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About the Care Quality Commission 
 

The Care Quality Commission is the independent regulator of health care and adult 
social care services in England. We also protect the interests of people whose rights 
are restricted under the Mental Health Act. 
 

Whether services are provided by the NHS, local authorities or by private or  
voluntary organisations, we focus on: 
• Identifying risks to the quality and safety of people’s care. 

• Acting swiftly to eliminate poor-quality care. 

• Making sure care is centred on people’s needs and protects their rights.  
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Foreword 
 
From April 2010, legislation introduced a new registration system that applies to 
all regulated health and adult social care services. We will register health and 
adult social care providers and managers only if they meet the requirements of 
the Health and Social Care Act 2008 (the 2008 Act) and associated regulations.  
We will monitor them to make sure they continue to do so, and we will protect 
the public by using our enforcement powers if registered providers fall below 
that bar. 
 
This protection for the public has a cost, which we address by setting fees. This 
consultation document sets out proposals for fees for all health care and adult 
social care providers that are registered under the 2008 Act. 
 
It sets out changes that we propose to existing fees, and to extend the fees 
scheme to providers that are new to registration in 2013. It also sets out the 
strategic direction for fees for the following three years. 
 
The cost of regulation is directly linked to providers’ responsibility for complying 
with the 2008 Act and regulations: the more they are able to demonstrate 
compliance, the less we will have to act and the less the system will cost. Over 
time, we intend that fees will reflect this and will help to encourage the highest 
levels of compliance with standards of quality and safety, while ensuring that we 
have the resources to act where we need to. 
 
When changes are proposed to fees, we have consulted widely, and will 
continue to do so. Alongside this formal consultation though, we are committed 
to actively engaging with providers so that they are more directly involved in 
developing our fees strategy. We have set out more detail about our plans for 
that later in this document. 
 
We do not underestimate the impact on providers of paying fees, especially in 
the current economic climate, and we will continue to look carefully at our costs 
relating to registration. As an organisation, we have a responsibility to cover our 
costs by charging fees, but we are also accountable for demonstrating that we 
are fair, efficient and proportionate.  
  
Please send us comments and suggestions on our proposals. It is important that 
you help to ensure that fees are fair and reasonable, that they reinforce the 
priority that providers should give to meeting registration standards. 
 

     
Jo Williams      David Behan 
Chair      Chief Executive 
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1. Introduction 
 
The Care Quality Commission’s (CQC) total budget for 2012/13 is £153 
million, of which £3 million is separately allocated to Healthwatch 
England. £126 million of the budget is for registration functions under 
the 2008 Act. These functions include registering new providers and 
managers, making changes to existing registrations, monitoring and 
inspecting services and taking action to address any shortfalls in meeting 
regulations. The remaining £24 million relates to our other functions, 
including visiting people detained under the Mental Health Act, 
monitoring arrangements for the use of controlled drugs and enforcing 
regulations on the safe use of x-rays. 

 
In 2013/14, we will operate with resources of £126 million to regulate 
providers, and £24 million for other functions.  
 
At the same time, about 8,300 GP services and 200 independent 
midwifery services will be added to our inspection programme during 
2013.  

 
Like all public bodies with fee-setting powers, CQC is required by 
government to set fees that cover our costs. Income from fees can only 
be used to cover the cost of regulating providers, which in 2012/13 is  
£123 million.   
 
In 2012/13, our fee income from registered providers is £93 million 
(76% of £123 million). The Department of Health makes up the shortfall 
by contributing £30 million, which CQC receives as grant-in-aid. 1 
 
In 2013/14, we propose to generate £100 million from fees, therefore 
reducing the grant-in-aid contribution from 24% to 21% of CQC’s costs. 
We propose to do this without increasing fees in this year for NHS trusts, 
providers of adult social care, and the majority of providers of 
independent healthcare. The additional income will come mainly from 
introducing fees for primary medical care and independent midwives, 
which we propose to set prudently at 50% of expected costs (as we have 
done in the past for other sectors new to regulation).  
 
This document also sets out CQC’s future direction for fees. It proposes 
reducing the grant-in-aid contribution to a minimal level by 2015/16. It 
emphasises that in order to do this, we must link charges to where we 
incur costs associated with registration, use fees to incentivise quality of 
care, and maximise our efficiency. Our priority is to reduce the grant-in-
aid contribution; not to make blanket increases in charges. To make sure 
we approach this in the fairest and most appropriate way, our proposals 
also invite fee-payers to have a greater say in how CQC calculates fees 
and distributes the grant-in-aid contribution. 
 

                                                 
1 Grant-in-aid is funding from the government. See annex A for current levels of fees, total fee income 
and grant-in-aid contribution, in each sector. 
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How this document is set out 
 

Section Consultation question Key provider group affected Page Annex 
Do our strategic approach and 
the proposals set out in this 
document to start 
implementing it, address the 
right issues? 

11 2. CQC’s 
strategic 
direction 
for fees  

How likely is it that our 
strategic approach will improve 
our system of fees? 

All providers 

11 

 

Do you agree with our 
proposals for making changes 
to the existing fee categories? 

All providers, but particularly 
independent healthcare 
providers 

 B 

Do you agree with our proposal 
to increase the fee levels for 
providers of single speciality 
services? 

Independent healthcare 
providers of single speciality 
services, such as dialysis, 
termination of pregnancy, 
hyperbaric treatment, refractive 
eye surgery, In vitro fertilisation, 
maternity, cosmetic surgery, day 
surgery, fixed diagnostic services 

16  

Do you agree with our proposal 
to adjust the fees bandings for 
providers of dental services? 

Do you have any suggestions 
for how we might in future 
consider differentiating dental 
providers with one location and 
a single practitioner from those 
with one location and multiple 
dental practitioners? 

All providers of dental services   C 

Do you agree with our 
proposals to charge fees to 
providers of primary medical 
services on the bandings and 
fee levels we have set out? 

All providers of primary medical 
services, including GPs, walk-in 
centres, urgent care centres and 
NHS out-of-hours providers 

 D 

Do you agree with our 
proposals for how we will 
charge fees to independent 
midwives? 

Independent midwives  18  

3. Fee 
proposals 
from April 
2013 

Do you agree with our proposal 
to decrease fees for single-
handed sessional providers of 
mobile diagnostic services? 

Individuals providing mobile 
diagnostic services from one 
location  

19  



CQC regulatory fees from April 2013 – Consultation 6 

Please also read on our website (www.cqc.org.uk): 
• The draft Impact assessment which sets out how we will evaluate the 

impact of different options for fees. It also provides the analysis 
behind our proposals. 

• The Development of the CQC fees scheme - 2009 to 2012, which 
describes how the approaches to setting fees have evolved over the 
last few years and how we have got to the current position. 

 
We are also currently consulting on proposals for our broader strategic 
approach (The next phase: Our consultation on our strategy for 2013 to 
2016), which is available at www.cqc.org.uk 
 
 
How to respond to the consultation 
 
We will take into account all responses that we receive in order to 
finalise these proposals.  
 
See page 21 for how to send us your comments. Please make sure that 
your comments reach us by midnight on Friday 21 December. 
 
 
What happens after the consultation? 
 
When we have analysed the feedback from the consultation in early 
January 2013, we will prepare a response and a final fees scheme, which 
have to be cleared by our Board and approved by the Secretary of State. 
This process normally takes about three months. We anticipate that we 
will be publishing our response and our final fees scheme in late March, 
for implementation on 1 April 2013.  
 
We recognise that we will not be able to confirm to providers exactly 
what fees they will be paying in 2013/14 until very close to when the 
scheme takes effect. However, most providers will see no change to their 
fees this year. Those providers for whom we have proposed fee changes, 
and new providers, should take the fee levels set out in this document as 
indicative of the amounts that may be charged. We cannot guarantee 
that there will be no changes to those amounts, as this will depend on 
the response we receive to our proposals.  
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2. CQC’s strategic direction for fees 
 
Our powers for setting fees2 are flexible, to enable a proportionate 
approach. For example, they allow us discretion to set: 
• Different fees for different types of services. 
• Different fees for different types of providers. 
• Different fees, based on other criteria that we may specify. 
• Flexibility for us to determine when payments fall due. 
 
To review how to make best use of this flexibility, we contacted 15 other 
UK regulators and inspectorates and carried out a structured review of 
their approaches to see what we could learn. It is clear that there are 
many different approaches possible: some examples are given below. 

 
Examples of different approaches to fees 

• The Medicines and Healthcare products Regulatory Agency’s 
(MHRA) fees are closely based on actual activity costs. Ofgem’s 
fees, on the other hand, are based entirely on a proxy indicator of 
regulated bodies’ complexity (market share), as that reflects 
regulatory costs. 

• Most regulators place regulated bodies into fee bands depending 
on their complexity or inherent risk, as those drive costs. However, 
definitions vary widely, reflecting sector differences. 

• The Audit Commission’s fees include a fixed element to reflect the 
average cost of each organisation type, a variable element based on 
a proxy for complexity (turnover), an additional charge to reflect 
higher costs in London and the South East, and a variable charge 
reflecting the auditor’s prediction of activity required. 

• The Audit Commission determines the maximum ceiling for Ofgem’s 
fee levels. Ofgem must then plan its activity within that resource 
envelope. 

• The Environment Agency (EA) and Civil Aviation Authority (CAA), 
like CQC, regulate a spectrum from very large businesses to 
individuals. Both charge a wide range of fees. The EA manages this 
complexity by making individual charges simple and 
straightforward. The CAA manages it by having a fees advisory 
group to give regulated bodies the ability to help design charges. 

 
Having analysed these different fee models, we have developed 
proposals for our strategic direction. We have taken account of 
government policy – including the requirement on all regulators to set 
fees to cover their costs – but we have only involved providers in this 
discussion to a limited extent so far. We are clear that if the high level 
direction is agreed through this consultation, the next stages of turning 
that into detail and ongoing development will be in partnership with 
providers. Most notably, this will be through a new Fees Advisory Panel 
that we will set up in early December 2012.  

                                                 
2 See Annex E.  
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Our strategic approach 
 
Our approach to fees aims to: 
• Meet our requirements for generating income, while clearly 

reflecting the costs of our different activities in registration, 
monitoring, inspection and enforcement. 

• Distribute charges in a fair and reasonable way. 
• Drive efficiency in how we work. 
• Develop new, innovative ways to design fees, which actively support 

and strengthen our regulatory model and its overall objective of 
improving compliance. 

 
We have adopted six key principles to guide how we work towards those 
aims. These are in line with what we have learned from other regulators 
and inspectorates.  

 
 Guiding principles Key ideas 

 
1 Demonstrate 

fairness and 
proportionality 

• Involve stakeholders in advising on how 
to distribute charges and grant-in-aid, 
and on reasonableness of charges. 

• Balance providers’ different situations, 
including their size, complexity and 
inherent risk, with our income 
requirements and Treasury rules. 

2 Reflect costs  • Ensure we use an evidence-based 
approach that is derived from a better 
monitoring of costs, so that our charges 
increasingly reflect in more detail the 
costs of where we need to act, and 
explain any cases where charges are less 
than costs. 

3 Promote 
compliance 

• Design our fees to work with our 
regulatory model; not just for income 
generation, but to incentivise progress 
towards CQC’s overall objectives. 

4 Make fees simple • Make the structure of fees as intuitive as 
possible, so they are seen to relate to 
costs. 

• Monitor our costs better to make sure 
that fees are kept to a minimum. 

5 Be transparent • Build the approach from an open 
discussion about CQC’s actual costs. 

• Involve stakeholders openly and on an 
ongoing basis.  
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6 Be evolutionary 
and visionary 

• Introduce change at a manageable pace 
and in line with the evolution of the 
market. 

• Introduce change which is innovative; 
especially incentives that reinforce our 
regulatory approach, informed by 
behaviour and developments in 
regulation. 

 
This approach should enable us to achieve cost recovery in relation to 
our registration function by 2015/16, but without doing so by simply 
‘hiking’ fees upwards. Instead, it should maximise CQC’s efficiency, 
seek to avoid charging high performers for the extra cost of regulating 
lower performers, and nudge all registered providers towards being 
high performers. 
 
We have identified five key objectives, shown in the table below, which 
reflect our principles and will lead us to achieving our strategic aims. 
They are designed to enable us to introduce change progressively over 
three years, in parallel with our overall corporate strategy. We will fully 
consult and engage with the sectors on any change, therefore not 
implementing it as a ‘big bang’. Various changes that we want to 
introduce will have a significant lead-in time, especially where we aim 
to improve our cost monitoring and where we design any incentives.  
 

 Objective Examples of areas of work between  
2013 to 2016 

1 Providers should 
understand how 
fees are calculated 
and what they get 
for them 

• Fees Advisory Panel to be set up. 
• Change approach to more regular engagement (not 

just consultation once per year), with commitment to 
take providers’ views into account. 

• Further develop activity cost monitoring. 

• Clear process to phase out grant-in-aid contribution 
relating to our registration function, as much as 
possible, by 2015/16. 

2 Fees should be 
integral to CQC’s 
regulatory model 

• Review fee categories to match costs. 

• Look at more sophisticated proxies of cost of 
inspecting. 

• Review bandings model. 
• Look at additional charges where we carry out more 

than average activity. 
3 Fee-based 

incentives should 
help deliver 
improvements in 
compliance 

• Consider approach to reductions and additional 
charges, supported by full engagement with Fees 
Advisory Panel. 

• Design and test an approach. 
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4 CQC should be 
able to 
demonstrate 
efficiency in its 
costs 

• Improvements to cost information and cost reporting. 

• Review potential for efficiency targets. 

5 CQC should 
achieve new 
standards of 
customer service 
for fee 
transactions  

• Review our approach to payment by instalment and 
direct debits in 2013/14. 

• Align to our work on developing online accounts for 
providers. 

 
This strategic approach to fees is closely aligned with CQC’s broader 
strategy set out in our parallel consultation. It is designed to enable 
fees to contribute directly to our overall purpose of driving 
improvement in the quality of health and adult social care, by being 
integrated with our regulatory approach rather than separate. It 
particularly reflects our strategy’s priorities of using intelligence and 
evidence (in the case of fees, better cost monitoring) and building 
better relationships with organisations providing care. We will ensure 
that the development of our fees model will be coordinated with any 
future fee arrangements in our strategic partners, such as other 
regulators. 

 
What do we mean by ‘reflect costs’? 

• Treasury rules require us to set fees so as to cover costs. Our costs include 
those related to the registration activities of our Operations teams, and a 
proportion of costs allocated to our other departments whose work supports 
our registration functions.   

• Sometimes it is appropriate to set fees at less than cost. For example, when a 
new sector enters regulation we can only estimate costs. We set their fees at 
50% of estimated costs, so as to avoid the risk of over-charging, and increase 
from that level as we build up better cost data. For some transactions, such as 
applications to register, the administrative costs for a separate fee are 
disproportionately high and create an unintended barrier to market entry. 
Therefore, we process applications to register without a charge and spread the 
costs across all registered providers’ annual fees. 

• Actual costs tend to vary by a few per cent from one year to the next. The only 
way to match fees exactly to registration costs would be a system of ‘billable 
hours’, but at present that is too complex for our large scale of operations. 

• At least for the foreseeable future, we will consider cost recovery for our 
registration function by fee category rather than individual providers. And – 
within an approach of setting fees appropriately and as close as possible to 
costs – our priority is to be able to explain and justify the reasons if income 
reflects, but does not match exactly, our costs. 
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What do we mean by ‘reductions’? 

• Our aim is to enable providers to earn fee reductions, which may incentivise: 
o Efficiency (e.g. electronic payment, online notifications). 
o Ability to demonstrate compliance (e.g. accreditation), reducing the need 

for us to inspect. 
o Behaviours indicating collaboration in the quality agenda (e.g. 

participation in evaluation or piloting, secondment to CQC of specialist 
advisors). 

• Incentives require exceptionally careful design and testing, and will not be 
introduced quickly. 

• The amounts of reductions may be small – but their impact will be magnified 
through repeated publicity. 

 
 

What do we mean by ‘additional charges’? 

• Our aim with additional charges is that higher performing organisations should 
not pay for the extra costs of regulating low performers.  

• Given that a ‘billable hours’ system is not currently feasible, and we need to 
evaluate the effects of additional charges on providers and inspectors, initially, 
at least, we will not introduce additional charges for individual providers. We 
will, however, consider them where particular types of service have higher 
costs. We will therefore review this, and potentially introduce additional 
charges for individual providers in the future. 

• We will always retain some flexibility with additional charges so that they do 
not destabilise a provider who is making progress to improve. 

 
 

Consultation questions 

1. Do our strategic approach and the proposals set out in this 
document to start implementing it, address the right issues? 

Yes    No    
 

If not, are there any other issues or priorities that we should consider? 
 
 
 
2. How likely is it that our strategic approach will improve our system 
of fees? 

1 Very likely   2 Quite likely   3 Don’t know    
4 Quite unlikely   5 Very unlikely    
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3. Fee proposals from April 2013 
 

Summary of whose fees will change in 2013/14 compared to 2012/13 

• NHS trusts: no change 

• Social care with accommodation: no change  

• Social care without accommodation: no change  

• Independent healthcare – hospitals: no change  
• Independent healthcare – other: new categories, increase in fees for 

single speciality services, decrease in fees for certain diagnostic 
providers, no change in fee levels for all others 

• Primary dental care and independent ambulance providers: new 
categories, change in dental bandings will change some providers’ 
fees, no change to fees for independent ambulance providers 

• Primary medical care: new fee for GP and walk-in centre providers, 
changes to category and fee levels for out-of-hours providers  

• Independent midwives: new fee proposals 
 

 

Objective 2: Fees should be integral to CQC’s regulatory 
model 
 
We have a number of proposals designed to ensure that fees are more 
closely matched to the actual costs of our regulatory model. 
 
These are to: 
• Re-define fee categories. 
• Extend the scheme to include providers of primary medical services 

who will be entering the registration system from 1 April 2013 and 
independent midwives from 1 October 2013. 

• Adjust bandings and some fees for providers of primary dental 
services. 

• Increase fees for single speciality independent hospitals.  
• Reduce fees for single-handed sessional providers of mobile 

diagnostic services.  
• Change the category and fee levels for out-of-hours providers. 
 
We are not proposing to make any other changes to the scheme for this 
year. This means there will be no general increase in fees this year, or 
any other changes to the bandings or fees amounts for any other 
providers, except where we have proposed below. The changes we are 
proposing are of course subject to the outcome of the consultation. 
 
We intend to carry forward the principle in the current fees scheme of 
charging providers a separate fee where they carry out services that span 
across different fee categories. 
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Fee categories 
We propose to revise fee categories from April 2013, so that providers 
are grouped in ways that reflect the cost of how we regulate them. For 
example, primary dental care and independent ambulances are currently 
grouped together because they entered regulation at the same time, but 
the way in which we regulate these two sectors is different, and the 
costs differ accordingly.  
 
The full detail of changes to categories is in Annex B. 
 
In summary, the new categories will be: 
• NHS trusts 
• Care services  
• Community social care services 
• Healthcare: 

o Hospitals 
o Single speciality services 
o Community healthcare 
o Primary care services.  

 
Over time, these changes in categories may particularly affect fees for 
hospices (proposed to move to the same category as care homes), 
independent ambulances (proposed to move to community healthcare), 
and dentists and GPs (proposed to now be grouped together, likely to 
lead to greater similarity in how fees are constructed). However for 
2013/14, we will ensure that – with one exception, below – no 
provider’s fee changes as a result of new categories. We will use the first 
year of new categories to monitor and model the implications of these 
changes. 
These proposals group providers in line with how our costs are 
distributed. They do not, for example, group them on the basis of ability 
to pay or to create special cases (for example, for small enterprises or 
charities). 
 

 

Consultation question 

3. Do you agree with our proposals in Annex B for making changes to 
the existing fee categories?  

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
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Single speciality services 
The one exception to fee changes is the new category of Healthcare: 
Single speciality services. Fees for these providers (for example, laser eye 
surgery clinics, dialysis units – see list in Annex B) are not in line with the 
cost profile of our regulatory model for them. We currently charge them 
below cost, meaning that grant-in-aid contributes to the cost of 
regulating these providers proportionately more than to the cost of 
regulating others. We propose to increase fees as shown below in order 
to correct that situation. 

 
2012/13 
Bands 

2012/13  
Fee payable 

2013/14  
Proposed bands 

2013/14  
Proposed fee 

per band 
Locations £ Locations £ 
1 1,500 1 2,000 
2 to 3 3,000 2 to 3 4,000 
4 to 6 6,000 4 to 6 8,000 
7 to 10 12,000 7 to 10 16,000 
11 to 15 24,000 11 to 15 32,000 
More than 15 48,000  More than 15 64,000 

 
 

Consultation question 

4. Do you agree with our proposal to increase the fee levels for 
providers of single speciality services as we have set out above? 

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 

 
 

 
Primary dental care 
Fees for dental providers were set in 2012/13 to recover 50% of 
expected costs for the sector as a whole. Preliminary monitoring of costs 
in this first year of inspecting dental care suggests we are recovering 
more like 67% of costs. We therefore propose no general increase in fees 
for the sector in 2013/14 on the grounds that they are already making 
progress towards full cost recovery in relation to registration, and 
holding fees steady for a year will make it easier to align fees with 
primary medical care (as we expect there to be similarities in these 
providers’ cost profiles). 
 

However, preliminary monitoring of costs also suggests that our 
bandings can be improved to fit better with this sector, in which 99% of 
providers have five or less locations. We propose to change bandings so 
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as to distribute fees more evenly, without sudden step changes, and 
more in line with actual costs. We would like to revise bandings further 
to reflect differences in sizes of locations, and we are asking for your 
help in developing reliable ways to do so.  
 
These proposals are described fully in Annex C. 

 

2012/13  
Bands 

2012/13  
Fee payable 

2013/14  
Proposed 
bands 

2013/14  
Proposed fee 

per band 
Locations £ Locations £ 
1 800 1 800 
2 to 3 1,600 2 1,600 

  3 2,400 
4 to 10 4,000 4 3,200 

  5 4,000 
  6 to10 4,800 

11 to 50 10,000 11 to 40 10,000 
51 to 100 24,000 41 to 99 30,000 
More than 100 48,000 More than 99 60,000 

 

Consultation questions 

5. Do you agree with our proposal to adjust the fees bandings for 
providers of dental services as we have set out above? 

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 

 

 

 

 

6. Do you have any suggestions for how we might in future consider 
differentiating dental providers with one location and a single 
practitioner from those with one location and multiple dental 
practitioners? 

Yes    (please give further details)  
 
 
 
 
 

No    
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Primary medical care 
We propose to introduce fees for primary medical care providers in order 
to recover 50% of expected registration costs for regulating the sector 
as a whole (estimated as £6 million in 2013/14). This is consistent with 
our approach to other providers who have been new to regulation, and is 
designed to avoid any risk of over-charging while we can only estimate 
expected costs. We are proposing to calculate fees based on the number 
of locations to be inspected, and for providers with just one location – 
the overwhelming majority of this sector – to differentiate between 
small, medium, large and extra large services, based on patient list size 
 
This proposal takes account of the small number of providers of NHS 
walk-in centres and other primary care services such as urgent care 
centres who will also register for the first time in April 2013.  
 
We have also considered providers of NHS out-of-hours services, who 
have already been registered for a year, and we are proposing to align 
their fees structure with those for NHS walk-in centres. 
 
The detail of these proposals is in Annex D. The impact assessment 
also provides details of the options we considered. 

 
Proposed 
bands 

Proposed bands Proposed fee 
per band 

Locations List size £ 
1 0 to 5,000 550 
1 5,001,to 10,000 650 
1 10,001,to 15,000 750 
1 More than 15,000 850 
2 N/A 1,200 
3 N/A 1,600 
4 N/A 2,000 
5 N/A 2,400 
6 to10 N/A 3,000 
11 to 40 N/A 6,000 
More than 40 N/A 15,000 

 

Consultation question 

7. Do you agree with our proposals to charge fees to providers of 
primary medical services based on the bandings and fee levels we have 
set out above? 

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
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Independent midwives 
Independent midwives will enter regulation in October 2013. We 
understand there are currently about 150-200 midwives who practice 
independently. It is not clear at this stage whether that will be the 
position in October 2013, as changes to European legislation to 
indemnity insurance requirements for healthcare professionals may 
affect how this part of the healthcare market is configured in future.  
 
As with other providers new to regulation, we will calculate fees at 50% 
of expected registration costs for the sector as a whole, to avoid any risk 
of over-charging, and revise fees annually as we build up good data on 
actual costs. We expect independent midwives to fit into the Healthcare: 
Community healthcare fee category, and that the cost profile of 
regulating them may be similar to other providers in this category such 
as independent doctors.  
 
Our proposals assume that an independent midwife will provide services 
from a single location. Where that is not the case, we are proposing that 
the fee for one location will simply be multiplied to take account of each 
additional location.  
 
The proposed annual fee is shown below. The first annual charge would 
cover the period from October 2013 to September 2014.  

 
Proposed band Proposed fee 

payable  
Locations £ 
1 £800 
Additional locations £800 for each 

location 
 
 

Consultation question 

8. Do you agree with our proposal for fees for independent midwives as 
we have set out above? 

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
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Certain diagnostic providers 
A very small number of single-handed sessional providers are registered 
with CQC to provide services such as ultrasound or screening for 
osteoporosis bone densitometry, often as a mobile service carried out in 
people’s homes. They typically have a total turnover of £10-20,000, 
derived from part-time sessional work, from which they currently must 
pay a fee to us of £1,500, which is more than the cost to CQC of 
regulating them. We therefore propose to set a reduced fee of £250 
where an individual is registered as a provider of only diagnostic and 
screening procedures and they only have one location. This puts them 
on a par with fee arrangements for very small social care providers.  
 
Number of locations Fee payable 
1 £250 

 
 
 

Consultation question 

9. Do you agree with our proposal to decrease the fee levels for single-
handed sessional providers of mobile diagnostic services as we have set 
out above? 

Yes    No    
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
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4. Our plans associated with our fees 
consultation 
 

 
Objective 1: Providers should understand how fees are 
calculated and what they get for them 
 
We will set up a Fees Advisory Panel, including a range of provider 
perspectives, in 2012 in time to help us finalise fee proposals for 
2013/2014. 

   
We will particularly ask the Fees Advisory Panel during 2013/14 to help 
us in developing our thinking on: 
• How to make information about costs and charges more accessible, 

for example through CQC’s website. 
• The development of proposals for 2014/15 fees, including further 

progress towards minimising the grant-in-aid contribution and how 
best to set out the rationale for proposals. 

• Whether sub-groups or virtual networks may be needed to further 
develop specific fees or to engage with specific types of providers. 

• How to include fees in CQC’s programme of evaluation of its overall 
impact and value for money. 

 
 
Objective 3: Fee-based incentives should help deliver 
improvements in compliance 
 
During 2013/14, we will develop proposals for changing the basic 
structure of fees, probably from 2014 onwards, so that fees are made up 
of: 
• A fixed element, reflecting the expected registration cost of 

regulating each type of provider. 
• A variable element, reflecting cases where registration costs are 

higher than expected, and cases where providers earn reductions by 
achieving incentives. 

 
We will also review our current arrangement of not charging fees for 
applications for registration, applications to vary existing registrations, 
and applications to register a manager. We have an open mind on this, 
but we want to check that all fees consistently encourage providers to 
comply with regulations, and do not have significant unintended effects. 
 
Developing a new fee structure, and in particular developing any 
incentive reductions or additional charges, will require at least a full year 
of design, testing, engagement and evaluation. These changes will start 
in a small scale and providers will be fully involved, principally through 
the Fees Advisory Panel. This will set a direction towards extending the 
approach in future years beyond its small-scale start, as further changes 
will similarly need extensive testing and consultation. 
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Objective 4: CQC should be able to demonstrate 
efficiency in its costs 
 
During 2013/14, with input from the Fees Advisory Panel, we will 
explore how to include fees in the programme of evaluation of CQC’s 
impact and value for money. The Fees Advisory Panel will be a key 
mechanism for helping CQC ensure that the way we approach fee 
calculations, and the way in which we develop and use cost information, 
create appropriate pressure for efficiency. 
 
 
Objective 5: CQC should achieve new standards of 
customer service for fee transactions 
 
Responses to previous fees consultations told us that some providers 
would prefer to pay their fee invoice by instalment or more flexible 
payment methods than the current single payment by cheque or BACS. 
We have been unable to offer this service so far, but have been actively 
considering how we might be able to develop systems in future.  

 
We are currently looking in detail at offering payment by credit card and 
instalments. Both methods would incur charges to the provider and we 
are reviewing the best way to do this. Both methods would also involve 
changes in our processes, many of which are managed by our 
outsourcing agency. We are discussing with the agency what they are 
able to support and what the charges are likely to be. We will pursue this 
through the next few months. We will engage with the Fees Advisory 
Panel and report back on where we are with this review when we publish 
our response to consultation in March 2013. We will also look at the 
feasibility of online payment services. 
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   5. Give us your views 
 

The questions we have asked about fees from April 2013 for providers 
that are registered under the Health and Social Care Act 2008 are: 
 
Our strategic direction for fees 
 
1. Do our strategic approach and the proposals set out in this document 
to start implementing it, address the right issues? 
 

Yes     No   
  

If not, are there other issues or priorities that we should consider? 
 
2. How likely is it that our strategic approach will improve our system of 
fees? 

 

1. Very likely 
2. Quite likely  
3. Don’t know 
4. Quite unlikely 
5. Very unlikely 
 
Our proposals for 2013/14 
 
3. Do you agree with our proposals in Annex B for making changes to 
the existing fee categories? 
 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
 
4. Do you agree with our proposal to increase the fee levels for providers 
of single speciality services as we have set out above? 

 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 

 
5. Do you agree with our proposal to adjust the fees bandings for 
providers of dental services as we have set out above? 
 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 

 
6. Do you have any suggestions for how we might in future consider 
differentiating dental providers with one location and a single 
practitioner from those with one location and multiple dental 
practitioners?  

 

Yes – please give further details 
 

No 
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7. Do you agree with our proposal to charge fees to providers of primary 
medical services based on the bandings and fee levels we have set out 
above? 
 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
 
8. Do you agree with our proposal for fees for independent midwives as 
we have set out above? 
 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 
 
9. Do you agree with our proposal to decrease the fee levels for single-
handed sessional providers of mobile diagnostic services as we have set 
out above? 
 

Yes     No 
 

If there are aspects of this proposal that you do not agree with, please 
explain why. 

 
 
Please send us your response by  
Friday 21 December 
 
You can respond to our consultation in three ways: 
 

Online  
Use our online form at www.cqc.org.uk/feesconsultation 
 

By email 
Email your response to octoberfeesconsultation2012@cqc.org.uk 
 

By post – write to us at: 
Fees Consultation October 12 
Care Quality Commission 
Finsbury Tower 
103/105 Bunhill Row 
FREEPOST LON 15399 
London EC1B 1QW 
Protecting your rights 
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Following the Code of Practice 
 

This consultation follows the Cabinet Office Code of Practice on 
consultation. In particular we aim to: 
• Consult widely throughout the process, allowing 12 weeks for 

written consultation at least once during the development of the 
policy. 

• Be clear about what our proposals are, who may be affected, what 
questions we want to ask and the timescale for responses. 

• Ensure that our consultation is clear, concise and widely accessible. 
• Ensure that we provide feedback regarding the responses received 

and how the consultation process influenced the development of the 
policy. 

• Monitor our effectiveness at consultation, including through the use 
of a designated consultation coordinator. 

• Ensure our consultation follows better regulation best practice, 
including carrying out a regulatory impact assessment if appropriate. 

 
Confidentiality of information 
 

Information provided in response to this consultation, including personal 
information, may be published or disclosed in accordance with the access 
to information regimes (these are primarily the Freedom of Information 
Act 2000 (FOIA), the Data Protection Act 1998 (DPA) and the 
Environmental Information Regulations 2004). 
 

If you want the information that you provide to be treated as 
confidential, please be aware that, under the FOIA, there is a statutory 
Code of Practice with which public authorities must comply and which 
deals, among other things, with obligations of confidence. In view of 
this, it would be helpful if you could explain to us why you regard the 
information you have provided as confidential. If we receive a request 
for disclosure of the information, we will take full account of your 
explanation, but we cannot give an assurance that confidentiality can be 
maintained in all circumstances. An automatic confidentiality disclaimer 
generated by your IT system will not, of itself, be regarded as binding. 
 

We will process your personal data in accordance with the DPA and in 
most circumstances this will mean that your personal data will not be 
disclosed to third parties. 
 
Further information 
 

If you have any comments or concerns relating to the consultation 
process that you would like to put to us, please write to: 
 

Care Quality Commission 
Finsbury Tower 
103-105 Bunhill Row 
London EC1Y 8TG 
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 Annex A – Current levels of CQC’s 
registration costs, provider fees, total 
income and cost recovery 

 
 
Provider 
category 

Cost of 
regulating 

Bandings: 
turnover 

Fee £ Income  % cost 
recovery 

<£75m 40,000 

£75-125m 55,000 

£125-225m 70,000 

£225-325m 85,000 

£325-500m 100,000 

NHS bodies 

£22.3m 

>£500m 115,000 

£19.6m 88% 

 
Provider 
category 

Cost of 
regulating 

Bandings: 
locations 

Fee £ Income  % cost 
recovery 

1 8,500 

2-3 17,000 

4-6 34,000 

7-10 68,000 

11-15 110,000 

Hospital 
providers 

>15 150,000 

1 1,500 

2-3 3,000 

4-6 6,000 

7-10 12,000 

11-15 24,000 

All other 
healthcare 

£8.4m 

>15 48,000 

£6.3m 75% 

1 800 

2-3 1,600 

4-10 4,000 

11-50 10,000 

51-100 24,000 

Dentistry, 
independent 
ambulance 
and out-of- 
hours services 

£12.1m 

>100 48,000 

£8.1m 67% 
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Provider 
category 

Cost of 
regulating 

Bandings: 
no. of beds 

Fee £ Income  % cost 
recovery 

<4 250 

4-10 650 

11-20 1,600 

21-30 3,000 

31-40 4,300 

41-60 5,600 

Social care – 
residential 

>60 11,100 

Provider 
category 

Bandings: 
locations 

Fee £ 

1 720 

2-3 2,000 

4-6 4,000 

7-12 8,000 

13-25 16,000 

Social care – 
not 
residential 

£63.1m 

>25 32,000 

£58.7m 93% 
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Annex B – Proposed changes to fee 
categories 
 
Under our proposals to revise fee categories, the suggested changes are 
shown in the table below: 

 
Current category New category 
NHS trusts NHS trusts  
Social care with accommodation Care services 
Social care without 
accommodation 

Community social care services 

Independent healthcare hospitals Healthcare, hospitals 
Independent healthcare – other Providers will be either Healthcare, 

single speciality services, or Community 
healthcare services  

Independent healthcare – dental, 
independent ambulance and out-
of-hours providers 

Providers will be either Primary care 
services or Community healthcare 
services 

  
All NHS trusts will still be classified as NHS trusts, as illustrated in the 
table below.  

 
New 
category 

Type of service +/- Change 

NHS 
trusts 
 

Includes foundation and non-
foundation trusts: 
• Acute 
• Mental health 
• Learning disability 
• Ambulance  
 
We are expecting that PCT providers 
will not be in existence after April 
2013, so have not included them in 
this category. 
 

• Same category  
• PCT providers 

removed from 
the fee scheme 

• No change to fee 
bandings or 
charges for NHS 
trusts in 
2013/14  

 
Adult social care providers will either be classed as Care services or as 
Community social care services as illustrated in the table below, and 
most providers will see no change. We believe these different names 
better describe the services than the wordy descriptions that currently 
apply.  
 
One further change we are considering is to include hospice service 
providers within the Care services category. The type of activities we 
carry out to regulate providers of services in care homes and hospices are 
similar in their scope. Although the services are not the same, they 
appear to have a better fit than under the current scheme’s structure 
where, for historic reasons, hospices are classified under the 
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Independent healthcare – other category. This includes diverse types of 
services such as private doctors, diagnostics and community services, 
which are very different in nature to those provided in a hospice setting. 
We think it is more meaningful to include hospice providers within the 
Care services category than continue to classify them with services that 
have no logical fit with them.  
 
For the year 2013/14, we intend to hold hospice provider’s fees at the 
level we charged in 2012/13, and review the charges for 2014/15. This 
will enable us to collect more data about the extent to which we might 
be able to bring the Care services category fees into better alignment, 
based on comparison of the costs of regulating those providers.  
 
We believe that the changes to the category names and our proposal to 
include hospice providers within the Care services category are sensible 
developments, and would welcome views about these proposed changes 
in this consultation.  

 
New 
category 

Type of service +/- Change 

Care 
services 

Includes: 
• Care homes without 

nursing  
• Care homes with nursing  
• Specialist colleges 
• Hospices 
• Residential substance 

misuse services 
 

• New category (was 
social care activities 
involving the provision 
of residential 
accommodation) 

• Hospices moved from 
Independent 
healthcare – other, 
category 

• No change to existing 
fee bandings or 
charges for any 
providers in this 
category in 2013/14 

Community 
social care 
services 

Includes: 
• Domiciliary care 

agencies 
• Supported living 

services 
• Nurses agencies 

• New category (was 
social care activities 
not involving the 
provision of residential 
accommodation) 

• No change to existing 
fee bandings or 
charges for any 
providers in this 
category in 2013/14 

 
 

The biggest change is proposed in the Independent healthcare category. 
We are suggesting that the broad description is renamed simply as 
Healthcare, as the providers in that category are not all of a type that 
might be thought of as Independent healthcare – for example NHS 
dentists. We also suggest that there are four groupings within the 
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Healthcare category – Hospital services, Single speciality services, 
Community healthcare services and Primary care services. The types of 
services that we propose might be included under each of the four new 
groups are shown in the table below. We have also shown where 
providers have moved from a current category into a new one.  

 
New 
category 

Type of service +/- Change 

Healthcare 
- hospital 
services 

Includes: 
• Acute hospitals 
• Mental health hospitals 
• Learning disability 

hospitals 
• Inpatient substance misuse 

services 
• Long term conditions 

services 

• New category  
• No change to 

provider type 
• No change to 

existing fee levels or 
bandings in 
2013/14 

 

Healthcare 
- single 
speciality 
services  

Includes services where the 
main or only service provided 
is: 
1. With or without overnight 
beds: 
• Dialysis 
• Termination of Pregnancy 
• Hyperbaric treatment 
• Refractive eye surgery 
• In vitro fertilisation 
• Maternity 
• Cosmetic surgery 
 
2. Without overnight beds: 
• Day surgery  
• Fixed diagnostic services  
 

• New category  
• Designated 

providers moved 
here from former 
Independent 
Healthcare – Other, 
category 

• Fee level will 
increase in 2013/14 
(see page 14)  

 

Community 
healthcare 
services 

Includes: 
• Private doctors / clinics / 

slimming clinics/ on-line 
services 

• Independent ambulance 
services 

• Mobile diagnostic services, 
organisations or 
partnerships 

• Mobile diagnostic services, 
individuals  

• Laboratories 
• Prison healthcare services 
• Rehabilitation services 
• Hospice at home 
• Community health visiting 

• New category  
• Independent 

ambulance (IA) 
providers moved 
from former 
independent 
healthcare (IHC) 
dental, IA and out-
of-hours services 
category to this 
category 

• IA fee remains the 
same in 2013/14   

• Mobile diagnostic 
providers included 
within this category 
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• District nursing 
• School nursing 
• Mental health / Learning 

disability community 
services 

• Community substance 
misuse services 

• NHS Blood and Transplant 
• NHS Direct/111 services 
• Health Protection 

Agency/Public Health 
England 

• Independent Midwives 
(entering registration 
system in October 2013) 

– fees for individuals 
will be less in 
2013/14 than for 
organisations or 
partnerships (see 
page 18) 

• Independent 
midwives will be 
included in this 
category (see page 
17) 

 

Primary 
care 
services 

Includes:  
• NHS GPs (entering 

registration system in April 
2013) 

• NHS walk-in centres 
(entering registration 
system in April 2013) 

• NHS GP out-of-hours 
services  

• NHS dentists 
• Private dentists 

 

• New category  
• NHS GP out-of-

hours providers 
moved from former 
IHC dental, IA and 
out-of-hours 
services category to 
this category 

• NHS GP out-of-
hours providers fee 
will be aligned with 
other primary 
medical services 
providers’ fees in 
2013/14 (see page 
16) 

• Fee bandings 
structure for dental 
providers proposed 
to be remodelled for 
2013/14  
(see page 15)  

 
The changes we are proposing in the broad Healthcare category are 
designed to more meaningfully group providers with other similar 
services, and represent a greater degree of change than for the NHS and 
Care/Community social care provider categories. Because of the range of 
providers in the Healthcare group, we recognise that they cannot be 
compared as exactly the same type of service within the four categories, 
but there are better similarities in those service groupings than exist in 
the current scheme. The change is magnified in this group as the 
inherited schemes had been extended in 2011 and 2012 to include a 
range of providers who were new to the scope of registration. We have 
taken the opportunity to revisit the categories now, as, from April 2013, 
we will have reached the end of the phased introduction of large 
numbers of providers new to registration. We also recognised that we 
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could not sustain the existing categories, particularly for dental, 
independent ambulance and out-of-hours service providers. 
 
Most providers’ fees will not be affected by this proposed change to the 
independent healthcare categories, but there are some exceptions as set 
out below, and covered in more detail in section 3. 
 
We are proposing to create a new category of Healthcare, single 
speciality services. This includes providers whose only, or main, service is 
limited to certain types of healthcare provision. They don’t provide 
multiple types of medical or surgical healthcare services such as would 
be provided by an acute hospital provider. Under the former 
independent healthcare fees scheme, these types of providers paid a 
lower fee than that charged to hospitals, but which was higher than the 
fee charged to services such as private doctors. This was to recognise 
where the complexity of these services was pitched and to reflect the 
costs of regulating them.  
 
However, the revisions to CQC’s scheme in 2011/12 inadvertently 
captured these types of services within the fee category that included 
private doctors. This means that single speciality providers have been 
charged a lower fee than the cost of regulating them. We are now 
proposing steps to bring these fees back to an appropriate level (set out 
on page 14), and one of those steps is to recreate a fee category, as 
above, that they can be included within.   
 
We are also proposing to move providers of independent ambulance 
services into the new category of Community healthcare services. The 
fees we charge the majority of providers in that category will stay the 
same in 2013/14 as now. However, the current fees for independent 
ambulance providers are structured differently to the other providers in 
that category, and are set at a lower level. We propose to hold the fees 
for independent ambulance providers at the level we charged them in 
2012/13, and review the charges for 2014/15. This will enable us to 
collect more data about the extent to which we might be able to bring 
Community healthcare services category fees into better alignment, 
based on comparison of the costs of regulating those providers.  
We propose to move providers of dental and NHS GP out-of-hours 
services into the new category of Primary care services. We also propose 
to modify the structure on which we base charges for dental providers 
(set out on page 15) and to align the charges for NHS GP out-of hours 
providers with those we are proposing for other primary medical services 
providers (set out on page 16).  
 
We considered whether we should also include providers of private 
doctor’s services into the Primary care services category, but discounted 
this on the basis that most providers registered in this sector are 
secondary care consultants providing a different pattern of service than 
that of primary care provision. 
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We believe that the changes to the category names and our proposals to 
change how providers are grouped within this category are sensible 
developments, and would welcome views about these proposed changes 
in this consultation.  
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Annex C – Proposals for fee bandings 
for providers of primary dental 
services 

 
 
Summary of proposals for primary dental services fees charges 

• No overall fee increase for the sector as a whole, but some individual 
providers will see a small increase, others a decrease. 

• Introduce a per location fee for providers with up to five locations. 

• Commitment to look at how we differentiate the variations in size of 
dental services where these are provided from one location. 

 
Our objective that fees should be integral to our regulatory model 
includes a commitment to refining the fee bandings for providers of 
dental services in 2013/14. 
 
We set fees for dental providers for the first time in 2011 when the 
sector came into the scope of regulation. We based the model for those 
fees on the principle we had used for NHS trusts who were new into 
regulation in 2010 – we estimated the costs of what it might cost us to 
regulate the sector, then set the fee levels at 50% of that estimate for 
the first year, so as to be prudent and not run any risk of overcharging 
the sector.  
 
We estimated the costs of regulating primary dental care providers as 
£16 million in their first year, and set fees to recover 50%, at £8 million 
overall. Now that the sector has been registered for some time, we have 
a better understanding of its structure and more information about the 
costs of regulation. Our data so far on our inspection activity indicates 
that the cost is nearer to £12 million than £16 million. However, this 
data relates to a small number of inspections of dental services (about 
15% of the nearly 8,200 dental providers that are registered), so remain 
indicative of costs. On this basis, our calculations suggest that we are 
recovering closer to 67% of costs, rather than 50%. In line with our 
strategic approach and HM Treasury requirements, we know that we will 
need to bring this provider group up to registration cost recovery in the 
next two years. Our approach is to increase fees to 75% in the second 
year of registration. However, because the data indicates that the sector 
is reasonably close to that percentage, we are not proposing to increase 
dental fees overall in 2013/14, but remain on course to achieving full 
registration cost for this sector in 2014/15. We are committed to the 
principle of engagement with the dental sector as we work through the 
mechanisms for achieving this.  
 
While we are not proposing to increase fees overall, we are proposing to 
redefine the fees bandings for dental providers for 2013/14. This will 
mean a small increase for some providers and a small decrease for others.  
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The current bandings were based on NHS contract data but we now 
know that 99% of these providers, 8,100, fall into a 1-5 locations band. 
This means our current bands – which assume a more even distribution – 
need to be better differentiated. Our proposed new banding also creates 
a model that improves our sensitivity to the distribution in size of other 
providers, and allows us to review bandings more generally for our 
longer-term strategy. 
 
We are proposing that dental providers with up to five locations will have 
a separate band for each, and that the fee will be in multiples of £800, 
representing a per location fee. This is because the range in the lower 
bands effectively changes the fee charged per location quite 
significantly. The proposed change to the lower bands will smooth out 
the per location charge.  
 
There are few providers in the top two bands (existing and proposed 
bands), but their fees are currently low (per location) in comparison to 
smaller providers. We are proposing to increase fees for providers who 
fall into the higher bands to better reflect the registration costs of 
inspecting and monitoring multiple locations. 
 
The full changes are shown in the table below. 
 
 
2012/13  
Bands 

2012/13  
Fee payable 

2013/14 
Proposed 
bands 

2013/14 
Proposed fee 

payable 
Locations £ Locations £ 
1 800 1 800 
2 to 3 1,600 2 1,600 

  3 2,400 
4 to 10 4,000 4 3,200 

  5 4,000 
  6 to10 4,800 

11 to 50 10,000 11 to 40 10,000 
51 to 100 24,000 41 to 99 30,000 
More than 100 48,000 More than 99 60,000 

 
Our calculations and analysis for the options for primary dental services 
providers’ fees are set out in detail in our Impact assessment at 
www.cqc.org.uk.  
 
Over 90% of dental providers have one location. However, the sector is 
structured in a way that means an unknown number of providers will be 
a single dental practitioner registered for a single location, while other 
practices may also be registered for one location but will have many 
more dental practitioners working in that practice. The dental sector, 
particularly the smaller practitioners, have expressed concerns that 
charging the same fee for one location for a single practitioner and a 
larger practice is unfair. We understand that concern, and want to look 
constructively, and with engagement with the sector, at ways we might 
address this concern. This is aligned to our objective that providers 
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should understand how fees are calculated, which includes a 
commitment to review how costs are distributed, including for smaller 
providers. It is also aligned to our stated principle of fairness and 
proportionality. 
 
The challenge is to find a way to be able to differentiate the variations in 
size of dental services where these are provided from one location. We 
believe that our proposal for using list size for primary medical providers 
with a single location will allow us to take into account variations for the 
size of the practice from small to very large. However, not all dental 
practices have a single registered patient list, so we could not apply that 
proxy universally to all dental providers, which would be unfair. Dental 
providers have suggested to us in previous consultations that an 
appropriate measure of the size of a practice might be to use the number 
of dental chairs the practice uses.  
 
However, as we have set out earlier in this document, it is an important 
factor of our fees scheme that any indicator we use to calculate fees 
must be readily available to us, either because it is in our own 
registration database, or because it is information that is accessible and 
independently verifiable, such as published data on trust turnover figures 
or registered patient list size. This is important for two reasons. Firstly it 
has to be independently verifiable or in our own registration database 
because we cannot risk information we use to calculate fees to be 
subject to any inconsistency. Secondly, it has to be easily accessible as 
we do not want to have to rely on making extra data requests on an 
annual basis from a large number of providers, as that would increase 
costs and effort for both providers and CQC. 
 
So, using an indicator to measure the variation in size, such as the 
number of dental chairs, may well be one that is meaningful to the 
sector, but we understand that data are not readily available, nor 
independently verifiable and we may not be able to apply it consistently. 
 
We are committed to look at what we know to be an issue of great 
concern for a large number of providers. So, we are asking in this 
consultation for suggestions as to how we might in future consider 
differentiating dental providers with one location and multiple dental 
practitioners, from those with one location and a single practitioner, 
bearing in mind the issues of consistency, accessibility and verifiability 
we would have to consider.  
 
In Annex B, we set out proposals for creating a new category of Primary 
care services into which we are proposing to include providers of dental 
services.  
 
We will continue to hold meetings with the primary dental stakeholders 
before and throughout the consultation period so that we can review 
feedback from them about our proposals. 
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Annex D – Proposed fees for primary 
medical care 

 
 
Summary of proposals for NHS primary medical services fees charges 

• Charges will be set to recover an estimated 50% of costs of regulation 
in 2013/14. 

• Fees for providers with one location will be based on a mix of location 
and registered patient list size (from small to very large). 

• Fees for providers with more than one location will be based on 
locations.  

 
We are required to set fees for registered providers in line with HM 
Treasury Guidance on “Fees and Charges”, using our fee-setting powers 
under the 2008 Act. Our objective that providers should understand how 
fees are calculated includes a commitment to a phased introduction of 
fee charges for providers new to registration, moving towards full cost 
recovery over time. This will apply to providers of primary medical 
services who will register by April 2013, and includes NHS GPs, walk-in 
centres and other types of primary medical services.  

 
Our approach for all providers new into the scope of registration is to 
start by charging at what we estimate to be 50% recovery of the costs of 
regulation in their first year of regulation, moving to a steady state 
recovery as soon as possible when we have more data on the costs of 
regulating the sector. This approach means that we are unlikely to 
overcharge new providers, and can incrementally increase fees to achieve 
cost recovery as we understand better how the sector is configured once 
it has registered, and what it costs us to regulate it. Our strategic 
approach is looking to achieve cost recovery for the primary medical 
services sector by 2015/16. We will take account of activity data during 
this time to be more precise about actual costs and how that will impact 
on their fee charges over this period. 
 
We estimate that we will register approximately 8,300 providers of 
primary medical services and that regulation of the sector will cost CQC 
£12 million in 2013/14. In line with our policy for charging providers 
new into the scope of regulation, we are proposing to set fees to recover 
50% of estimated costs, £6 million, in the first year of registration. We 
have based this estimate on our current data for what it is costing us to 
regulate the dental sector. We recognise that the two sectors are not the 
same, and the costs may not be £12 million, but we believe that there 
are sufficient similarities to give us a best estimate baseline now, based 
on our experience of regulating the dental sector. We will review actual 
costs during 2013/14 and 2014/15 as the regulation of primary medical 
services providers becomes integrated into our inspection programme. 
We will then adjust fees to recover costs as we collect more data, and 
will endeavour to keep registration costs as low as possible, as we aim to 
do with all sectors we regulate.  
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We considered a number of options of how we might best structure fees 
charges for this sector, and have worked with a number of national 
organisations and representative bodies through our Primary Medical 
Services Advisory Group (such as the British Medical Association) to 
gauge their initial views on our thinking. This was in line with the priority 
we give to early engagement with stakeholders, as we have set out in 
the strategic section of this document. 
 
Most providers already registered with CQC are charged fees based on 
the number of locations they have registered. We use this as an indicator 
of the provider’s size, and set the fee charges for regulating them 
around this proxy. The exception is NHS trusts, where fees are based on 
turnover, as our data shows this is a better indicator of their size than 
the number of locations they have registered. We sought views from the 
primary medical services sector about our approach during a previous fee 
consultation in 2011. The feedback we received at that time suggested 
that a better indicator for primary medical services providers might be to 
use the registered patient list size as the basis for setting fee charges. 
 
So, in the light of that feedback, we looked at options for charging fees 
either by the number of locations registered by a provider of primary 
medical services, or by the registered patient list size associated with the 
practice. Both have advantages and disadvantages, which we considered 
in as much detail as possible, given that we had to make certain 
assumptions as the sector is not yet registered and our modelling may 
not be precise at this stage.  
 
One of the advantages of using registered patient list size is that 
information on list sizes is a source of data we can access reasonably 
easily and is independently verifiable. It is an important factor of our 
fees scheme that any indicator we use to calculate fees must be readily 
available to us, either because it is in our own registration database, or 
because it is information that is accessible and independently verifiable, 
such as published data on trust turnover figures or registered patient list 
size. This is important for two reasons. Firstly it has to be independently 
verifiable or in our own registration database because we cannot risk 
information we use to calculate fees to be subject to any inconsistency. 
Secondly, it has to be easily accessible as we do not want to have to rely 
on making extra data requests on an annual basis from 30,000 providers, 
as that would increase costs and effort for both providers and CQC. 
 
However, one of the disadvantages of using registered patient list size as 
the proxy for primary medical services providers’ fees is that the way we 
register and inspect providers is based on locations, and we calculate our 
charges against how much it costs us to regulate at the level of a 
location. Our fee model must be fair to all providers and we have 
considered carefully the impact of using a different proxy for the primary 
medical services sector on the other sectors we regulate.    
The majority of providers who will register in April 2013 will be NHS GPs, 
but a small number of other primary medical services providers will also 
register at that time, such as providers of NHS walk-in centres and 
Urgent Care Centres. These types of providers do not have defined 
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registered patient lists. We already register providers of NHS GP out-of-
hours services, who also don’t have a defined registered patient list and 
whose fees are based on the number of locations they have registered. 
We have considered options for these types of provider too. 
 
In our pre-consultation engagement with the Primary Medical Services 
Advisory Group, we set out our initial thinking on the two options for 
charging fees to the sector. The advantages and disadvantages of both 
were explored. A hybrid model, using both registered patient list size and 
the number of locations was suggested as a better alternative. We 
carefully considered that suggestion for its viability in setting fee 
charges against costs and its impact on our fees scheme. 
 
This suggested model is in fact similar, in principle, to the one we use for 
charging care home providers. For that sector, we base charges on the 
number of locations the provider has registered, plus the number of beds 
at each location, which gives a better indicator of the provider’s size. 
Information about the number of beds is available from our database of 
conditions of registration which set out the maximum number of service 
users a provider can accommodate at the location.   
 
So we have developed proposals to charge primary medical services 
providers on this basis of using a mix of both locations and registered 
patient list size.  
 
We estimate that most primary medical care providers will register with 
one location. However, we appreciate that this could apply to practices 
in which a single GP practitioner provides medical services as well as to a 
large practice in which a number of GPs provide services. So, we are 
proposing to set fees for one location based on whether the provider is 
small, medium, large or very large. Those descriptions are based on the 
provider’s registered patient list size, where small equates to a list size of 
up to 5,000 patients, medium 5,000 up to 10,000 patients, large 10,000 
up to 15,000 patients, and very large over 15,000 patients.  
 
We have modelled those size descriptions on our analysis of lists and the 
number of providers, and set the ranges against where the break points 
appear to be most evenly spread. We have then looked at fees for where 
the provider is registered for more than one location, and developed a 
banding structure based on the number of locations, but not on list size. 
This is because using list size for providers with a single location allows 
us to take into account variations for the size of the practice from small 
to very large.  
 
We have set the fee level in each band so that the charges are 
distributed across the bands to reflect what we estimate to be 50% of 
the costs of regulation. As most providers will be registered with one 
location, but there will be a range of list sizes within that, we are 
proposing a fee level for the smallest location of £550 and £850 for the 
largest location, as illustrated in the table below. The fee charges then 
increase for providers with more than one location, as illustrated.  
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Providers of NHS walk-in-centre services and other similar primary 
medical services do not generally have a registered patient list, and 
provide services to a broad population, which is likely to equate in 
registration cost to the very large band of over 15,000 patients. If a 
provider of these types of services has a single location, we propose to 
charge a fee to correspond with the highest proposed list size band for 
one location (£850). If the provider has more than one location, we 
propose they will fall into the corresponding locations band.    
 
We are also proposing to align providers of NHS out-of-hours services 
into this same scale. These providers have been registered for a year and 
our limited data so far suggests that the cost of regulating them is more 
than we currently charge them. Although they are not the same, they are 
likely to share a similar regulatory cost profile with providers of NHS 
walk-in centres and we will review this position in 2013/14 as our data 
increases. Our proposal to align their fees with other providers of primary 
medical services means that those with a single location will see an 
increase of £50. Those with more locations will see variable changes 
dependent on the number of locations they have registered.  
 
 
Proposed 
bands 

Proposed  
bands 

Propose
d fee 

per 
band 

Locations Registered patient 
list size 

£ 

1 0 to 5,000 550 
1 5,001 to 10,000 650 
1 10,001,to 15,000 750 
1 More than 15,000 850 
2 N/A 1,200 
3 N/A 1,600 
4 N/A 2,000 
5 N/A 2,400 
6-10 N/A 3,000 
11-40 N/A 6,000 
More than 40 N/A 15,000 
 
Our calculations and analysis for the options for primary medical services 
providers’ fees are set out in detail in our Impact Assessment at 
www.cqc.org.uk. 
 
We will continue to hold meetings with the primary medical stakeholders 
before and throughout the consultation period so that we can review 
feedback from them about our proposals. 
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Annex E – Section 85 of the Health and 
Social Care Act 2008 
 
85 Fees 
(1) The Commission may with the consent of the Secretary of State from 
time to time make and publish provision— 
 
(a) requiring a fee to be paid in respect of— 
i. an application for registration as a service provider or manager 
under Chapter 2, 
ii. the grant or subsistence of any such registration, or 
iii. an application under section 19(1); 
(b) requiring English NHS bodies, English local authorities, persons 
registered under Chapter 2 and such other persons as may be prescribed 
to pay a fee in respect of the exercise by the Commission of such of its 
other functions under this Part as may be prescribed. 
 
(2) The amount of a fee payable under provision under subsection (1) is 
to be such as may be specified in, or calculated or determined under, the 
provision. 
 
(3) Provision under subsection (1) may include provision— 
 
(a) for different fees to be paid in different cases, 
(b) for different fees to be paid by persons of different descriptions, 
(c) for the amount of a fee to be determined by the Commission in 
accordance with specified factors, and 
(d) for determining the time by which a fee is to be payable. 
 
(4) Before making provision under subsection (1) the Commission must 
consult such persons as it thinks appropriate. 
 
(5) If the Secretary of State considers it necessary or desirable to do so, 
the Secretary of State may by regulations make provision determining 
the amount of a fee payable to the Commission by virtue of this section, 
and the time at which it is payable, instead of those matters being 
determined in accordance with provision made under subsection (1). 
 
(6) Before making any regulations under this section, the Secretary of 
State must consult the Commission and such other persons as the 
Secretary of State thinks appropriate. 
 
(7) For the purpose of determining the fee payable by a person by 
virtue of this section, the person must provide the Commission with such 
information, in such form, as the Commission may require. 
 
(8) A fee payable by virtue of this section may, without prejudice to 
any other method of recovery, be recovered summarily as a civil debt. 
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If you have general queries about CQC, you can:  

Phone us on: 03000 616161 

Email us at: enquiries@cqc.org.uk  

Write to us at: 
Care Quality Commission 
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 
 
www.cqc.org.uk 

 
 

How to respond to this consultation:  
 
Online 

Use our online form at:  
www.cqc.org.uk/feesconsultation 
 
By email 

Email your response to 
octoberfeesconsultation2012@cqc.org.uk 
 
By post 

Write to us at: 
Fees Consultation October 12 
Care Quality Commission 
Finsbury Tower 
103/105 Bunhill Row 
FREEPOST LON 15399 
London EC1B 1QW 
 

Please contact us if you would like a summary of this document in another 
language or format. 




