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Role of regulation in ensuring quality 
care 

• Professionals know more than system users  

• Difficult to measure quality of care 

• Difficult to assess relative quality across 

providers - system is complex 

Information 

asymmetry 

Market 

structure 

• Natural monopolies limit choice and competition 

• Significant barriers to market entry and need to 

manage market exits 

• Healthcare not a normal good - consequences 

of poor care more serious than monetary loss  

• Given potential to cause serious harm, injury, or 

death, there is little tolerance for varying 

outcomes 

Nature of 

good 

• Regulation ensures 

and enforces minimum 

standards of care, and 

acts swiftly where 

breached 

• Regulation can 

address information 

asymmetries by 

assessing standards 

and communicating 

them objectively and 

dispassionately (e.g., 

through ratings) 

• Regulation is one of 

many routes to higher 

quality – providers, 

professionals, patients, 

and commissioners all 

play roles 



Distribution of acute hospital performance 

Proportion of acute hospitals 

Quality 

40% 60% 

20% 80% 

ILLUSTRATIVE 

Focus for  

intervention 

The CQC will intervene, address risks, 
and publish holistic ratings   

Danger Acceptable to good Outstanding 

• Highest volume of 

providers 

• Consequences of 

slippage relatively low 

• Cannot regulate break 

throughs in technology 

that push up quality 

• Avoid stifling innovation 

Rationale • Consequences are 

severe 

• Action required to 

prevent quality issues 

from emerging 

• Consequences are 

severe 

• Enforceable – the CQC 

can define minimum 

standards 

• Prevent deterioration  

of care to unacceptable 

levels 

• Empower providers, 

commissioners and 

patients 

Objective • Support leaders in 

pushing boundaries of 

care quality 

• Avoid unacceptable 

failure of patient care 

• Address risks to quality 

to ensure positive 

trajectory 

• Publish holistic performance assessments to inform 

patients, providers and commissioners 

CQC role • Intervene swiftly and 

decisively 

Failure 
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Our 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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We will tackle the following five questions 
about each provider 

Are they safe? 

Are they effective? 

Are they caring? 

Are they well led? 

Are they responsive to people’s needs? 

 

 

Five things we will look at 



Are they safe? 
 

Dimension Indicators 

Deaths from low risk conditions that generally do 

not result in mortality 

Never events 
Never Events 

Under-reporting 
Under-reporting of safety incidents for which reporting 

legally required 

Avoidable 

infections MRSA Incidence 

MSSA Incidence 

C.Diff Incidence 

Deaths from low 

risk conditions 

Patient safety 

thermometer 
Falls with harm 

New VTEs 

UTIs with catheters 

Pressure ulcers 
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Mortality – 20% of diagnosis 
codes (64) equal to 70% of 
mortality 

Complications 

Sub-optimal outcomes 

Avoidable morbidity 

 

Are they effective? 



SOURCE: Dr Foster Hospital Guide 2012. East Midlands Quality Observatory, 2012 

Trust 3 Trust 2 Trust 1 Trust 4 

1 SHMI measures the degree to which  actual deaths compare to expected mortality rates given hospital admission profile . RR= 100 means 

that  actual levels mortality is equal to expectations.  

Standardised Hospital Mortality by Primary Diagnosis 

Standardised Hospital Mortality Index 

90 100 110 120 

Heart  

Failure 
78 92 97 85 

Pneumonia 92 100 97 94 

Stroke  115 89 106 94 

Overall 
100 100 

100 100 

RR= 80 

Fractured 

Hip 
70 115 135 100 

Overall performance can obscure 
variation in services 
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 Overall experience 

 Compassionate care 

 Dignity and respect 

 Physical needs eg. pain relief,  
hydration and nutrition 

 Issue resolution 
 

 Sources: 

 Patient survey 

 Inspections 

Are they caring? 
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 Board to ward relationship 

 Open culture 

 

 Sources: 

 GMC survey 

 Staff survey 

 Monitor ratings 

Are they well-led? 
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 Involved in their care 

 Listened to 

 Waiting times 

 Complaints 

Are they responsive to people’s needs? 



Monitor ratings, staff survey results, and 
Parliamentary Ombudsman complaints - strongest 
correlations with the raised profile list 

Category Example indicators 

Percentage of identified Trusts 

on raised profile list 

Internal 

indicators 

of stress 

Sources of 

stress 

External 

indicators 

of stress 

36

49

29

38

27

47

58

24

31

36

24

67

25

20

29

27

• Financial risk rating of 1or 2 

• % annual change in non-elective admissions 

• Bank and agency ratio to total nursing staff 

• Governance risk “red” 

• Complaint investigated by parliamentary Ombudsman2 

• Average compliance with 4hr A&E waiting time targets 

• Complaint numbers 

• NHS Choices negative comments2 

• Bed occupancy % of total 

• GMC junior doctor survey “overall satisfaction” 

• NHS staff survey: “care of patients is top priority” 

• Proportion  of vacant positions 

• Staff sickness rates 

• Staff turnover 

• Locum ratio to total clinical staff 

• Changes in control 

• % of site non-functionally suitable  

• Changes in leadership 

• 1 year % CIP plan opex 

Governance 

Financial 

Activity 

Access 

User opinion 

Staff survey 

Staffing 

Operational 

“Monitor” ratings 

N/A1 

N/A1 

SOURCE: Various NHS data sources (2011 or 2012 data) 

# of Trusts 

analysed  

22 

45 

45 

4 

9 

45 

45 

45 

45 

45 

45 

45 

45 

5 indicators with greatest apparent correlation to  

raised profile Trusts that will be analysed in further detail 

Data not easily accessible 

45 

# of raised 

profile Trusts 

picked up 

6 

13 

9 

1 

6 

11 

16 

14 

11 

26 

21 

12 

17 

13 

45 22 

45 16 

1 Not possible to evaluate historically, but intuitive leading indicator;  2 Per 1,000 admissions 

Would expect ~27% of raised profile trusts to be caught  if evenly distributed 

WORK IN PROGRESS 
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Generic to specialist inspectors 

Universal to risk-based 
inspections 

Surface to in-depth inspections 

Essential standards to 
fundamental standards 

Compliance to judgement based 
ratings 

What is changing? 
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Appoint a Chief Inspector of Hospitals, 
and a Chief Inspector of Adult Social 
Care and Support, and consider the 
appointment of a Chief Inspector for 
Primary and Integrated Care 

Develop fundamental standards 

Specialist inspectors leading expert 
teams, including clinical and other 
experts, and experts by experience  

Refined surveillance ‘smoke alarm’ metrics 

What is changing? 
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NHS hospitals: national teams with 
expertise to carry out in-depth reviews 
of hospitals with significant problems 

NHS hospitals: a clear programme for 
failing trusts that makes sure 
immediate action is taken to protect 
people and deal with failure 

 
 

What is changing? 
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Publish better information for the public, 
including ratings of services 

A more thorough test for organisations 
applying to provide care services, making 
sure named directors, managers and 
leaders commit to meeting standards 

Strengthen the protection of people 
whose rights are restricted under the 
Mental Health Act 

 

What is changing? 
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Our judgements will be independent of 
the health and social care system; and 
politics 

We will always be on the side of people 
who use services 

Our relationship with providers will be 
constructive not adversarial 

Patients and other users will be at the 
heart of the regulatory process 

Providers, commissioners and clinicians 
have prime responsibility for safety and 
quality 

No 100% guarantees 

Underpinning our approach 
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