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CQC Strategy for 2010 – 2015 
 

Response from the Association of Directors of Adult  Social Services  
 
1. Background 
 
The Association of Directors of Adult Social Services (ADASS) represents 
Directors of Adult Social Services in Local Authorities in England. As well as 
having statutory responsibilities for the commissioning and provision of social 
care, ADASS members often also share a number of responsibilities for the 
commissioning and provision of housing, leisure, library, culture, arts and 
community services within their Councils. 
 
ADASS members are jointly responsible through the activities of their 
departments for the well-being, protection and care of their local communities 
and for the promotion of that well-being and protection through the use of 
direct services as well as the co-ordination of and liaison with the NHS, 
voluntary agencies, private companies and other public authorities. ADASS 
members have leadership responsibilities in Local Authorities to promote local 
access to services and to drive partnership working to deliver better outcomes 
for local populations. They participate in the planning of the full range of 
council services and influence Health Service planning through formal and 
informal Local Strategic Partnership arrangements. 
 
ADASS welcomes the opportunity to contribute to the consultation “CQC 
Strategy 2010 – 2015”.  
 
2. Have we set the right priorities to improve the quality and safety of 
care?  
 
Whilst supporting the priorities set out in Section 3 “What are we seeking to 
change” in general terms the priorities as currently stated ignore the 
enormous contribution universal services can play in meeting people’s needs 
and keeping them healthy and it is suggested that this should be championed 
as well as “Championing joined up care”.  Secondly, given the financial 
challenges facing all of us a value for money / efficiency agenda is noticeably 
absent and it is suggested that something about this should be included.  
Finally, ADASS is surprised that safeguarding / keeping people safe is not 
explicitly included in any of the priorities.  It is therefore suggested that the 
priority headed “Ensuring care is centred on people’s needs and protects their 
rights” is rewritten to give safeguarding / keeping people safe explicit visibility.   
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3. Are we planning to go about our work in the righ t way? 
 
ADASSS supports the model of regulation set out in Section 4 “How we will 
go about our work” and welcomes the commitments given to sharing 
information with commissioners.  The model quite rightly gives providers and 
commissioners the responsibility for driving up standards but is less clear 
about the extent to which CQC will work in partnership with Commissioners to 
do so.  A commitment to joint planning of actions to tackle poor services 
would be helpful here.  At present this is patchy and seems too dependent on 
the approach taken by particular individuals within CQC, although we are 
aware that a protocol is currently being developed that may address this.  
 
ADASS welcomes the commitment given to highlighting good or exceptional 
practice when judgements are published and hopes that this can be reflected 
in all future CQC publications and reports. 
 
ADASS supports the six characteristics of “high quality” care that CQC has 
set out.   However, at a more practical level it is still not always clear what 
CQC believes constitutes an outcome in evidencing service improvement. 
 
ADASS is pleased to see the commitment in the table in Section 3 to 
exemplifying the five principles of better regulation – transparent, accountable, 
proportionate, consistent and targeted.  Most of these are reflected in the 
details provided in section 4 “How we will go about our work”.  However there 
is nothing in here about how CQC will improve or ensure the consistency of 
regulatory and assessment activity. 
 
Finally although the document sets out the role of other organisations within 
the wider health and social care system in Section 1 “The job we have been 
given” it is less clear how the relationship between Monitor and the SHAs and 
CQC will work in practice.  For example what will CQC’s relationship with 
Monitor and SHAs be in relation to World Class Commissioning?  How will 
CQC work with SHAs and Monitor to look at value for money across the whole 
of the health and social care system?  Similarly it is not clear how the 
relationship between the Audit Commission and CQC will work in practice in 
assessing the contribution that universal services make to meeting health and 
social care needs. 
 
4. Are we clear about our role in improving the qua lity of care for people 
in the wider system ?  
 
The role that CQC sets out for itself in Section 1 “The job we have been 
given” provides useful clarity and ADASS agrees that regulation should be an 
enabler – building capability in organisations and using a lighter touch when 
services are performing well, whilst acting swiftly and robustly to tackle poor 
performance.  The challenge in making this real is ensuring effective 
intelligence systems that alert CQC to organisations that are starting to fail.   
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What is less clear is where the accountability of regulation ends and the 
accountability of commissioners begins.  Whilst ADASS is absolutely clear 
that as commissioners we are accountable for driving up the quality of 
commissioned services, the division of roles between CQC and commissioner 
contract monitoring teams for spotting service failure seems less clear. 
 
5. How can our regulation:  

• Strengthen the voice of people in our assessments of the quality of 
care?  

Test judgements about what evidence constitutes improved outcomes on 
people who use care services.  Ensure the voice of people in hard to reach 
groups is included and be really clear about which groups these are in 
different service settings.   

• Improve services and organisations where performance is poor?  

Consistent joint planning with commissioners of joint action to tackle poor 
services.  Involve good performers in support for poor performers.   

• Contribute to better integrated and joined-up care? 

Champion joined up care within DH. Ensure joint working with SHAs and 
Monitor to introduce a whole systems approach to value for money across 
health and social care.  Be focussed on specific activities that PCTs and 
Councils share rather than on broader issues. 
 
6. How can we streamline regulation most effectivel y?  
 
Improve consistency between different members of your staff; improve the 
robustness of systems to identify service failure; be clearer about the link 
between regular assessment activity and more demanding and focussed 
reviews – and when these are justified. 
 
7. How can you support the achievement of our plans ? 
 
ADASS is keen to support CQC in every way it can and is already 
participating in a number of joint areas of work to take some of the issues 
identified above forward including information sharing and methodology 
reviews.  We also endeavour to provide constructive feedback on what is 
happening on the ground in practice and will continue to do so as 
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