. The equivalent 
figure from those responding to the Mental Health handbook was 19 out of 20. 
 

130. During pilot inspections it was found that turnout at ‘listening events’ for people who 
use services varied a lot between different meetings. Some meetings attracted 70 – 80 
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participants; however, most were attended by smaller numbers than that. Inspection 
team members interviewed generally felt that the listening events had been worthwhile.8 
 

131. We surveyed those who attended listening events in Brighton & Sussex, Colchester, 
East Lancashire, Isle of Wight, Lincolnshire, Medway, North Cumbria and Nuneaton. We 
received around 140 responses. Over 99 per cent of those surveyed said that they 
thought that the event they attended was good or very good. Respondents to the survey 
found the small group format of the listening event conducive to airing their views in a 
non-threatening and supportive environment. When it came to suggesting improvements 
for future events the most common suggestion was that the events should be advertised 
better. This indicates that listening events are considered to be a good way for CQC to 
engage with the public. 

 
iii. Clearer information for people who use services to make choices  

132. A clear departure from the previous inspection model is the introduction of ratings. 
Eventually the new inspection model should raise awareness among the public that the 
quality of care can vary across providers.  
 

133. By providing ratings at the individual service, site and trust level supported by 
qualitative information, people who use services will be able to get a clearer view of the 
quality of services provided. A comprehensive and tailored assessment will more clearly 
define poor and good practice and what people who use services can expect from 
services. In the event that people who use services have choice over which hospital to 
attend, they can use the more reliable and comprehensive information we provide for 
people who use services to make better informed choices.  
 

134. Evidence that the new reports will provide better information for people who use 
services comes from our new inspection model as well as the consultation responses we 
received from our initial provider handbook consultations. The majority of online 
respondents to the NHS acute hospitals handbook consultation agreed with the new 
approach to inspection being focused on core services.  
 

135. As for the new reports, much of the feedback from members of the public reading the 
new style inspection reports was positive. We gathered views through public online 
community testing and usability testing. Those reviewing the reports said that they were 
easy to read, well laid out, concise and contained relevant information. Those reading the 
documents expressed a preference for ratings as they provided the key information on 
the provider at a glance. In terms of the suggested improvements the readers found that 
the summary did not appear to address the questions that were of most importance to 
them. For example they were interested in finding out about waiting times for 
appointments, whether the providers’ communication was good and whether follow-ups 
were efficiently administered. Readers were keen to read real reviews from those who 
have used a provider’s services in addition to being able to see the inspectors’ views. 

 

                                                           
8 Walshe et al (2014), ibid, p40 
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iv. Encouraging services to improve 

136. When people who use services have a choice over where they receive treatment and 
many of them choose not to go to a particular provider because of its poor rating this 
should put pressure on the hospital in question to improve its services. People who use 
services should also benefit from better outcomes if the new inspection model leads to 
more informed commissioning of services by local commissioners seeking to meet the 
needs of local people. This is an outcome which we think will emerge over the longer 
term.  
 

137. There is some evidence to support that, competition among providers drives 
improvements in the quality of care9,10. In a system which accommodates patient choice 
and in which information about the quality of services provided is available, we might 
expect there to be pressure for providers to improve relative to their neighbours to attract 
people who use services. We would welcome this as an outcome if our new inspection 
model facilitates this process. 

 
v. Integrating Mental Health Act monitoring into CQC inspection process 

138. CQC is changing its inspections to integrate some of our Mental Health Act (MHA) 
monitoring responsibilities into inspections so as to ensure that the rights of people 
detained under the MHA are properly protected. Whereas under the previous inspection 
model CQC could only investigate the application of the MHA on a case-by-case basis, 
under the new inspection model CQC can judge the application of MHA across a 
provider.  
 

139. This will enable an assessment of how well services work together to benefit all 
people who use services as well as individuals detained under the MHA. This will provide 
more opportunities to test care pathways that people experience between providers and 
between different departments in the same service provider, for instance those that occur 
when there are crisis interventions involving Accident and Emergency, the police and 
mental health services. 
 

140. The key benefit arising from this change is that it should improve outcomes for users 
of Mental Health services. We believe that a better application of human rights should 
lead to better care for people who use services. We have received no evidence on this 
benefit as the new approach is still being piloted. However, there will be an independent 
assessment of the new mental health inspection model which will be published after the 
pilot inspections in this sector have been completed. 
 

 

                                                           
9 Response to the consultation ‘Liberating the NHS: no decision about me, without me’, September 2012, pp 4 
- 5 
10 Gravelle et al (2013), Does a hospital’s quality depend on the quality of other hospitals? A spatial 
econometrics approach to investigating hospital quality competition, University of York Centre for Health 
Economics Research Paper 82 

http://www.york.ac.uk/media/che/documents/papers/researchpapers/CHERP82_Hospital_competition_quality_spatial_econometrics.pdf
http://www.york.ac.uk/media/che/documents/papers/researchpapers/CHERP82_Hospital_competition_quality_spatial_econometrics.pdf
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b. Specific benefits to providers  
141. Providers should benefit directly from the changes to how we regulate, inspect and 

rate them. The advantage of the key questions being consistent across all sectors is that 
it creates a ‘level playing field’ approach that treats all providers in an even-handed and 
fair way. We also envisage that there will be reputational benefits to providers of being in 
a sector which is transparently and robustly regulated. More specific benefits arising from 
the new inspection model and supporting evidence are detailed below. 

i. More comprehensive and credible CQC assessment of provider performance 

142. Under the new inspection model the sources of information to support inspections 
and the depth of this information will be more thorough. This will ensure that judgements 
about provider performance are more credible. As a result we expect that providers are 
more likely to think our judgements are credible and fair and are hence more likely to 
agree with our ratings.  
 

143. The new ratings system should help providers gauge their performance and 
benchmark themselves against other NHS providers. In that sense the model will always 
provide the opportunity for providers to self-improve continually.  
 

144. The independent evaluation of the acute inspection model included a survey of NHS 
acute hospitals which had been inspected. Overall this work provides evidence to 
support the idea that our new inspection model will provide more comprehensive and 
credible information for hospitals to act on. Specifically they reported that the: 

…CQC's new acute regulatory model receives more or less universal endorsement 
from stakeholders, not least from the hospitals themselves, and is seen as 
transformative in comparison with the form of regulation it replaces. It is regarded as 
much more credible, authoritative, rigorous and in-depth and much less likely to miss 
any issues of significant concern.11 

145. According to this report NHS trust staff generally were more positive when awaiting 
the new style inspection than they had been when awaiting the old style inspections. 
They reported being more confident that the new process would provide a more thorough 
evaluation of their organisation and services.12 

 
146. The evaluation also notes the advantage of inspections that will now have ‘a depth 

and granularity…that was missing before’. Likewise the inspection reports were judged 
by those surveyed as being more useful than the reports produced under the previous 
model and they were seen to be ‘more informed, more credible and authoritative’.13 
 

147.  A strong and consistent finding so far in both mental health providers and community 
health services inspections is that having specialist advisors and Experts by Experience 

                                                           
11 Walshe et al (2014), ibid, p1 
12 Walshe et al (2014), ibid, p22 
13 Walshe et al (2014), ibid, p65 
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on inspection teams enables teams to cover more services, including those delivered in 
people’s homes. 
 

ii. Giving healthcare staff a voice 

148. The new inspection model includes opportunities for provider staff to give us 
feedback on the providers they work for. CQC intends to protect those who provide 
feedback to avoid stigma being attached to staff voicing their concerns. 
 

149. One method through which we are collecting staff opinions is through focus groups. 
Evidence from the independent evaluation of acute hospital pilot inspections was that the 
effectiveness of focus group discussions was affected by how skilled the inspection team 
were in facilitating the discussions. However a CQC inspector quoted in Walshe (2014) 
supports the idea that the new model will provide more opportunities for staff voices to be 
heard: 

There was feedback from some interviewees that the process did bring some issues 
into the open in some hospitals, allowing unspoken concerns to be voiced – for 
example, where there were problems with organisational culture, staff morale, and 
issues of bullying or harassment. It seemed very unlikely that the previous model of 
CQC inspection would have identified this kind of concern: ‘I think we’re picking up a 
lot of stuff that the old CQC probably wouldn’t even notice.’14 

150.  Initial findings from mental health and community health inspections have been that 
specialist advisors on inspections have remarked that there are benefits to their own trust 
of, first, understanding CQC’s new approach and, second, having the opportunity to 
observe good practice in other providers. 

 
iii. Acknowledgement of and sharing good practices 

151. The advantage of the new inspection model is that CQC will recognise and publicly 
acknowledge providers that provide good quality services. It is CQC’s intention that 
through these mechanisms good practices can be recognised and could spread 
throughout the sector. A key way that this will happen via our new inspection model is 
through specialist advisors. Specialist advisors on inspections are likely to be employed 
to work with other providers. If they identify good practices in the hospital they are 
inspecting they can take these ideas and apply them in the providers they work for. 
 

152. Indeed of the external inspectors on pilot NHS acute inspections surveyed, 82 per 
cent had been motivated to take part in a CQC inspection as they saw it as an 
‘opportunity to identify good practices to improve services’.15 

 
 
 

                                                           
14 Walshe et al (2014), ibid, p67 
15 Walshe et al (2014), ibid, p25 
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iv. Identifying improvements providers can make 

153. Not only will inspections identify what good practices are, they are designed to 
identify where services, practices and processes need to be improved. These CQC 
judgements could provide impetus to hospital staff to address such problems.  
 

154. A longer term benefit from the new inspection model once it is established might be 
that providers give a higher priority to the development of information that assesses the 
performance of their services. Providers might improve quality systems and processes to 
ensure that quality is consistent across the organisation. 
 

155. Where CQC finds poor practices and where improvements are not made such 
providers may be subject to the failure regime which might ultimately end up with them 
being closed or the services in question no longer being provided on that site. The costs 
and benefits of this will be explored in the regulatory impact assessment for CQC’s new 
enforcement regime to be published in due course. 
 

156. The independent evaluation of acute pilot inspections showed that 82 per cent of 
hospital respondents surveyed said that it would be ‘very likely’ or ‘quite likely’ that 
CQC’s report and recommendations would result in service improvements. Although 
evidence also indicates that for some hospitals CQC inspectors were simply reporting the 
concerns trusts had raised with them, some respondents recognised some value in this 
as it provided impetus for actually making changes; previously these problems were 
known but had not been a priority to address.16 

 
v. Shifting focus to quality of care 

157. The new inspection model is designed to focus attention on the quality of services 
provided by providers. Through the introduction of ratings we hope that providers will 
strive to achieve a rating of ‘Outstanding’. There may be two reasons for hospitals to do 
so. The first is that better rated providers may be more appealing to people who use 
services who are free to choose where they are treated. Second, providers that are rated 
good or outstanding are likely to be inspected less frequently or will receive less intensive 
inspections in the period following this rating. 
 

158. Other channels through which we hope the focus will shift to quality of care are as 
follows: 

• Boards, directors and leaders of providers become focused on quality of care and 
recognise their personal role in achieving high quality care in their organisation. 

• The new model should promote a dialogue between providers and commissioners 
that focuses on outcomes for people who use services rather than activity and cost. 

• Staff working for providers believe in, and participate in, building high quality care 
and professional practice. 

• Staff act on and speak out about poor quality care. 

                                                           
16 Walshe et al (2014), p25 
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• Services not providing good quality care are held to account by third parties using 
our information. 

• Experts by Experience on inspection promote the service user’s view of services 
and identify areas where improvements could be made to the benefit of the 
experience of the service user. From evaluation work of initial inspections this role 
has been valued by inspections teams, particularly so in mental health inspections. 

 

vi. NHS acute hospitals 

159.  As the cost section of this RIA shows that while the acute inspection model is still 
under development, it is still broadly welcomed by NHS acute hospitals. The external 
evaluation of the new acute inspection model reported that: 
 

Overall trust staff regarded the inspection process and its outcomes positively – 
usually saying that it had been more helpful and robust than previous inspections.17 

 
160.  CQC did seek to survey providers following inspection to seek their views on the 

experience of being inspected under the new model. This survey is ongoing. So far we 
have not received many responses to this survey; we do not think the results present 
sufficiently strong evidence to use in this report. We will continue to analyse the new 
findings to this survey so that we can use feedback in the continued development of our 
inspection models. 
 

vii. Specialist mental health services  

161. For the mental health approach there are key benefits of the new approach from the 
following: 

• Core services: there are some services that we have never inspected before or 
indeed have not inspected well in the past – particularly the community based 
services that serve the vast majority of people who use specialist mental health 
services. So the new inspection model will provide us with a more comprehensive 
view of a provider and we will be able to make a more informed assessment of its 
performance. 

• Including a focus on care pathways and transitions within our assessment of core 
services – this is something that was really emphasised as important in consultation 
responses. Hence we shall comment on this as part of our reports.  
 

162. The benefit of integrating CQC’s monitoring of the Mental Health Act and inspections 
of mental health services is that for each provider these will be reported on at the same 
time. However, there will still be some separate MHA monitoring visits. 
 

163. A further potential benefit to these providers of a more comprehensive and reliable 
CQC inspection is that they may receive fewer inspections in future from other bodies 
(for example, Commissioners and other NHS bodies). 

                                                           
17 Walshe et al (ibid), p 66 
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164. Early evidence suggests that inspection teams value the expertise of MHA 
professionals, and that they and Experts by Experience are skilled at bringing evidence 
from people who use services (including MHA detainees) into the inspection process. 

 
viii. Community health services 

165. On inspections in the community health sector there has been strong support for the 
involvement of clinical experts (especially community nurses and community/child health 
doctors) in teams. So far Experts by Experience have not been as well utilised on 
inspections in this sector, but other approaches such as comment cards and clinic visits 
have gathered service user views. 
 

c. Specific benefits to CQC 
166.  There are a number of ways in which CQC will benefit from the new inspection 

model. These benefits include the following: 
 

167. CQC will benefit from a more robust framework for gauging and making judgements 
about the quality and safety of services in a provider. In response to consultation 
feedback and evaluation evidence we have made guidance on KLOEs and ratings 
clearer to help guide inspection team decisions, and to help providers prepare for their 
inspections. 
 

168. Inspectors will gain more support from expert professionals and Experts by 
Experience in making better informed, more robust judgements about the quality of care 
being provided by the service to be inspected.  
 

169. In addition to opinions from experts, they will also have access to more information 
from external sources to direct their investigations and to support their judgements. 
However, the external evaluation of the new inspection model indicates that we need to 
make better use of all of the information we collect on an inspection.18  
 

170. Internal surveys of inspectors on new inspections have identified concerns that the 
new inspection model, due to its comprehensive nature, packs a lot of activities into a 
short space of time which can be tiring for inspectors. However, more inspectors 
surveyed thought the new approach as better than the previous approach with some 
noting that the new model results in a more meaningful and detailed inspection. 
 

171. Our new inspection model will now also be more joined up with other regulators like 
Monitor and the National Trust Development Agency (NTDA). This will ensure that our 
judgements are consistent with other regulators’ decisions and actions. For example, 
with Monitor we will provide a collaborative judgement on whether a provider is ‘well-led’ 
under our well-led domain.  
 

                                                           
18 Walshe et al (2014), ibid, Table 6.1, p49 
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172. As the benefits from the new regulatory model are felt by people who use services 
and the wider sector, CQC will be able to demonstrate that it providers good value for 
money to our stakeholders.  
 

173. We have already received encouraging feedback from providers, as part of 
consultation activities, that all the survey respondents from providers feel we have 
improved in the last two years. 
 
Table 8.1: Do you feel CQC has improved in the last two years? 

 Yes No 

Acute 11 0 

Specialist mental health 5 0 

Source: Views of providers gathered at consultation events 

 
 

d. Specific benefits for other stakeholders 
174. The intended impact to the wider health and care system is that clinical professionals 

will be confident in the assurance we provide about local services. Strategic partners will 
be able to rely on our findings and will be confident in our judgements.  
 

175. In particular we plan to collaborate closely, and develop good working relationships 
with Clinical Commissioning Groups (CCGs) to avoid duplication of activity. 
 

176. As part of the new inspection model we plan to receive and to share information with 
a wide variety of bodies in the sector, like the General Medical Council. The additional 
information we share with them will provide useful in the work they deliver. 
 

177. Intended benefits for specific stakeholders are detailed below. 
 

i. Commissioners 

178. The key benefit to commissioners of CQC’s new inspection model is that more 
credible CQC independent assessments will provide commissioners with a clearer view 
of the quality of different provider services. This can inform their commissioning decisions 
and should enable them to make better decisions on behalf of people who use services. 
This evidence base should also facilitate and promote a dialogue with providers that 
focuses on outcomes for people who use services rather than activity and cost. 
 

179. Commissioners of services should directly benefit from these changes as they are 
more likely to receive better information about the quality of services. A key benefit 
includes drawing out broader findings for how well services are currently commissioned 
and how well they effectively serve the needs of the local population over time.  
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180. Commissioners of services (and the general public) will directly benefit from better 
information about the quality of services, reduction in duplication of service monitoring, 
and sharing of information about services. Organisational benefits from increased clarity 
around roles and responsibilities should also lead to reductions in duplicated effort and 
associated costs. 
 

181. Commissioners will also be included in Quality Summit meetings post-inspections. 
That means the relevant CCG will be fully engaged with a trust’s successes and 
challenges following an inspection. 
 

182. Finally the new inspection methodology provides a single framework for 
commissioners to understand the performance of providers of all types and ownership. It 
should promote a ‘level playing field’ approach that treats all providers in an even-handed 
and fair way. 

ii. Monitor and National Trust Development Agency (NTDA) 

183. Better CQC assessments of the quality of care provided by trusts will help Monitor 
and the NTDA in their work. With better CQC judgements the NTDA and Monitor should 
be more confident in their recommendations in deeming a trust suitable to be referred for 
foundation trust status and for a trust to be awarded foundation trust status respectively. 
 

184. Under the new inspection model CQC, in conjunction with Monitor for foundation 
trusts, will judge on whether providers are well-led. Working together CQC and Monitor 
should be able to make better judgements on this key question. This change has been 
welcomed by stakeholders as they have acknowledged the impact that the culture of an 
organisation has on how it operates. 
 

iii. Organisations with which we share information 

185. As part of the new inspection model we plan to receive and to share information with 
a wide variety of bodies in the sector, like the General Medical Council. We envisage that 
both CQC and the organisations with which we share information (see list on page 30) 
will benefit as a result. Indeed the General Medical Council is…  
 

…Seeking to work closely with CQC, in particular, around information sharing. We 
have already developed a Joint Working Framework with CQC and are developing a 
joint approach to the evaluation of the Operational Protocol, with an interim 
evaluation scheduled for September 2014 and a full evaluation in September 2015.  
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9. Next steps 

186. The final inspection models as described in this regulatory impact assessment and in 
the final provider handbooks will be rolled out from 1 October 2014. From this date all 
inspections conducted by CQC will be using the method described in the provider 
handbooks. 
 

187. CQC will continue to engage with providers, the public and other stakeholders on our 
new inspection model. This is part of an effort to ensure the benefits to the sector are 
maximised and the costs minimised from our inspection model. We welcome feedback 
on the information presented in this document. To provide us with your feedback please 
provide this by post to the following address: 
 
CQC Regulatory Economics Team 
14th floor  
Finsbury Tower 
103 – 105 Bunhill Row  
London  
EC1Y 8TG 
 

188. We will also continue to evaluate how our new inspection model is working in 
practice. CQC has the following work streams planned: 
• We have commissioned the University of Liverpool to evaluate the operation of the 

new Mental Health inspection model; 
• We will continue to monitor our new inspection model through activities including our 

post-inspection survey of providers and post-registration survey of providers. We will 
also be piloting a survey of inspection team members; and 

• We have commissioned an external economic consultancy to establish a 
methodology for CQC to assess its costs and benefits on an ongoing basis. This 
work should provide a more comprehensive and detailed view of the impact of CQC 
on the sectors it regulates. 
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