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CQC purpose and role 

Our purpose 

We make sure health and social care 

services provide people with safe, 

effective, compassionate, high-quality 

care and we encourage care services 

to improve 

Our role 

We monitor, inspect and regulate 

services to make sure they meet 

fundamental standards of quality and 

safety and we publish what we find, 

including performance ratings to help 

people choose care 
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  Structure 
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Board including Chief 

Inspector of Hospitals  

Deputy Chief Inspectors 

Inspection teams 



  New Structure 
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Board including Chief 

Inspector of Hospitals  

Deputy Chief Inspectors 

Inspection teams 

National Professional Advisors 



  National Professional 
Advisors- Surgical Specialties 

             

6 

Upper GI 

Colorectal 

Breast 

Vascular 

Paediatrics                       Emergency and Elective 

Urology 

Neurosurgery 

Orthopaedics 

Endocrine 

Cardio-thoracic 

Ophthalmology 

Gynaecology 

ENT 

Plastics 



  Inspections 5 domains 
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  Inspections-  
progress and problems 

• Round 1 of inspections nearly complete 

• Lessons learned- round 2 different format? 

• Expensive 

• Labour intensive 

• Time consuming 

• Not focused enough for specialist services? 
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What next? 
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Why a new strategy? 

Adapt and improve 

We want to become more efficient and effective to stay 
relevant and sustainable for the future 

Encourage organisations to raise standards 

A changing environment 

Use and delivery of regulated services 
is changing  

CQC must deliver its purpose with 
fewer resources 



Our vision for quality regulation in 
2021 

Quality regulation can and does make a real and positive 
difference – it helps to achieve a health and care system where:  
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1. People trust and use expert, independent judgements 

about the quality of care 

2. People have confidence that good and poor care will be 

identified and action taken where necessary so they are 

protected 

3. Organisations that deliver care are encouraged to improve 

quality 

4. Organisations are encouraged to use resources as 

efficiently as possible to deliver high-quality care 



Our current model of regulation 
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Register 

Monitor, 

inspect 

and rate 

Enforce 
Independent 

voice 

We register 

those who 

apply to CQC 

to provide 

health and 

adult social 

care services 

We monitor 

services, carry 

out expert 

inspections, 

and judge each 

service, usually 

to give an 

overall rating, 

and conduct 

thematic 

reviews 

Where we find 

poor care, we 

ask providers 

to improve and 

can enforce 

this if 

necessary 

We provide an 

independent 

voice on 

the state of 

health and adult 

social care 

in England on 

issues that 

matter to the 

public, 

providers and  

stakeholders 



How we propose to change and 
improve the way we work 
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Six themes will develop our model of regulation:  

Theme 1 Improving our use of data and intelligence  

Theme 2 Implementing a single shared view of quality  

Theme 3 Targeting and tailoring our inspection activity  

Theme 4 Developing a more flexible approach to registration  

Theme 5 
Assessing how well hospitals use resources in 

collaboration with others e.g. NHS Improvement 

Theme 6 
Developing methods to assess quality for populations 

and across local areas 



Theme 1: Improving our use of 
data and information 
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Using information more effectively to 

identify risks of poor care and target our 

inspection activity 

• We will: 

• use more information from people who 

use services, their family and advocates 

• use the indicators that best tell us about 

quality 

• use data to prioritise inspections of 

higher-risk providers 

• invest in new technologies to improve the 

way we capture and analyse data 

• lead work with our partners to collect, use 

and share information more effectively 

What you’ve told us 

so far 

There are concerns 

that data could be 

skewed, and too 

much reliance on 

data could miss the 

big picture of care 

This approach could 

allow for trends and 

ongoing issues with 

performance to be 

identified 



Theme 2: Implementing a single 
shared view of quality 
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Supporting providers to understand their 

own quality and identify improvements 

• We will: 

• develop a shared framework for 

measuring quality, based on our five 

key questions and key lines of enquiry, 

for all providers and oversight bodies 

• enable providers to tell us more 

about their quality of care and how 

they are improving it 

• always check what providers tell us 

against information we have and what 

the public tells us 

 

There are concerns 

about providers’ 

ability to monitor their 

own quality effectively 

and about CQC’s 

relationship with 

providers becoming 

‘too cosy’ 

This approach could 

empower providers 

with the confidence 

to help them deliver 

excellent services 

What you’ve told us 

so far 



Theme 3: Targeting and tailoring 
our inspection activity 
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Improving the way we inspect services to 

tailor our approach and target resources 

more effectively 

• We will: 

• improve the processes that underpin 

how we work e.g. how we report on 

inspections 

• focus and time inspections where risk 

is greatest and improvement most 

needed 

• develop how we regulate different 

provider types e.g. new models of care 

or providers that deliver services from 

several locations 

Providers’ 

performance might 

not be consistent 

over time and  

comprehensive 

inspections to 

assure quality are 

still needed 

This approach could 

lead to more efficient 

use of CQC 

resources and 

improve what 

providers think of us 

What you’ve told us 

so far 



Theme 4: Developing a more 
flexible approach to registration 
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Tailoring the registration process to the 

different needs of different providers 

• We will: 

• protect people from services that are 

unsafe or poor quality by preventing 

these services from registering 

• offer a streamlined, less intensive and 

less costly registration process for high-

quality services making minor changes 

• link complex or integrated services at 

registration to understand the risks to 

quality across multiple services or 

locations 

There are concerns 

about how robust our 

risk assessments are 

and the 

implementation of 

this approach more 

widely 

This approach would 

demonstrate trust in 

providers when they 

have shown they are 

providing good care 

What you’ve told us 

so far 



Theme 5: Assessing how well 
hospitals use resources 
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Ensuring hospitals use resources as 

efficiently as possible to deliver high-

quality care 

• We will: 

• focus on how services are planned and 

structured to provide economical and 

efficient care 

• align our work with other organisations to 

prevent duplication and avoid placing 

unnecessary burdens on providers 

• encourage trusts to see good use of 

resources as a key component of high-

quality services 

• Pilot from April 2016, full roll-out from 2017 

 

There were concerns 

that this could double 

up with work other 

organisations already 

do and there are 

doubts about whether 

this would be effective 

in improving care 

This approach could 

make sure trusts are 

aware of their duty to 

ensure resources are 

not wasted and money 

is well spent 

What you’ve told us 

so far 



Theme 6: Developing methods to 
assess quality for populations and 
across local areas 
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How organisations work together to 

coordinate care around people’s needs 

• We will: 

• continue provider-based inspection 

• look at how to register, monitor, inspect 

and rate new models of care that span 

multiple providers 

• develop ways to assess care quality for 

population groups e.g. older people 

• continue to develop how we assess 

overall quality of care in a local area  

The are concerns 

about CQC’s ability 

to establish a robust 

process for 

assessing care for 

particular population 

groups or places 

This approach would 

generate useful 

information and 

support integrated 

care services 

What you’ve told us 

so far 
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Improving standards through regulation 
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Intensive Care national audit and 
research centre  (ICNARC) 

 

    hospital mortality; 

   unit-acquired MRSA; 

   non-clinical transfers (out); 

   unplanned readmissions within 48 hours 

   out-of-hours discharges to the ward (not delayed).  
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Intensive Care national audit and 
research centre  (ICNARC) 
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Year No. of patients 

entered 

No of units 

participating 

Case ascertainment 

2008 90000                              180   

2010 96000     

2011 115000     

2012 131000                              202   

2013 133000                              205                             88% 

2014 142000                              205                             91% 
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National Bowel Cancer Audit 



    Before Surgery 

Clinical review and formulation of a care plan by a  consultant 
surgeon soon after admission to hospital. 

Ready availability of diagnostic investigations to help define 
the need for and type of surgery. 

Formal assessment of a patient’s risk of death and 
complications. 

Prompt administration of antibiotics where there is evidence of 
infection. 

Prompt access to an operating theatre. 
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National Emergency Laparotomy Audit 



During surgery 

Direct care by a consultant surgeon and consultant 
anaesthetist. 

After surgery 

Planned admission to critical care for patients when the 
estimated risk of death exceeds 5%. 

Review of patients older than 70 years by specialists in 
Medicine for Care of the Older Person (MCOP). 
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National Emergency Laparotomy Audit 



•          20000 patients – 83% of those eligible 

•          3 Hospitals – no patient data submitted 

 

    Clinical review and formulation of a care plan by a consultant 
surgeon soon after admission to hospital. 

     48% seen by Consultant Surgeon within 12 hours 

     range 40-80% 
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National Emergency Laparotomy Audit  
                      2014 data   
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National Emergency Laparotomy Audit 

    Prompt administration of antibiotics where there is evidence 
of infection. 

    Patients diagnosed with peritonitis 

    48% > 4 hours 

    25% > 7 hours 

 

    Formal assessment of risk of death and complications. 

    Recorded in 56% ( range 40-80% ) 

 



    There was little variation in provision of care by day of week or 
time of day for the following measures: 

Preoperative CT scanning and reporting by a consultant 
radiologist. 

Time to delivery of antibiotics after emergency admission. 

Time to arrival in theatre for surgery after a decision to 
operate. 

 Direct admission to a critical care unit after surgery. 

28 

National Emergency Laparotomy Audit 
                   7 day services 



National Emergency Laparotomy Audit 
                     7 day services 

However, variation in the delivery  of care was seen by time of day of 

admission and if surgery was ‘in-hours’ rather than ‘out-of-hours’: 

 

 Review by a consultant surgeon within 12 hours of emergency 
hospital admission. 

 A decision to operate made in person by a consultant surgeon 
and preoperative review by a consultant anaesthetist. 

 Presence of consultant surgeons and consultant anaesthetists in 
theatre for emergency laparotomy. 
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National Emergency Laparotomy Audit 
                     London 
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• Better intelligence 

• Work smarter 

• Can we use what is already available 

• Closer working with Professional Bodies 

• Targeted inspections 

• Surgical inspectors for surgical specialities 
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Solutions 



• Get involved 

• Input from individual surgeons, Specialist Assns., 
Colleges etc. 

• Every Trust should have at least one surgical 
inspector 

• Peer support and shared learning 
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Solutions 
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mike.zeiderman@cqc.org.uk 
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Any questions? 


