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Summary 
 
 
 
From April 2010, the Care Quality Commission (CQC) has gradually been introducing a new 
registration system across the health and adult social care sector. To be registered, all 
providers of health and adult social care must, by law, show that they are meeting new 
essential standards of quality and safety. NHS trusts were the first type of provider 
organisation required to register with CQC under the new system. Once registered, we 
monitor whether providers are meeting the essential standards as part of a new, more 
dynamic system of regulation that places the views and experiences of people who use 
services at its centre. Our publication Guidance about compliance: Essential standards of 
quality and safety sets out what providers must do to meet the essential standards.  
 
We have developed a system that brings together a wide range of up-to-date, relevant 
information about providers gathered from people who use services, our inspections, data 
sets such as mortality and infection rates, and information from partner organisations. This is 
contained in a Quality and Risk Profile (QRP) for each provider, which will be constantly 
updated, helping us to assess where risks lie and acting as a prompt for regulatory action 
such as inspection.  
 
The clinicians and professionals who deliver care play a crucial role in making improvements 
to health care services. They are pivotal to ensuring that care is effective and safe and that 
the people who use services achieve the best possible outcomes from that care. We 
recognise the importance of engaging with clinicians and professionals about our approach 
and specifically our QRPs for NHS trusts. In May 2010, we carried out a series of workshops 
around the country with clinicians and other professionals, to consult on the quantitative 
indicators in the QRP that were proposed for monitoring the compliance of NHS providers of 
acute healthcare, mental health care, community healthcare and learning disability services.* 
We are using the feedback to make improvements to future versions of the QRP.  
 
We want to make the best use of existing data collections and information to reduce 
unnecessary bureaucracy, in line with the principles of better regulation and to develop a 
robust and comprehensive system of monitoring compliance.  
 
 

What we found from the engagement events  
 
Our analysis of the feedback from the engagement events showed some general overall 
themes and provided detailed comments on specific indicators. 
 
There was general consensus that the proposed quality and risk indicators for all 
sectors are appropriate 
 
Overall, the analysis of responses for the proposed QRP indicators for acute, mental health 
and community healthcare services shows a good level of consensus that they are 
appropriate indicators of quality and safety. 

 
* We are consulting on the QRP for NHS ambulance trusts as part of the ongoing development of the 
registration process. 
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• 86.2% of indicators received at least one positive response when asked if it was an 
appropriate measure of quality. 

• Over half of the indicators (52.7%) received all positive responses. 

• 24.8% received at least one negative response when asked if it was an appropriate 
measure of quality. 

• 4.6% received all negative responses. 

• 20% received mixed responses including positive, negative and unsure. 

• The strongest consensus was found among the acute indicators, and more mixed 
responses for mental health and community healthcare services.  

 
Stakeholders were generally able to suggest significantly important indicators or 
themes of quality and safety 
 
We want to ensure that QRPs continue to develop towards capturing a range of indicators 
that are robust measures of the quality and safety of care. Within this range, certain 
indicators are likely to be particularly clinically meaningful and key in demonstrating whether 
the care being provided in an organisation is safe and effective. Viewed together, these 
indicators focus attention on key risks and really “measure what matters”. When we asked 
stakeholders to identify a small number of indicators (between five and 10) that robustly 
demonstrated that care is safe and effective, they often helpfully identified issues in the 
provision of care rather than actual indicators. 
 
When combining the analysis of suggested issues and indicators from the acute and 
mental health workshops, the top five most frequently raised significant themes were: 
 
1. Staffing – sickness, staff satisfaction, absence, training, vacancies, stress, wellbeing. 

2. Patient experience and involvement. 

3. Mortality. 

4. Healthcare associated infections (although this was not raised at all during the mental 
health event). 

5. Complaints. 
 

All these significant themes are already measured to varying degrees by the proposed QRP 
indicators. 
 
The same five significant themes were also the most frequently raised in workshops only for 
acute care. All these key areas have a corresponding indicator(s) in the existing acute care 
QRP measures, so this provides additional support and validation of the suitability of the 
existing indicators. 
 
The top five most frequently raised significant themes for quality and safety in mental 
health care were: 
 
1. Staffing – sickness, staff satisfaction, absence, training, vacancies, stress, wellbeing. 

2. Patient experience and involvement.  

3. Cancellation of care, by providers and service users.  
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4. Audit and implementation of NICE and other best practice guidelines (e.g. prescription 
of medicines. 

5. Access to care, including access to talking and psychological therapies. 

 
Because mental health care is delivered by many different agencies or providers, delegates 
emphasised the need for future QRPs for mental health providers to look beyond individual 
organisations and at more overarching elements including: 
 
• Inter-organisation indicators (for example, the role of prisons in mental healthcare). 

• Transition between primary and secondary care.  

• Communication between police and providers. 

• Communication between acute and mental health care providers. 
 
Although the remit of the QRP for registration is to look at indicators for a provider 
organisation, potential future areas of development – particularly in sectors such as mental 
health – may need to include more indicators both within and across organisations to reflect 
the experiences of people who use services. 
 
For community healthcare services, the Chief Nursing Officer’s Nurse Sensitive Indicators 
for High Impact Actions (covering aspects of care such as falls, incidence of indwelling 
catheter and pressure ulcers) were mentioned as significant. Delegates also expressed a 
strong view about the need to collect measures that reflect culture and leadership, such as 
having an openness to share information or respond to concerns. There was a request to try 
and identify the “never events” in community healthcare. 
 
For learning disability services, the group also wanted to see specific indicators applied to 
every type of service provider that may provide care to someone with a learning disability. 
They were keen that all services made reasonable adjustments for people with learning 
disability, so that they received care that was equal to that experienced by the broader 
population of patients (for example, having appointments that are double the length in 
time). They also mentioned that accreditation of learning disability services would be 
helpful, as would monitoring the measures used by these schemes. It was important for a 
service to have evidence of working in a multi disciplinary way across organisations. On 
culture and leadership, delegates suggested that a willingness to publicly admit to problems 
and shortfalls would be helpful.  
 
 
There are a number of areas for CQC to consider in developing future QRPs 
 
We acknowledge that the indicators and information that healthcare providers are required 
to collect is constantly changing. Rather than develop new sources of information or 
indicators, we want to build on existing sources. We therefore asked stakeholders to identify 
existing indicators that could usefully be added to the QRP in future. 
 
From the feedback, we identified a number of additional indicators and gaps in information 
that we need to investigate further, including. 
 
• Measures that reflect the culture of safety in an organisation.  
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• Indicators for assessing patient experience and outcome-focused measures (use of Royal 
College audits and specific clinical information, for example from intensive treatment 
units or renal registers). A coroner’s Rule 43 judgement on neglect was also considered 
to be a key trigger for further investigation by an inspector. 

• Measures relating to securing more information at a clinical procedure level and fuller 
use of incidents and serious untoward incident reporting. A common theme for acute 
and mental health stakeholders was the use of medicines and medicines management.  

• Indicators about the management of organisations, including trends in complaints and 
the organisational declaration on the NHS Constitution.  

• New indicators to fully reflect coordination with other providers and the risk related to 
transfer of care between providers in different sectors – an area of growing importance. 

• Indicators in relation to staffing, in particular vacancy levels on specific wards, staff 
wellbeing, professional registration and accreditation. For the ‘quality and management’ 
outcome, governance and leadership were consistently raised as an area where additional 
indicators need to be developed. 

 
 
There are new sources of data that require further investigation 

Stakeholders identified a number of additional data sources in the acute and mental health 
sectors – specifically, sources that related to patient experience, clinical specialities, 
medicines management, training and governance. They consistently mentioned accreditation 
schemes, complaints, near misses, quality and innovation. We need to investigate these 
areas further.  
 
 
There are a number of key challenges for CQC to address when developing QRPs 
 
We asked what we could do to make the QRP more useful to clinicians and professionals and 
also if they had any concerns about QRPs. The analysis of suggestions for making the QRP 
more useful identified the following common themes: 

• QRPs must be relevant and easy to interpret so that all staff and organisations can 
understand and use them. Structured examples and stories from patients would add real 
depth and life to them. 

• They must have credibility and become an authoritative tool by using the most up-to-
date data, and being sensitive at the right level to distinguish good from bad practice. 

• They need to reflect accurately what is happening at the ‘shop floor’ level by being 
transparent, and updated to remain current. 

• They must be embraced by practising clinicians and clinical teams, not just people in 
management roles, and shared internally. At a staff level, they could be a powerful tool 
in encouraging reflective practice and driving improvement.  

• They should become a vibrant and live improvement tool by supporting organisational 
benchmarking and encouraging trust boards to use the data to support self-regulation.  
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• QRP measures should move beyond the organisation level and look at coordination 
between providers and multi-agency working. 

 
 

Conclusions 
 
Our engagement with stakeholders has demonstrated a good level of consensus on the 
range of data sources and specific indicators used in the current QRPs. It also supports our 
approach of using a list of indicators of safety and risk that identify early areas of potential 
concern and prompt an inspector to investigate these further with a provider. 
 
Stakeholders told us that although there are a lot of metrics in QRPs, our approach to 
pulling the indicators together for individual providers makes them a useful tool by 
objectively determining the quality and safety of care and prompting internal discussion in 
organisations on areas for improvement. The move to more real time indicators and those 
with a higher frequency of reporting is welcomed. 
 
Where stakeholders raised concerns, they were typically characterised by a lack of certainty 
or clarity on what the indicator was measuring, and how that linked to an assessment of 
quality and safety for all care settings. Some stakeholders told us they want more detail on 
the indicators reviewed, for example, indicating which are used for the purposes of 
triangulating or validating other indicators, rather than as a primary indicator. 
 
They also told us that we need to focus more on determining the degree to which a culture 
of safety is established in care settings. They found it difficult to identify relevant 
indicators/measures available at national level that would provide an objective means of 
assessing a safety culture, but strongly advocated that we should focus on this area. 
 
The themes highlighted as ‘significant indicators’ are consistent with what is already covered 
in the proposed QRP. However, there are still a number of further areas that we need to 
investigate, particularly for the ‘safeguarding and safety’ outcome measure. 
 
Stakeholders also suggested many additional indicators that we should consider for future 
QRPs, in particular for community healthcare and learning disability services, as the 
indicators in these areas are not as well developed as those for acute and mental health 
providers. 
 
Implementing the QRP approach is not easy and it will require time to develop and ‘bed 
down’. However, delegates welcomed our approach to making improvements in the list of 
QRP indicators over time by including new ones and removing those that do not effectively 
highlight potential areas of concern. 
 
  

Recommendations for CQC 
 
There are a number of recommendations for CQC to consider in the ongoing development of 
QRPs. You can find these, and the actions that we will take, at the end of this report. 
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Introduction 
 
 
As part of the new system of registration, we have developed a system that brings together 
a wide range of up-to-date, relevant information about providers from people who use 
services, our inspections, data sets such as mortality and infection rates, and information 
from partner organisations. This information is contained in a Quality and Risk Profile (QRP) 
for each provider, which will be constantly updated, helping us to assess where risks lie and 
acting as a prompt for regulatory action such as inspection. 
 
We recognise that clinicians and professionals delivering services play a crucial role in making 
real improvements in the provision of healthcare. In May 2010, we held a series of 
workshops around the country to engage with this key stakeholder group in the NHS, as 
part of the ongoing development work for our QRPs. The aims were to: 
 
• Communicate with stakeholders about the new registration and compliance monitoring 

model, including our risk-based, information-driven approach. 

• Consult on the quantitative indicators in the QRP that were proposed for monitoring the 
compliance of NHS providers of acute healthcare, mental health care, community 
healthcare and learning disability services, and gather feedback in order to inform the 
future development and content of QRPs. 

 
The first part of this report presents the background for this project, including an 
explanation of the new registration model, how we monitor the compliance of providers and 
how QRPs support the registration model. It also provides an overview of the policy context 
and principles against which we are striving to develop QRPs. 
 
The second part presents the outcomes from the engagement events and provides detailed 
analysis, findings and conclusions. It also includes recommendations for CQC and our 
response to these. 
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Part 1: Background 
 
 

1. The registration and compliance 
monitoring model 
 
 
 

Registration  
 
The Care Quality Commission (CQC) has gradually introduced a new registration system across 
the health and adult social care sector that started to come into effect on 1 April 2010.  
 
To be registered, all health and adult social care providers must, by law, show that they are 
meeting new essential standards of quality and safety. The Health and Social Care Act 2008 
(Regulated Activities) Regulations 2010 and the Care Quality Commission (Registration) 
Regulations 2009 set out the ‘regulated activities’ that come into the scope of registration.  
 
Once registered, we monitor whether providers are meeting essential standards as part of a 
new, more dynamic system of regulation that places the views and experiences of people 
who use services at its centre. 
 
NHS provider trusts were the first type of providers to be registered with CQC under the new 
regulations.* We are now monitoring their compliance with the essential standards of quality 
and safety.   
 
 
The essential standards of quality and safety for health and adult social 
care  
 
The new model for registering providers and monitoring their compliance with the essential 
standards focuses on outcomes. 
 
We published Guidance about Compliance: Essential standards of quality and safety to help 
providers, and people who use services, by translating the associated regulations into the 
outcomes that people who use services can expect to experience when providers are 
meeting essential standards. 
 
 
 
 
 
 

 

* NHS trusts were registered in April 2010. Adult social care and independent healthcare providers followed in 
October 2010. Primary dental care (dental practices) and independent ambulance services must be registered 
in April 2011, and primary medical services (GP practices and out-of-hours services) by April 2012. 

Care Quality Commission:  Developing quality and safety indicators in QRPs for NHS trusts 8



We grouped related outcomes into six sections: 
 

1. Information and involvement - the information that providers make available to people 
so they can make informed decisions about their care and support. 

2. Personalised care, treatment and support - the way in which providers make sure that 
people get effective and safe care and treatment that supports their individual needs. 

3. Safeguarding and safety - the way in which providers assure people who use services 
that equipment and premises are safe and suitable, risks are managed and people’s 
human rights and dignity are safeguarded. 

4. Suitability of staffing - what providers do to make sure that they have suitably 
qualified, skilled and knowledgeable staff who can ably support people. 

5. Quality and management - what providers do to manage risk and ensure that they 
maintain essential standards of quality and safety. 

6. Suitability of management - what providers and managers must do to show CQC that 
they are suitable to run the service and to notify CQC of any relevant changes. 

 
 

Monitoring compliance  
 
Once providers are registered, they must continue to meet the essential standards. We check 
they are doing this by: 
 
• Collecting and analysing information about the provider (information 

capture/information analysis). 

• Using the outcome of the analysis to make a judgement about whether or not they are 
continuing to meet the essential standards (judgement on risk). 

• Deciding what we will do next (regulatory response/regulatory judgement). 
 
At the end of this process, we publish a report on our judgement of the provider’s 
compliance with essential standards. 
 
 
Using information 
 
We collect information about all the providers we have registered to carry on any regulated 
activity. The information varies for different types of providers, which range from domiciliary 
home care services to large hospitals. However, we seek the views of people who use 
services, their carers and families when assessing all the services that we regulate. We also 
have information from our own inspections and service reviews, from the declarations that 
providers make about their compliance with essential standards of quality and safety as part 
of registration, and information collected by Government departments and other regulators. 
 
We continuously analyse the information we hold to identify services that appear to be more 
likely at risk of not meeting the essential standards. So, as new information becomes 
available, we can make decisions about whether we, or other organisations, need to take any 
further action. We also monitor the risks to people’s wellbeing because they cannot access 
services. 
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If we have concerns about the quality and safety of a registered provider's care, our 
inspectors may decide to take further action. This may include: 
 
• Asking for further information from the people providing the care. 

• Carrying out a visit and, if needed, obtaining specialist expertise as required, for 
example, from Royal Colleges. 

• Asking another organisation to take action such as the local authority or the primary care 
trust, strategic health authority or other regulators such as Monitor for NHS foundation 
trusts. 

 
 
Reviews of compliance  
 
A review of compliance looks at the outcomes and experiences of people using a service, to 
determine whether the essential standards are being met. It is an assessment of the care, 
treatment and support delivered by a provider by assessing the outcomes for people who 
use services. A review of compliance is either planned or responsive.  
 
A planned review of compliance is a scheduled check of a provider's compliance and will 
look at all the essential standards that are most directly related to quality and safety. We 
carry out planned reviews on a rolling programme. The frequency of a planned review is 
between three months and two years after registration. However, where we have concerns 
about the quality of care provided at a location, or where we feel a provider is carrying out 
high risk activities, we will increase their frequency. 
 
We carry out a responsive review of compliance when information, or a gap in information, 
raises concerns about people not experiencing the outcomes they should. Unlike a planned 
review of compliance, a responsive review is not a full check of compliance with all of the 
key essential standards that are most directly related to quality and safety – we only target 
the area(s) and outcomes that the specific concerns or gaps relate to. However, we may 
extend the focus to other essential standards, regulated activities or locations if broader or 
additional concerns arise during the review.  
 
If we decide we need to carry out a visit as part of a review of compliance, it will generally be 
short and focused. It will primarily concentrate on the outcomes and the experiences people 
have as a result of their care. Visits are most active in areas where we think the risks to 
people are greater, where people are less able to assert their rights, where we have poor 
information on the quality of care, or where providers are failing to demonstrate required 
standards. Equally, we will be less active where services are performing well. 
 
Where our inspections and other activities lead to a judgement that a provider is not 
meeting essential standards, we take action to ensure that it makes improvements. We have 
a range of enforcement powers that include issuing improvement letters, statutory warning 
notices, fines, attaching conditions to registration and suspending or cancelling registration. 
 
Our aim is to make sure that providers are meeting the essential standards of quality and 
safety. We will work with others, including those who purchase care for their communities 
and other organisations, to make sure that improvements happen and are maintained. 
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2. Quality and Risk Profiles 
 
 
How QRPs support registration and monitoring compliance 
 
 
Assessing the likelihood that essential standards of quality and safety are 
being met 
 
QRPs are central to our quality-driven, risk model approach to monitoring compliance, and 
we intend to create a QRP for all registered organisations. They are a tool that gathers all we 
know about a provider in one place. 
 
QRPs present up-to-date, relevant and reliable information and they contain a substantial 
source of knowledge about providers and their services. We will develop QRPs over time as 
we gather more information and judgements about a provider. 
 
They support our operational teams to make robust judgements about whether providers are 
meeting the essential standards of quality and safety. They also alert our operations staff to 
areas where the intelligence we hold suggests that providers may be at risk of not complying 
with the regulations. By acting as a 'prompt' to draw attention to potential issues, they allow 
our inspectors to be well placed to proactively detect and address poor quality care through 
a targeted and proportionate dialogue with providers. Non-compliance with the regulations 
is addressed when it occurs and, in turn, this enables us to act swiftly and prevent avoidable 
harm to people who use services. 
 
It is important to note that QRPs are not intended to be used as a means of reaching a 
judgement about services. Although they enable us to structure information in a way that 
will provide an assessment of the likelihood that essential standards of quality and safety are 
being met, they are designed to inform the dialogue between CQC and providers. They 
support us to make judgements and are not a judgement of compliance in itself.  
 
 
Sources of information for NHS trusts  
 
The first version of the QRP for the NHS was developed for January 2010 to support initial 
registration of NHS trusts in April 2010. We emphasised at the time that the information in 
the QRP and the way it highlights risk would develop and expand over time. 
 
The initial version was a relatively simple collection of facts known about a provider. 
Subsequent versions include a statistical risk model at the heart, which provides a consistent 
method for estimating the risk of essential standards not being met. The sources of 
information for inclusion in the subsequent versions of the QRP will increase.  
 
We are developing a repository of up-to-date and accurate information to populate QRPs, 
re-using existing data sources wherever possible. Examples of the sources of data that we 
use for NHS providers include: 
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• Audit Commission (AC). 

• Department of Health (DH). 

• Endoscopy Global Rating Scale (GRS). 

• Health and Safety Executive (HSE). 

• Health Protection Agency (HPA). 

• Hospital Episode Statistics (HES). 

• NHS Information Centre for Health & Social Care (IC). 

• National Patient Safety Agency (NPSA). 

• NHS Litigation Authority (NHSLA). 

• Royal College of Physicians. 

• Royal College of Psychiatrists.  

 
The QRP groups information around the relevant outcomes in our Guidance about 
compliance: Essential standards for quality and safety. 
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3. Policy context for using indicators 
of quality and safety of care 
 
 
 
Quality and risk profiles allow us to use information to promote improvement in line with the 
principles of better regulation. Wherever possible, we aim to use exiting data sources to 
minimise the administrative burden on providers, building on the principles of better 
regulation. We also want to ensure that the information in QRPs measures what matters, and 
contains indicators that are clinically meaningful and are robust in highlighting where there 
may be risks to the safe and effective provision of care. We also want QRPs to align 
professional and system regulation, so that there is coherence in terms of what information 
is gathered from providers. 
 
 

Using information to promote improvement 
 
A key goal in using information is to promote improvement. As High Quality Care for All: 
NHS Next Stage Review final report states “we can only be sure to improve what we can 
actually measure”.*
 
Data items within the QRP are used to calculate the risk of non-compliance with the 
regulatory outcomes described in the Essential standards of quality and safety. As 
mentioned earlier, they do not constitute a judgement in themselves, but are a prompt to 
our inspectors to indicate where further information or regulatory activity is required. Our 
inspectors only make a judgement once they have followed this process, which may result in 
regulatory action to require a provider to improve services to meet essential standards of 
quality and safety. If a provider fails to make the necessary improvements, we may take 
enforcement action. 
 
 

Principles of better regulation and regulating in partnership 
 
The five principles of good regulation are that the regulator should be: transparent, 
accountable, proportionate, consistent and targeted. 
 
By using intelligence from a wide range of sources and describing the way in which we are 
using it to support our regulatory activity, we are being transparent and accountable in 
letting the public, providers and commissioners know what information we hold about them 
and what we do with it; we are proportionate in not requesting information more than 
once; consistent in our assessments, and targeted in how we follow up the issues that are 
of most concern. This can help to foster discussion, understanding and trust between the 
regulator and the regulated body. 
 
We achieve many of these aims by working in partnership with other regulators and agencies 
to share intelligence and agree who is best placed to take regulatory action where necessary. 

 

* Department of Health, High Quality Care for All: NHS Next Stage Review final report, June 2008. 
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We are working with professional and clinical bodies to ensure that we use the information 
from national clinical audits, service accreditation and other clinically driven information in 
our QRPs. 
 
Ultimately, we hope that clinical teams will begin to use the QRP, or elements of it, to 
evaluate and improve their own performance – in effect to self-regulate. This is likely to lead 
to the greatest improvement.  
 
 
Measuring what matters  
 
In populating the QRP, we are keen not only to identify measures that help describe the 
outcomes that people experience and achieve from care and treatment, but also those 
indicators that are most meaningful to both clinicians and people who use services. We want 
to get to the heart of measuring what matters in terms of patient experience, clinical and 
social outcomes and quality and safety of services. We wish to maintain an ongoing dialogue 
with all relevant contributors to this discussion. 
 
 
Aligning professional and system regulation  
 
Wherever possible, we are working to align professional and system regulation to ensure that 
we focus on both the professional regulators and our primary function, which is to protect 
the health and wellbeing of the public. We have engaged with professional regulators and 
have agreed memoranda of understanding to ensure that we are able to share information 
about individual professionals that pose a risk to the public as well as the broader aspects of 
care provided by those professionals. There may be times when the requirements of 
professional and system regulators differ or diverge, but professionals and the public can be 
reassured that we will do all we can to ensure that information is shared appropriately and in 
a timely manner. 
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Part 2: Report on clinical and 
professional engagement  
 
 

4. The purpose of our clinical and professional 
engagement  
 
 
In May 2010, we carried out a series of events at locations around the country to engage 
with clinicians and other professionals on the Quality and Risk Profiles for NHS trusts 
(specifically those providing acute healthcare, mental health care, community healthcare and 
learning disability services). We focused on NHS trusts because these were the first providers 
to be brought into the new system of registration in April 2010. We wanted to gather 
feedback in order to make improvements to the initial version of the QRP (which we 
developed to support the initial registration process) so that it is robust in supporting our 
continuous system of monitoring compliance with the outcomes in Guidance about 
compliance: Essential standards of quality and safety. 
 
The aim of this engagement project was to gather feedback from clinicians and professionals 
in order to inform the future development and content of QRPs. The supporting aims of the 
engagement project were to: 
 
• Communicate with stakeholders about the new system of registration and monitoring of 

compliance for all providers of health and adult social care including our risk-based, 
information driven approach.  

• Consult on the quantitative indicators in the QRPs that were proposed for monitoring 
the compliance of NHS providers of acute healthcare, mental health care, community 
healthcare and learning disability services* in order to: 

o Validate the robustness of our proposed indicators. 

o Identify additional indicators and information sources that are suitable measures of 
the safety and effectiveness of care that could be considered for inclusion in future 
versions of the QRP. 

o Identify gaps where no indicators currently exist. 

o From the range of indicators validated by stakeholders, identify the particularly 
clinically meaningful indicators that are key in demonstrating whether there are 
potential risks to the safety and effectiveness of care being provided by an 
organisation. 

 
We engaged with stakeholders from clinical and professional groups through: 

• Regional workshops in the East of England and the North West to focus on acute care. 

• A workshop held in London that focused on mental health. 

 
* We are consulting on the QRP for NHS ambulance trusts as part of the ongoing development of the 
registration process. 
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• A focus group on learning disabilities and community healthcare services. 

• Interviews with National Clinical Directors and representatives from Royal Colleges and 
Societies, strategic health authorities and researchers. 

 
A full list of the organisations that generously contributed to our engagement events is 
provided in appendix B. 
 
Interviewees were selected to ensure adequate representation from clinicians and 
professionals working in, and with, the NHS. The box below summarises the diverse ranges 
of roles held. 
 

Roles of interviewees attending engagement events 

Allied Health Professional lead 
Associate Director of Impact and Evaluation 
Chairman 
Chair of Clinical Effectiveness 
Chairman of GP Professional Committee 
Chief Executive Officer 
Commissioners 
Consultant 
Consultant Forensic Psychiatrist 
Consultant Geriatrician 
Director 
Director of Centre for Quality Improvement 
Director of Professional Affairs 
Division Chair 
General Practitioner 
Governance Lead 

Head of Quality 
Head of Learning Disabilities 
Medical Director 
Medicines Management Lead 
National Clinical Director 
Nurse 
Nursing Director 
Policy Lead 
Psychiatrist 
Psychologist 
Physiotherapist 
Regional Lead for Mental Health 
Senior Fellow 
Social worker 
Surgeon 
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5. Feedback on CQC’s Guidance about compliance: 
Essential standards of quality and safety 
 
 
The general feedback from delegates at the workshops indicated that they saw the value of 
our publication Guidance about compliance: Essential standards of quality and safety, and 
that we had identified outcomes that focused on the right things. Delegates agreed that it 
would be helpful for all clinicians to have a better understanding of the importance of our 
outcomes and how they align with professional standards of practice.   
 
They also indicated that they liked the QRP approach, which identified potential risks of 
non-compliance with the Essential standards. Once delegates had reviewed and discussed 
the proposed QRP indicators, they could see the value of using them. They were particularly 
keen to see more coordination between the organisations that collect information from NHS 
provider trusts.  
 
During the engagement events, we also asked delegates to indicate the level of awareness 
among their peers for the Essential standards of quality and safety and also their 
organisation’s version of the QRP that supported registration (which were made available in 
January 2010). In both cases, we heard that the level of awareness and availability of these 
resources in provider organisations was very low.  
 
 
 

6. Feedback on the proposed indicators for QRPs 
 
 
Our Guidance about compliance: Essential standards of quality and safety translates the 
associated regulations into expected “outcomes” in terms of the quality and safety of care 
that people who use services should receive. These outcomes also help providers to comply 
with the law. We wanted to get feedback on the indicators that are relevant to the five 
outcome sections that are most directly related to the quality and safety of care (there are 
six sections in total). These are: 
 
1. Involvement and information (II). 

2. Personalised care, treatment and support (PCT). 

3. Safeguarding and safety (S&S). 

4. Suitability of staffing (SOS). 

5. Quality and management (Q&M). 

 
At the workshops for acute healthcare, QRP indicators were presented to delegates as being 
mapped to the relevant outcome section. At the mental health workshop, we presented the 
indicators slightly differently to ensure that they were accessible to delegates, by mapping 
them to one of the three dimensions of quality (safety, patient experience and effective 
care). 
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Delegates at the workshops and focus group were invited to review the proposed QRP 
indicators and make comments on whether they felt they were an appropriate measure of 
quality by using the following scale: 
 
1 = strongly agree 
2 = agree 
3 = unsure 
4 = disagree 
5 = strongly disagree 
 
The indicators received a variety of responses from delegates, however not all received the 
same number of responses. Some indicators received only one response, while others over 
13. When referring to a 'response', we include anything from the view of an individual 
delegate to a table of nine delegates. 
 
 

Consensus that the proposed quality and risk indicators for all 
sectors are appropriate  
 
Overall, the analysis of responses showed a good level of consensus that the QRP indicators 
proposed for acute, mental health and community healthcare services are appropriate 
indicators of quality and safety. We asked stakeholders for their comments on a total of 928 
indicators. Some were cross-cutting and appeared in the indicator groups for all three 
sectors. When asked if each of the 928 indicators was an appropriate measure of quality: 
 
• 86.2% received at least one positive response. 

• Over half (52.7%) received all positive responses.  

• 24.8% received at least one negative response. 

• 4.6% received all negative responses.  

• 20% received mixed responses including positive, negative and unsure. 

• The strongest consensus was found among the acute indicators, with more mixed 
responses for mental health and community healthcare services.  

 
 
 

Response to the proposed indicators: 
 
Acute healthcare 
 
Specific feedback on acute indicators 
 
In terms of feedback on specific indicators, those with the greatest consensus between 
stakeholders related to the 'quality and management' outcome section. The indicators with 
the least consensus related to the 'safeguarding and safety' outcome section. Interestingly, 
this outcome was also the most popular area in terms of debate and discussion about 
indicators of quality and safety. 
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Summary of acute sector indicators mapped to outcome sections 

1. Involvement and information: feedback from delegates was consistent and positive: 
 
• 45 indicators received at least one response of “strongly agree” or “agree”. 

• Only one indicator, the ALE (Auditors Local Evaluation), received a fully negative 
response in terms of whether it was useful for the purposes of the QRP. 

2. Personalised care, treatment and support: feedback was consistent and positive: 
 
• 82 indicators received full support from delegates as appropriate indicators of quality. 

• Every indicator received at least one “strongly agree” or “agree response”. 

• Seven of the 10 indicators that received a mixed response related to four re-admission 
rate indicators, two mortality rate indicators and one outpatient survey. 

• No indicators received a fully negative or mixed 'negative or unsure' response overall. 

3. Safeguarding and safety: feedback was relatively positive: 
 
• 113 out of 115 indicators received at least one “strongly agree” or “agree” response. 

• Four indicators received negative scores in terms of whether they were useful for the 
purposes of the QRP: 

o Whether a named doctor was recorded for records under a child safeguarding review. 

o The proportion of patients responding to the adult inpatient survey who stated they 
did not see any posters or leaflets on the ward asking patients and visitors to wash 
their hands or use hand wash gels. 

o PEAT (Patient Environment Action Team) scores for access to car parking. 

o The ratio of false fire alarms recorded in the Estates Return Information Collection. 

• A larger number of indicators (26%) in this group received mixed responses from 
delegates about their appropriateness as an indicator of quality, often reflecting the 
diverse group of delegates consulted and the wide range of outcomes covered under this 
outcome section. Therefore not all indicators were felt to be relevant to all delegates in 
their respective roles. 

• No indicators received a fully negative or mixed 'negative and unsure' response. 

4. Suitability of staffing: Feedback was relatively positive: 
 
• Every indicator received at least one positive score, indicating support for the 

appropriateness of the indicators. 

• 24 of the 32 indicators that received a mixed response related to vacancy rates where 
delegates raised a concern that this indicator also depends on the location of the trust 
and availability of different professional groups. It also related to short notice periods 
and notice periods of successful candidates. 

• No indicators received a fully negative or mixed 'negative and unsure' response overall. 
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5. Quality and management: feedback demonstrated very positive support: 
 
• Every indicator received at least one “strongly agree” or “agree” response from 

delegates. 

• 92% of the indicators received only positive responses. 

• No indicators received a fully negative or mixed 'negative and unsure' response across 
the board. 

• Only two indicators received a negative score as to whether they met the purposes of 
the QRP. One was the proportion of respondents to CQC's adult inpatient survey who 
stated that they did not see any posters or leaflets explaining how to complain about the 
care they received. Comments on this indicator mentioned that patients might also want 
to leave positive comments, not just complaints, so this could be a misleading indicator. 

 
 
 
Mental health care 
 
Delegates also had aspirations for their own respective organisations to make the 
information in their QRP available to them to help them benchmark and improve their 
performance. 
 
There was strong support for the proposed indicators and delegates appreciated our desire 
not to develop new primary sources of data. However, concerns were raised that, in areas 
such as mental health where information systems and indicators were less developed across 
the full spectrum of quality and safety, the QRP may be less representative in terms of the 
indicators it contains.  
 
 
Specific feedback on indicators for mental health services 
 
There was very strong support for the proposed mental health indicators, with 97.3% overall 
receiving at least one positive response from delegates. 
 
Where delegates raised concerns about specific indicators, these were typically characterised 
by a lack of certainty and clarity on what the indicator was measuring, and how that linked 
to an assessment of quality and safety for all care settings. Some delegates told us they 
wanted further detail on the indicators that we proposed for the QRPs. For example, they 
wanted to know which are primary indicators and which are used to triangulate or validate 
other indicators. 
 

Summary of mental health indicators mapped to outcome sections 

1. Involvement and information: feedback was positive overall, but included some mixed 
responses: 
 
• All 10 indicators in this outcome received at least one “strongly agree” or “agree” 

response from delegates when asked if it was an appropriate indicator of quality, 
illustrating strong support for the current set of indicators. 
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• No indicators received a fully negative or a mixed 'negative and unsure' response overall. 

• The sources of information that received the most positive responses were the National 
Patient Safety Agency (NPSA) and the Patient Environment Action Team (PEAT). 

• The source that received the most “unsure” responses in terms of whether it met the 
purposes of the QRP was the NHSLA Risk Management Standards. 

• The indicator receiving the most negative responses as to whether it met the purposes of 
the QRP was the Audit Commission’s Auditors Local Evaluation (ALE) Assessments. 
Delegates felt this indicator was a commissioning level indicator and therefore was not 
as relevant to provider organisations. 

2. Personalised care, treatment and support: feedback was positive overall, but with some 
mixed responses: 
 
• All 29 indicators under this outcome received at least one “strongly agree” or “agree” 

response from delegates when asked if they were an appropriate indicator of quality, 
which illustrates strong support for the set of indicators. 

• None of the indicators received a fully negative or mixed negative and unsure response 
overall. 

• The two sources that received the most positive responses were Patient Environment 
Action Team (PEAT) and CQC National Priorities. 

• The source that received the most “unsure” responses in terms of whether it met the 
purposes of the QRP was the NHSLA Risk Management Standards. 

3. Safeguarding and safety: feedback was mixed, but predominately positive: 
 
• 85 of the 86 indicators received at least one “strongly agree” or “agree” response from 

delegates when asked if they were appropriate indicators of quality, illustrating strong 
support for the current set of indicators. 

• None of the indicators received a fully negative or mixed 'negative and unsure' response 
overall. 

• The two sources with the most “unsure” responses were: 

o The NHSLA Risk Management Standards. 

o The Department of Health’s Estates Return Information Collection (ERIC), where the 
indicators refer to the presence of a strategy, which was recognised and considered 
to be a powerful outcome measure and indicators relating to fire incidents, which 
were not felt to be as relevant. 

• The source with the most mixed responses (a mixture of “strongly agree” and “strongly 
disagree”) was the Healthcare Commission’s Child Safeguarding Review. While this was 
felt to be an important and critical area for safety, the indicators themselves were often 
seen as not being focused enough on outcomes. 

• The sources that received the most positive responses were: 

o National Patient Safety Agency (NPSA) – Patient Environment Action Team (PEAT). 
o Health and Safety Executive (HSE) – Public Register of Enforcement Notices Database. 
o CQC – Hygiene Code inspection outcomes. 
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4. Suitability of staffing: feedback from delegates was mixed, but positive: 
 
• Every indicator received at least one “strongly agree” or “agree” response, showing 

positive support for the proposed indicators. 

• No indicators received a fully negative or mixed negative and unsure response overall. 

• The most positive responses (10 of the 11 that received all “strongly agree” and “agree” 
responses) related to CQC’s survey of NHS staff. 

• The source that received the most “unsure” responses in terms of whether it met the 
purposes of the QRP was the NHSLA Risk Management Standards. 

• Indicators based on questions linked to an outcome measure were felt to be a more 
powerful indicator of quality than an input measure e.g. staff ‘feeling’ trained. 

5. Quality and management: feedback was fairly consistent and positive: 
 
• The indicator in this group with the most positive response was CQC's National Priorities 

indicator asking “Did the trust’s management or governance leads receive reports on the 
implementation of the outcomes of national clinical audits, review the outcomes, and 
conduct additional audits or re-audit where necessary?” 

• 36 out of the 41 indicators received at least one “strongly agree” or “agree” response 
from delegates. 

• No indicators received a fully negative response. The three indicators with a mixture of 
unsure and negative responses as to whether they fulfilled the purpose of the QRP were 
related to the Information Centre’s Secondary Uses Service Data Quality Dashboard. All 
13 indicators linked to this source received negative responses about whether they were 
an appropriate measure of quality for the purposes of the QRP.  

• The only other indicator in this set that received a predominately negative response 
related to the inclusion of IR(ME)R notifications reported to CQC. Its relevance and 
applicability to mental health was questioned by delegates because it is about exposure 
to ionising radiation. However, some delegates did see the value of including it if their 
organisation provided radiation services. 

• The NPSA National Reporting and Learning Service (NRLS) was the only source where 
two of its indicators received the two “unsure” responses in relation to fulfilling the 
purposes of the QRP. 

 
 

Community healthcare and learning disability services 
 
We held a focus group to discuss and review quality and safety indicators that drew together 
clinicians and other stakeholders from community healthcare and learning disability 
providers and also included those interested in policy development in these areas. 
Participants were split into two groups and each discussed the specific issues relevant to 
their sector and rated the appropriateness of the proposed QRP indicators. Each group also 
generated a list of potential indicators as future considerations for the QRP. 
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Specific feedback on indicators for community healthcare services 
 
There was mixed feedback on whether the indicators met the purposes of the QRP, with a 
balance of positive, negative and mixed responses. 
 
• 154 of the 270 indicators received at least one or two responses from delegates. 

• 42 indicators received a completely negative response in terms of whether they met the 
purpose of the QRPs for this type of provider. However, it should be noted that in many 
cases only one response was received per indicator. 

 
 
Specific feedback on indicators for learning disability services  
 
As there are even fewer specific current indicators relating to learning disability services, the 
group was not asked to complete a scoring of the list of proposed indicators. Instead, there 
was a facilitated discussion during which a number of comments were made about the 
indicators currently used by participants to assess quality and safety. Some wanted to see a 
more holistic approach to the registration of learning disability providers rather than just 
relying on basic generic indicators. They felt that it was important to get feedback from 
other agencies that a provider works with in order to triangulate views. Organisations such 
as BILD (British Institute of Learning Disabilities) have developed quality networks looking 
at outcomes in people’s lives.  
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7. Significantly important indicators 
of quality and safety 
 
 
We want to ensure that Quality and Risk Profiles (QRPs) continue to develop towards 
capturing a range of indicators that are robust measures of the quality and safety of care 
being provided by a regulated organisation. Within this range of indicators, there are likely 
to be certain indicators that are particularly clinically meaningful and key in demonstrating 
whether the care being provided by an organisation is safe and effective. Viewed together, 
these certain indicators focus attention on key risks and really “measure what matters”. 
 
We asked delegates if they could identify a small ‘basket’ of indicators (between five and 
10) that robustly demonstrated that the care being provided in an organisation is safe and 
effective. They were asked if any of the indicators needed to be triangulated and if so, how. 
 
The response from delegates and interviewees was overwhelmingly constructive. Although a 
small number said that trying to identify a small set of measures was problematic, the 
majority said that they were able to complete the exercise and proceeded to identify a 
'basket' of measures. 
 
 

Combined overview for acute and mental health care 
 
Although we asked stakeholders to identify indicators that met the criteria for inclusion in 
the QRP*, they were often helpfully identifying issues in the provision or care rather than 
actual indicators. An analysis of the issues and indicators suggested by the tables at both 
the mental health and acute workshops shows that there are 25 significant themes related to 
quality and safety. Existing indicators relevant to some of these quality and safety themes 
are already currently available. 
 
Table 2 details the themes raised as most significant and the number of tables of delegates 
that raised the same issues. The percentage figures show the percentage of delegate tables 
that identified the indicator as being significant. In total, 20 tables discussed significant 
indicators of quality and safety (ALL), with 13 tables at the acute workshops (AC) and seven 
tables at the mental health workshops (MH).  

 

* To be included in the QRP, indicators have to meet one or more of the following criteria: they must be 
timely; nationally available; accurate, robust and reliable; relevant to an outcome listed in the Essential 
standards of quality and safety; and have a reasonable level of coverage. 
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Table 2: Most significant themes raised at acute and mental health workshop tables 

Number and % of delegate tables at the 
workshops who raised this as a 
significant indicator of quality and 
safety 

Significant 
themes 

Examples 

No. of 
tables 

% of 
ALL 

AC % 
AC 

MH % 
MH 

Staffing  Sickness, staff 
satisfaction, absence, 
training, vacancies, stress, 
wellbeing 

17 85 11 85 6 86 

Patient experience 
and user involvement 

Results of patient surveys 15 75 9 69 6 86 

Mortality/suicide Mortality rates 11 55 10 77 1 14 

Healthcare 
associated infections  

HCAI rates (MRSA and C. 
Difficile) 

9 45 9 69 0 0 

Complaints and 
compliments 

Complaints 8 40 6 46 2 28 

Cancelled care and 
DNAs (did not 
attend) 

Cancelled appointments 
with no clinical reason 

7 35 4 31 3 43 

General incident 
reporting 

Level and number of 
general incidents reported 

5 25 4 31 1 14 

SUIs and never 
events 

Serious untoward 
incidents reported to the 
NPSA 

5 25 4 31 1 14 

Records and care 
plans 

Accurate maintenance of 
records  

4 20 2 15 2 28 

Audit and 
implementation of 
NICE guidance 

Implementation, 
compliance and audit of 
practices against NICE 
guidelines 

4 20 1 8 3 43 

Medicines 
management 

Prescriptions 
management, medicines 
reconciliation 

4 20 2 16 2 28 

Activity measures Length of stay, discharge, 
capacity of local services, 
bed occupancy 

4 20 3 23 1 14 

Access to care with 
mental health trusts  

Access among Black and 
minority ethnic groups 

4 20 1 8 3 43 

Clinical incidents Pressure ulcers, tissue 
damage, cardiac arrest, 
falls 

3 15 3 23 0 0 

Deteriorating patient Sepsis 3 15 3 23 0 0 

Re-admission Re-admission rates 3 15 2 16 1 14 

Psychological Access to psychological 3 15 0 0 3 43 
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Number and % of delegate tables at the 
workshops who raised this as a 
significant indicator of quality and 
safety 

Significant Examples 

No. of 
tables 

themes 

% of 
ALL 

AC % 
AC 

MH % 
MH 

Therapies therapies and 
accreditation 

Risk management Risk management plans  2 10 1 8 1 14 

Enforcement activity Health and Safety 
Executive enforcement 
orders 

1 5 1 8 0 0 

Nutrition Nutrition, body mass 
index (BMI)  

1 5 1 8 0 0 

Physical health 
checks for service 
users 

Physical health checks for 
mental health service 
users on admission 

1 5 0 0 1 14 

Royal College of 
Psychiatrist 
Accreditation 
schemes 

Peer review and 
accreditation 

1 5 0 0 1 14 

Mental Health Act 
visits 

Outcome of Mental 
Health Act visits 

1 5 0 0 1 14 

Ward performance 
measures 

Productive Ward, 
percentage of nurse time 
to care 

1 5 1 8 0 0 

Other  Facilities, relationship with 
the media, omissions of 
care, value for money and 
clinician ratings 

6 30 4 31 2 28 

 
When the results from both the acute and mental health workshops were combined, the top 
five most frequently raised significant themes were: 
 
1. Staffing – sickness, staff satisfaction, absence, training, vacancies, stress, wellbeing. 

2. Patient experience and involvement. 

3. Mortality.  

4. Healthcare associated infections (note: this was not raised at the mental health event). 

5. Complaints. 

 
All of these significant themes are already measured to varying degrees and have a relevant 
indicator(s) in those proposed for the QRP (please note that the exact indicator(s) for the 
same theme may vary according to provider type). This provides additional support and 
validation to the indicators that we have already identified. 
 
As part of the general table discussions at all workshops “culture” was identified as being 
central to the quality and safety of care provided by an organisation. Delegates agreed that 
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trying to capture and measure the culture of an organisation is challenging, and is therefore 
a theme that is not appropriate for the QRP. However, the importance of trying to capture 
the culture of an organisation by other means was noted and there are some alternatives for 
measuring culture, such as the staff survey and the safety reporting culture of an 
organisation. There are also several tools available that measure an organisation's safety 
culture, but which are not generally used. This may be one of the areas where CQC could 
influence uptake of these tools. 
 
 
Acute healthcare  
 
The analysis of issues and indicators suggested by delegates at the acute workshops shows 
that the top five most frequently raised significant themes for quality and safety in acute 
healthcare were: 
 
1. Staffing – sickness, staff satisfaction, absence, training, vacancies, stress, wellbeing. 

2. Mortality.  

3. Patient experience and involvement. 

4. Healthcare associated infections. 

5. Complaints. 

 
Again, these reflect the overall findings and are already measured with corresponding 
indicator(s) in the proposed QRP, providing additional support and validation for the 
indicators covering acute healthcare. 

In the two acute workshops, delegates suggested a total of 73 indicators of significant 
importance. Of these, 29 indicators were suggested at both the acute workshops. We have 
grouped these 73 suggestions for acute healthcare (with examples) into 25 categories in 
Table 3 below. 
 
Table 3: Suggestions of significantly important indicators for acute healthcare 

Theme  Number of 
indicators 
suggested 

Examples 

Cancelled care 6 Appointments or operations cancelled. 
Deteriorating 
patient 

3 Length of time taken to identify a deteriorating 
patient, sepsis. 

End-of-life care 1 Number of people who die at home. 
Enforcement 2 Is the organisation subject to current enforcement 

action? 
Falls 1 Rate of falls that that resulted in injury. 

HCAI 7 MRSA, C.Difficile, cleanliness of premises, infection 
rates, PEAT scores. 

Incident reporting 5 Overall rate reported to NPSA, timeliness, SUIs 
(serious untoward incidents). 

Medicines 
management and 

3 Quality and timeliness of information on discharge 
letters, medication errors, adverse reactions to 
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Theme  Number of Examples 
indicators 
suggested 

reconciliation medicine. 
Mortality 8 HSMR (hospital standardised mortality ratio), 

indirectly standardised mortality rates. 
Patient experience 4 Responses to questions in patient survey. 
Stroke 2 % of length of stay on a stroke unit, incidence of 

cardiac arrest. 
Staffing 13 Turnover, retention, vacancies, use of agency staff. 
Staff survey 1 Stress levels. 

VTE (venous 
thromboembolism) 

1 VTE indicator CQUIN. 

Mental health 1 Access to services. 
Never events 1 Incidence. 
NICE 1 Participation in audit of guidelines. 

Nutrition 1 BMI – losing weight in hospital. 
Patient complaints 3 Number received for inpatient and outpatient and 

Ombudsman rulings. 
Patient 
identification 

1 Right patient right time. 

Performance and 
pride 

2 Recognising staff achievement. 

Pressure sores 1 Incidence of pressure sores after admission. 
Record keeping 1 Contemporaneous documentation. 
Risk management 2 NHSLA level achieved. 
Ward performance 2 % of nurse time to direct patient care. 

 

 

Significant indicators already included in the early version of the acute healthcare 
QRP  
 
In our preliminary analysis of the suggested 73 indicators, 33 were found to be already 
represented in our proposed QRPs. It was also reassuring that in addition to the 33, we had 
already identified another 10 of the significant indicators suggested by delegates to include 
in future versions of the QRP (Table 4). 
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Table 4: Suggested significant indicators already included in acute QRP 

Theme Indicator suggested Source Mentioned at 
both acute 
workshops 

Cancelled 
care 

Operation cancelled by the trust 
for non-clinical reasons. 

CQC data N 

Deteriorating 
patient 

Sepsis. Post operative sepsis 
audit 

N 

Mortality Perinatal mortality. 

Mortality basic procedures. 

Information Centre N 

Patient 
experience 

PROMs results. Information Centre Y 

Stroke % length of stay patient spends in 
stroke ward. 

incidence of cardiac arrest. 

Information Centre N 

Staffing Staff sickness rates. 
Staff satisfaction. 
Staffing levels. 

Information Centre Y 

 
 
 
 
Significant indicators needing further investigation 
 
An additional seven suggested indicators need to be investigated further by our QRP team 
to determine the feasibility of collecting and including them (Table 5). 
 
Table 5: Additional suggested indicators needing further investigation: acute 
healthcare 

Theme Indicator suggested Source Mentioned at both 
workshops 

Deteriorating 
patient 

Implementing NICE guidance 
Acutely ill patients in hospital. 

NHSLA N 

Incident 
reporting 

Overall rate of incident 
reporting to NPSA. 

Timeliness of incident 
reporting. 

NPSA Y 

Staffing Staff turnover/retention/ 
disciplinaries. 

Use of bank and agency staff. 

Information 
Centre 

Y 
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Delegates also suggested 23 indicators that are not currently collected (Table 6). 
 
Table 6: Suggested indicators not currently collected 

Theme Indicator suggested Source Mentioned 
at both 
workshops 

Cancelled care Appointments cancelled by the trust for 
non-clinical reasons. 

Rescheduling clinical appointments. 

- Y 

Deteriorating 
patient 

Length of time it takes to identify an acutely 
deteriorating patient.  

- Y 

End-of-life care Number of people who die at home. - Y 
Enforcement Number of black alerts. - N 
HCAI Length of antibiotic use. - N 
Incident 
reporting 

SUI linked to complaints. - N 

Mental health Access to services – is the ethnic mix in 
mental health same as population? 

- N 

Mortality Preventable mortality. - N 
Nutrition BMI – patients losing weight in hospital. - N 
Patient 
complaints 

Number of inpatient and outpatient 
complaints by activity. 

Ombudsman rulings for a trust. 

- Y 

Patient 
experience 

Would a patient recommend this hospital to 
family and friends? 

- Y 

Patient 
identification 

Right patient, right time. NHSLA N 

Performance 
and pride 

Recognising staff achievement. 
Awards for performance. 

- N 

Pressure sores Incidence of pressure sores after admission. - N 
Record keeping Contemporaneous documentation. - N 
Risk 
management 

Downward movement in NHSLA level 
achieved. 

NHSLA N 

VTE (venous 
thromboemboli
sm) 

VTE indicator. CQUIN Y 

Ward 
performance 

% of nurse time to direct patient care. 
GURU ward performance measure 

- N 
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Mental health care 

Significant indicators for the mental health QRP 

The analysis of issues and indicators for mental health showed that the top five most 
frequently raised significant themes for quality and safety in mental health care were: 
 
1. Staffing – sickness, staff satisfaction, absence, training, vacancies, stress, wellbeing. 

2. Patient experience and involvement.  

3. Cancellation of care, by providers and service users.  

4. Audit and implementation of NICE and other best practice guidelines (e.g. prescription 
of medicines. 

5. Access to care, including access to talking and psychological therapies. 

 
The significantly important themes of quality and safety in mental health care differ from 
the acute indicators as there is a greater focus on access, best practice and cancellation of 
care for people who use mental health services.  
 
When asked, delegates at the mental health workshop suggested 33 indicators for quality 
and safety that were of significant importance. We have grouped these into 10 categories in 
Table 7 below. 
 
Table 7: Significant indicators for mental health care 

Theme No. of 
indicators  

Indicators suggested 

Staffing 7 Staff turnover.  
Sickness rates. 
Training. 
Staff satisfaction. 
Staffing levels. 
Use of bank and agency staff. 
Stress levels. 

Patient 
experience 

1 Patient surveys and user involvement in their care. 

NICE guidelines 3 Participation in national and local audit of NICE guidelines 
generally and specifically prescribing and psychological 
therapies. 

Cancelled Care 3 Appointments cancelled by the trust for non-clinical 
reasons. 
Re-admission rates. 
Rescheduling clinical appointments. 

Incident 
reporting 

2 Overall rate of incident reporting to NPSA. 
Level of serious untoward incidents. 
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Medicines 
management 

2 Nurse training in medicines management.  
POMH (Prescribing Observatory for Mental Health) 
participation. 

Therapies 2 Access to IAPT and other NICE guidelines recommended 
therapy services.  
Therapeutic engagements, measured in scales. 

Mental health 9 Suicide rates.  
Patient assault. 
Physical health assessments on admission.  
Proportion of patients with advanced care programmes. 
Average wait time from referral to first assessment.  
Proportion not admitted to hospital within two hours of 
decision. 
Incidence of use of Section 136 police powers. 
Royal college peer review. 
Total length of stay.  

Risk 
management 

1 NHSLA level achieved. 

Staff survey 3 Staff survey.  
Culture of openness and individual responsibility.  
Do staff feel support measure? 

 
 
Significant indicators already included in the proposed mental health QRP  
 
In our preliminary analysis of the 33 indicators, there was agreement over 17 (Table 8). 
 
• 14 were already represented in the proposed QRPs. 

• Three of the significant indicators suggested have been identified by our QRP team and 
may be included in future versions of the QRP. 

 
Table 8: Significant indicators already included in the mental health care QRP 

Theme No of 
indicators 

Indicators suggested Comment 

Cancelled Care 1 Re-admission rates. Covered by 15 
proposed indicators 
using HES (Hospital 
Episode Statistics) 
data. 

Incident 
reporting 

2 Overall rate of incident reporting 
to NPSA. 
Level of serious untoward 
incidents. 

Captured by the 
NHSLA and NPSA 
indicators 
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Theme No of Indicators suggested Comment 
indicators 

Mental health 3 Suicide rates.  
Patient assault. 
Total length of stay.  

Captured by NPSA 
and audit commission 
data. 

NICE guidelines 1 Participation in audit of NICE 
guidelines (generally). 

Participation 
indicators. 

Patient 
experience 

1 Patient surveys and involvement 
in their care. 

Covered by CQC’s 
survey. 

Risk 
management 

1 NHSLA level achieved. Covered by NHSLA 
risk management 
standards. 

Staffing 5 Sickness rates. 
Training. 
Staff satisfaction. 
Staffing levels. 
Stress levels. 

Covered by the 
Information Centre 
and CQC staff survey 
indicators. 

Staff survey 3 Staff survey.  
Culture of openness and 
individual responsibility.  
Do staff feel support measure? 

Covered by current 
staff survey and 
NHSLA indicators. 

 
 
 
Significant indicators needing further investigation for mental health care 
 
Of the 33 significant indicators identified, an additional 16 were suggested that are either 
not currently in the QRP or that require further investigation. These are listed in six main 
groups in Table 9 below. 
 
Table 9: Additional suggested indicators needing further investigation: mental health  

Theme Number of 
indicators 

Indicators suggested Comment 

Cancelled 
Care 

2 Appointments cancelled by the trust 
for non-clinical reasons. 

Rescheduling clinical appointments. 

Current indicators 
capture operations 
cancelled but not 
appointments. 

Medicines 
management 

2 Nurse training in medicines 
management.  

POMH (Prescribing observatory for 
mental health) participation. 

Further investigation 
of potential to 
incorporate into QRP 
required . 

Therapies 2 Access to IAPT and other NICE 
guidelines recommended therapy 
services.  

Further investigation 
of potential to 
incorporate into QRP 
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Therapeutic engagements, 
measured in scales. 

required. 

Mental 
health 

6 Physical health assessments on 
admission.  

Proportion of patients with 
advanced care programme approach 
(CPA). 

Average wait time from referral to 
first assessment.  

Proportion not admitted to hospital 
within 2 hrs of decision. 

Incidence of Section 136 police 
powers.  

Royal college peer review. 

Reported that some 
of this data is 
captured but not 
consistently. Further 
investigation 
required. 

NICE 
guidelines 

2 Participation in audit for 
prescribing.  

Participation in audit for 
psychological therapies. 

Further investigation 
to assess if indicators 
cover the specific 
topics of prescribing 
and psychological 
therapies. 

Staffing 2 Staff turnover. 

Use of bank and agency staff. 

Further investigation 
of potential to 
incorporate into QRP 
required. 

In our interviews with stakeholders working in mental health care settings, we received 
additional feedback in the following areas: 

• Medicines management and prescribing needs to improve and take more account of the 
side-effects and consequential risks of drugs e.g. reduced inhibitions, changes to the 
patient's state of mind etc. 

• Information on medicines was also cited as one of the information elements that are 
poorly addressed at the point of discharge – with GPs often not receiving crucial 
information on changes to medicines in good time. 

• More attention is required in the area of the physical health of patients.  
 
Stakeholders felt that the legislative requirements for regulating services and the professions 
are not sufficiently coherent. We were told that psychologists and other therapists should 
not be outside the legislative scope of regulation and professional registration. 
 
Because mental health care is delivered by different agencies or providers, delegates 
emphasised the need for future QRPs to look beyond individual organisations and to look at 
more overarching elements including: 

• Inter-organisation indicators (for example, the role of prisons in mental healthcare). 

• Transition between primary and secondary care.  
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• Communication between police and providers. 

• Communication between acute and mental health care providers. 
 
Although the remit of the QRP for NHS trusts is to look at indicators for a provider 
organisation, potential future areas of development – particularly within sectors such as 
mental health – may need to include more indicators both within and across organisations to 
reflect the experiences of people who use services. 
 
 

Community healthcare services and learning disability services 
 
The learning disability focus group raised a number of significant issues as well as identifying 
a number of additional indicators for these services.  
 
For the community healthcare services group, the Chief Nursing Officer’s Nurse Sensitive 
Indicators for High Impact Actions (covering aspects of care such as falls, incidence of 
indwelling catheter and pressure ulcers) were mentioned as significant. Delegates also 
expressed a strong view about the need to collect measures that reflect culture and 
leadership, such as having an openness to share information or respond to concerns. There 
was a request to try and identify the “never events” in community healthcare. 
 
The learning disability services group also wanted to see specific indicators applied to 
every type of service provider that may provide care to someone with a learning disability. 
They were keen that all services made reasonable adjustments for people with learning 
disability, so that they received care that was equal to that experienced by the broader 
population of patients (for example, having appointments that are double the length in 
time). They also mentioned that accreditation of learning disability services would be 
helpful, as would monitoring the measures used by these schemes. It was important for a 
service to have evidence of working in a multi-disciplinary way across organisations. On 
culture and leadership, delegates suggested that a willingness to publicly admit to problems 
and shortfalls would be helpful.  
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8. Areas for future consideration in 
developing the QRP  
 
 
 
We acknowledge that the indicators and information that healthcare providers are required 
to collect is constantly changing.  When developing new indicators for the QRP, we do not 
want to propose more new data collections that would increase the administrative burden on 
providers.  Instead, we want to build on and exploit existing sources of information that 
individual providers may collect locally, but which are not collected or used at a national 
level.   
 
We therefore asked stakeholders to identify indicators that they knew were already collected 
locally, which had the potential to be developed for future use in the QRP.  We also asked 
them to give as much detail as possible about the specific indicators that were being used 
locally but not nationally, so that we could review them. 
 
To be included in the QRP, indicators need to fulfil at least some of the following criteria:  
 
• Timely (updated within the last two years). 

• Nationally available. 

• Accurate, robust and reliable. 

• Relevant. 

• Have a reasonable level of coverage across different provider types. 
 
A number of the indicators that stakeholders suggested do not readily fit the criteria to 
enable them to be easily developed for the QRP. For example, trust-level data that is 
collected only at an individual trust. However, the suggestions are still helpful in terms of 
informing the future development of the QRP. 
 
 
 

Indicators to consider in the future: acute healthcare 
 
The following tables show the suggested indicators for CQC to consider for the acute care 
QRP, listed in each outcome area of the essential standards. 
 

1. Involvement and information: suggested indicators for acute care 
Stakeholders identified new indicators and future areas to consider and advocated the 
collection of more outcome-focused indicators and those capturing patient experience. 

Theme Examples for acute care 

Patient experience Patient experience trackers and PEMS (patient experience monitoring 
systems). 
Interviews suggested patient experience assessments should be 
expanded to enable analysis in the following areas: 
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• The availability of a comfortable environment that is adaptable to 
the needs of the service and the patient. 

• The impact of staff sickness/absences on patient experience. 

Access Website portals e.g. NHS Choices. 

Governance Information governance. 

DNA Did not attend (DNA) rates. 

Effectiveness Productive ward indicators. 

 
 

2. Personalised care, treatment and support: suggested indicators for acute 
care  
A number of additional indicators were suggested, however many of these reflected only 
locally-collected data, for example, departmental mortality meeting data. Other areas for 
future consideration for this outcome area were: 
Theme Examples 

Royal College 
National Audits 

Numerous aspects e.g. Quality improvement peer accreditation 
networks. 

Clinical  Renal registry. 
Refusal of admission to ITU (intensive treatment units). 

Personalised care Falls assessments. 
Pressure sores and moving and handling. 

Nutrition Nutritional screening data. 

Other Coroner's Rule 43 on neglect, care bundles, Confidential Enquiry into 
Maternal Health, clinical networks. 

 
 

3. Safeguarding and safety: Suggested indicators for acute care  
Stakeholders suggested new indicators and future areas across a range of useful areas, but 
many may only be able to be collected locally in specific care settings or in relation to specific 
procedures. This list is extensive and will require further investigation by our QRP team to 
assess how many of these could be used in future versions of the QRP. 

Theme Examples 

Incidents and 
reporting  

Implementation of and occurrence of incidents after an NPSA 
alert/rapid response report. 

Responses to CAS (Central Alert System) alerts. 

Adequacy of reporting rates. 

Level of avoidable/unexpected death mortality case reviews. 

Medicines and 
medication 

Rate of unsafe, non evidence-based and erroneous 
prescribing/medication errors including dispensing and Administration 
of medicines errors. 

Delegates stressed the importance of good medicines reconciliations 
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and felt more indicators were required in the areas of record-keeping, 
letters and discharge summaries. Their concerns were not only for 
complete data to be supplied but also that records were produced in a 
timely fashion to facilitate safe care as patients moved across clinical 
pathways and the boundaries of provider organisations. 

Safeguarding Delegates made a strong case for replicating the indicators from the 
former Healthcare Commission relating to child safeguarding and 
applying these to adults as they felt this area was not adequately 
addressed in the current indicators. 

Clinical indicators 
and outcomes 

Reporting rates for pressure sores developed during care at Grade 3 and 
above; validated comparable mortality index e.g. death within 30 days, 
NHSLA claims record. 

Management and 
organisational vital 
signs 

Themes and trends in complaints; organisational declaration against the 
NHS constitution; quality of local security management. 

Coordination with 
other providers 

Proportion of discharge summaries containing complete medication 
information supplied within 24 hours of discharge. 

Staff Handover arrangements between professional groups and at the end of 
shifts. 

Liaison with other providers. 

Ratios of qualified to unqualified staff. 

Safety Participation in safeguarding boards. 

Process for reviewing safeguarding arrangements for patients on 
admission. 

Level of staff awareness for safeguarding policies. 

Capacity Number of patients transferred out of ITU out-of-hours. 

Number of patients refused admission to ITU. 

Instances of ITU. 

PICU and neonatal critical care admissions exceeding 100%. 

Appropriate clinical 
involvement 

Number of calls to crash teams for patients not diagnosed as being at 
risk of a cardiac arrest during vital signs monitoring. 

Procedures and 
interventions 

Level of adherence to national guidelines e.g. NICE guidelines on VTE. 

Number of referrals made for post surgery anti coagulation. 

Venous thromboembolism (VTE) rate.  

Review of mortality by day of the week.  

Incidence level of wrong site surgery.  

Take risky events e.g. gastrointestinal bleeding and use age adjusted 
ulcer mortality and bleeding varices to measure quality.  

For gastro – use ECRP proxy measure via an amelase – results to be 
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recorded on PAS/EHR.  

For gastro – clinically diagnosed pancreatitis post ECRP.  

Incidence of event associated pneumonia – high morbidity/mortality. 

Standards have been set by professional bodies/colleges e.g. 
unscheduled admissions to ITU from theatre: 

• Unplanned return to theatre. 

• Incidents of patients having woken from anaesthesia. 

• Re-admission rates on the same HRG code within 30 days. 

• Rate of neonatal and maternity deaths. 

• Length of stay after procedure. 

• Use of surgical checklists in theatres. 

Delegates working as surgeons, or with surgeons, told us that the 
consistent use of surgical checklists is still limited despite having been 
shown to reduce the incidence of wrong site surgery. 

The culture of team working was also referenced – surgeons told us that 
all members of surgical teams should feel empowered to ask for surgical 
checklists to be to be completed even in the event that the main 
surgeon did not initiate the checks.  

We were also told that surgical site infections are still a significant issue 
in many trusts and that not enough attention is paid to reviewing 
differences in infection rates.  

Patient care Incidence rates of serious pressure sores.  

Adequate screening on admission to plan nutrition in order to avoid 
patients leaving care malnourished, particularly patients suffering 
dementia who have mobility considerations.  

Processes to screen patients for a risk of a fall and the effectiveness of 
these in practice.  

Systems to ensure that patients are not put at risk of abuse, neglect and 
attacks by other patients during their stay and are appropriately 
screened to determine their potential to self harm/commit suicide or 
abscond.  

Maternal and infant mortality. 

Culture of safety Responsiveness to NPSA letters requesting information on incidents. 

Implementation of NPSA rapid response reports via QUIP. 

Safety Climate survey tool 

New issues arising 
in care 

Number of outlier bed days – from medicine on the wrong ward  

For maternity - levels of intervention i.e. method of birth.  

For maternity - interventions en route.  

General  Look for improving trends year-on-year. 
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Access and 
availability of care 

The availability of services at weekends. 

The availability of clinical records during consultation (as these often 
prevent a full and final diagnosis or decisions on treatment being 
made). 

The number of times patients have to attend clinics on different days. 

The number of times in a week patients have to return. 

 
 
4. Suitability of staffing: suggested indicators for acute care  
Stakeholders suggested new indicators and future areas across a range of useful areas, but 
many may only be able to be collected locally in specific care settings or in relation to specific 
procedures. This list is extensive and will require further investigation by our QRP team to 
assess how many of these could be used in future versions of the QRP. 
Theme Examples 

Training, 
accreditation and 
specialism 

Availability of a Mental Health Specialist. 

Proportion of staff who have undergone crisis resource management 
training. 

Number of staff not re-accredited/validated.  

Resourcing/staffing 
and its impacts 

Patients’ perceptions of the availability of doctors/medical staff on 
wards. 

Vacancies per specialist areas e.g. children’s services/neonatal.  

Trusts’ use of internal locums due to staff shortages.  

Trusts’ ability to keep beds open i.e. bed days lost due to staff 
shortages.  

Proportion of the week where there is no senior consultant cover in the 
emergency department/junior doctors working unsupervised.  

Number of consultants working in each department.  

Staffing ratios – ratio of staff to patients and ratio of qualified staff to 
support staff.  

Staff recognition 
and development 

Does your organisation enter any awards? 

Comparison against Royal College 'way ahead' document that specifies 
optimum number of WTEs for given throughput of patients.  

Staff wellbeing Proportion of staff with a return to work plan following long-term 
absence. Links between wellbeing and the effectiveness of clinical 
teams – with high rates of sickness absence often indicating that clinical 
teams are not working together effectively. 

Registration  Does your organisation have a system for checking that ongoing 
registrations have not lapsed? 

Therapies  Need for psychological and speech therapists for stroke patients. 
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Acuity Acuity/dependency tools providing information to the need and 
dependence of patients, which can vary by service and organisation. 

Complaints Volumes of grievances and other non-technical indicators.  

 
 

5. Quality and management: suggested indicators for acute care 
Theme Example(s) 

End-of-life care Patients in nursing homes assessed by a GP for end-of-life care. 

Staffing Use of interims in management roles. 

Policy, practice and 
processes 

Has the trust got a public health policy? 
CQUIN (Commissioning for Quality and Innovation). 

Medicines 
management 

Prescription audits. 

External bodies, 
professional 
accreditation 

Parliamentary Health Service Ombudsman. 

Governance Leadership of the board. 
Quality accounts. 
Leadership competency frameworks. 

Staff and patient 
experience 

Compare staff and patient surveys. 

Complaints Interviewees strongly advocated that CQC should focus more on 
organisational responses to complaints e.g. demonstrating learning by 
the identification of the changes made to processes and systems as a 
result. They told us that we should ask questions such as: 

• How regularly and systematically are complaints reviewed? 

• What were the themes of the complaints received? 

• What did your organisation learn from the complaints? 

• What actions did you take as a result of receiving complaints? 

• What evidence do you have the issue identified in the complaint has 
been fully addressed? 

Other Biochemistry data. 

 
 

Indicators to consider in the future: mental health care 
 
Clinicians identified the lack of IT systems infrastructure as a challenge in gathering 
additional information. Therefore data collection for some vital effective care indicators 
could only be achieved by bespoke and locally-collected audit, rather than any nationally 
applicable processes or data set. For example, for mental health, critical areas include: 
psychological therapy access, medicines management, medicines reconciliation and 
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implementation of NICE guidelines. However, available data sources to indicate access and 
availability do not exist or are limited.  
 
The following tables show the suggested indicators for CQC to consider for the mental 
health care QRP, listed in each outcome area of the essential standards. 
 
 
1. Involvement and information: suggested indicators for mental health 
care 
Theme Example(s) 

Access to 
information 

Can a GP speak to a consultant psychiatrist within 24 hours?  
Can a better and more sustainable use of CQUIN be encouraged, for 
example: 

• Is the patient encounter record from primary care sent to the 
hospital within 24 hours to allow physical and medicines 
reconciliation? 

• Can QOF registers be made available to mental health trusts to 
align with registers and check that annual physical screening has 
been done? 

• Information on lithium monitoring to be shared between specialists 
and GPs. 

Service users Advice given to mental health service users about conditions, medicines 
and medication during pregnancy. 

Involvement Patients' contribution to their own notes and care plans written in the 
first person singular. 

Other Shared practices and protocols to support the sharing of information 
between primary and secondary care and with substance misuse 
agencies? 

 
 

2. Personalised care, treatment and support: suggested indicators for 
mental health care 
Theme Example(s) 

Service users Patient experience of working with the police. 
Consent for the Mental Health Act. 
PSA (public sector agreement) targets on employment and 
accommodation. 

Patient journey Number of professionals/teams involved in a patient’s care. 

Surveys Question to be added to the survey – “would you recommend this trust 
to your friends/family?” 

Complaints Local ombudsman data. 
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3. Safeguarding and safety: suggested indicators for mental health care 
Theme Example(s) 

Admission Percentage of admissions that took over two hours from the decision to 
come into hospital and actually getting in. 

Medicines 
management 

Prescribing of antipsychotics to people with dementia. 
Incidents involving medicines; POMH (Prescribing Observatory for 
Mental Health). 
In our interviews with delegates working in mental health care settings, 
we received additional feedback that medicines management and 
prescribing needs to improve and take more account of the side-effects 
and consequential risks of drugs.  

Information on medicines was also cited as an element of information 
that is poorly addressed at the point of discharge – with GPs often not 
receiving crucial information on changes to medicines in good time. 

Safety MAPPA (Multi Agency Public Protection Arrangements) success rates. 

Safety culture questionnaires. 

Physical health of patients. 

Service users Number of service users referred back to primary care. 

Access to 
information 

Do the mental health commissioners seek advice from a mental health 
lead? 

Policies, processes 
and practices 

An organisation’s policy for Section 136 – place of safety. 

Inter-organisational 
indicators 

Due to the nature of mental health care and the deviation from the 
typical care journey seen more commonly under acute care, delegates 
emphasised the need for QRPs in the future to look beyond individual 
organisations and to look at more overarching elements including: 

• Inter-organisation indicators (e.g. the role of prisons in mental 
healthcare). 

• Transition between primary and secondary care.  

• Communication between police and providers. 

• Communication between acute and mental health care. 
While the current remit of the QRP is to look solely at indicators at an 
organisational level, potential future areas of development, particularly 
within sectors such as mental health, could include wider intra-
organisational indicators to reflect a more mobile service user experience. 

Therapies Interview responses included suggestions that psychologists, therapists 
and OET therapists should not be outside the scope of 
regulation/professional registration. 

Access Access for the most disadvantaged and socially excluded groups such as 
those in areas with high suicide rates, low access to psychological 
therapies or with long-term conditions. 

Other Number of people detained on wards under the Mental Health Act – 
Mental Capacity Act or DOLS (Deprivation of Liberty Safeguards). 
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4. Suitability of staffing: suggested indicators for mental health care 
Theme Example(s) 

Staff and staffing Proportion of staff who can do CPR. 
Qualified nurse to bed ratio.  
Nurses with physical health training. 
Staff training in physical health. 

Accreditation British Psychological Society accreditation. 

Therapies Access and availability of psychological therapists. 

 
 

5. Quality and management: suggested indicators for mental health care 
Theme Example(s) 

Culture Management culture. 

Access to 
information 

Are there effective back-ups in place if electronic records go down? 

Policies, processes 
and practices 

Is the patient’s NHS number available on all data bases?  
Compliance with NPSA Rapid Response Alerts guidance e.g. lithium. 

Other HONOS (Health of the Nation Outcome Scales) and HONOS PbR. 
CQUIN (Commissioning for Quality and Innovation). 
Quality Accounts.  
Revalidation information. 
National Confidential Inquiry into homicides and suicides. 

 
 
 
Indicators to consider in the future: community healthcare 
services and learning disability services 
 
Community healthcare services  
There was broad support for the development of more indicators for the sector. 
Stakeholders generated a long list of indicators, although there are challenges in collecting 
these nationally in a consistent way.  
 
There were a number of suggestions about the current indicators that providers use. 
However, the delegates did agree that there was a shortage of specific indicators that would 
highlight issues of concern in community healthcare services. The community healthcare 
providers stressed that they are going through a rapid period of change and that CQC would 
need to consider this in the registration process.  
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Suggestions for future indicators from community healthcare services 
covering six main areas 
Theme Example(s) 

Staffing Number of staff with the right skills. 
Out of standard hours staff. 
Number of disciplines. 

Clinical Clinical errors reporting. 

Access Good and appropriate access and waiting times and DDA compliance. 

Governance Level of engagement in developing strategies that involve people who 
use services and staff.  

Consent Consent and challenges with the Mental Health Act. 

End-of-life care Record of choice of people to die at home. 

 
 

Suggestions for future indicators from learning disability services 
Theme Example(s) 

Staffing Number attending training for communication with people with learning 
disability. 
Employment of a link nurse in acute trusts. 
Competence of staff in relation to challenging behaviour. 

Clinical Clinical errors reporting. 
NAPTA x 5 key risks such as dysphasia, challenging behaviour. 

Quality networks Quality networks such as BILD to look at outcomes in people’s lives. 

Access % of people with health action plans/patient passports. 
% of people who use services with a learning disability who have an 
annual health check. 
Good and appropriate access and waiting times and DDA compliance. 
Reasonable adjustments such as double appointments. 
Knowledge of complaints process. 

Safety Falls and other incidents. 
Whistle-blowing – Ann Craft study. 
NPSA Learning Disability Team. 

Governance Accreditation of inpatient learning disability services. 

Reports to commissioners on outcomes in people’s lives. 

Level of engagement in developing strategies that involve people who 
use services and staff.  
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We received additional feedback about other areas: 

• There is a lack of any material feedback from people who use services about their care. 

• CQC needs to take a holistic approach to registration for learning disability services, 
rather than relying just on indicators. We need to identify and get feedback from 
agencies we work with, and we need to triangulate many views. 

• Indicators for every service should take account of people with learning disability – 
acute, mental health and community healthcare services. 

 
The learning disability stakeholder group felt it was important for all services to have an 
indicator that highlighted the delivery of health services for people with learning disability. 
This may be helped by flagging or identifying people with learning disability so their 
experience and outcomes could be better tracked. 
 
Delegates from different healthcare sectors also generally identified sources of data that are 
already collected, which we should review in order to identify any information that could 
potentially be included in the QRP. These data sources are listed in Appendix A. 
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9. Key challenges for developing QRPs  
 
 
During the workshops and interviews, we also took the opportunity to ask the delegates 
what their expectations were for the QRPs. We asked: 

1. “What must happen for the QRP to become more useful to you?” 

2. “What is your concern or fear for the QRP?” 
 
When answering the first question the following common themes appeared: 

• QRPs must be relevant and easy to interpret so that all staff and organisations can 
understand and use them. Structured examples and patient stories would add some real 
depth and bring them to life.  

• QRPs must have credibility and become an authoritative tool by using the most up-to-
date data, and being sensitive at the right level to distinguish good from bad practice. 
They need to reflect accurately what is happening at the ‘shop floor’ level, so must be 
transparent, refreshed and updated to remain current as well as being defendable. 

• QRPs must be embraced by practising clinicians and clinical teams, not just people in 
management roles. This requires organisations to share the QRPs internally. 

• QRPs should become a vibrant and live improvement tool – adding value to the provider 
by supporting organisational benchmarking and encouraging trust boards to have live 
access to the data to support self-regulation.  

• QRPs need to move towards developing a set of indicators about management to give 
confidence to clinicians. 

• QRP measures should move beyond the organisation level and look at coordination 
between providers and multi-agency working. For example, formal communications such 
as referral letters, discharge summaries and discharge letters sent in a timely manner with 
the key details needed to assure the patient's safety, such as changes to medications 
and dealing with allergies. 

• Delegates from all the events were keen to express how the QRPs could have a powerful 
impact if fed back at a staff level, encouraging reflective practice and driving 
improvement. Therefore, they asked what scope there is for CQC to encourage 
organisations to feed back at individual (especially those going for accreditation or 
revalidation), team, organisational, local, and regional level.  

 
When answering the second question about concerns or fears, the following themes 
appeared: 

• The QRP may become an industry. There were concerns about it being overly 
bureaucratic and representing a 'tick-box' exercise, where organisations may be 
technically compliant but may not be compliant in reality. 

• QRPs may be misinterpreted especially if shared in the public domain. QRPs need to 
be sophisticated enough to take into account the context and a number of factors 
relating to circumstances, for example, geographical differences which, if misunderstood, 
may come across as negative indicators. 
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• QRPs may become more than a prompt and form and start to be used as an actual 
judgement; or they may encourage a blame culture as they are developed outside trusts. 

• QRPs may prompt compulsory actions and raise issues when staff are not supported 
or do not have resources to address issues. There may be an expectation from boards 
about compliance, particularly where locally, providers will not have the finance to be 
compliant with regulations. 

• The role of culture. Quality and safety are often influenced most strongly by the 
culture of an organisation, which is something that is very difficult to capture in a 
quantitative indicator. This overriding theme referred to the degree to which staff and 
providers recognised the need for a ‘culture of safety’ firmly established in all aspects of 
practice – from proactive or preventative measures such as use of surgical checklists, 
through to the rigorous and systematic analysis of incidents where safety oversights or 
lapses were suspected. 

• Localised systems of data collection may lead people to make comparisons across 
services. 

• The number of indicators and data supplied by NHS providers varies with new 
requirements being placed on trusts every year. The landscape is therefore changing 
regularly and CQC needs to be ready to adapt the indicators in the QRP to respond to 
new measures that are becoming available.  
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Conclusions 
 
 
This engagement with stakeholders has demonstrated a general level of consensus on the 
content of QRPs. It also showed support for our use of a list of indicators of safety and risk 
to identify early issues of concern that can prompt an inspector to investigate further with a 
provider. 
 
During the engagement, delegates told us that although there are a lot of metrics in QRPs, 
our approach to pulling the indicators together for individual providers makes the QRP a 
useful tool or prompt for internal discussion on areas for improvement in their organisations.  
 
The range of data sources and specific indicators in the current QRPs received positive and 
consistent support from delegates, who told us that the vast majority of the indicators were 
relevant and could be used as a means of objectively determining the quality and safety of 
care. 
 
The move to more real-time indicators and those with a higher frequency of reporting is 
welcomed. 
 
Where delegates raised concerns, these were typically characterised by a lack of certainty or 
clarity on what the indicator was measuring, and how that linked to an assessment of quality 
and safety for all care settings. Some stakeholders told us they want more detail on the 
indicators reviewed – for example, indicating which are used for the purposes of 
triangulating or validating other indicators rather than as a primary indicator. 
 
Although stakeholders were clear that the approach to the QRPs and choice of indicators is 
sound, they also told us that we needed to focus more on determining the degree to which a 
culture of safety is established in care settings. They found it difficult to identify relevant 
indicators or measures available at national level that would provide an objective means of 
assessing a safety culture, but they strongly advocated that we should focus on this area. 
 
There is a considerable alignment of views between the representatives of organisations 
interviewed and the workshop attendees about the indicators proposed and themes that 
should be tracked. 
 
There was consistency in the themes highlighted as ‘significant indicators’ and what is 
already covered in the proposed QRP. There remain a number of further areas that require 
investigation, particularly for the ‘safeguarding and safety’ outcome measure. This may lead 
us to add new indicators to the QRP. 
 
The engagement also provided us with a good insight on future considerations for the QRPs, 
with delegates making many suggestions for additional indicators that we could use, in 
particular for community healthcare services and the learning disability sector. Indicators in 
these two areas are not as well developed as those for acute and mental health care 
providers.  
 
Implementing the information-driven QRP approach is not easy and will require time for it to 
develop and ‘bed down’. Delegates welcomed our approach to making improvements in the 
list of QRP indicators over time by including new indicators and removing those of low 
value.  
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Recommendations for CQC 
 
 
The aim of the engagement project was to gather feedback from clinicians and professionals 
in order to inform our ongoing development work for QRPs. An analysis of the feedback 
from clinicians and professionals has resulted in a number of recommendations and 
challenges for CQC. The table below sets out the recommendations and our proposed 
actions. 
 
Table 22: Recommendations for CQC 

Recommendation  Action by CQC 

1. CQC should give further consideration to 
what, if any, further action should be taken 
to enhance the levels of awareness for the 
Guidance about compliance: Essential 
standards of quality and safety among 
providers and their staff.  

We will exploit opportunities to raise 
awareness of the outcomes in the 
Essential Standards. Our National 
Professional Advisors will be key to 
raising awareness with this group of 
stakeholders. 

2. The proposed QRP indicators are a good 
starting point for measures of quality and 
safety in provider organisations and should 
continue to be implemented. 

The QRP risk model approach is integral 
to our method of monitoring NHS 
providers’ compliance with the essential 
standards, and we are continuing to 
develop the indicators that populate it. 

3. CQC should continue with an iterative 
approach to developing QRPs over time to 
build confidence among provider 
organisations that it is responsive to the 
changing demands on providers to report 
information. 

We are committed to continuously 
engaging with stakeholders on the 
indicators in the QRP so that they are 
robust in highlighting potential areas of 
risk to the quality and safety of care 
provided. This will be achieved through 
our routine channels of engagement and 
events. 

4. CQC should consider explaining the detail 
behind the QRPs, including how indicators 
are constructed and used in order to address 
the concerns raised by stakeholders on the 
lack of clarity on certain indicators.  

We have published information on the 
NHS QRP, the contextual risk scoring 
that is used and the statistical modelling 
used to calculate risk. 
 
In January 2010, we issued providers 
(and their commissioners) with the first 
version of the QRP that supported initial 
registration for their own organisation. 
We issued providers (and commissioners) 
with an updated version of their QRP in 
September 2010. 

5. CQC should examine how it can use its 
influence to help develop existing data sets 
or indicators to provide additional insights 
into the areas that are difficult to measure 

Contextual risk is applied to the QRP. 
Some organisational issues are captured 
in this typically under the “situational 
risk” category. We also have indicators 
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Recommendation  Action by CQC 

directly but which impact on the quality and 
safety of care. 
 
One key area is the culture, leadership and 
behaviours within organisations. It is 
difficult to measure a safety culture directly, 
but CQC could ask providers to report on 
activity such as the use of surgical checklists 
by staff.  

from the staff survey around open 
culture and staffing. 
 
We will review existing indicators that are 
relevant to organisational behaviour, 
leadership and culture to make sure that 
they appropriately feed into the QRP.   
 
We will identify where there are 
significant gaps in the areas looked at as 
part of this project and influence the 
development of appropriate indicators. 

6a. In the areas suggested as significant, 
there is a need to identify appropriate 
indicators that cover the important issues 
identified by stakeholders. CQC then needs 
to study whether these indicators provide 
any earlier warning of major issues than 
using the indicators in the QRP as a whole. 
 
6b. It is also important to distinguish those 
measures whose primary purpose is to 
triangulate/validate other measures from 
those that are used directly to assess risk. 

We will review the areas that clinicians 
and professionals told us are significant 
to ensure that we identify and include 
any relevant indicators. We will compare 
this with other initiatives that are using 
indicator sets (for example, those being 
led by NHS North West and NHS 
London) to predict risk in order to seek 
alignment. 
 
We will review the indicators that we 
currently use to understand whether, 
together, they provide a stronger 
indication of where there are risks to the 
safety and quality of care being provided. 
 
Through this process, we will also identify 
those indicators that triangulate/validate 
significant indicators. 

7. CQC should review the list of additional 
indicators suggested by stakeholders to 
determine which of these have the most 
potential to enhance CQC’s ability to assess 
quality and safety. CQC should assess the 
relevance of indicators for all healthcare 
sectors even if initially they were not 
identified as being relevant to all, for 
example falls. 

We will explore the additional indicators 
that clinicians and professionals 
suggested to determine which are most 
useful in indicating where there may be 
potential risks in the quality and safety of 
care being provided. We will also consider 
if specific indicators are applicable to all 
sectors. 
 
We will also seek to influence indicators 
so that they reflect a “whole person 
approach” whereby appropriate 
psychological interventions are included 
for acute health and physical health 
interventions for mental health. 
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Recommendation  Action by CQC 

We will prioritise the most useful 
indicators and include them in future 
versions of the QRP. 

8. CQC should explore with the Department 
of Health, trust boards and bodies 
responsible for performance management, 
how the QRP and the significant measures 
identified could become a standard report 
for consideration at board meetings. 

We are seeking to align information 
initiatives to reduce duplication and to 
ensure that trust boards are focused on 
“measuring what matters”. We have 
released QRPs to the NHS and are 
encouraging organisations to use them 
along with local information to monitor 
their own compliance. 
 
The primary mechanism through which 
we will do this is by influencing the 
National Quality Board and the National 
Commissioning Board. 

9. More work needs to be done to identify 
indicators that will enable the QRP to be 
more tailored to specific sectors such as 
learning disability and community healthcare 
services. 

We will and work closely with current 
initiatives such as Transforming 
Community Services to develop an 
indicator set for this area. 
 
We are carrying out a special review 
focused on meeting the physical 
healthcare needs of people with learning 
disability. 

10. The QRP needs to show trend lines over 
time, be accessible to providers and easy to 
interpret.  

We aim to develop the content of QRPs 
so that the indicators support our 
monitoring of compliance and are 
accessible to providers, managers, 
clinicians, professionals and people who 
use services, thereby improving the 
provision of care. We aim to align them 
with improvement activities such as 
reflective practice and professional 
revalidation.   
 
We are currently looking at how trends in 
performance at outcome section level can 
be displayed in the QRP. The feedback 
from clinicians and professionals has 
endorsed this work, which we will continue. 

11. CQC should continue to influence the 
Department of Health and other regulators 
and information collectors about valuable 
data to collect from providers about the 
quality and safety of care, to minimise the 
burden of data collection on providers. 

We are committed to reducing the 
burden of unnecessary information 
collection and focusing on “measuring 
what matters” in terms of safety and 
quality care. 
 

Care Quality Commission:  Developing quality and safety indicators in QRPs for NHS trusts 52



Recommendation  Action by CQC 

We will continue to lobby the National 
Quality Board and influence the national 
strategy on information collection. 
 
We will also continue to work with other 
regulators (for example NPSA and 
NHSLA) to align methodologies and data 
collections to key risks in the provision of 
care. 
 
In terms of our own data collections, an 
example of how we adhere to this 
principle is our current review of our 
Mental Health Act visit programme to 
streamline the data collected and 
focusing on what is important to those 
who use services. 
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Appendix A: Further data sources to 
explore 
 
 
Stakeholders mentioned other sources of data that we could consider as we seek to improve 
the QRP and identify the best indicators. 
 

Further data sources to explore for acute healthcare  

Theme Data source 

Patient experience PEMS (patient experience monitoring systems). 

Clinical Royal college audits. 

Renal Registry. 

Intensive care.  

Confidential enquiry into maternal death. 

CQUINs* from each SHA. 

Medicines management National Reporting and Learning Service (part of NPSA). 

External bodies, professional 
accreditation 

CPA (Clinical Pathology Accreditation).  

Training PMETB (Postgraduate Medical Training Board). 

Governance NHS quality accounts.  

Staff and patient experience NHS Choices website. 

Other Coroner's Rule 43 on neglect. 

 
Further data sources to explore for mental health care  

Theme Data source 

Accreditation Royal college peer accreditation and quality improvement 
systems.  

AIMS (Accreditation for Inpatient Mental Health Services). 

ECTAS (ECT Accreditation Service) Royal College of 
Psychiatrists. 

BPS (British Psychological Society). 

Complaints Local ombudsman. 

 

* Commissioning for Quality and Innovation (CQUIN). 
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NHS trusts’ quality accounts. 

Medicines management POMH (Prescribing Observatory for Mental Health). 

Near misses NPIA (National Policing Improvement Agency). 

Dangerous Persons Database (ViSOR). 

NPSA alerts not implemented resulting in excess morbidity 
and mortality.  

Outcome scales HONOS (Health of the Nation Outcome Scales), HONOS 
Payment by Results (PbR) increasingly being used as the 
new PbR tool. 

Others as used in care cluster national work.  

IAPT outcomes measurements. 

PSA target 16 housing and employment outcomes.  

Local RAPP data on carer grants and support systems.  

CORC (CAMHS Outcomes Research Consortium). 

Therapeutic alliance indicators  CORE (Clinical Outcomes in Routine Evaluation). 

Psychological therapies PDSA (plan, do, study, act) NHS Evidence – Mental 
Health. 

APT (Association for Psychological Therapies).  

Patient experience AMP (training programme collects data on patient 
experience). 

PEMS (patient experience monitoring systems). 

PROMs (patient reported outcome indicators). 

PREMs (patient reported experience indicators). 

Dr Foster Intelligence. 

Prison  Prison-in-reach.  

Quality and innovation  CQUIN.  

Audit commission benchmarking - use of resources and 
best practice.  

Use of the Mental Health Act: scrutiny reports and Mental 
Health Act Commissioner and SOAD reports.  

Research Universities. 

Safety and screening Exeter System. 

PHO and National Confidential Inquiry into homicides and 
suicides and maternal deaths. 

Sudden deaths in institutions including prisons, inpatient 
units, police stations. 
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Advocacy and patient 
experiences 

IMCA (Independent mental capacity advocate).  

MAPPA (Multi Agency Public Protection Arrangements). 

Other CAMHS (Child and Adolescent Mental Health Services). 

ChiMat (Child and maternal health observatory).  

NAPICU (National Association of Psychiatric Intensive 
Care Units). 

Note: CQC has already held dialogue with other organisations to consider some of these 
sources before the consultation exercise. 
 
 
Community healthcare and learning disability services 
 
Although a number of suggestions were made about indicators for these sectors, no specific 
data sources were identified. However, these may come out of the analysis of the new 
indicators proposed for learning disability services.  
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Appendix B: Organisations involved 
 
We would like to thank all the delegates who gave up their time to attend the workshops 
and the stakeholders who participated in interviews. The following organisations were 
consulted and involved in the engagement events. 
 
Alderhey Children’s NHS Foundation Trust 
Barking and Dagenham Acute Service  
Basildon & Thurrock University Hospitals NHS Foundation Trust 
Bedford Hospital NHS Trust  
Blackpool Fylde and Wyre Hospitals NHS Foundation Trust 
Brighton and Sussex University Hospitals NHS Trust 
British Institute of Learning Disabilities 
British Medical Association 
British Psychological Society 
Bromley Primary Care Trust 
Cambridge University Hospitals NHS Foundation Trust 
Cambridgeshire & Peterborough NHS Foundation Trust 
Camden and Islington NHS Foundation Trust 
College of Emergency Medicine 
Colchester Hospital University NHS Foundation Trust 
Central Manchester University Hospitals NHS Foundation Trust 
Central and Northwest London NHS Foundation Trust 
Commissioning Support for London 
Department of Health 
Derbyshire Mental Health Services  NHS Trust 
East and North Hertfordshire NHS Trust 
East Kent Hospitals University NHS Foundation Trust 
East London NHS Foundation Trust 
Enfield Community healthcare Services 
England Community healthcare Care Association 
Hammersmith and Fulham SDU 
Hampshire Community healthcare Health care 
Hampshire Partnership NHS Foundation Trust 
Hertfordshire Partnership NHS Foundation Trust 
The Ipswich Hospital NHS Trust 
The King’s Fund 
Lancaster University 
Leicestershire Partnership NHS Trust 
Lincolnshire Partnership NHS Foundation Trust  
Liverpool Primary Care Trust 
London Specialised Commissioning Group 
London Borough of Sutton 
Luton and Dunstable NHS Foundation Trust 
Manchester Mental Health & Social Care NHS Trust 
Mencap 
Mersey Care NHS Trust 
Monitor 
National Institute of Quality Improvement 
National Patient Safety Agency 
North Cumbria University Hospitals NHS Trust 
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NHS Bedfordshire 
NHS Cambridgeshire 
NHS East of England 
NHS Information Centre  
NHS Institute of Innovation and Improvement 
NHS Luton 
NHS North East Essex 
NHS Northwest 
NHS Strategic Health Authority 
NHS Sefton 
NHS South West Essex 
NHS Suffolk 
NHS Warwickshire 
Norfolk and Norwich University Hospitals NHS Foundation Trust 
North East Essex NHS  
Nottinghamshire Healthcare NHS Trust 
Oxleas NHS Foundation Trust 
Papworth Hospital NHS Foundation Trust 
Royal Bolton Hospital NHS Foundation Trust
Royal College of Midwives 
Royal College of Nursing 
Royal College of Psychiatrists 
Royal College of Surgeons
Royal Pharmaceutical Society 
Salford Royal Hospital NHS Foundation Trust 
Sheffield Health and Social Care NHS Foundation Trust 
Stockport NHS Foundation Trust 
South Central Strategic Health Authority 
South London and Maudsley NHS Foundation Trust 
South West Essex Primary Care Trust 
South West London and St George’s Mental Health NHS Trust  
Sussex Partnership NHS Foundation Trust 
The Christie NHS Foundation Trust 
The Health Foundation 
The Walton NHS Foundation Trust 
Trafford Healthcare NHS Trust 
UK Academy of Medical Royal Colleges 
University Hospitals of Morecambe Bay NHS Trust 
Warrington & Halton Hospitals NHS Foundation Trust 
West London Mental Health NHS Trust 
Whittington Hospital NHS Trust 
Worcestershire Mental Health Partnership NHS Trust 
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