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1.
Background

The Care Quality Commission (CQC) was created in April 2009, to introduce a new regulatory system for 40,000 organisations that provide health and adult social care. CQC plays an important role in safeguarding standards and driving improvement in the quality of care people receive in hospitals, in care homes, from care providers in their home, from dentists and GPs. 
In April 2013, CQC launched a new strategy for 2013-2016 and signalled a move towards a more differentiated approach to regulation, in which different sectors will be regulated in different ways.  CQC wished to make greater use of information and evidence to shape its approach to registration, monitoring, assessment, reporting and enforcement across and within each sector.  It also set about building better relationships with providers of care, and with the public and its national and local partners.
2.
The Research Requirement and Objectives

Qualitative research was required to explore how different organisation and system characteristics influence provider behaviours and their attitudes towards regulation. CQC needed to clearly understand the ways in which different sectors of the health and social care world respond to, and value, regulation and different regulatory approaches.  

A study was therefore required to provide insight into how each organisational sector structures its own priorities and relationships, as well as to gather data around the different levels of motivation shown by each sector in relation to meeting regulatory principles and requirements. 

More specifically, through discussion with provider representatives in each of the sectors regulated by CQC, the research was required to gain a better understanding of:

· The system and organisational characteristics of each sector 

· The ways in which these characteristics shaped providers’ strategic and operational priorities

· The way these priorities and concerns influenced their attitudes and behaviours towards regulation and the prospect of potential inspection

· The extent to which providers were motivated to achieve the potential benefits – or avoid the potential costs - to their reputation and business (including third party action or penalties) following specific regulatory intervention or enforcement
The research was required to include providers from across health and adult social care, to include providers working within the public and private sectors, and to include large corporate organisations and small independent providers.  
Research Works Ltd (RWL) was commissioned to conduct this research on behalf of CQC in March 2013.
This report details the findings of this research into how different organisational and system characteristics influence provider behaviours and their attitudes towards regulation.

3.
Research Methodology and Sample

3.1
Methodology

It was decided in collaboration with the project team at CQC that the most appropriate methodology would be individual depth interviews. Depth interviews were selected to accommodate both the need to hear about each individual organisations’ regulatory ‘journey’ in depth, as well as to offer respondents flexibility in participation.
Depth interviews were conducted in person where appropriate (around the South East); the remainder were conducted by telephone. 

Respondents were sent an agenda prior to their interview to enable them to gather their thoughts on the topic; this can be found in the separate appendix document.

In total, 59 individual telephone and face-to-face depth interviews were conducted. The depths lasted from 45 minutes – 1 hour in duration. The research was conducted between 4th June and 16th August 2013.
3.2
Recruitment and Sample Structure
To facilitate recruitment, CQC provided RWL with a list of registered providers, with their contact details and the number of compliant and non-compliant inspections applicable to each provider; this list formed the basis of recruitment. 
There was generally a high degree of interest in participation from respondents who were contacted during the recruitment process; in the event of having to cancel arranged interviews, respondents were typically extremely keen to reschedule the interview so they would still be afforded the opportunity to express their views to CQC.

The exception to this was the Primary Care and Dentistry sectors, where there was a high degree of reluctance to participate. This appeared to be driven by a lack of time to commit to the interview (respondents in these sectors are often ‘hands-on’ practitioners as well as managers) and a reluctance to participate without the provision of a financial incentive (no incentive for participation was offered).
There were certain criteria taken into account during the recruitment process:
· All respondents were senior individuals who could speak on their organisation’s behalf about their relationship with CQC and how regulation impacts on their activities
· The sample contained a mix of inspection outcomes; those who had predominantly compliant inspections, predominantly non-compliant inspections and those who had a mix of outcomes were included
· The sample was spread across England
· The Care Homes and Dentistry sample comprised a mix of large corporate groups and single-location providers for each sector
· Where relevant, a mix of NHS and private sector providers were included within each provider group
The final research sample was structured as follows:

	Sector
	Number of interviews

	NHS Acute
	12

	Care Homes
	12

	Dentistry (Private and NHS)
	9

	NHS Primary Medical Care
	8

	NHS Mental Health
	6

	Independent Mental Health
	6

	Cosmetic Surgery
	6

	TOTAL
	59 interviews


3.3
Limitations of the Sample
It should be emphasised that qualitative research samples are purposive and quota-driven in nature; they have no statistical validity or reliability.  The purpose of qualitative research is to give generalisable indications of the drivers underlying behaviour and attitudes, by exploring responses in greater detail and depth.  Use over decades has shown that qualitative research does have genuine predictive power, however it has no quantitative accuracy in terms of identifying proportions of populations holding stated views.

It should also be noted when considering the research findings that the sample is relatively small and broad in composition.
3.4
Sample Observations

All respondents were in senior positions and held a variety of roles. Within this, respondents fell into two categories.

One group of respondents were in specific compliance, quality or governance roles, and were typically from management and non-clinical backgrounds. Their roles included: Director of Safety and Clinical Governance; Assistant Director of Governance; Head of Governance; Compliance Manager; and CQC Manager or Facilitator. These respondents were typically more focussed on the logistics of ensuring compliance with regulation. 

The second group of respondents were typically in roles with a wider remit which also encompassed overall responsibility for compliance and quality. They typically came from a clinical background. Their roles included: Chief Executive Officer or Deputy Chief Executive Officer; Executive Director; Director of Nursing and Quality; Training and Clinical Services Director; Practice Owner or Practice Manager; and Matron. These respondents were typically more focussed on the strategic and political implications of regulation and compliance.

4.
Executive Summary
This report seeks to inform CQC’s new and differentiated approach to regulation by exploring the ways that different providers of health and social care respond to, and value, regulation and different regulatory approaches.  
59 in-depth interviews were conducted with senior leaders from across the health and social care sector between June and August 2013.  The sample included acute and mental health NHS trusts; independent sector providers of mental health services and cosmetic surgery; care home, primary medical care and dentistry providers.

This qualitative research provides insight into how CQC regulation impacts on organisational behaviour and how this is influenced by providers’ attitudes towards regulation, their relationship with CQC and by sector specific challenges and priorities. 
Attitudes towards regulation 
· Regulation was regarded as an essential part of running a health or social care service. It was perceived as a fundamental, intrinsic element of service provision which is given the highest priority. An unregulated world was unimaginable for respondents; and although some providers in the sample were more compliant than others, all were united in their ambition and passion for providing high quality care.
· Regulation was considered to bring many benefits: a uniform approach to service delivery; clarity around expectations of care standards; identification of poor performers and validation of internal processes and activities.
· However, many felt managing regulatory requirements could be burdensome and bureaucratic, particularly those organisations who did not have dedicated quality or governance teams. This burden was intensified by a perceived high degree of overlap between regulators’ requirements.

The impact of CQC regulation 

· CQC was regarded as the most significant, powerful and impactful regulator of all, with the possible exception of respondents in Primary Care, for whom a relationship with CQC was still forming. It was thought that CQC directed providers’ actions more than any other regulator. This is because:
· Negative inspections from CQC can have significant implications for an organisation’s reputation and survival; providers could potentially lose funding, commissioning, public confidence, patients and customers, or at worst, be closed down. 
· CQC is thought to be closely aligned with all providers’ core objective – to consistently deliver high quality care.
· CQC has the most regular inspections and so providers feel CQC’s presence in their organisations more than any other regulator.
· Attitudes towards regulation differed by sector, but behaviours and the ways in which regulatory responsibilities manifest were consistent across sectors:

· Many organisations had dedicated compliance teams and roles in place, and had developed their own approaches to monitor and assess compliance with CQC standards. 

· Internal quality frameworks were complex, all-encompassing and often sophisticated.  Reflecting the perceived power and influence of CQC, quality systems and frameworks were often structured around CQC standards. 
· CQC standards were generally perceived to encompass all key aspects of service provision, but many use them as a starting point and strive to achieve a standard beyond CQC’s requirements.
· There was consistency regarding the perceived strengths of CQC:

· Its very existence is essential; there is a clear need for a regulator focusing on patient care.
· There is a strong focus on the service user which is central to health and social care.
· The new leadership team was welcomed and has engendered a sense of optimism about the future of CQC.

· Even those providers who had a more negative view of CQC often spontaneously expressed their awareness that CQC is making positive changes; they perceived an increase in consultations and the commissioning of this research study as part of that.
· There were some key criticisms of CQC that consistently emerged and were felt to undermine CQC’s impact:

· A lack of sector expertise and sector expert inspectors – although it was acknowledged that this is set to change; this was welcomed.
· An inconsistent approach to inspections; outcomes felt subject to ambiguity and interpretation by inspectors.
· Too much rests on individual relationships – the relationship with the current inspector can clearly influence overall perceptions of CQC as an organisation (both positively and negatively).
Relationships with CQC

· There was evidence of varying degrees of contentment with the relationship. These were typically associated with the size of the organisation, the longevity of the relationship and the closeness of the relationship to CQC. 

· Larger organisations typically had a dedicated relationship manager; therefore they felt closer to CQC and were more likely to state that they enjoyed a collaborative relationship.
· Smaller organisations or those who were directed to the Newcastle call centre felt remote from CQC.
· However, providers in all sectors were universally highly motivated to achieve a positive relationship with CQC. This can be attributed to the importance of this regulator to the strategic success of their organisations, and their desire to provide high quality care and services.

· A positive relationship with CQC was thought to be one which offers two-way communications, a sharing of ideas and learnings, and one where CQC demonstrates an in-depth understanding of the sector in which the provider operates.
· Respondents in Primary Care expressed a desire for CQC to mirror the sector’s networking arrangements and to use a collaborative approach to disseminate findings and share learnings. They claimed that making use of these existing, well-functioning networks would demonstrate that CQC understands their sector.
Views on CQC’s approach  

· The concept of a ratings system received a mixed response. Providers could see both the benefits and the disadvantages, although many chose to reserve their judgement for when they had more information. 

· It was thought that a ratings system would encourage providers to strive for more than an acceptable standard and lend recognition when they achieve this. 

· However, there were grave concerns around how the rating would be awarded, how services and organisations would be compared and how frequently ratings would be refreshed.
· Nearly all providers interviewed were in favour of unannounced inspections; they were regarded as the only way that inspectors could ascertain a true picture of an organisation, and thought to encourage an on-going focus on care. In contrast, announced inspections were considered far less effective, from both a quality and an ethical standpoint.

· Providers wanted an honest, open, transparent relationship with CQC and unannounced inspections were seen as reflection of this. Providers did not want to give the impression of hiding anything from CQC. It was also thought that unannounced inspections would enable CQC to develop a better understanding of their organisation, and therefore be more able to offer support for improvement.

Sector challenges and priorities 

· Sectors faced their own (multiple) issues and challenges, which  could impact on their attitudes towards regulation:

· Those in competitive environments relied on compliance with CQC standards to differentiate themselves from competitors or to secure and maintain funding.
· Those in sectors where the impact of the Francis and Winterbourne reports had most impact appeared more inclined to want to reach out to CQC, build relationships and work together with them, in order to reassure the public and ensure such failings did not occur again in future.

· Sectors where service delivery models were changing (such as Care in the Community, Assisted Living) were anxious about how existing regulation will be applied to these areas. They often had concerns around unavoidable non-compliance because many elements of existing CQC outcomes are not thought to be geared up for evaluating this new way of working.
Issues for consideration

The research has highlighted a number of core areas to which CQC may wish to give further consideration:
The role of announced and unannounced inspections
As described above, the majority of respondents in the sample were in favour of unannounced inspections; these provide the opportunity to show CQC the true picture of daily operations within their organisations as well as engendering a spirit of transparency on their part. While announced inspections do offer logistical and practical benefits to providers, continuing with unannounced inspections satisfies providers’ need to feel that they are being fairly and accurately assessed, and their desire for CQC to gain a realistic picture of the issues and challenges they face on a day to day basis.  CQC may wish to gather more evidence on the impact of announced/unannounced inspections and the views of a larger sample of providers, including both senior managers and frontline staff.
More clearly defined standards

Almost all providers stated that they expend significant time and energy interpreting how to evidence CQC standards and that it can be difficult to clearly understand specifically what CQC requires of them, both at registration and on an on-going basis.  Providers wanted to see standards written clearly and unambiguously so they could clearly identify what CQC requires and fulfil these requirements.  As CQC develops its new approach of inspecting for good quality, rather than for compliance, it should consider how to balance provider demands for clear standards with setting out ‘what good looks like’ in more general terms. Working closely with providers to develop CQC’s descriptors for ratings, and explaining how they will be used as part of the regulatory assessment and decision making process, may further support this. 

Sharing of best practice information

It was thought that CQC could establish a better way to share the data they have collected on the practice in different organisations. There was a perception that CQC must have an abundance of data about good and bad practice. Providers had an appetite for such information and would like CQC to share it more effectively. They felt that access to this information would help them improve services and quality of care; sharing this information would also reflect positively on CQC by demonstrating a collaborative and transparent approach.
Maintaining contact with providers
It was notable that providers who claimed to enjoy a good working relationship with CQC often stated the availability of a named contact or relationship manager as a key driver for their satisfaction; this fostered a sense of closeness to CQC and a collaborative working arrangement. Those who did not have a named contact were more likely to feel remote from CQC and express dissatisfaction with the overall relationship. While we recognise that providing a named contact for each registered provider would be challenging, it is likely that any steps CQC can take to open up or engage in dialogue with providers would be beneficial to the overall relationship.
5.
Main Findings – The Sector Landscape
In this section of the report we describe the context , issues and challenges faced by providers within each sector.
5.1
NHS Acute Providers

5.1.1
Impact of the Francis and Winterbourne Reports 

The Francis and Winterbourne Reports had a major impact on the NHS Acute providers within our sample. Providers claimed that the Reports had driven a change in their organisations, leading to tighter and more thorough internal governance and more focus on quality of care and regulation than before.

“The implications of Francis and Morecambe Bay are making people rethink what they are doing” (NHS Acute)

“The same issues are everywhere, which are driven by the Francis report – privacy and dignity, quality of care, competent, appropriate numbers of staff” (NHS Acute)

Nervousness was pervasive amongst providers; this appeared to have derived directly from the Winterbourne and Francis Reports. Providers were eager to take measures to ensure that the quality of care in their organisations was high. Whilst all were confident in their ability to do this, some felt that the size and range of their organisation meant they were unable to know what was happening everywhere all of the time. This led to a fear that there could be unacceptable standards of care in parts of their organisation which they simply would not know about.

“Are we burying our heads in the sand? Do we know what’s going on?” (NHS Acute)

5.1.2 
The Restructure of the NHS
The NHS Acute providers frequently mentioned the restructuring of the NHS, the associated new ways of working and the impact of this on them. Respondents talked about the introduction of Clinical Commissioning Groups (CCGs) and the new models of commissioning and funding such as Payment by Results. They had lost long-established relationships with individuals in Primary Care Trusts (PCT) and they hadn’t had the opportunity yet to develop equivalent relationships with the new CCGs. This sector said there was still work to be done to ‘get to grips’ with the new funding and commissioning models; for some, there was a sense of uncertainty around the source of their funding and commissioning. 

“A lot is going on in the sector trying to satisfy and work with the CCGs” (NHS Acute)

“The main challenge is the constantly changing environment we work in…Of course the CCGs aren’t really embedded yet so they are still learning to work. It’s always a challenge when you’re at the beginning of something” (NHS Acute)

5.1.3
Financial Pressures

Budget and financial constraints were perceived as an on-going struggle for this sector. A majority of providers felt under pressure to balance the need to constantly maintain and improve services against perpetually shrinking funds. They considered themselves subject to budget cuts whilst being expected to meet the same quality standards.

“One of the most pressing things that the Trust is always focussing on is finance and meeting standards and meeting the A&E quality requirements” (NHS Acute)

“Working under financial constraints is a key challenge” (NHS Acute)
5.1.4 
Patient Needs and Expectations 
Some reported that ever increasing patient acuity also placed a strain on their organisations; they said that patients are increasingly requiring more care than in the past. Without an increase in resources and staffing, providers perceived it as struggle to meet this demand.

“The big issue is matching a shrinking resource with a seemingly inexorable demand, particularly of unplanned care, particularly around frail and elderly patients” 
(NHS Acute)

The sample believed that patient expectations were rising, and alongside this providers were feeling more accountable and answerable to their service users. It was thought that service users were more confident in demanding answers and explanations than they had been in the past, thus requiring more time and resource from the provider’s perspective.

“I think the public are becoming more astute…People are coming in ready equipped with pages they have printed off the internet regarding different services and treatments and waiting times” (NHS Acute)

5.1.5 
Foundation Trust Status

Several in the sample were in the process of obtaining or had obtained Foundation Trust status. This was seen as a significant positive step, but had brought its own additional layer of regulation. As a Foundation Trust, the organisations were subject to the additional regulation of Monitor, which entailed extra workload.

5.1.6
 Summary 
In summary, NHS Acute providers operate in a highly pressurised and changing environment:

· They were addressing the Francis and Winterbourne Reports by increasing their focus on quality. 

· They were responding to the restructuring of the NHS and acclimatising to the new models of commissioning and funding. 

· They were dealing with on-going budget struggles and financial constraints, and the difficulty in maintaining good quality services with smaller funds. 

· They were adjusting to rising public expectations, with service users becoming more confident and demanding.

5.2
Mental Health Providers

5.2.1
Challenges Facing the Sector 

Both NHS and Private Mental Health providers identified certain sector-wide issues. They referred to the financial, logistical and regulatory challenges brought on by the increasing movement towards care in the community. There were concerns around the provision of staffing, resources and funds for community care. There were also concerns around the regulators’ (CQC in particular) approach to community care; indeed, providers found it difficult to imagine how it could be regulated fairly.

“That’s the big issue because we haven’t been given much guidance as to how they’re going to monitor it, so we’re struggling a bit to see how they’ll interpret the same standards as in-patients, but in a community setting” (NHS Mental Health)

5.2.2
Public Attitudes towards Mental Health 

Providers were concerned that the general public continues to have limited understanding and some negative perceptions of the mental health sector - perhaps influenced by high profile, sensationalist media reporting of extreme cases. It was felt that this could present barriers to moving towards community based care.

“The press often take a really lamentable view of Mental Health and only report when something goes wrong or there’s been a terrible incident” (NHS Mental Health)

“Service users still say the biggest challenge they have is stigma, discrimination and social exclusion…People have a perception of danger, an assumption that people with mental health problems pose a danger to other people” (Independent Mental Health)

However there was a sense amongst providers that Mental Health is finally ‘catching up’ with other sectors in terms of approach and perception and was no longer the ‘poor relation’ of Acute medicine. Respondents welcomed this change, whilst accepting there was still work to be done.
“There has been an improvement, a shift in public opinion in Mental Health, if I think back to 20 years ago” (Independent Mental Health)

5.2.3
A Competitive Market
Independent Mental Health providers reported an additional competitive element to their work, which was not present amongst NHS providers. Those working closely with the NHS were worried that funding from CCGs could be withdrawn at any time and transferred to NHS Mental Health Providers or other Independent Mental Health organisations who might offer a more competitive service. This added an extra pressure in terms of ensuring that they were providing a service which would be perceived as valuable to the CCGs.

“We have to think clearly about reviewing the services and working with commissioners to identify what services are helpful” (Independent Mental Health) 

5.2.4
Similarities with NHS Acute Providers
The other issues described by NHS Mental Health providers were often similar to the issues described by NHS Acute providers, as described in Section 5.1. They also frequently talked about the Francis and Winterbourne Reports, the restructuring of the NHS, budget constraints and the movement towards Foundation Trust status. In a similar way to NHS Acute Providers, the Francis and Winterbourne Reports had strengthened the focus on regulation and standards of patient care.

“On a national scale, the on-going fallout of Francis and Winterbourne has to be incorporated into everything. And then the budget cuts are ever present” 
(NHS Mental Health)

Mental Health providers also had concerns about the abolishment of PCTs and the ‘bedding in’ of CCGs. They were waiting to see the full impact of this on patterns of commissioning and funding; there was a sense of uncertainty about the future.

“Mental Health is going through huge changes with the CCGs now being in charge” (NHS Mental Health)

“It’s difficult to plan ahead when you know different things are coming up for tender so that’s a different way of thinking” (NHS Mental Health)

Like some NHS Acute providers, certain Mental Health providers were also looking to become, or had become, Foundation Trusts, and were discovering the added workload involved in this.

5.2.5
Summary
In summary, NHS Mental Health providers share many of the same issues as the NHS Acute sector such as: the impact of the Winterbourne and Francis Reports; the restructuring of the NHS; budget constraints and movement towards FT status. 
· Independent Mental Health providers have an additional competitive element to their work; there was constant concern that CCG funding could be withdrawn and budgets cut. Mental Health had other sector-wide issues:

· There was an increasing movement towards care in the community. Providers called for clarity around how this would be regulated, given concerns that it will have to be ‘shoehorned’ into existing regulatory frameworks. This had led to concerns that non-compliance would be unavoidable, despite provider’s best intentions.

· Providers were concerned that the public did not have an informed or balanced view of mental health issues, perhaps as a result of media reporting of extreme cases. This presented barriers to moving towards community-based care.
5.3
Care Home Providers

5.3.1
Financial Viability  

Care Home providers identified staying financially viable as a key strategic priority for their organisations. Financial pressure on Local Authorities (LAs) was perceived to have a direct impact on them: they claimed that budgets had been cut and as a result commissioning is done on a purely cost basis. Consequently, their commissioning could be withdrawn at any time in favour of a more cost-effective option. As LAs can no longer be regarded as the ‘bread and butter’ work, providers were looking around for other opportunities for funding. 

“Discussions with Local Authorities just don’t seem to be focussed on individuals that we provide support to; it’s about trying to save money” (Care Home)

“At the moment the hot topic is the financial challenge because of the current economic climate. We rely on Local Authorities to fund individuals in our services and that is very challenging at the moment” (Care Home)

“When they’re given complete choice and control over funding and their pot of money there’s real potential that they could serve you with a month’s notice and go off and find another provider” (Care Home)

Providers talked about the LAs’ shift from use of block contracts to spot purchasing. This had impacted on their finances and financial planning. Not only had their income from LA contracts significantly decreased, but they no longer felt able to rely on contracts for large numbers of residents.
“We’ve got very few block contracts, they’re mostly spot purchases and that’s been a significant shift which means we bear the cost of any voids, so that’s an additional burden and we’ve closed a number of small services as result because you just can’t make it stack up” (Care Home)

Providers also noted that an additional financial challenge had come from the ‘unhealthy’ housing market. Clients selling their homes to fund care home places were finding the housing market challenging and therefore unable to buy places in care homes as immediately as they had done before, or were forced to choose a more cost-effective option.

5.3.2
The Impact of the Francis and Winterbourne Reports  

The Francis and Winterbourne Reports had a huge impact on this sector, as had the Panorama expose and other reviews relating to social care. Respondents felt that public perceptions of care homes had suffered as a result and so the sector is increasingly viewed with suspicion amongst the public. There were also concerns that as a result of these negative reports, the public’s expectations of the standard of care within care homes had been damaged. Therefore providers had a strong focus on maintaining high standards, prevention of incidents, compliance and safeguarding in the hope of deflating the low expectations of the public and rebuilding the reputation of the sector. 

“The Francis report and the Morecambe Bay report – it’s about how we take those lessons that have been learnt, particularly around the duty of candour and how we look at our organisation internally and how we apply those same principles across our managers and services” (Care Home)

“I think the public base their opinions on what they see in the headlines, so they have a fairly low regard at the moment for the sector following on from the Winterbourne and the Panorama exposés” (Care Home) 

5.3.3
A Changing Sector  

There was a sense amongst providers that some fundamental changes to the sector are taking place. Firstly there had been a move towards assisted living and more ‘informal’ services for those who would have previously used care homes. However parts of the regulation around this were perceived to be unclear by some. Providers did not have a clear understanding of how assisted living services would be regulated, and claimed that there had been no clear guidance on this from CQC so far.

“The real challenge for CQC is the blurring of the line between community action – looking after old people – and formal services” (Care Home)

Providers perceived a shift towards care home care rather than long-term acute hospital care; they felt this had implications for both patient expectations and care home resources. Providers had clients who, in the past, would have been looked after in hospital due to complex medical needs. They expressed concerns about the increasing need for staff and resources as a result of the increasing demands of patients.

“Some customers are being admitted with very complex needs, they’re understandably being kept at home for as long as possible and when they get to us, they are a challenge” (Care Home) 

The public was seen as having more choice and control, creating more competition among care homes. The sample was well aware that care homes were often chosen for the vulnerable by their loved ones or other carers and as such, are an important, emotional, often long-term decision. There was a perception that this meant that third parties were more likely to scrutinise ratings and regulatory compliance, particularly in the light of the recent ‘bad press’ for the care sector.

“People are savvy these days so they use the internet to choose care homes and they access the CQC’s website to look at quality” (Care Home)

5.3.4
Summary
· In summary, Care Home providers were most interested in staying financially viable in a highly competitive market. Therefore they were very sensitive to the damage of non-compliances to their reputation (and so to their funding and clients). 

· Providers were acutely aware of the Winterbourne and Francis Reports, which had highlighted the necessity of regulation. 
· There was a need for clarity around how the emerging Assisted Living and informal services will be regulated.           

5.4
Primary Care Providers

5.4.1
The Restructure of the NHS
Providers often spontaneously reported that the Primary Care sector is in a state of flux. In recent months, several highly impactful changes had come into force and had to be negotiated; this was not always a smooth process. There was a palpable sense of stress and resentment when providers discussed these issues.

Providers said that the transition from PCTs to CCGs had put a high degree of pressure on them. Primary Care providers were still in the process of establishing relationships with the CCGs. The demise of the Primary Care Trusts (PCTs) meant that longstanding relationships had been lost. Some claimed that the transition from PCTs to CCGs had been ‘bumpy’. In addition, providers had the sense that expectations of them were constantly changing; they were finding it difficult to ‘keep up’. 

“PCTs have disappeared and been replaced by CCGs…Relationships we had, have disappeared” (Primary Care)

5.4.2
Financial Pressures

This sector also felt under extreme financial pressure, particularly as there had been significant changes to their funding models. Certain Quality and Outcomes Framework (QOF) indicators had been removed although there was no perceived accompanying adjustment to targets; Primary Care providers felt they were still required to meet the targets but with a lower income. Essentially, Primary Care providers perceived themselves as being expected to offer more in terms of services and quality for less income.
“It’s completely in flux. Our funding models are radically changing” (Primary Care)

“Contracts, changes in financing and processing, everything’s changed. It will all bed down in time, but at the moment it’s difficult” (Primary Care)

“We have to work even harder to meet the Department of Health’s targets which have increased this year…We’ve also got to look at all the enhanced services that the DH wishes to offer for the extra income that will bring. We need to provide those services even if that means working even harder for the same or less money” 
(Primary Care)

Providers also reported that hospitals are more frequently discharging patients with expensive prescriptions for GPs to fulfil. Prescriptions, which would have previously been paid for by the hospital, were being taken out of the Practice’s budget, significantly adding to the financial pressures on Primary Care.

“The main hot topic is hospital work coming out into Primary Care. That’s the main challenge for us, and trying to balance budgets; you only need one expensive patient and it blows your budget away” (Primary Care)

5.4.3
Patient Needs and Expectations

This sector perceived the increasing demands of service users as a significant issue. Patient expectations are rising, with patients often asking for specific (and often expensive) treatments, investigations and tests. Providers saw a change in patient attitudes to GPs; many no longer ‘defer’ to the GP’s opinions making them more difficult to manage and more time and resource intensive.

“There’s an apolitical environment which increases patient demand in terms of what they expect from the NHS. Expectations are raised including unrealistic expectations” (Primary Care)

“We have what we perceive to be rising patient expectation and demand. They are perhaps hearing about their rights without being aware of their responsibilities” (Primary care)

The ageing population was seen to place a strain on practices and many were already starting to forecast for the impact of this. Providers were finding themselves with an elderly population with greater (and more expensive) medical needs. This was a phenomenon they expected only to increase in the future.

“We have a disproportionate number of older patients because of the area in which we work…And older patients are becoming more high maintenance. People are living longer and going to see the doctor more often” (Primary Care)

Additionally, service users can ‘vote with their feet’ in certain areas so it is considered very important to maintain patient satisfaction. Some Primary Care providers were located in an area in which patients had a choice of more than one practice; this introduced the pressure and concern of the potential to lose patients to other practices. 

5.4.4
Primary Care Networks

Respondents often described their sector as operating as an interlinked series of steering groups, representative groups and committees; a collaborative sector who like to work together to share information and learnings. This model of communication, interaction and dissemination of information feels comfortable to them.

5.4.5
Summary
In summary, Primary Care providers viewed themselves as subject to extreme pressure. This was driven by:

· The transition from PCTs to CCGs, which is taking time to ‘bed in’ and for practices to grow familiar with new ways of working.
·  Financial pressures and a perceived pressure to provide a greater number of services for a greater number of patients for the same (or less) budget.
· The increasing demands of patients. Patients are becoming more aware of their rights and are becoming more inclined to demand certain services from their GP. 

· An ageing population which inevitably places a strain on budget and resources.
5.5
Cosmetic Surgery Providers

5.5.1
A Competitive Market
Providers described a sector that is highly competitive, often aggressive and where ‘badmouthing’ and discrediting of competitors was not unheard of. These negative tactics did not appear to be geared towards driving up standards of patient care (although this was important to all providers in the sample) but instead to securing financial viability in a competitive and unstable marketplace. It was claimed that organisations often promote themselves in relation to the failure of other organisations.

“The industry is extremely competitive. This is not always for the good of the patients – clinics can ‘bad mouth’ others or imply they’re unsafe which leads to an overall negative impression for potential customers” (Cosmetic Surgery)

“The private sector in London is a very competitive market” (Cosmetic Surgery)

“The industry is quite competitive and a lot of companies, ourselves included, try and embrace new technologies and certainly react to public demand” (Cosmetic Surgery)

There was a perception that the Cosmetic Surgery sector is facing difficult financial challenges. The PIP ‘scandal’ had had an impact across the sector amongst providers who had used PIP implants, with many small providers going out of business and larger companies facing legal procedures. The PIP scandal had also negatively impacted on public confidence in Cosmetic Surgery providers, thereby reducing their potential customer base.
“Small providers are going to the wall in what is an aggressive and competitive market” (Cosmetic Surgery)

“A hot topic is the PIP implant scandal (which my company used), so we are part of the group litigation and are waiting to see the outcome” (Cosmetic Surgery)

“I think PIP woke people up to the fact that a lot of providers do provide a varying level of service” (Cosmetic Surgery)

5.5.2 
Financial Pressures
The sector was hit hard by the recession. Providers said that when people are under financial pressure, cosmetic surgery is one of the first procedures to be abandoned; rarely do people regard Cosmetic Surgery as an essential. 

Providers were also acutely aware that HMRC was considering imposing VAT on cosmetic procedures; there were concerns that this rise in cost would make cosmetic surgery less affordable, again potentially ‘shrinking’ their client base.  

Many in the Cosmetic Surgery sector were turning to private investors and shareholders, resulting in an even stronger emphasis on ‘the bottom line’ and highly challenging targets. Providers described that private investors and stakeholders were strongly focused on securing financial viability and creating profit. As a result, providers often described it as a challenge to balance the financial interests of their new investors with maintaining high quality.

“The insurance side is obviously trying to control costs, and they’re starting to direct patients to consultants, to guarantee costs to patients and insurer. So it’s a question of money against outcomes, with a background of very limited data” 
(Cosmetic Surgery)
5.5.3 
Public Attitudes
Providers felt that their sector was regarded with suspicion and cynicism by the public, because they believe it is often presented by the media in a negative light. Providers felt that a lot of work was needed to challenge these perceptions and to build Cosmetic Surgery a trustworthy reputation. 
“There is a whole spectrum of public opinion from viewing us as cowboys and charlatans to being seen as providing a very professional service” (Cosmetic Surgery)

5.5.4 
Independent Reviews
Providers thought that the Keogh Review into Cosmetic Surgery and the Competition Commission Review of Private Healthcare may fundamentally change the way the sector operates. Whilst the outcomes and impact of these reviews remain unknown as yet, providers predicted that there would almost certainly be new expectations and standards for Cosmetic Surgery to meet in the future.

“Then we’ve got the Competition Commission going on, in relation to the private sector. That’s making a lot of people nervous” (Cosmetic Surgery)

“The Keogh investigation – waiting to see what the government are going to do on the Keogh recommendations” (Cosmetic Surgery)

5.5.5 
A Lack of Benchmarking
Amongst this group, there was awareness that Cosmetic Surgery lacked a national data or benchmarking programme and that this made it difficult for providers to differentiate or validate themselves and their services. Providers said they would be better able to present their services and organisation if there were recognised standards. A majority were eager for this to happen.

“The other big challenge is data. The private sector hasn’t got itself organised to submit data. We submit data to CQC, mortality and infection control and so on, but we don’t submit to any central point…It makes it hard to differentiate ourselves and validate our standards of care in the market” (Cosmetic Surgery)

5.5.6 
Summary
· In summary, Cosmetic Surgery providers resided in a sector which was highly commercial and competitive. Financial challenges were appearing with the PIP scandal, HMRC imposing VAT and the recession driving out the desire for cosmetic surgery. Many had turned or were turning to private investors and shareholders in the hope of stabilising their financial situation. 

· Providers knew the sector was surrounded by cynicism and suspicion from the public, perhaps as a result of ‘horror stories’ in the media. 
· There was a sense of on-going change in the sector, with the Keogh Review and the Competition Commission underway. Providers welcomed this to a certain extent, especially as it might help build the reputation of the sector in the public eye. With no national data or benchmarking programme, it is difficult for providers to differentiate themselves and increase their market share.

5.6
Dentistry Providers

Our sample included a wide range of organisation types, from national chains with 200+ branches, strong corporate mentality and dedicated governance roles to single chair practices where one person undertakes many roles.
5.6.1
Increasing Workloads
There was a perception that practices were seeing increasingly high patient numbers. This presented an issue in terms having enough staff and capacity to see patients within a certain time period. 

“Waiting lists are an issue. Patients come and see us, and then they go on a waiting list before they start their treatment. That’s difficult in terms of patient expectations” (Dentistry)

Some dentists reported that the private sector was less lucrative than it had been in the past. The recession had impacted on the private market; private practices were closing and other dentists had to take on their patients. In addition, respondents claimed that NHS dentistry standards had greatly improved and so there was less incentive for patients to pay for private treatment. 
Conversely, other respondents reported that the private market was becoming more appealing and private dentists are ‘off-loading’ their NHS patients onto other dentists.

5.6.2
Patient Needs and Expectations
Dentists within this research sample said that patients had become increasingly demanding and more aware of their rights than ever before. The appetite for cosmetic dentistry was rising with many patients expecting this from the NHS. Patients were likely to challenge the dentist’s opinions, particularly when it comes to expensive treatments. As a result, dentists felt it had become more difficult to manage appointments because lots of time was taken up with discussing and justifying the course of action, rather than treating. 
“Junk food, obesity and smoking have had a huge impact on teeth. Young people are not listening to dentists” (Dentistry)

“Cosmetic dentistry is becoming a trend: extra white, trimming and filling teeth. And they demand it’s all done on the NHS. They don’t want to pay. They want the NHS to pick up the tab” (Dentistry)

5.6.3
Changing Regulations
This sector found the shifting sands of regulation difficult to deal with. They claimed there are always new regulations to deal with, particularly around infection control and contamination – HTM01-05 was a big issue, and often spontaneously mentioned. Regulation seemed unstable to dentists; they described a sense that the goal posts were always changing and it was difficult to ‘keep up’.

“In terms of regulation, we’ve been under the PCT and now they’ve been disbanded and I don’t know quite know how that will work” (Dentistry)

“What’s the big issue at the moment? CQC is a big issue for a lot of people and the infection control regulations HTM01-05. This is a confusing area and its open to a lot of interpretation…We’ve definitely had a few big differences in opinion over that. But you don’t want to argue with someone who’s holding a big hammer over your head, so at the end of the day, you do what they say” (Dentistry)

5.6.4
A Competitive Market
For the majority, financial growth was regarded as a strategic priority; the market place is competitive. Providers were interested in both attracting new customers and maintaining old customers by providing satisfactory service. There was a focus on catering to patient needs. Some, particularly the larger companies, had been making acquisitions across the country.

“Strategically our priority is growth. We’re looking for new acquisitions, anywhere in the country” (Dentistry)
“We’re a growing organisation. We want to offer a full range of services in each location in both private and public and offer specialist services as well. So it’s about offering patient choice” (Dentistry)

5.6.5
Summary
In summary, across the sector, providers considered themselves under pressure from changes revolving around patients:

· Practices were seeing high patient numbers, particularly due to the closing down of many private practices.

· Patients were perceived as more demanding than in the past and as therefore more time and resource intensive. Patients asked for expensive treatments (including cosmetic dentistry) and required lengthy discussion.
· Providers had found the changing requirements of the different regulators difficult to address, especially for smaller practices. There was frustration around the administrative burden created by the overlap between regulatory requirements. 
6
Main Findings – Attitudes Towards Regulation
In this section of the report we explore providers’ attitudes towards regulation; in general, and later by specific sectors.

6.1
The Regulatory Environment
Providers were subject to a high degree of regulation, accountability and control from a wide variety of regulators. 

In terms of sector-specific interest regulators included: Monitor, NHS Trust Development Authority, the Medicines and Healthcare Products Regulatory Agency, the Association of Directors of Adult Social Care Service, NHS Litigation Authority, CCGs, LAs, Ofsted, the Healthcare Communications Association, NHS England, NHS London, the National Patient Safety Agency, The Medical Defence Union, Professional Councils and, of course, CQC. 

In terms of a wider business focused interest, regulators included: The Health and Safety Executive, Environmental Health, the Charity Commission, the Information Commissioner and a variety of Financial Regulators, Shareholders, Trustees and Board Members. 

“There’s a whole variety of external bodies. We’re very well regulated!” (NHS Acute)

“Regulation affects everything we do. You name it: from employment law on the recruitment and retention of staff right the way through to the regulation of hot water discharged out of a single tap. Everything is regulated!” 
(Independent Mental Health)

“It feels like we’re inspected by everyone in the world. But it’s a good thing” 
(Cosmetic Surgery)

6.2
The Advantages of Regulation

Regulation was viewed by all providers as an intrinsic, essential part of the running a 21st century health and social care provider. It was entirely embedded into all the systems and practices of the providers across sectors. An unregulated world would be unthinkable from a care provision perspective. 

Providers perceived regulation to bring multiple benefits; these are discussed below: 

· On a fundamental level, the very existence of regulatory bodies and the requirement for regulation across all elements of service provision by a range of regulators was thought to play an important role in setting standards across health and social care. This was important for staff (to know they are providing a good service) and also to protect patients  and reassure them they are receiving a good service. 

“For me, regulation can be quite helpful because it can help set some clear standards, a framework, a common goal to aim at…I’ve always seen it as a relatively positive thing” (NHS Mental Health)

“There is always a benefit in people having insights and challenging and triangulating the information they know about your organisation and making sure we reach national acceptable standards” (NHS Acute)

“I think we are a very heavily regulated service deliverer which is for the protection of the patients” (Independent Mental Health)

· Regulation provides consistency and uniformity of standards. For staff there is clarity around the quality of care they are expected give. It also ensures that all members of staff are working towards and required to meet the same level of quality.
“It provides unity across the sector, people working towards the same thing and everyone knows what that is. People know what the standards are. It sets the bar. I quite like it” (Independent Mental Health)

· Regulation identifies poor performers who damage the sector, requires them to improve their services and ensures that they do not continue operating without striving for and achieving better quality of care.

· Regulation creates a structure for and also validates internal quality processes. Providers can be confident that their internal processes are working towards acceptable standards if they are built around regulatory frameworks; similarly, the scrutiny of regulators gives validation and reassurance that internal processes are successfully monitoring quality and identifying any areas for improvement. 

“Regulation structures everything we do from the way we manage our records to the dining room experience and where we prepare our food” (Care Home)

· Ideally, regulation could and should provide a source of benchmarking and learning by offering examples of best practice, thus enabling providers to learn from each other in terms of how good practice can be achieved and how bad practice can be avoided. At the moment, however, there is a view that regulators could work harder to share such information more effectively.
“Overall the effect is positive because it does encourage best practice. When you examine practice you can see where things can be improved” (Primary Care)

· Finally, regulation offers a commercial benefit in a financially challenging world: in a competitive marketplace, compliance with regulation can be a point of differentiation and can award competitive advantage. Some providers said that they used good compliance as a marketing tool to attract and reassure commissioners and customers; it indicates the quality of their service. This was especially true of the private sector.

“Regulation impacts on our reputation and thus on our occupancy and our income” (Care Home)

“Regulation supports us by allowing us to present a positive image of [my company] in that we are 95% compliant with CQC. We want to get 100% compliant and we will communicate that as we see fit” (Dentistry)

In summary, providers perceived regulation as not only essential, but also as offering many benefits to themselves and their organisation. 
6.3
The Challenges of Regulation

The reality of dealing with regulation on a day-to-day basis was often considered challenging by providers. The specific nature of these challenges can be described as follows:

· Regulation was often perceived to be overly burdensome from a bureaucratic, resource and time perspective, particularly within smaller providers who did not have a dedicated compliance, quality or governance team (for example, single chair dental practices). All providers, regardless of their organisational structure, said that they spent a significant proportion of their time and their staff’s time satisfying regulators’ different requirements. 
“Regulation does come with its own bureaucracy and that almost becomes a self-fulfilling prophecy for not doing things well because people spend so much time trying to meet bureaucracy that they maybe don’t effect real change at a service level…and that’s always been the challenge in healthcare regulation” 
(Independent Mental Health)            
However, despite this, none of the providers had calculated the actual cost to their organisation of complying with regulation. They were unable to separate the cost of regulation from the cost of service provision; they couldn’t envisage health or social care without regulation. This reflects the fact that providers thought regulation was intrinsic to service provision, and absolutely necessary. 
· Respondents reported a high degree of overlap between regulators’ requirements and high levels of duplication. This significantly increased the workload of providers who had to satisfy multiple regulators and undertake the administrative burden associated with this.

“You don’t mind doing all these assessments if you actually think they are going to be of some benefit. But, when it just seems a paper exercise or very similar to what someone else has done, you think it’s a big waste of time. Or they might look at a different aspect of the same process and you think why didn’t they get it all together at the same time” (NHS Acute)

“It is difficult because all of the regulators are slightly different in what they want and all of them want their voice to be heard” (NHS Acute)

“Untidy regulation – and the CQC has been really untidy — is time consuming and frustrating” (Care Home)

· In small organisations who do not have dedicated quality or governance roles, regulatory bureaucracy often detracts precious time from patient care (and potentially from earning income). This was especially true of practices in Primary Care and Dentistry, who often didn’t have a member of staff dedicated solely to regulation and governance. Providers felt that patient care and remaining financially viable were of equal importance to remaining compliant with regulation.

· There was a fear that the ever increasing focus on regulation means that staff could move from a ‘care giver’ to a ‘box-ticker’ mind-set. This was perceived as a risk that would be detrimental to service users and would defeat the point of regulation. Regulation was sometimes perceived to have a negative impact on staff, leading them to become preoccupied with fulfilling the regulation, instead of trying to improve the quality of the service. 

“From a negative viewpoint sometimes it can be a tick box exercise and it is very target orientated…So if you are just playing the game you would just focus on the boxes that you need to tick” (NHS Acute)

“It’s my role to balance ‘ticking the boxes’ with highlighting where they need to make improvements. It’s easy for it to become a bureaucratic paperwork exercise” 
(Primary Care)

· Some providers found embedding a regulatory mind-set within their organisation challenging. A majority expressed a desire for staff to absorb quality processes into everything they do and understand their meaning. This can be a slow process and involve on-going training and even organisational change. Providers reported that staff found it difficult to understand why governance of quality is important; some providers used regulation to help staff understand this. The staff of one provider had been given cards to carry with them whilst they work to help them internalise CQC’s standards.

“The staff have had to interact with the CQC to understand what clinical governance is about. All the things we have been saying to the staff for the year, the staff suddenly understand why it is important” (NHS Acute)

“Regulation acts as a leverage to facilitate discussions or firm up discussions or firm up outcomes” (NHS Mental Health)

“A lot of staff are quite low paid and low grade so it’s difficult to get them on side with these things” (Primary Care)

· An obstacle to successful inspections was staff anxiety around inspections. Many providers stated that staff can be fearful of inspections and inspectors. As such, time and effort were required to create sufficient support for staff to feel confident in inspections.
“Some of the people on the ground get a bit angsty. Because they’re the ones who are presented with two inspectors grilling them, and they often do the ‘rabbit in headlights’ thing. If you’ve never experienced it before, there is a level of anxiety” (NHS Mental Health)

In summary, while providers identified drawbacks to regulation, none were so significant as to call the need for regulation into question.
6.4
Sector Specific Attitudes 

Below we outline the attitudes of specific sectors towards regulation.
6.4.1
NHS Acute Providers’ Attitudes towards Regulation

The impact of the Francis and Winterbourne Reports on NHS Acute providers was of considerable importance. Whilst respondents claimed that they have always considered regulation to be important, the Francis and Winterbourne Reports had highlighted the implications if high standards of care are not kept. Providers had been reminded of the dire consequences for the organisation and the public when governance and regulation fail.

As such, providers reported that they were ‘reaching out’ to regulators (and the CQC in particular). There was a desire to build strong relationships with regulators and maintain close contact. Providers appreciated the support, advice and assurance which close contact with CQC could offer. They believed that such a relationship with CQC could aid identification of potential issues.

“We value the relationship and the interface with CQC” (NHS Acute)

The providers in this sector were unanimously focused on improving the quality of their services; in fact, they were passionate about this. There was a perception that regulation could be used to drive improvement, and they often suggested that a close relationship with a CQC representative could potentially help identify areas in their organisation in which improvement is needed and also suggestions for specific improvements. Providers viewed this as huge benefit of working closely with the CQC.

There was also a desire for a truly open forum where doubts and worries could be safely expressed. Providers wanted to be able to talk freely about areas of worry and potential issues without this being ‘marked down’ against them. They saw the benefit of this being that issues could be dealt with in a timely and open way.

The Trusts in this sample typically had very large remits, with a wide range of staff and services over multiple sites. For this reason, some providers were concerned that they would not be aware of all the care in their organisation all the time, however much governance was put in place. They considered it reassuring to know that a third party was also scrutinising and validating the care in their organisation. 

“Someone else is more objective at looking at yourself however objective you try to be” (NHS Acute)

Those Acute providers who had a history of poor service provision or had had remedial measures imposed by regulators were eager to improve the quality of their services. They thought improvement was essential, not only as a reassurance for the public, service users and commissioners, but also in order to attract good staff and break the cycle of poor standards. For these providers, regulation was of paramount importance in terms of rebuilding their damaged reputation.

“Having someone marking your homework, as it were, is important because it does give the public that assurance, if they are working properly, that they need” 
(NHS Acute)

6.4.2
Mental Health Providers’ Attitudes towards Regulation

As with Acute providers, regulation was of paramount importance to Mental Health providers. However, providers claimed that adhering to regulation can be challenging. Respondents felt that the mental health service environment was difficult to control at times and this made them vulnerable at the point of inspection. 
“They [CQC] say ‘the service user said they weren’t made aware of their rights’ but if they checked, they’d know that that’s symptomatic of the person’s condition, that they lie compulsively or forget things” (NHS Mental Health)

“Obviously in this environment, we get a lot of behaviours that produce notifications: aggression, AWOLs etc.” (Independent Mental Health)

This was particularly true for Independent providers, who were particularly sensitive to the commercial implications of non-compliance: reputational damage. Providers were aware that non-compliance could have a negative impact on their funding sources.
“When we first set up, we spent a lot of time feeling quite frightened of the CQC, because we were aware that if we didn’t meet the standards we might go out of business” (Independent Mental Health)

Consequently, the background and experience of CQC Mental Health inspectors were of critical importance to this sector. Providers thought that only an inspector who had a background in Mental Health would be able to fairly and accurately assess the level of their compliance because they would have realistic expectations of the Mental Health environment.

Mental Health providers needed clarity around how community-based care will be regulated. Currently it appeared to providers that it would be ‘shoehorned’ into existing regulatory frameworks. Providers were dubious about this and wondered whether this would lead to non-compliance being unavoidable, despite provider’s best intentions. This was a particular concern for independent providers, given the competitive environment they operate in.

“We haven’t been given much guidance on the community teams, and how it’s going to work” (NHS Mental Health)
6.4.3
Care Home Providers’ Attitudes towards Regulation

This sector was mindful of the strategic importance of financial issues. They were aware of the importance of remaining attractive to CCGs, LAs and the general public by demonstrating a high quality service in order to secure funding and occupancy. Without this, their business would not be viable and so this was their top priority.

“We need to comply and we welcome the fact that there are regulations because it drives up standards, customer experience and safety. It impacts on our reputation and thus on our occupancy and income” (Care Home)

As a result of the Francis and Winterbourne Reports, Care Home providers perceived regulation to be of critical importance, as they had been reminded of what can happen when quality of patient care is allowed to slip. 

There was a sense that CQC had to take their share of the blame for the failings at Mid Staffs, Winterbourne and Morecambe Bay. Respondents perceived that CQC had failed to act on the low standards of care at these organisations, and thus some providers viewed CQC as being partially responsible for these shortcomings. As such, there were questions from a minority of providers around CQC’s fitness for purpose; its ability to detect when regulation is not followed and take action. As a result of this, there was also some sense of guardedness and discomfort from a minority of providers. They felt that if CQC wasn’t fully equipped to regulate, it may reflect badly on their organisation’s quality of care.

“Most of the stories in the press are about our regulator and about the appalling job our regulator has done” (Care Home)

Providers said that the financial pressures created a highly competitive market, with many organisations ‘fighting’ for funding and commissioning. This had impacted their attitudes towards regulation as a whole; non-compliance made organisations less likely to receive funding. Even minor non-compliances were perceived to have a damaging effect on reputation. This made providers very sensitive to regulation.

Some providers had concerns about the lack of clarity around regulation of assisted living and informal services. There was some confusion leading to concerns around rising instances of non-compliance (because the regulation does not fit the environment). They wanted clarity on how assisted living and informal services would be regulated, particularly by CQC.
6.4.4
Primary Care Providers’ Attitudes towards Regulation

It should be noted that this sector were the least experienced in CQC regulation, having only begun registering with CQC in April 2013.
The Primary Care sector called for regulators to give clarity, transparency and decisive action. Providers could see the value of regulation, but wanted a clear unambiguous statement of what is required of them. This would make regulation much easier to manage and address, especially within a practice under pressure in so many other directions. Providers did not think CQC had achieved this clarity of communication so far. 
“I think CQC need to provide more effective communication on what might be expected in terms of standards” (Primary Care)

Due to the changes in working arrangements, providers considered there to be a lot of unknowns and confusion in Primary Care. There was a feeling that CQC has not yet ‘shown their hand’, which makes them one more unknown to deal with. A majority of providers’ contact with CQC had been limited solely to the registration process; whilst providers expected that CQC would require more from them in the future, they were not sure at this stage exactly what that would entail. This created a latent sense of unease as providers were waiting to see ‘what happens next’. 

“We haven’t had an inspection; we haven’t heard a lot in terms of what CQC are doing in terms of general practice” (Primary Care)

“[The registration process] has been our only contact with them so far; the rest has just been a watching brief” (Primary Care)

“You could say we don’t feel fully engaged with the CQC. I suppose we won’t be until we have further contact and perhaps have an inspection” (Primary Care)

Given that they were under intense pressure, providers had limited room for manoeuvre, in terms of meeting regulatory requirements. This created a desire for realistic regulation as providers did not feel they had the resources to make significant changes within their organisation. Providers did not think it was reasonable for CQC to demand an overhaul of their premises, systems and services; moreover, they did not think this was necessary.

Amongst Primary Care providers, there was desire for regulators to mirror the sector’s networking, collaborative approach to disseminate findings and share learnings. Certainly providers thought that making use of existing, well-functioning networks would demonstrate that CQC understands the sector.

“They [CQC] should have much more local consultation, with more real debate; it’s about a meeting of minds…If they build a dialogue with GPs on a local level, I think they’ll get much further” (Primary Care)

“The CQC could improve its service by having a more local focus, more local consultations; they have regional sectors but it could be more local, and they acknowledge local set ups like Local Medical Committees already in place” 
(Primary Care)

Whilst this sector is already heavily regulated, CQC regulation was relatively new. There was a sense that CQC regulation must be ‘shoehorned’ into existing frameworks which felt unnecessary and unproductive. A majority of providers stated that they were already meeting the regulatory requirements but were not presenting or expressing this in a way acceptable to CQC.

“We believe we are already compliant, and we are taking forward the work that the PCT would have expected of us. We’re really operating under that regime and our policies and procedures reflect that” (Primary Care)

“A lot of the areas we look at [in line with CQC’s regulation] were already in place under the Quality Services Framework. So there was a lot of cross-working with QOF” (Primary Care)

“We are already subject to inspections [from the PCT and the Medical Practitioners Society]” (Primary Care)

“I have a lot of other regulation of course, but the CQC was adding another layer of it. The normal statutory things you’d have in any business, plus things specific to Primary 

Care services” (Primary Care)

6.4.5
Cosmetic Surgery Providers’ Attitudes to Regulation

Overall, regulation was regarded as an opportunity to attract new patients and ultimately to generate income. While patient safety was undoubtedly of key importance, there was a strong financial focus in this sector. This priority was driven by the highly competitive and unstable market in which there was constant concern around maintaining and attracting customers.

In a financially challenged and highly competitive market, positive ratings and compliance can be used in marketing activities. Providers were able to advertise their compliance as a point of differentiation from other organisations. Equally, negative ratings could be extremely problematic and there was frustration that ‘minor misdemeanours’ were recorded in public. Non-compliances could potentially cause providers a loss in revenue as potential customers were put off having procedures and staff were put off working there.

“A positive inspection has a huge impact on us and our staff. It has a really good impact on our parent company too. It’s a great marketing tool for us. If it’s not so good, people get very depressed about it. It can destroy a service; people don’t want to work there anymore. It can affect us commercially” (Cosmetic Surgery)

Regulation was seen as one way to prove the services offered are of high quality, especially in a sector surrounded by cynicism and suspicion. Regulation gave providers the opportunity to distinguish themselves from the ‘cowboys’ and ‘charlatans’ which the public was afraid of. 

There was also recognition that there were organisations offering low quality services to the public and that these needed to be brought up to standard or removed. This view was driven as much by a concern for the public perception of the industry as by a concern for patient safety. Providers knew that while these ‘bad apples’ were in existence, there would be negative media portrayals of the sector. 

“[Regulation] demands minimum standards and also demands best practice…It drives quality assurance. It drives safety” (Cosmetic Surgery)

“The one man band operating out of the upstairs room above the hairdressers is very difficult to track down if it’s providing regulatory services but isn’t registered. We are aware that within the Cosmetic Surgery sector, there are number of operators who do operate without appropriate registration and do flout standards” (Cosmetic Surgery)

5.2.6
Dentistry Providers’ Attitudes towards Regulation

Dentists were lacking in time and resource, particularly in relation to regulation. While in essence they welcomed the CQC in their sector (and could see its value), the associated administration was considered overwhelming, particularly for those practices who did not benefit from a dedicated compliance manager. However, this administration was ultimately accepted as part and parcel of regulation. Providers were required to ensure they were meeting every CQC standard, both by aligning their existing procedures to the standards and by creating new procedures to fulfil standards – this was a time-consuming task.

This group felt that the arrival of CQC in Dentistry had increased focus on quality and standards, ‘raised the game’ and encouraged focus on wider aspects of patient care (such as safeguarding) than the dental procedures alone. CQC was considered the new driving force in dentistry and this was welcomed, especially as there was a perception that there were some organisations in the sector delivering low quality care. Some providers felt that they had made significant changes as a result of CQC’s regulation, particularly in terms of improving patient care. Some had cut the use of agency staff for quality control reasons; but saved financially as a result.

“CQC have worked hard and made improvements. We’ve done some research to show happy patients equals happy staff equals compliance. The non-compliant practices were the ones where satisfaction levels were lower” (Dentistry)

“Without CQC we wouldn’t be driving improvements to standards so I think it’s had a positive impact on our organisation” (Dentistry)

“CQC inspects to make sure we are reaching those standards. This contributes to our objectives from a customer service perspective definitely. It encourages us to give a better experience to the patient” (Dentistry)

Regulatory sands were perceived as shifting and regulatory requirements overlapping by this sector. Frustrations were apparent here; providers would like their key regulators (CQC, NHS and GDC) to communicate more and eliminate overlap and the need for duplication. Providers said that this overlap in regulatory requirements increased their workload dramatically because they often had to submit the same information several times in a different format.
“CQC have added a heavy cloud over the profession, that’s my feeling. They’ve added a whole load of paperwork that seems completely unnecessary. I’ve always felt that the GDC should be regulating the profession, but now they seem to be just a little mini dental court.” (Dentistry)

“We have a lot of registrations with them. They still apply what I feel is a significant administrative burden on us, bearing in mind the scale of the business” (Dentistry)

There was some particular frustration around CQC’s treatment of HTM01-05, which providers considered unnecessary for high quality service. Some dentists believed that CQC was adding an unnecessary burden and demonstrating a lack of understanding of the sector which could ultimately breed resentment. 

“CQC say that under HTM01-05 you have to have a washer-disinfector. You don’t. But to keep the peace, you just get the thing. It costs you £5k and it just sits on the side doing absolutely nothing” (Dentistry)

Some providers commented on CQC’s recommendation that the ‘What You Have the Right to Expect From Your Dentist…’ brochure is displayed in surgeries. They had seen this empower patients to a point where they were demanding procedures and not deferring to the Dentist’s professional expertise. Dentists claimed that as a result, they often spent so long discussing treatment options with their patients that procedures risked being rushed to stay on target; as a result, quality was perceived to suffer.
7.
Main Findings – the Impact of CQC on Organisational Behaviour
In this section of the report we examine how CQC’s requirements impact on organisational processes and procedures.

7.1
Internal Governance

7.1.1
Quality Frameworks
Providers stated that CQC had had a strong impact on organisational systems and behaviour. CQC standards were intrinsically woven into all aspects of quality management and governance, and often formed the core of frameworks, with the exception of Primary Care, for whom QOF was currently the major focus. 

“The systems we have built are entirely based on CQC standards. It’s a quality tracker, we look at areas CQC might not focus on as well so it’s general quality but using the CQC essential standards as a basis, because it’s as good a measure as any to separate areas into” (NHS Mental Health)

“We bought a system to do exactly that. The CQC standards in the main point out what you should always be doing, whether it is dignity, consent, supporting your staff, whatever it maybe. We know what is required” (NHS Acute)

There was a universal acceptance that this is the most logical and sensible approach to quality framework management. This viewpoint was driven by two perspectives. Firstly, structuring quality frameworks around CQC requirements made the process of on-going monitoring more straightforward. There was no need for providers to manipulate processes to fulfil CQC’s standards or express them in a way which fulfils CQC’s standards because they already do.

Secondly, CQC standards were generally perceived to encompass all key aspects of service provision and therefore form a good base for quality frameworks. Providers were reassured that they were delivering a good standard of care if their internal quality frameworks reflected CQC’s standards.

7.1.2
Quality Systems and Monitoring Activities
A number of activities were employed to highlight potential problems and ensure providers remained compliant. A majority employed several or all of these: 
· Quality ‘dashboards’ for key service areas

· Rolling monitoring of CQC outcomes (such as ensuring a detailed focus on one outcome per month) 
· Use of the CQC Provider Compliance Assessment Tool and the Dental Buying Group Compliance Tool (structured around CQC standards) 
· Having early warning systems or alerts in place 
· Undertaking mock inspections accompanied by reports mirroring CQC reporting (these were predominantly undertaken internally, although one or two respondents described commissioning external consultants for this task) 
· Analysis of Friends and Family data 
· Patient surveys 
· Analysis of incidents and accidents 
All of this was triangulated to give a 360 degree picture of care quality. 

The vast majority of providers had dedicated compliance or quality teams in place with two exceptions: smaller dental practices and GP practices (where one partner and the practice manager typically took responsibility respectively).

“Internal monitoring is a whole industry in itself. We have a committee who are responsible for making staff aware of requirements and criteria. We do our own internal inspections. We do self-assessments. We meet every month and we go through standard by standard. We review things constantly” (Cosmetic Surgery)

“We do tailor our assessments of the wards and departments according to the essential standards. We have an exec review of those standards and identify ownership…We get wards to collect portfolios of evidence as to the achievement of those standards” (NHS Acute)
“We audit based on the essential standards, every six months, or every three for people with high support needs. From those audits each service has a development action plan, and we can also pick up where a service is starting to slip. We build in triggers to raise concerns. We’ve developed the system over time and we are reviewing it at the moment, constantly improving it.” (Care Home)

“Internally we have a real drive towards ensuring that we continue to meet the essential standards; we have an internal essential standards group who meet on a monthly basis, all the relevant people are there, and we look at the issues, we look at our stats, it’s all circulated and we review at least one outcome each month to meet the required standard. And we carry out internal ‘mini-CQC’ inspections. So we’re witnessing good quality, talking to staff, checking they understand their roles and responsibilities and that report is shared.” (Independent Mental Health)
7.1.3
Incorporating CQC Standards
Two distinct attitudes were evident regarding how CQC standards are built into governance. A minority viewed CQC standards as the ‘end goal’ for compliance, the ultimate ‘box to be ticked’. These providers saw compliance with CQC standards as assurance that the organisation was delivering good quality care.

However, the majority viewed CQC standards, while comprehensive, as the ‘bare minimum’, the starting point. For these providers, internal quality requirements should go ‘above and beyond’ CQC standards. Meeting the minimum standards was not considered acceptable; respondents strived to achieve excellence. 

It was not possible to discern any sector bias for these two attitudes. In fact, the approach appeared to be determined by management strategy and organisational priorities of individual organisations. Some organisations were passionate about delivering a quality of service which was demonstrably higher than their competitors (and geared their organisation towards this).

“We have internal inspections at a minimum of every 6 months according to [my organisation’s] standards, which are higher than CQCs” (Care Home)

“We have taken it upon ourselves to decide what standards we need to achieve” 
(NHS Acute)
“To my mind, being compliant with CQC is not an indicator of complete quality. It’s just like a minimum standard, isn’t it? And do we want to run our standards to a minimum – not really. If it was my mum or dad coming here, I’d want a bit more than the minimum, wouldn’t you?” (NHS Mental Health)

7.2
Announced and Unannounced Inspections

A majority of providers stated that CQC inspections were always unannounced and this was welcomed by all. Whilst it was acknowledged that unannounced inspections could be inconvenient and fall on busy or disorganised days, providers regarded them as the only way that inspectors could ascertain a true picture of how an organisation runs on a day to day basis. The fact that all providers interviewed were in favour of unannounced inspections was evidence of their commitment to the highest standards of quality and transparency. 

“Certainly the inspections are very disruptive and can cause havoc on the day. With an unannounced inspection there isn’t always the personnel on site who can provide all the required information or even provide access to the information that the inspector is seeking” (Cosmetic Surgery)

7.2.1
Attitudes towards Unannounced Inspections

Unannounced inspections gave providers the assurance that their organisation was delivering a high quality of a care, and also that their own internal quality framework was working properly. It should also be noted here that all respondents in our sample were in senior positions within their organisations, or in dedicated quality and governance roles; therefore, there was an inherent degree of confidence that the systems and processes they have put in in place would stand up to spontaneous scrutiny.
“If it’s announced you prepare and put on your best show, and if it’s unannounced you see it how it is. That’s fair. If you’re running a good shop you shouldn’t be afraid of that” (Independent Mental Health)

All providers wanted CQC to have a deeper understanding of their sectors and organisations. It was thought that unannounced inspections went some way to achieving this as inspectors could see how the organisation runs without interference.

“Almost every single inspection is unannounced. That’s good; we want them to see the service on just a normal day. It gives the inspector the most accurate reflection of a service” (Care Home)

Unannounced inspections were thought to encourage an on-going focus on care. In contrast, announced inspections were considered far less effective, from both a quality and an ethical standpoint.

7.2.2
Attitudes towards Announced Inspections

Some sectors, however, were subject to announced inspections. Dentists reported receiving announced inspections, as did some community based Acute and NHS Mental Health services. Announced inspections were required amongst the latter groups for logistical reasons, because inspectors need to travel with community teams. 

There was a strong sense amongst these groups that unannounced inspections would be preferable (where possible), for the reasons stated above. Some respondents described going to great lengths to reassure CQC inspectors that they had not taken any action in advance of their inspection; they were keen to convey that ‘what you see is what you get’.

“We never get unannounced inspections but I would love that. Some dentists cancel their patients when they hear that CQC are coming; we never do that. And when she comes the first thing I tell her is ‘I haven’t cancelled any of my patients’. Everything is out in the open here” (Dentistry)

7.2.3
Inspections in the Primary Care Sector
None of the Primary Care providers in the sample had yet been inspected. They had little understanding of what inspections would entail and whether they would be announced or not. There was a need for clearer communication from CQC in this area.
“We can only respond [to CQC] after an inspection, when they are people on the ground. At the moment it’s like a bogey man in the background. We’re not expecting an inspection because we don’t have any concerns in terms of how we perform” (Primary Care)

“We haven’t had an inspection; we haven’t heard a lot in terms of what CQC are doing in terms of general practice” (Primary Care)

7.3
The Impact of Inspections

By all accounts, inspection outcomes had a significant impact on organisations. A positive inspection boosted morale by validating that hard work and commitment to care had been recognised. It demonstrated that the organisation was delivering high quality care and that the work of both frontline staff and the governance team had had a positive impact.

“It’s a seal of approval. Yes we are doing a good job and it’s externally recognised” (Care Home)
“A positive inspection has a huge impact on us and our staff. Our last inspection was very good and everyone was really chuffed about it. They feel like they’ve contributed to it and they feel really proud of it” (NHS Acute)

7.3.1
Positive Inspections

A positive inspection could also offer competitive advantage for those in a competitive market and could be promoted on the provider’s website. Providers could use a positive inspection to attract more custom and advertise themselves as providing a better service than their competitors. Moreover, a positive inspection offers reassurance to the board, stakeholders and potential service users. Providers found it highly valuable to be able to reassure their commissioners with a positive inspection.

“If I go to my clinical quality control review with my commissioners and I can say here’s a positive inspection, it’s happy days” (NHS Mental Health)

7.3.2
Negative Inspections

Conversely, a negative inspection was bad for morale, disheartening and demotivating for providers and staff. It was thought to cause reputational damage, as well as the wrath of stakeholders and senior management, and frustration and anger, particularly amongst frontline staff. A bad inspection could also cause loss of jobs and disciplinary action in serious cases. 

“It terrifies and demoralises staff and it doesn’t give any encouragement to people to try and get it right” (Independent Mental Health)
“Some of the comments were absolutely damning. The Chief Exec called everyone into meetings and read the riot act and said ‘This is unacceptable. Anyone behaving in the way that is described in this report will be sacked.’ The general response was absolute horror from the vast majority of staff. They were ashamed that our Trust had highlighted such poor care…there was then a huge resurgence of pride – we were not going to allow this to happen again” 

(NHS Acute)
A bad inspection could be a catalyst for change (if the highlighted areas of non-compliance were considered fair) and relief that potential issues have been highlighted and can now be addressed. Providers were sometimes grateful that CQC had identified issues and areas for improvement which they may not have been otherwise aware of - this could often lead to significant changes in procedures and ultimately a better run organisation. 

“It can spur you into action and focus your mind” (NHS Acute)
“Chances are we’d have got to those things eventually, but it was good to have them highlighted to us sooner” (NHS Acute)

Providers were fully motivated to achieve positive inspections and avoid negative inspections in all sectors.
7. 4
Summary
In summary:

· CQC standards were intrinsically woven into all aspects of quality management and governance, and often formed the core of frameworks.
· Organisations employed a number of activities to highlight potential problems and ensure compliance.

· There was great support for unannounced inspections amongst providers. Providers wanted an honest, open, transparent relationship with CQC and unannounced inspections were seen as reflection of this. Providers did not want to give the impression of hiding anything from CQC.

· Unannounced inspections encourage focus of quality of care day-to-day, not just in the lead up to an inspection.

8.
Main Findings – Relationship with CQC
This section of the report examines perceptions of CQC as an organisation, provider satisfaction with the relationship and how relationships with providers might be improved. 

8.1
Perceptions of CQC

CQC was regarded as the most significant, powerful and impactful regulator of all, with the possible exception of respondents in Primary Care, for whom a relationship with CQC was still forming. It was thought that CQC directed providers’ actions more than any other regulator; providers had set up extensive internal procedures reflecting CQC’s standards.

“When we talk about regulation, what we’re talking about is the CQC because that’s the thing that has the biggest impact on us” (Independent Mental Health)

“In the past I would have said GDC had the most impact on us but now we keep more of an eye on CQC than anything else” (Dentistry)

Providers identified several reasons why CQC was the most important regulator for them, which are discussed below:
· Negative inspections from CQC can have implications on survival as an organisation, as providers could potentially lose funding, commissioning, public confidence, patients and customers. Most importantly, CQC has the power to close down providers if it believes the quality of care has fallen below an acceptable standard. 

“They are the most important regulator because if they don’t consider us fit for purpose then they have a very strong enforcement process that could potentially shut you down” (Independent Mental Health)
· Providers identified and valued CQC’s potential to add value and help organisations improve. They recalled instances when CQC inspectors or local assessors had identified an issue and offered the opportunity to improve, or instances when CQC had explicitly suggested specific improvements which could be made to services.

“From an improvement point of view, the regulator which adds more value is CQC.” (NHS Acute)

· CQC was seen as aligned with provider organisations’ core objective: to consistently deliver high quality care. Providers felt that they and CQC were striving for the same goal and working in partnership. 

· CQC has the most regular inspections so providers felt CQC’s presence in their organisations more than any other regulator, which made it imperative to keep CQC’s objectives in mind. CQC also publish inspection findings publicly, ensuring that compliance had implications for the public’s confidence in that organisation.

“The main focus is CQC because they inspect more regularly…And with the public and patients looking at a bad CQC report, it means a lot and it can be difficult thing to retrieve” (Care Home)

· CQC’s regulation was considered all encompassing (unlike the more specific remits of other regulators). As CQC’s regulation covers all aspects of an organisation’s processes, it is necessary to take it into account in all areas. Therefore it is described as the regulator with the most far-reaching impact.

· Poor compliance with CQC was perceived to generate worse media coverage than other regulators. The public and media are especially sensitive to providers’ capacity for patient care.
“You get worst press if you breach CQC or the Health and Safety Executive’s standards. This is not good for business” (Cosmetic Surgery)

In summary, providers saw it as essential to meet CQC’s standards. CQC was regarded as the most significant, impactful and powerful regulator.

8.2
Perceived Strengths of CQC

The different sectors answered in a very similar way when asked about the strengths of CQC. These strengths are described below:
· The first strength was CQC’s existence. Providers reported a clear need for a regulator and regulation focussing on patient care. CQC’s aims and objectives around patient care were considered of utmost importance amongst providers.

“In the current construct where there is so much going awry around the place I think the role of the CQC is going to be a policeman in terms of minimum standards” 
(NHS Acute)

· CQC was thought of as person-centred and focussed on the service user. Providers viewed this as an advantage and central to health and social care.

· Regardless of individual views of CQC as an organisation, providers stated that CQC had brought a focus on standards and quality of care, in ways which encouraged improvement as well as compliance. 

“The strength of the CQC from a dental perspective is that they’ve made us really look at our standards, at areas we maybe wouldn’t have focused on; things like employee surveys and making sure we do something off the back of those results. It’s made us raise our standards and we also now focus on things like child protection and the safety of adult patients” (Dentistry)

· Some providers thought CQC was thorough and detail-driven in the way the inspections were run and the standards structured. They could see the reasoning behind CQC’s action and were positive about their ability to gather a thorough and detailed picture of a service. 
“The things that they expect are the things that we want to provide…their standards are the right standards I guess is what I’m saying” (Independent Mental Health)
· Importantly, CQC staff were considered to have the right values and to be good people. Providers formed this impression as result of interacting with inspectors and local assessors. 

· Providers stated that CQC was contactable by a variety of means and not inaccessible. This was considered important, in line with providers’ desire for transparency between themselves and CQC. In addition, the provision of whistleblowing facilities was also welcomed.
· Some providers who had a close relationship with CQC credited the organisation with a degree of self-reflection, self-awareness and self-knowledge. They saw evidence that CQC had reflected upon the recent events of the Francis and Winterbourne Reports and had decided make improvements to their organisation. For others who shared this view, this was driven by the proactive and sensitive stance taken publicly by David Behan in the wake of the issues around UHMB (the media coverage broke during the fieldwork period).
· The majority of providers spontaneously stated that the new leadership team, particularly David Behan, was welcomed. Providers were waiting with interest to see the mid to long-term impact he will have on the organisation. The initial signs were perceived to be encouraging and engendered a sense of optimism. They felt that the CQC was making changes and perceived an increase in consultations and this research study as part of that.
“I think CQC are actually starting to do some good work and I’ve got some confidence in David Behan. I think he wants to do the right thing” (Care Home)

“What I’m seeing in the news, the new person in charge, the fact that you are calling to ask me about them, I’m getting a much more positive vibe and that’s why I’ve agreed to speak to you, because I’m now starting to think ‘maybe I can actually work with these people.’” (Dentistry)

In summary, CQC commands a certain credibility and respect from providers; they identified several strengths of the organisation, as well as evidence of signs of improvement going forward. 
8.3
Perceived Weaknesses of CQC

There were three major weaknesses of the CQC which consistently emerged. 
8.3.1
Lack of Sector Expertise

Firstly, there was a perceived lack of sector knowledge and lack of sector expert inspectors. This was a major criticism of the CQC, although providers acknowledged that this is set to change, and welcomed this. Non-expert inspectors were thought to result in lack of understanding of the wider context in which situations occur and therefore may result in ‘unfair’ non-compliances. It was also thought to potentially undermine the validity of CQC. Service provision was considered complex and detailed and could only be truly evaluated by someone with a complete understanding of the issues faced.

“The most frustrating thing of all is that you’ve been inspected by someone who doesn’t have a clue about dentistry. I used to do dental inspections back in my own country. It’s important to speak to someone professional to professional. You know when someone is trying to pull the wool over your eyes…But they just blindly insist to the letter of what’s written there…there’s no understanding of the nuances of the reality of practice” (Dentistry)
“I suppose some difficulties we have with the regulators is a lack of understanding from the regulator as to the nature of some of the queries we have. There is a non-invasive lipo machine called Cool Sculpt. It was very difficult to get CQC to understand that it was a non-invasive liposuction machine because it is new technology, its cutting edge technology. It was difficult for them to understand where it fits in the regulatory framework” (Cosmetic Surgery)

“The assessors had been trained as assessors, nothing to do with Primary Care. I don’t mind that because I hope it’s going to change” (Primary Care)

“I’m sick to death of them sending inspectors who don’t understand what they’re coming into…if you’ve never been into a forensic unit, or you’ve never been into an end-stage dementia unit, it can take your breath away, and it’s probably quite scary…and I’m not sure that some of the inspectors are equipped to see through some of that initial stuff” (NHS Mental Health)

“In our area, the programme is very structured. They went to visit and the women themselves were in a group so the staff told them that and that was interpreted as obstructing. We queried that but it was very difficult” (Independent Mental Health)

8.3.2
An Inconsistent Approach
Another criticism frequently levelled at CQC was an inconsistent approach to inspections; outcomes felt subject to ambiguity and interpretation. This was a source of extreme frustration. Almost all providers said that they expended significant time and energy interpreting how to evidence CQC standards, and even then they struggled to clearly understand what CQC required. 

“The CQC outcomes are a bit vague. They set them but don’t tell you what you have to do to comply with them. There should be more clarity. They should say what they expect to see on inspection. They should provide more detail on what you should do, how often you should run a CRB check on staff for instance” (Dentistry)

Some providers claimed that some inspectors were inclined towards focusing on particular issues that they personally seem to regard as being of particular importance. It was reported that what one inspector was heavily critical of, the next potentially won’t mention. What one provider is rated non-compliant for, another offering the same service or procedure may be rated compliant for.

“We had a recent inspection in a well-established home. The manager wasn’t around at the time and we filled in; it wasn’t the normal life of the home but it was pretty close. When the inspection took place, the inspector could see that staff were well trained and supported. Residents gave good feedback…When the report came back it said that staff support standards were not being met. We felt this went against the evidence, it was just that some of the records were not up to date…And that kind of thing has happened numerous times” (Care Home)

“We did a lot of work to engage the service users with dementia in a variety of activities, to schedule in arts and crafts for them to do, which is what they’d asked us to put in, it was all fine. But then we got a new inspector, and she said ‘It’s not my definition of arts and crafts’. And you just kind of go, OK, when you came before, you wanted this…and now you’re saying it doesn’t meet your personal definition of arts and crafts. But the service user is engaged in it, and they’re enjoying it – isn’t that the point?” (NHS Mental Health)

“I think people get a bit cheesed off with the inconsistency of it. So, I got a non-compliance, and when I talked to the director of another MH trust, and told him, he said, ‘well they didn’t pull us up for that’” (NHS Mental Health) 
Providers thought that the consistency of inspections could potentially be improved. While it was recognised that the human element of inspections will always entail a small degree of subjectivity, providers wanted to see standards written unambiguously so they could clearly identify what CQC requires and fulfil it. They wanted CQC inspectors to take into account the context, both in terms of that specific organisation’s structure and also in terms of the ‘norms’ for that sector. It is also important for providers to be able to challenge and discuss the results of an inspection with CQC because they often feel that they may be able to give a reasonable explanation for particular behaviours or situations.

8.3.4
The Influence of Individual Relationships
Providers felt that too much depended on individual relationships with inspectors. Many providers, when discussing their relationship with CQC, were actually discussing their relationship with their local inspector, as this is the tangible element of the relationship. Many had experienced the difference in relationship between different inspectors. Those who were currently experiencing harmonious relationships often referenced their awareness that they are ‘lucky’.

“I do think CQC is interested in having a positive relationship with us but I think that’s really down to our local inspector. If we didn’t have her, I would probably say no” (Cosmetic Surgery)

“We have a proactive and open relationship with CQC; we feed them organisational information and have a 6 monthly meeting with the area manager for CQC” 
(NHS Acute)

“We try to work on the basis of ‘no surprises’. So if I’ve got something bubbling up, I’ll share it, and equally if CQC have heard any complaints they’ll raise it and we’re given an opportunity to respond. It’s felt quite balanced” (NHS Mental Health)
8.3.5
Other Weaknesses Identified
Providers also identified other weaknesses:

· It was thought that CQC could be slow to follow up on negative inspections. Despite issues being resolved quickly, negative ratings remained in place for a significant period. This could have implications for public perceptions and (particularly for those in the private sector) customers and revenue.

“The only negative I would perceive is that the procedure is too slow and cumbersome. So its fixed for say 2 years…that can be a very long time to get out of it” (Care Home)

· The registration process was heavily criticised by those who had recently gone through it; in this sample, this was primarily Primary Care and Dentistry Providers. The questions asked in the registration process felt too ‘Acute’ and ‘Care Home’ focussed; some sectors struggled to meet the requirements or were confused how to do so - for example, dentists being asked about feeding and washing patients. The process was also considered to be slow and this frustrated respondents from a financial and business perspective. 

“The big difficulty with CQC was trying to interpret what they’re actually looking for. The questions seemed to be designed for care homes and you’re left thinking, so I’m a dentist, what might they actually be looking for here?” (Dentistry)

“One of the things I wanted to talk about was the registration. It’s very complicated, particularly in community health and some of the people that actually do the inspections don’t even understand the registration requirements themselves” 
(NHS Acute)

“It wasn’t a happy registration process. It was ineffective” (Primary Care)

· Providers also said that CQC inspectors sometimes took information from frontline staff and service users at face value. In fact, such information may be inaccurate (if staff members are unaware of the answers to the questions and attempt to ‘guess’ an answer), driven by negativity (for instance, if a staff member has a grievance against their employer) or, in the case of service users, their condition (such as dementia or mental health problems).

“If there is one patient who is dissatisfied then we expect a whole heap of action placed to rectify that issue without really putting into the context that it was one patient” (NHS Acute)

“We’ve done quite a lot of work to try and reassure the staff that if the inspector asks them a question and they don’t know the answer, it’s OK to say so. Often, they feel intimidated and so they’ll just hazard a guess, and often they get it wrong…sometimes quite badly wrong” (NHS Acute)

· Some providers described a sense that CQC inspectors were actively searching for non-compliance; that they would not be prepared to leave the premises without finding something that is not of an acceptable standard. Whilst providers readily acknowledged that no organisation is perfect, and they wouldn’t necessarily expect to receive an entirely clean ‘bill of health’, this sense of ‘nit picking’ can place a somewhat negative slant on the inspection process.
· It was thought that CQC could establish a better way to share the data they have collected on the practice in different organisations. There was the perception that CQC must have an abundance of data about good and bad practice. Providers had an appetite for such information and would like CQC to share it more effectively. They felt that access to this information would help them improve services and quality of care.

“I think the inspectors could do more to share best practice information, say from other businesses in the sector” (Dentistry)

“If 20% of our residents fall and suffer harm is that good, bad or indifferent?” 
(Care Home)

“They know our registered service type, our user type. There’s no reason why they couldn’t start to add value back to the sector and influence strategy at a national level by analysis around issues and incidents” (Care Home)
· QRPs were criticised for being out of date, unintuitive and lacking in clarity around how the data is arrived at. 

“The QRP is really difficult. When I’ve called up to ask for details on a negative comment, they’ve said they won’t or can’t release details. So how can you put it right or address it to make sure it doesn’t happen again?” (NHS Mental Health)

“They publish their QRPs on organisations monthly and yet the data is so out of date. So it’s next to useless” (NHS Acute)
8.3.6
Summary
In summary, many of the weaknesses identified revolved around inspections:

· CQC’s shift to sector-specific inspectors was strongly supported. 
· Inspections were perceived as inconsistent; this can be partly attributed to the perceived vague nature of the standards.

· Providers wanted the standards to be written unambiguously to avoid confusion or misinterpretation.
· Providers felt that some inspectors focus on particular aspects of care that they had a particular personal interest in.

· Inspectors were thought to sometimes take the words of patients and front-line staff at face-value, resulting in non-compliant ratings which could potentially have been tempered with the provider’s explanation.

· Finally providers were frustrated that the CQC was slow to remove non-compliance from their website – even after it had been addressed.

Providers identified other points of weakness and issues for improvement:

· Providers were aware that their relationship with CQC was very much dependent on their relationship with their local inspector, assessor or relationship manager.

· Providers would appreciate CQC developing an evidence base of good and bad practice. They felt that CQC most likely already held this information but that giving them access to it would offer an opportunity for providers to improve their services.

· The registration process needs to be made easier and more straight-forward for providers to submit information. This was a point of extreme frustration for those going through it.

8.4
Satisfaction with the Relationship with CQC
All providers in the sample were highly motivated to remain compliant with CQC’s requirements and provide high quality care. 

However, the strength of satisfaction and contentment with their relationship with CQC varied across providers. It was driven by a variety of factors, which are discussed below. 
8.4.1
Provider Size
Larger organisations typically had stronger engagement with CQC, named, dedicated contacts and regular meetings. As such, they felt close to CQC and the relationship felt collaborative. Providers with such relationships were typically more satisfied with CQC overall.

“What’s good about it is that my inspector will ring up when he’s got an issue and basically give me the opportunity to look into it first and come to him with an appropriate response as soon as I can” (NHS Acute)

Smaller organisations often lacked a dedicated contact or were directed to the Newcastle call centre and CQC was only seen at inspections. As such, whilst easily accessible, CQC felt more faceless and remote and the relationship felt less collaborative. Providers with such relationships were more likely to claim dissatisfaction on the grounds that CQC did not engage with them. Several claimed to have had their advances to CQC ‘rebuffed’. There was an expectation that CQC should and must engage with them and get to know them.

“I don’t have a relationship with them. I’ve found it a hassle and a struggle to build a relationship with them despite my best efforts and all my invitations to them” (Primary Care)

“We opened a new service and we tried for ages and ages to meet with the local inspector just to say, we’re doing this, this is what it’s going to be, this is what we’re offering, any thoughts or comments? We just wanted to say hello really. And they will not engage with you, they won’t come anywhere near you until you’ve got a service to register” (Independent Mental Health)

8.4.2
The Closeness of the Relationship
Those who had close communicative relationships with CQC were more likely to base their views on their direct experiences and interactions with them. They had a more informed and considered opinion and, while they were aware of some bad press at the time of the research (the media coverage around UHMB broke early in the fieldwork period), this did not overly impact upon their views. Indeed, several made no reference to this at all. They were able to form their impressions of CQC first-hand.

“CQC is a good workman-like organisation that has a poorly managed reputation nationally and part of that would be because of the amount of change that has been going on” (Care Home)

“I like the fact that I feel linked to an inspector because there is somebody that you can go to for guidance” (Cosmetic Surgery)

Those who had less contact with CQC were more likely to be influenced by media and ‘hearsay’ because they had less first-hand information to base their impressions on. In light of their own lack of direct interaction with CQC, views were formed from other sources. In addition, those who had had less contact with CQC were generally less happy with the relationship because of this and therefore had a potentially higher inclination to tap into negative reporting. 

“I’ve been biased a lot by their apparent shortcomings in the press recently so that’s been difficult for me…I haven’t had many interactions with CQC since I’ve been here” (NHS Acute)

8.4.3
Differences by Sector
Some Dentists, Primary Care, Independent Mental Health and Cosmetic Surgery providers were far more likely to claim they did not have a relationship with CQC, or that the relationship was unsatisfactory. These sectors often: contained small providers; contained private providers (Dentists, Mental Health and Cosmetic Surgery); and had not long established relations with CQC and the relationship was still forming (particularly Primary Care, some Dentists and some new Independent Mental Health providers).

“Our relationship with CQC hasn’t really changed over time. It’s hard to have a relationship when they are different inspectors all the time and they all do things differently…We don’t have a relationship manager” (Dentistry)

“We don’t have a specific person who is our CQC contact. It’s quite anonymous. It’s like they did us a favour to register us” (Primary Care)

NHS Acute, NHS Mental Health and Care Homes were more likely to have long-standing relationships with CQC. The size of their organisations meant that they had dedicated contacts and structured relationships with CQC. While this closeness to CQC meant they were in some ways more aware of CQC’s flaws, they were also more inclined to be satisfied with the relationship.
A small group of private providers expressed the view that CQC appears to have a greater interest in NHS organisations; this was not considered acceptable from a regulator.  
8.4.4
Summary
In summary, the strength of satisfaction and contentment with the relationship with CQC varied across sectors. It could be driven by a variety of factors: the closeness of the relationship; whether the provider was NHS or Private; the size of the provider; and the sector:

· Larger organisations typically had a stronger engagement with CQC, as they had named, dedicated contacts and regular meetings. 

· Those providers who had close communicative relationships with CQC were more likely to be satisfied with their relationship with CQC and they also tended to have more informed and considered opinion of CQC.

·  Some differences by sector were apparent in satisfaction levels: Dentistry, Primary Care, Independent Mental Health and Cosmetic Surgery Providers were more likely to be dissatisfied with their relationship with CQC; whereas NHS Acute, NHS Mental Health and Care Homes were more likely to be satisfied. Some Private providers expressed the view that CQC showed more interest in NHS organisations.

8.5
Maintaining a Relationship with CQC
8.5.1
Motivation to Achieve a Positive Relationship
Motivation to achieve a positive relationship was high across sectors and providers, regardless of individual perceptions of CQC and contentment with the relationship. 

“At the end of the day CQC don’t need a positive relationship to do what they do and we would respond appropriately whether it’s a good or bad relationship” (NHS Acute)

The reasoning was two-fold, for both practical and quality reasons. Firstly, CQC was perceived as their most important and impactful regulator, with whom it was critical to maintain good relations. Secondly, providers agreed that they shared the same overall goals as CQC and so it seemed logical that they should work closely together. 

8.5.2
Expectations of the Relationship
Clear expectations for providers’ relationships with CQC emerged:
· The most important requirement for a positive relationship was open lines of communication; this was a key driver of satisfaction for respondents. A majority of providers explicitly asked for an open and frank relationship with a nominated individual from the CQC enabling a two-way flow of information so that providers and the CQC could deal with issues together as they arose. 
· Linked to this is the desire for a ‘safe’ environment where the provider can discuss issues or concerns without redress. Providers wanted to be able to bring issues and problems to the CQC without prompting negative consequences. 
“Being a critical friend. That’s all we need” (NHS Acute)

· There was a clearly perceived need for providers to have an on-going, interactive relationship with an individual from the CQC, such as a local inspector or a relationship manager. Indeed, the major feature of an unsatisfactory relationship was lack of a nominated contact or having the Newcastle call centre as the only contact channel. These providers felt unable to convey their viewpoint and context to CQC, as they talked to a different person every time they got in contact.

“It would be really good if they could bring back the relationship manager scheme. They could have more of a dialogue with us. That would help get over the inconsistency in inspections too.” (Care Home)

“If there was one person you could contact for support that would be better. It’s about being able to speak to someone who understands your sector” (Dentistry)

“I think they have become too distant. They have set standards and then backed off” (Care Home)
· There was a desire for an ‘even footing’ (both parties bring equal amounts to the relationship). Providers wanted to work in collaboration with the CQC on patient care. 
“Having open channels of communication and being listened to where we think something is disproportionate or unfair, that they acknowledge what we’ve said” (Care Home)

· Providers felt it was critically important for CQC to understand their sector. Without this, providers didn’t think CQC could accurately and fairly monitor quality of care in their organisation because they would not be familiar with normal practice. Providers clearly expressed a need for sector-specific inspectors.

“The more knowledge and understanding of general practice they have before they come and inspect, the better things will be” (Primary Care)

· Providers expected CQC to respect their knowledge of their organisation and sector. All providers were experienced and passionate about quality of care in their organisation, and felt it was important for CQC to recognise this and work with their expertise.

8.6
Attitudes towards a Ratings System
Attitudes towards a rating system were very mixed. It should also be noted that many were reluctant to share their views until further information around how the ratings system would work had been made available; providers felt unable and unwilling to comment in depth until they were better informed. 
There was no evidence of sector specific views on the issue of ratings. However, it was notable that those providers with a history of strong compliance seemed more amenable than those who had experienced historical or on-going compliance challenges. 
8.6.1
Advantages of a Ratings System
The advantages of introducing a ratings system were identified as follows:

· A ratings system could potentially encourage providers to strive for higher ratings. In contrast to the ‘compliant’ or ‘not compliant’ evaluation CQC uses currently, providers would have recognition that their quality of care was better than acceptable, and this would be an incentive to further improve quality.

“It’s a good thing. At the moment its ‘are you compliant or are you not?’ so I think ratings do matter to organisations, it does drive improvement.” (NHS Mental Health)
· Some felt having a rating made intrinsic sense, more so than merely ‘compliant’ and ‘non-compliant’ which is too simplistic. A ratings system would allow providers to better differentiate themselves from other organisations. There was also a perception that it could have a positive financial impact for those in competitive markets.

“We absolutely endorse ratings. We were quite demoralised when ratings went last time. When you have excellent services to be told you’re just meeting the standard means very little to a manager; there’s no added value to that…For us ratings are always a selling tool for families and for commissioners” (Care Home)

8.6.2 
Concerns about a Ratings System
A number of concerns about the introduction of a ratings system were voiced:

· Concerns about the subjectivity of CQC inspectors resurfaced, with questions such as: How would the ratings be awarded? What would the criteria be? These questions reflect providers’ worries that the ratings would not be awarded consistently across organisations and sectors, in the same way that some felt inspections aren’t always carried out consistently. 

“You need to be very clear on what the criteria are for individual ratings. We’re not comparing apples with apples because no two Trusts are exactly the same. But I do need to see more detail about how it’s going to work and how it’s going to be applied” (NHS Mental Health)
· There were concerns about how useful ratings would be for some service users: What about service users who have no choice of services? How could they use this information? Some providers thought the service users might not be able to use a ratings system for their benefit, especially in the context of Primary Care or Dentistry where there may not be another practice in the immediate locality.

· Providers felt that the ratings would have to be reviewed regularly to ‘eradicate’ low ratings quickly if they ceased to be accurate. As discussed in Section 8.3 providers were concerned about CQC’s ability to work quickly; providers saw that non-compliance stayed on the CQC’s website sometimes long after it had been addressed. 

· There were questions around the basis on which ratings would be awarded; some Trusts offer more than 200 service lines. Providers felt that the health care system is too complex to compare like for like. 

“It’s ridiculous. How on earth do you rate and compare hospitals that are just so different? It has no context around the complex sort of work we do” (NHS Acute)
· Some providers thought that a high rating may ultimately damage their organisation by leading to a high influx of patients which they do not have the resources to deal with. This would require them to lower their standard of care to accommodate these patients.

“I think you have to be very careful publishing information like that because for instance we might get a good rating and have patients wanting to come to us, lots of them and then we might not be able to deliver the same quality of service to them, purely due to increased numbers” (Primary Care)

8.6.3 
Summary

In summary, a ratings system received mixed responses:

· Providers could see both the benefits and the disadvantages, although many chose to reserve their judgement for when they had more information. 
· It was thought that a ratings system would encourage providers to strive for more than an acceptable standard and lend recognition when they achieve this. 
· However, there were grave concerns around how the rating would be awarded, how services and organisations would be compared and how frequently ratings would be refreshed.
9.
Summary and Conclusions
· Regulation was regarded as an essential part of running a health or social care service. It was perceived as a fundamental, intrinsic element of service provision which is given the highest priority. An unregulated world was unimaginable for respondents; and although some providers in the sample were more compliant than others, all were united in their ambition and passion for providing high quality services.
· Regulation was considered to bring many benefits: a uniform approach to service delivery; clarity around expectations of care standards; identification of poor performers and validation of internal processes and activities.
· However, many felt managing regulatory requirements could be burdensome and bureaucratic, particularly those organisations who did not have dedicated quality or governance teams. This burden was intensified by a perceived high degree of overlap between regulators’ requirements.

· Sectors faced their own (multiple) issues and challenges, which  could impact on their attitudes towards regulation:

· Those in competitive environments relied on compliance with CQC standards to differentiate themselves from competitors or to secure and maintain funding.
· Those in sectors where the impact of the Francis and Winterbourne reports had most impact appeared more inclined to want to reach out to CQC, build relationships and work together with them, in order to reassure the public and ensure such failings did not occur again in future.

· Sectors where service delivery models were changing (such as Care in the Community, Assisted Living) were anxious about how existing regulation will be applied to these areas. They often had concerns around unavoidable non-compliance because many elements of existing CQC outcomes are not thought to be geared up for evaluating this new way of working.

· While attitudes towards regulation may differ by sector, behaviours and the ways in which regulatory responsibilities manifest were consistent across sectors:

· Many organisations had dedicated compliance teams and roles in place. This reflects the importance attached to maintaining high standards and complying with regulation.

· Internal quality frameworks were complex, all-encompassing and often sophisticated; all quality data is regularly triangulated. 

· The majority regarded CQC standards, while comprehensive, as the starting point for quality; they strived to achieve a standard beyond CQC’s requirements.

· Reflecting the perceived power and influence of CQC, quality systems and frameworks were often structured around CQC standards:

· Structuring frameworks around CQC requirements makes the process of on-going monitoring more straightforward.

· CQC standards were generally perceived to encompass all key aspects of service provision and therefore form a good base for quality frameworks.
· Nearly all providers interviewed were in favour of unannounced inspections; they were regarded as the only way that inspectors could ascertain a true picture of an organisation, and thought to encourage an on-going focus on care. In contrast, announced inspections were considered far less effective, from both a quality and an ethical standpoint.

· Providers wanted an honest, open, transparent relationship with CQC and unannounced inspections were seen as reflection of this. Providers did not want to give the impression of hiding anything from CQC. It was also thought that unannounced inspections would enable CQC to develop a better understanding of their organisation, and therefore be more able to offer support for improvement.

· The concept of a ratings system received mixed responses. Providers could see both the benefits and the disadvantages, although many chose to reserve their judgement for when they had more information. 

· It was thought that a ratings system would encourage providers to strive for more than an acceptable standard and lend recognition when they achieve this. 

· However, there were grave concerns around how the rating would be awarded, how services and organisations would be compared and how frequently ratings would be refreshed.
· CQC was regarded as the most significant, powerful and impactful regulator of all, with the possible exception of respondents in Primary Care, for whom a relationship with CQC was still forming. It was thought that CQC directed providers’ actions more than any other regulator. This is because:
· Negative inspections from CQC can have implications for an organisation’s survival; providers could potentially lose funding, commissioning, public confidence, patients and customers, or at worst, be closed down.
· CQC is thought to be closely aligned with all providers’ core objective – to consistently deliver high quality care.
· CQC has the most regular inspections and so providers feel CQC’s presence in their organisations more than any other regulator.
· There was consistency regarding the perceived strengths of CQC:

· Its very existence is essential; there is a clear need for a regulator focusing on patient care.
· There is a strong focus on the service user which is central to health and social care.
· The new leadership team was welcomed and has engendered a sense of optimism about the future of CQC.

· Even those providers who had a more negative view of CQC often spontaneously expressed their awareness that CQC is making positive changes; they perceived an increase in consultations and the commissioning of this research study as part of that.
· There were some key criticisms of CQC that consistently emerged:

· A lack of sector expertise and sector expert inspectors – although it was acknowledged that this is set to change; this was welcomed.
· An inconsistent approach to inspections; outcomes felt subject to ambiguity and interpretation by inspectors.
· Too much rests on individual relationships – the relationship with the current inspector can clearly influence overall perceptions of CQC as an organisation (both positively and negatively).
· There was evidence of varying degrees of contentment with the relationship. These were typically associated with the size of the organisation, the longevity of the relationship and the closeness of the relationship to CQC. 

· Larger organisations typically had a dedicated relationship manager; therefore they felt closer to CQC and were more likely to state that they enjoyed a collaborative relationship.
· Smaller organisations or those who were directed to the Newcastle call centre felt remote from CQC.
· However, providers in all sectors were universally highly motivated to achieve a positive relationship with CQC. This can be attributed to the importance of this regulator to the strategic success of their organisations, and their desire to provide high quality care and services.

· A positive relationship with CQC was thought to be one which offers two-way communications, a sharing of ideas and learnings, and one where CQC demonstrates an in-depth understanding of the sector in which the provider operates.
· Respondents in Primary Care expressed a desire for CQC to mirror the sector’s networking, collaborative approach to disseminate findings and share learnings. They claimed that making use of these existing, well-functioning networks would demonstrate that CQC understands their sector.
The research has highlighted a number of core areas to which CQC may wish to give further consideration:

The role of announced and unannounced inspections

As described above, the majority of respondents in the sample were in favour of unannounced inspections; these provide the opportunity to show CQC the true picture of daily operations within their organisations as well as engendering a spirit of transparency on their part. While announced inspections do offer logistical and practical benefits to providers, continuing with unannounced inspections satisfies providers’ need to feel that they are being fairly and accurately assessed, and their desire for CQC to gain a realistic picture of the issues and challenges they face on a day to day basis.  CQC may wish to gather more evidence on the impact of announced/unannounced inspections and the views of a larger sample of providers, including both senior managers and frontline staff.

More clearly defined standards

Almost all providers stated that they expend significant time and energy interpreting how to evidence CQC standards and that it can be difficult to clearly understand specifically what CQC requires of them, both at registration and on an on-going basis.  Providers wanted to see standards written clearly and unambiguously so they could clearly identify what CQC requires and fulfil these requirements.  As CQC develops its new approach of inspecting for good quality, rather than for compliance, it should consider how to balance provider demands for clear standards with setting out ‘what good looks like’ in more general terms. Working closely with providers to develop CQC’s descriptors for ratings, and explaining how they will be used as part of the regulatory assessment and decision making process, may further support this. 

Sharing of best practice information

It was thought that CQC could establish a better way to share the data they have collected on the practice in different organisations. There was a perception that CQC must have an abundance of data about good and bad practice. Providers had an appetite for such information and would like CQC to share it more effectively. They felt that access to this information would help them improve services and quality of care; sharing this information would also reflect positively on CQC by demonstrating a collaborative and transparent approach.
Maintaining contact with providers

It was notable that providers who claimed to enjoy a good working relationship with CQC often stated the availability of a named contact or relationship manager as a key driver for their satisfaction; this fostered a sense of closeness to CQC and a collaborative working arrangement. Those who did not have a named contact were more likely to feel remote from CQC and express dissatisfaction with the overall relationship. While we recognise that providing a named contact for each registered provider would be challenging, it is likely that any steps CQC can take to open up or engage in dialogue with providers would be beneficial to the overall relationship.
PHE Older People Strategy
Research Works Ltd

PAGE  
1
CQC: A Study of Attitudes and Behaviours

Research Works Ltd


