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Abstract 

Over recent years there have been several high profile failures of care in NHS acute hospitals in 

England which have caused many to question the ability of the healthcare regulator, the Care 

Quality Commission (CQC) to identify and act on poor performance.  In response, during 2013 and 

2014 CQC implemented a new regulatory model for acute hospitals.  The new model relies on the 

expert judgement of practising clinicians, managers, patients and their advocates. 

In this paper we use data gathered during an external evaluation of the new model to investigate the 

reliability and validity of judgements made by inspectors.  Our findings are based on observing 9 

inspections, interviewing over 60 interviews with inspection team members, and surveying over 350 

inspectors and over 600 hospital staff.  This adds significantly to the small amount of research on 

inspector assessments of healthcare organisations that has been published previously. 

Our research demonstrates that there is variation in CQC assessments of hospital services.  The 
extent of this variation is hard to gauge, but it appears likely to be sufficient to have affected some 
ratings, albeit that the rating bands cover a wide range of levels of performance in practice.  The 
credibility of the new approach may be undermined over time if the causes of variation are not 
addressed.  Potential areas for action include the definition of more appropriate domain and rating 
categories, changes to the recruitment and retention systems for specialist clinicians, improvements 
to corroboration processes and a better matching of inspector resources to service areas. 
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1 Background 
Over recent years there have been several high profile failures of care in NHS acute hospitals in 

England which have caused many to question the ability of existing regulatory mechanisms to 

identify and act on poor performance. As the regulator of health and care services, the Care Quality 

Commission (CQC) had consequently established a poor external profile with key stakeholders and 

public confidence in the organisation has been low. 

Reviews of the CQC identified some inconsistencies in regulatory decision-making, with some 
regulated organisations perceiving that inspections were overstating minor problems (Department 
of Health Strategy Group 2012) concerns being raised that some inspectors lacked the expertise to 
assess risk effectively (Morse 2011), and reports of the CQC focusing on easy to measure inputs 
rather than on quality of care (House of Commons Health Committee 2013).  

In response, CQC implemented a new regulatory model for acute hospitals in England during 2013 

and 2014.  The new model is based largely on a methodology that had been developed for a national 

review of hospitals with high mortality rates (Keogh 2013), which was itself a more thorough 

approach to quality assessment than had been undertaken previously (Harrop and Gillies 2014).  The 

new model relies on the expert judgement of practising clinicians, managers, patients and their 

advocates.  These professionals and ‘experts by experience’ are supported by full time inspectors, 

drawn largely from existing CQC staff, who have generic expertise in the process of inspecting 

organisations (albeit based initially on the more detailed checklist type approach that was used by 

CQC previously) and good knowledge of the regulations. 

The use of broader, more general standards that allow expert inspectors to use their professional 

judgement can enable an insightful assessment of quality that takes account of unique aspects of 

the service and its context (Phipps and Walshe 2013).  This can support genuine service 

improvement rather than “tick box” compliance, particularly if regulated organisations understand 

the reasons for their performance. 

Standards should ideally be valid, i.e. actually reflect aspects of quality rather than something else, 

and reliable, i.e., produce comparable results when used by different inspectors, by the same 

inspector on different occasions, and on different organisations (Walshe and Shortell 2004). Having 

explicit, evidence-based, rigorously-tested standards that stakeholders can see to be fair, objective 

and consistently applied helps to maintain the credibility of the regulator.  There is a tension here, 

however, as reliability is promoted by specific, detailed standards rather than broad, general 

standards. 

In this paper we use data gathered during an external evaluation of the new regulatory model to 

investigate the reliability and validity of judgements made by inspectors.   Section 2 reviews what is 

already known about the accuracy of judgements made by inspectors of healthcare organisations.  

Section 3 describes the CQC’s new regulatory model for acute hospitals in more detail.  Section 4 

outlines the research methods and Section 5 describes the findings.  Section 6 discusses the 

implications of the findings, suggests ways of improving the CQC model and highlights knowledge 

gaps which might usefully be addressed by further research. 
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2 Previous research on inspector judgements 
There has been little published research investigating the validity and reliability of inspector 

assessments of healthcare organisations in relation to standards.  Three studies have considered 

judgements made by inspectors from the Dutch Healthcare Inspectorate, IGZ.  A study of 

judgements made by nursing home inspectors found statistically significant differences in 

assessments between inspectors with regard to 14 out of 25 assessment criteria, having allowed for 

characteristics of the organizations being assessed and their settings (Tuyn, et al 2009). 

In the second study, the reliability and validity of judgements of hospitals generated by a lightly 

structured regulatory instrument were compared with judgements of nursing homes generated by a 

highly structured instrument (Tuijn, et al 2011).  Contrary to the regulatory model, hospital 

inspectors using the lightly structured instrument did not appear to be guided by previously 

collected risk data that indicated a potential issue.  This was not the case for nursing home 

inspectors using the highly structured instrument.  Hospital inspectors demonstrated widely 

differing interpretations of what each assessment criterion meant, and this was also the case for 

nursing home inspectors using the highly structured instrument.  The accuracy of judgements of 

hospital inspectors could not be assessed due to lack of data.  In more than half of their judgements 

nursing home inspectors judged the organisation more positively than was justified by a strict 

application of the standards, as assessed independently by two observers.  The researchers 

suggested various reasons for the differences, including whether inspectors regard themselves as 

advisors or examiners, and that inspectors regard indicators as being only one source of information 

among many.  The positive bias may be due to a cooperative regulatory style that prioritises learning 

over highlighting deficiencies.  In addition, the low structuring of the hospital instrument might 

reflect the complexity of hospitals and the predominance of medically-trained inspectors, who 

would be less accustomed to working with protocols than nurse-trained inspectors. 

The most recent study investigated the impact of adjusting a regulatory instrument, and of 

inspectors participating in a consensus meeting, on the reliability and validity of inspector 

judgements of nursing homes (Tuijn, et al 2014).  Various potential sources of variation in 

judgements were identified; some focused directly on the instrument itself and others related to 

differing inspector perspectives on regulation and inspection.  Increasing the number of inspectors 

making a judgement might increase its validity, but this could be affected by unequal relationships 

between inspectors, E.g., due to differences in seniority, and the study suggested that increases in 

validity might start to tail off when there are more than 3 inspectors. 

3 The new regulatory model for assessing acute hospitals in England 
The new model used by CQC assesses performance as either outstanding, good, requires 

improvement or inadequate with regard to five domains, for each of eight clinical service areas 

within every hospital.  High level characteristics of the performance levels are give in Table 1.  More 

detailed lists of characteristics are being consulted upon, but these are intended to be a guide for 

inspectors, not a checklist (Care Quality Commission 2014).  The domains concern safety, 

effectiveness, caring, responsiveness and leadership (see Table 2 for definitions).  The clinical service 

areas are those considered to carry the most risk: children’s services, emergency departments, 

surgery, medicine (including care of frail elderly patients), critical care, end of life care, maternity 

and outpatients. 
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The regulated organisations are NHS Trusts, which typically run one or two hospitals in a single 

geographical area, but can comprise four or more hospitals.  The main focus is a pre-announced 

inspection visit of the hospitals within a Trust.  Before the visit available information is analysed and 

compiled into a ‘data pack’ of performance indicators, together with some commentary about how 

performance compares with other Trusts across the country. 

The inspection team is led by a chair, who for the inspections we studied was typically a senior 

doctor, and an experienced CQC inspector.  Inspection teams vary in size depending on the size of 

the organisation being inspected, ranging from around 30 people to over 80 people.  The team is 

divided into smaller sub-teams, each focusing on one clinical service area.  Each sub-team is led by 

an experienced inspector employed by CQC, although for the inspections we studied that experience 

may not have been in the healthcare sector.  A sub-team typically consists of 4-5 people, ideally 

including a doctor, a nurse, and a manager with experience of the relevant clinical service area.  

Patients and trainee doctors or nurses are also part of the team, but are usually insufficient in 

number to be part of every sub-team.  Depending on the size of the Trust the same sub-teams may 

visit more than one hospital, or there may be different sub-teams for different hospitals within the 

organisation.  The overall length of the inspection visit may vary between 2 and 4 days. 

Teams meet for the first time the day before the visit, when they are provided with the data pack 

and information about the regulatory model and inspection procedures.  Later that day they plan 

their visit, identifying topics (typically areas of concern) to investigate during the visit, selecting from 

several potential ‘key lines of enquiry’ (KLOEs) listed in the inspection manual.  The inspectors then 

gather further data through means such as observations of services and their environments, 

interviews with staff and patients, focus groups with staff, open meetings with patients and the 

public (“listening events”) and comments submitted via the CQC website or a dedicated phone line 

(E.g. whistleblowers).  Unannounced visits may occur within a two week period following the 

announced visit.  These tend to focus on information gaps or services where a second observation in 

different circumstances (E.g. at night) might give a more rounded assessment. 

Ratings for each domain for the clinical areas within each hospital are made at the end of the visit by 

the relevant sub-teams on the basis of the data that has been gathered.  At the end of each morning 

and afternoon of the visit, there is some time for each sub-team to meet to plan the next part of 

their visit and discuss the ratings they will give.  These meetings are followed by a whole team 

meeting when potential ratings and intelligence are shared.  All of these meetings are termed 

corroboration sessions, where sub-teams should learn from what each is finding, and challenge each 

other if data or conclusions appear contradictory. 

The ratings produced by the sub-teams are aggregated using an algorithm to produce overall ratings 

for each service area further ratings at hospital and Trust level.  These are incorporated into a report 

by the sub-team leaders and the leader of the inspection overall together with supporting evidence.  

The report is then discussed at a National Quality Assurance Group meeting, which can change 

ratings if they are not felt to be consistent with the data and with assessments made by previous 

inspection teams.  Inspected organisations can influence the published ratings only indirectly, by 

commenting on the accuracy and completeness of the evidence cited in the report.  A Trust can 

request that CQC review of the published ratings only if it believes the inspection team did not 
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follow due process.  Further challenges can be made by complaining to the Ombudsman or applying 

for judicial review. 

4 Methods 

4.1 Data collection 
Between September 2013 and September 2014 we gathered and analysed information from a wide 

range of sources.  We observed inspections of 6 acute Trusts in late 2013, when the model was first 

trialled in 18 ‘wave 1’ inspections, focusing on what happens during the inspection process.  We 

conducted over 60 interviews with inspection team members from all of these 18 inspections.  We 

observed 4 meetings of the national quality assurance group which reviews reports.  We also 

observed parts of inspections for 3 Trusts after the pilot programme was complete, in June 2014. 

We conducted two online surveys related to the 19 ‘wave 2’ inspections conducted in the first 

quarter of 2014, which further trialled the model prior to formal launch.  One survey covered 

inspection team members.  There were 368 responses to this survey.  A breakdown of the 

professions of respondents is given in Table 3.  The other survey was addressed to a sample of senior 

managers and clinicians from the inspected Trusts.  In most instances the Trust supplied a list of 

senior staff who had come into contact with the inspection; for the other Trusts the survey was 

addressed to all senior staff listed in a database of contacts (which had incomplete coverage).  There 

were over 600 responses to this survey.  A breakdown of the roles of respondents is given in   
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Table 4. 

4.2 Data analysis 
Field notes from the observations were summarised in a semi-structured template.  Interview 

transcripts were coded and themes were identified among the text extracts for each code.  Free text 

comments from the surveys were also themed. 

The surveys consisted mostly of ordinal likert scales. As multivariate modelling would be complex, 

we conducted an exploratory analysis investigating bivariate relationships between variables using 

cross-tabulations, Chi-square and Mann-Whitney U tests.  We used a low p-value (p=0.0001) to allow 

for conducting multiple tests (using the Bonferroni correction with 500 tests, this corresponds to a p-

value of 0.05).  This means that our analysis has limited power to identify differences, but we can be 

fairly confident in the statistically significant differences that we do identify. 

Reliability across inspectors was investigated by asking inspectors to assign a domain and a rating to 

10 pieces of information, based on text taken from published CQC inspection reports (E.g. nurses 

undertake hourly rounds).  The set was chosen so as to relate to a range of service areas and span a 

range of domains and ratings.  Some vignettes fairly obviously related to one particular domain , 

whereas others could potentially be relevant to more than one domain. 

Many inspectors participated in multiple inspections included in our survey, and 33 completed our 

survey more than once.  This provided an opportunity to investigate test-retest reliability by 

comparing the ratings that these respondents gave to the same vignettes on the first and second 

occasions that they completed the survey.  Our analysis here is a preliminary one, not involving 

formal statistical tests. 

We can’t directly assess validity, because we do not have a “gold standard” of quality against which 
to compare inspector judgements, but we may glean some insights by considering the perceptions of 
inspectors about the accuracy of their assessments, and how ratings are regarded by staff in 
inspected Trusts. We have conducted a preliminary analysis.  Further analysis of this dataset might 
test out models based on plausible assumptions, such as that Trust staff know their service better 
than the inspectors, but are more likely to be biased, and to be familiar with a smaller range of 
comparator services, etc.  

Results from different data sources and analyses were triangulated in order to identify those findings 

in which we could have most confidence. 

5 Findings 
In this section we outline our key findings on the reliability and validity of inspector judgements.  

Within each sub-section we begin with the quantitative analysis of survey data, then interpret this in 

the light of qualitative data from the surveys, interviews and observations. 

5.1 Reliability across different inspectors 
Reliability of the assessment of vignettes varied, with instances of both high and low reliability for 

allocation of domains and allocation of ratings (see Table 5) 

Some variability in judgements may have been due to different professional backgrounds: 
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Doctors appeared more likely than CQC staff and patients/experts by experience to regard “Systems 

ensure that medical patients remain under the care of the medical team when moved to another 

ward” as being primarily about safety rather than effectiveness.  And CQC staff were more likely 

than other professional groups to regard it as being primarily about responsiveness.  (  
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 Table 6) 

 Doctors appeared more likely than other professions to judge “Nurses undertake hourly 
rounds” to be outstanding (Table 7). 

 Patients/experts appeared more likely than other professions to judge “Staff left ampules of 
medicines in labour rooms instead of locking them away” to be inadequate (Table 8) 

There were no indications for these vignettes of variability in judgements being due to differences in 
seniority, experience of being involved in new type inspections, or possession of relevant specialist 
expertise. 

Difficulty in determining domains and ratings during inspections was a common theme in our 

qualitative data. 

”The domains were the issue that I found that lacked clarity.  … during the group feedback 

sessions it was clear that lots of others were equally unsure and there was a lot of guidance 

required from the CQC inspection lead.  Similarly, … clarity was required as to what made 

something outstanding/inadequate” 

Some of this difficulty was intrinsic to the measurement categories themselves, while other issues 

related to the practical implementation of the new model.  The domains are interlinked, so one 

particular service gap or element of service provision can have an impact on several domains, for 

example: 

“Lack of translation makes assessment and care less safe, yet provision is responsive to the 

needs of the patient and ensures more effective assessment and treatment.” 

There was a lack of detailed understanding of some of the domains and associated key lines of 

enquiry. 

“The key lines of enquiry are very difficult to work with. At the sub team level they are often 

difficult to interpret and fit into the area you are reviewing. There are also areas of crossover 

which makes the report writing very challenging” 

Some inspectors and Trust staff found it contradictory having a rating category labelled “requires 
improvement”, as even excellent services would not be perfect and should always be striving to 
improve.  Difficulty in distinguishing between effectiveness and responsiveness was mentioned most 
frequently in the comments made by survey respondents.  Separating out well-led from other 
domains was also problematic for some: 

“It's also difficult to separate out well-led, as any of the other domains are infuenced by the 

presence or absence of good leadership. Assessment of well led also requires a judgement to 

be taken on whether one is talking about local leadership, or corporate leadership.” 

Many survey respondents stressed the importance of the context when assessing pieces of evidence, 
but there were differences regarding the weight that should be given to some contextual factors, 
such as deep-seated challenges that were being tackled by recently appointed leaders, but those 
actions not having had time to have a big impact by the time of the inspection.  Some inspectors felt 
that it might be counterproductive to rate according to current levels rather than recent 
action/trend. 
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“Where there is a genuine feel and evidence that a service is moving towards improvement, 

then a rating that is borderline for inadequate for example, may move to requires 

improvement”  

In our observations we saw that ratings were very much shaped by inspection team members’ prior 

experiences and backgrounds.  Highly subjective definitions of terms like good and outstanding were 

often used or cited in discussions. 

It may be however that the vignette assessments underestimate reliability because of the lack of 

contextual details which would be available to inspectors during a site visit.  Survey respondents also 

highlighted that in practice decisions are made by a team, not an individual, and there is potential 

for team judgements to be more reliable than individual judgements. 

“This is where team work and corroboration are important to debate and agree an outcome as 

each individual team member has differing standards and expectations dependent upon 

experience and role” 

We observed shortcomings in some corroboration sessions however, and it may be that the rating 

and report writing process sometimes favours the judgements of CQC staff, on account of their 

leadership roles, the process of report writing being largely in their hands and some ratings being 

changed at National Quality Assurance Group meetings. 

 “Decisions about domains are checked by the inspector writing the report to ensure they are 

a correct interpretation” 

 “I have been on several of the new style inspections. I continue to occasional problems with 

determining which domain evidence fits … and I have sometimes considered it to be in a 

different place when I am writing the report.” 

5.2 Reliability when inspectors assess the same item on different 

occasions 
Of the survey respondents who had been part of two or more inspections, typically about 70% of the 
ratings and domain allocations of vignettes were the same on the second survey as they had been 
on the first.  There were no obvious patterns, such as downward or upward shifts in ratings, and the 
overall distribution of judgements across rating categories remained similar.  For domain allocations 
however there were some instances where test-retest reliability was much lower: 

 Only 40% of domain allocations of “Frail elderly patients with complex needs are given 
additional guidance and rehabilitation to prepare for surgery “ remained the same 

 Only 36% of domain allocations of “Systems ensure that medical patients remain under the 
care of the medical team when moved to another ward” remained the same. 

This, together with the lack of a relationship between experience of being involved in new type 

inspections and patterns in the judgements of the vignettes suggests that simply undertaking more 

inspections does not improve the reliability of inspector judgements. 

“I've completed this before and I'm sure I answered differently the last time...this would not 

have happened with [proper] guidance” 
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5.3 Validity of judgements 
Respondents to the inspector survey typically thought that the ratings their sub-teams had given 
services in inspections were more “quite accurate” than “very accurate” (see Table 9).  There was 
most confidence in the accuracy of ratings of caring.   

The vast majority of Trust staff agreed with the CQC ratings of their service when those ratings were 
Outstanding or Good, which were the majority of ratings.  Most Trust staff survey respondents 
thought that the new approach compared favourably with the previous model, although this was not 
necessarily great praise, as the previous approach was regarded as unfit for the purpose of rating 
hospitals.  The new model could produce more insights on account of spending more time visiting 
the Trust and having inspectors with clinical expertise who were not adopting a “tick box” approach 
and could advise on making improvements 

“The methodology was much more rigorous and systematic  further requests for information 

were appropriate and related to fields of enquiry  Previous inspections could be let down by the 

calibre of the inspectors” 

The inspections did not however always match up to the principles underpinning the new model.  
Comments by Trust staff indicated that some inspectors did not have appropriate clinical expertise 
for the areas they were inspecting, and that this compromised the validity of judgements made.  

“The quality and capability of the inspection teams in each area varied markedly.  For example, 

the A&E team was led by a recently retired consultant in A&E.  This gave the staff in A&E 

confidence that the CQC inspection team 'knew' what to look for.  In contrast the maternity 

team did not appear to include an obstetrician/gynaecologist so whilst the quality of care 

provided by midwives was scrutinised and judged, the whole team dynamics (good or bad) did 

not appear to be addressed.  The most glaring deficiency was in neonatal intensive care in the 

children's service pathway.  The CQC inspection team was out of their depth in terms of quality 

of clinical care.  They were able to judge quality of patient experience i.e. the caring aspects of 

the service” 

A key threat to validity was inspectors not spending enough time to investigate all parts of a service 
thoroughly.  This would more likely be a problem for large areas such as surgery and medicine than 
for smaller areas such as critical care and the emergency department.  Trust survey respondents 
who criticised the amount of time spent inspecting their service area were much more likely to think 
the visit was too short than too long. 

“we have almost 20 surgical wards and to my knowledge only 4 of those were visited and one 

of those particularly briefly, I am not sure that you can get a true reflection of the care delivery 

with the length of time spent.” 

Another issue in relation to large service areas is that standards may vary widely between different 
parts of the service area.  This means that determining an overall rating is difficult, and whatever 
rating is chosen, some parts of the service will feel that it does not accurately reflect their work.   

“when services are wrapped up together there may be one area which could achieve a higher 

rating than others within the 'pack'. The current system doesn’t allow for that. … Feedback 

from some services were that they were disappointed to assessed within the pack e.g. 

Neonatal Services very different to paediatrics” 

The algorithms that CQC uses to aggregate ratings are also sometimes perceived by staff to produce 

invalid ratings. 
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“For one of our hospital sites the hospital had an overall rating of Requires Improvement 

although 6 out of the 8 clinical services inspected were rated as good. This weighting bias 

towards Requires Improvement was difficult to explain to staff.” 

Some staff also highlighted discrepancies between the feedback they had been given by inspectors, 
the published ratings, and the evidence contained in the inspection report, which is meant to be the 
basis for the ratings.  Such discrepancies tended to undermine confidence in the process.  There 
were many accounts of factual inaccuracies in the draft reports, some of them betraying basic 
misunderstandings, and criticism of the report paying too much attention to anecdotal evidence 
without triangulation with other sources.  These aspects also tended to undermine confidence in the 
inspection. 

“Informal feedback at the end of the visit suggested that the [inspection] team regarded the 

critical care unit as outstanding. One inspector commented to the effect of ‘I wish I could take 

this unit home with me’. It is a particularly well run unit, which is very responsive and has 

introduced some very forward thinking practices to improve safety and quality of care. Given 

the initial informal feedback, it is a bit disappointing that the unit was not rated as 

‘outstanding’ in any domain” 

“There seems to be a … nervousness to give any outstanding ratings, which does not seem to 

reflect the narrative of the report.” 

“There appeared to be an approach that was more geared towards providing a balanced 

review of the service rather than focusing just on the negatives, however this did not come 

across in the report” 

CQC has so far published ratings for 18 of the 19 Trusts to which our surveys relate.  Only a small 

number of ratings of Inadequate were given, and even fewer ratings of Outstanding (Table 10).  

Comments made by inspectors suggest that it may be hard for them to give a rating of Outstanding 

rather than Good, leading to Good spanning a wide range of performance.  The Requires 

Improvement category also likely spans a range of performance, given the relative frequency of its 

use. 

“I find the gap between good and outstanding too large … There could be another 

measurement in between which gives encouragement for Trusts to move toward a centre of 

excellence which would be seen as outstanding and shared as best practices across the trust 

and NHS England” 

“I acknowledge that we are somewhere between good and requiring improvement. The 

interpretation of requiring improvement overall feels much less positive for the teams than the 

overall report” 

Trust staff in our survey only displayed moderate agreement (65%) where the CQC rating had been 
Requires Improvement, and there was generally disagreement with ratings of Inadequate (only 16% 
agreement) (Table 11).  Our qualitative data suggests that inspection ratings may have some biases 
towards lower ratings, but further evidence from our survey suggests that the figures above 
overstate this.  Doctors below executive level were more likely than other professional groups to 
agree with CQC ratings of inadequate: 35% agreement with inadequate ratings of their Trust, and 
23% agreement with inadequate ratings of their own service.  These figures would be consistent 
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with Trust staff exhibiting some bias towards their own service and, to a lesser extent, towards their 
own Trust. 

6 Implications for policy and further research 
The rating categories might also usefully be changed to make the distinctions between them clearer.  
There would appear to be little point in having an “Outstanding” category which is so little used.  
Ways of expanding this category and narrowing the Good category could be explored.  The labels 
used for these categories might also be reconsidered in order to aid categorisation and reduce 
confusion and negative reactions.  Research could test the responses and emotions that the labels 
produce among different stakeholder groups. 

In view of the uncertainty regarding domain allocation and the lack of variation in domain ratings for 
individual services, it would make sense to reduce the number of domains and to make the 
distinctions and relationships between them clearer.  This simplification might free up some 
inspector time.  Research to test those domains prior to use would be sensible. 

CQC policy is that inspectors they are examiners and shouldn’t give advice, but our observations 
suggest that both Trust staff and clinical specialists on inspection teams would prefer a more 
cooperative style.  Although this might give some positive bias to assessments, careful 
implementation could limit this so that the effect is no larger than some of the existing biases, to 
which it might even act as some sort of counterweight to current biases in the opposite direction.  It 
would also increase the improvement potential of the inspections. 

The CQC website currently gives greater prominence to the ratings than to the reports, but there are 
dangers in seeing these ratings out of context.  It might be preferable for the ratings to be presented 
in a more integrated way with some short accompanying text that puts the ratings in context and 
aids interpretation. 

While there is substantial support for the idea of the new model, its implementation needs to be 
improved, or its credibility might be threatened.  The inspection process would benefit from being 
made tighter, so that there is better alignment between reports, ratings and initial feedback to 
Trusts.  Better training and support, more evenly implemented and monitored, might help with this. 

A key threat to the credibility of the new model is the availability of inspectors with appropriate 

clinical expertise.  Both our research and information from CQC sources suggest that it will prove 

increasingly difficult to recruit such inspectors given the current organisation and demands of 

inspections, and the nature of the “contracts” between such clinicians and CQC.  One possibility that 

might be worth exploring would be to provide a job/career structure for clinically experienced 

inspectors that enables them to devote substantial amounts of time to both inspecting and to 

delivering services.  This might also facilitate the development of ongoing relationships between 

inspectors and services, which could be beneficial for service improvement.  There are probably no 

quick fixes here, but our research suggests that something needs to be done. 

Inspection teams also need to have sufficient time to inspect services more fully, or at least to 

comparable extents.  This would mean better matching of sub-team size and/or length of inspection 

to the size of the clinical area.  Having corroboration sessions to make the best use of a diverse 

inspection team is a good idea, but they need to be better organised, with greater guidance, critique 

and time.  There is scope here for further research on the dynamics of multi-professional inspector 

sub-teams during corroboration sessions, focusing on what influences their judgements. 
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Our analysis of our data is not yet complete.  For example, formal statistical tests regarding the 
validity of judgements have yet to be conducted.  We are also still to investigate whether there is a 
relationship between reliability and the length of time between the first set of assessments and the 
second set of assessments.  There may also be scope for statistical modelling of to explore 
differences between CQC ratings and Trust staff ratings. 

7 Conclusion 
Our research demonstrates that there is variation in CQC assessments of hospital services.  The 
extent of this variation is hard to gauge, but it appears likely to be sufficient to have affected some 
ratings, albeit that the rating bands cover a wide range of levels of performance in practice.  The 
credibility of the new approach may be undermined over time if the causes of variation are not 
addressed.  Potential areas for action include the definition of more appropriate domain and rating 
categories, changes to the recruitment and retention systems for specialist clinicians, improvements 
to corroboration processes and a better matching of inspector resources to service areas. 
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9 Tables 
 
Table 1: High level characteristics of the rating levels (Care Quality Commission 2014) 

Rating High level characteristics 

Inadequate Significant harm has or is likely to occur, shortfalls in practice, ineffective or no action taken to put things right or 
improve 

Requires 
improvement 

May have elements of good practice but inconsistent, potential or actual risk, inconsistent responses when things 
go wrong 

Good Consistent level of service people have a right to expect, robust arrangements in place for when things do go 
wrong 

Outstanding Innovative, creative, constantly striving to improve, open and transparent 

 

 
Table 2: Definitions of the domains in the new regulatory model (Care Quality Commission 2014) 

Domain Definition 

Safe People are protected from abuse and avoidable harm 

Effective People’s care, treatment and support achieves good outcomes, promotes a good quality of life and is based on the 
best available evidence 

Caring Staff involve and treat people with compassion, kindness, dignity and respect 

Responsive Services are organised so that they meet people’s needs 

Well-led The leadership, management and governance of the organisation assures the delivery of high-quality person-
centred care, supports learning and innovation, and promotes an open and fair culture. 

 

 

 
Table 3: Breakdown of inspector survey respondents by professional group 

Professional group Frequency Percent 

 

Doctor 80 21.7 

Patient/Expert by 

Experience 
45 12.2 

Nurse/Allied Health 

Professional 
68 18.5 

CQC staff 128 34.8 

Other 47 12.8 

Total 368 100.0 
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Table 4: Breakdown of Trust staff survey respondents by role in the organisation 

Role in the organisation Frequency Percent 

 

Executive Director and Board member 34 5.7 

General manager not at Executive Director level 65 10.8 

Senior nurse not at Executive Director level 201 33.5 

Senior doctor not at Executive Director level 116 19.3 

Senior allied health professional not at Executive Director level 17 2.8 

Other role 142 23.7 

Executive Director not on the Board 17 2.8 

 Not stated 8 1.3 

Total 600 100.0 

 

 
Table 5: Examples showing variability in the cross-inspector reliability of assessments of vignettes 

 High reliability Low reliability 

Domain allocation “Staff left ampules of medicines in labour rooms 
instead of locking them away” 
98% Safe 

“Nurses undertake hourly rounds” 
25% Safe, 37% Effective, 25% Caring, 9% 
Responsive, 4% Well-led 

Rating allocation “Interpreting services are easily accessible” 
93% Good 

“Managers are developing a plan to address 
bullying following concerns reported in the 
national annual staff survey” 
51% Requires Improvement, 47% Good 
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Table 6: Differences between professions in allocating domains to the vignette "Systems ensure that medical patients remain under the care of the medical team when moved to another 
ward" 

Crosstab 

 PROFESSION Total 

Doctor Patient/Expert by 

Experience 

Nurse/Allied 

Health 

Professional 

CQC staff Other 

Domain: Systems ensure that 

medical patients remain under 

the care of the medical team 

when moved to another ward 

Safe 
Count 31a 6b, c 16c, d 13b 13a, d 79 

% within PROFESSION 47.0% 18.2% 29.1% 11.4% 43.3% 26.5% 

Effective 
Count 23a 21b 28a, b 63b 12a, b 147 

% within PROFESSION 34.8% 63.6% 50.9% 55.3% 40.0% 49.3% 

Caring 
Count 1a 0a 0a 6a 0a 7 

% within PROFESSION 1.5% 0.0% 0.0% 5.3% 0.0% 2.3% 

Responsive 
Count 5a 2a 8a, b 25b 1a 41 

% within PROFESSION 7.6% 6.1% 14.5% 21.9% 3.3% 13.8% 

Well led 
Count 6a 4a 3a 7a 4a 24 

% within PROFESSION 9.1% 12.1% 5.5% 6.1% 13.3% 8.1% 

Total 
Count 66 33 55 114 30 298 

% within PROFESSION 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Each subscript letter denotes a subset of PROFESSION categories whose column proportions do not differ significantly from each other at the .05 level. 

 

 

Chi-Square Tests 

 Value df Asymp. Sig. (2-

sided) 

Pearson Chi-Square 51.040
a
 16 .000 

Likelihood Ratio 54.056 16 .000 

Linear-by-Linear 

Association 
4.176 1 .041 

N of Valid Cases 298   

a. 10 cells (40.0%) have expected count less than 5. The minimum 

expected count is .70. 
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Table 7: Differences between professions in rating the vignette "Nurses undertake hourly rounds" 

Crosstab 

 PROFESSION Total 

Doctor Patient/Expert by 

Experience 

Nurse/Allied 

Health 

Professional 

CQC staff Other 

Rating: Nurses undertake 

hourly rounds 

Requires improvement 
Count 0a 2b 1a, b 4a, b 3b 10 

% within PROFESSION 0.0% 6.2% 1.8% 3.6% 10.0% 3.4% 

Good 
Count 44a 29b 51b 106b 26a, b 256 

% within PROFESSION 69.8% 90.6% 91.1% 94.6% 86.7% 87.4% 

Outstanding 
Count 19a 1b 4b 2b 1b 27 

% within PROFESSION 30.2% 3.1% 7.1% 1.8% 3.3% 9.2% 

Total 
Count 63 32 56 112 30 293 

% within PROFESSION 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Each subscript letter denotes a subset of PROFESSION categories whose column proportions do not differ significantly from each other at the .05 level. 

 

 

Chi-Square Tests 

 Value df Asymp. Sig. (2-

sided) 

Pearson Chi-Square 49.555
a
 8 .000 

Likelihood Ratio 43.361 8 .000 

Linear-by-Linear 

Association 
30.201 1 .000 

N of Valid Cases 293   

a. 7 cells (46.7%) have expected count less than 5. The minimum 

expected count is 1.02. 
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Table 8: Differences between professions in rating the vignette "Staff left ampules of medicines in labour rooms instead of locking them away 

Crosstab 

 PROFESSION Total 

Doctor Patient/Expert by 

Experience 

Nurse/Allied 

Health 

Professional 

CQC staff Other 

Rating: Staff left ampules of 

medicines in labour rooms 

instead of locking them away 

Inadequate 
Count 41a 31b 38a 59a 19a 188 

% within PROFESSION 64.1% 96.9% 67.9% 52.2% 63.3% 63.7% 

Requires improvement 
Count 22a 1b 18a 54a 9a 104 

% within PROFESSION 34.4% 3.1% 32.1% 47.8% 30.0% 35.3% 

Good 
Count 1a, b 0a, b 0a, b 0b 2a 3 

% within PROFESSION 1.6% 0.0% 0.0% 0.0% 6.7% 1.0% 

Total 
Count 64 32 56 113 30 295 

% within PROFESSION 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Each subscript letter denotes a subset of PROFESSION categories whose column proportions do not differ significantly from each other at the .05 level. 

 

 

Chi-Square Tests 

 Value df Asymp. Sig. (2-

sided) 

Pearson Chi-Square 34.475
a
 8 .000 

Likelihood Ratio 36.450 8 .000 

Linear-by-Linear 

Association 
5.153 1 .023 

N of Valid Cases 295   

a. 5 cells (33.3%) have expected count less than 5. The minimum 

expected count is .31. 
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Table 9: Inspector perceptions of the accuracy of their rating of services by domain 

Domain Not at all 
accurately 

Not very 
accurately 

Quite 
accurately 

Very 
accurately 

Total 
Responses 

Safe 0% 4% 66% 30% 282 

Effective 1% 5% 69% 26% 280 

Caring 0% 3% 58% 39% 282 

Responsive 0% 6% 70% 25% 281 

Well led 0% 6% 66% 28% 280 

 

 
Table 10: CQC ratings of the services and Trusts included in the surveys 

Rating Frequency Percent 

 

Not rated 64 3.9 

Inadequate 76 4.6 

Requires improvement 486 29.7 

Good 993 60.6 

Outstanding 19 1.2 

Total 1638 100.0 

 

 

 
Table 11: Comparison of CQC and Trust staff ratings of their service/Trust 

CQCRATING * Respondent rating Crosstabulation 

 Respondent rating Total 

Rating should be 

Inadequate 

Rating should be 

Requires 

Improvement 

Rating should be 

Good 

Rating should be 

Outstanding 

CQCRATING 

Inadequate 
Count 79 317 106 8 510 

% within CQCRATING 15.5% 62.2% 20.8% 1.6% 100.0% 

Requires improvement 
Count 71 1756 840 54 2721 

% within CQCRATING 2.6% 64.5% 30.9% 2.0% 100.0% 

Good 
Count 17 232 3774 482 4505 

% within CQCRATING 0.4% 5.1% 83.8% 10.7% 100.0% 

Outstanding 
Count 0 0 4 26 30 

% within CQCRATING 0.0% 0.0% 13.3% 86.7% 100.0% 

Total 
Count 167 2305 4724 570 7766 

% within CQCRATING 2.2% 29.7% 60.8% 7.3% 100.0% 

 


