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About the Care Quality Commission  
 
The Care Quality Commission is the independent regulator of health care 
and adult social care services in England. We also protect the interests of 
people whose rights are restricted under the Mental Health Act.  
 
Whether services are provided by the NHS, local authorities or by private 
or voluntary organisations, we make sure that people get better care by:  
 
• Driving improvement across health and adult social care. 

• Putting people first and championing their rights. 

• Acting swiftly to remedy bad practice. 

• Gathering and using knowledge and expertise, and working with 
others. 
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Background 
 
 
 
As the independent regulator of health and adult social care, the Care 
Quality Commission (CQC) has a unique ability to influence the quality of 
care in England.  
 
We are responsible for driving improvement and taking action if providers 
of care do not meet essential standards of quality and safety. We will also 
ensure that people have the power to make informed choices about the 
care services they receive and that they have access to services that offer a 
seamless experience of care.  
 
We want to focus our activities to ensure that they make a real difference 
to people. In our first year, we consulted formally on a five-year strategic 
plan and developed a strategy that sets out what we want to achieve for 
people who use services and how we will carry out our work.  
 
We have identified five priorities where we believe our unique role as 
regulator will enable us to significantly enhance the quality of outcomes for 
people who use services: 
 
1. Making sure that care is centred on people’s needs and protects 

their rights. 
2. Championing joined-up care. 
3. Acting swiftly to help eliminate poor quality care. 
4. Promoting high quality care. 
5. Regulating effectively, in partnership. 
 
Our work to achieve improvement in these priority areas will always be 
underpinned by the principles of equality and human rights. This will 
include a strong focus on any variation in access to services, the safety and 
effectiveness of care, and people’s rights to be treated with dignity and 
respect. We will pay particular attention to the needs of people in more 
vulnerable circumstances, including those with mental ill-health; learning 
disabilities; physical or sensory impairment or long-term conditions; older 
people; and children and young people.   
 
This paper sets out our planned approach to ensuring not only that care 
services reach basic standards of quality and safety, but also that they 
improve. It sets out some priority actions for us to take to ensure that, 
working with others, we can make a difference to people by focusing on 
safe and effective care. 
 
Safety and effectiveness is a fundamental principle of delivering care, 
regardless of the setting or types of people using the service. Our other 
position papers such as those for people with learning disabilities, mental 
health needs and children’s services, all pick up particular issues relating to 
safe and effective care that are relevant to the speciality area. This paper 
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takes a broader view and aims to identify issues that cut across all settings 
and that could have a major impact on all people using services. These 
include effective strategies to prevent avoidable harm, issues that may arise 
due to poorly coordinated care and more specific issues such as handling 
medicines, good practice in nutrition and preventing pressure ulcers. 
 
In setting out these issues, it is helpful to distinguish what we mean by safe 
and effective care. 
 
We refer to ‘safe care’ when people who use and deliver health or social 
care services are free from unnecessary or potential harm associated with 
the delivery of the services. Harm can be physical, psychological and/or 
emotional. 
 
A person’s care and treatment is ‘effective’ when it is appropriate to their 
needs, delivered by the right person with the right skills and experience, 
delivered in the right place, and at the right time. It is not just about doing 
no harm, it is about doing something that will achieve a positive outcome 
and experience for the person (and their families).  
 
These concepts apply equally well in a health or social care context. For 
example, many people in health or social care facilities take some form of 
medication. Medication is one of the most common categories of patient 
safety incidents, and both the National Institute for Health and Clinical 
Excellence (NICE) and the Social Care Institute for Excellence (SCIE) have 
established best practice guidelines for effective care. You can find further 
information on the current policy framework against which services operate 
and what we know about the safety and effectiveness of care in the 
appendix.  
 
There is clearly a relationship between the two concepts: care is unlikely be 
truly effective if it is not delivered safely, and if people are not offered 
what is generally accepted as effective care, they are put at increased risk 
of harm through incomplete or delayed care packages. 
 
However, it should be acknowledged that any person who uses, delivers or 
is in contact with health or social care services has the right to choose to 
accept a certain degree of risk. This is what we understand as 
personalisation. 
 
Safe and effective care intrinsically includes the need to make sure that 
people are not put at risk of neglect and abuse, normally referred to as 
safeguarding. CQC’s Board received the emerging Safeguarding strategy 
for adults and children in August 2009, so this topic will not be included in 
the scope of this paper. 
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How we developed this plan 
 
As well as reviewing the information we hold about the performance of 
services and some recent national reports and policies about safe and 
effective care, we have also sought views from people who use services, 
professional organisations, improvement agencies, other regulators, staff 
that work in health care services and organisations representing people 
who use services.  
 
 

What people told us 
 
We held two major stakeholder consultation events and asked the following 
questions:  
 
1. In your opinion, what are the key issues/aspects of care that CQC 

should address and measure in its regulatory framework with 
regard to safety and effectiveness? 

 
2. What do you think are the most important issues/aspects of care 

that CQC should concentrate its efforts on in the immediate 
future? 

 
3. What needs to be done to improve safety and effectiveness 

(including things that could be done by others or in 
partnership)? 

 
The responses have shaped the development of this paper. Table 1 on the 
next page summarises the main themes from our research and 
consultations.  
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Table 1: Main themes from our research and consultations 

 

Positive messages about previous regulatory work 

• Value of learning at a national level gained from regulatory work associated with 
serious service failures. 

• Reviews at service level have led to real improvement in services. 

• Working with other interested bodies to address common areas of concern has lead 
to positive change, for example, healthcare associated infection rates. 

• Increasing focus on what people say about their experience of using services. 
 

Areas CQC should focus on to support improvement 

• Leadership and culture – the need for NHS trust boards and those managing 
organisations to have a good understanding of quality and safety issues in their 
organisations.  

• Reducing avoidable mortality and harm (particularly where proven interventions 
exist) by: 

o Adhering to clinical guidelines, best practice and safety alerts. 

o Identifying, reporting, investigating and learning from errors (occurring locally 
and elsewhere). 

o Swift and effective referral, diagnosis and treatment. 

o Effective systems and processes, especially for the acutely ill. 

o Listening to and learning from people’s experiences and complaints. 

o Undertaking national and local audit and acting on the findings. 

• Staffing – competencies, professional development, skill mix and numbers, 
communication, team working, wellbeing. 

• Healthcare associated infections – broadening the focus beyond MRSA and C. 
difficile, expanding beyond the acute sector, developing risk markers, care 
pathways, decontamination and antimicrobial prescribing. 

• 
accurate and complete care records. 
Transfer and continuity of care across care pathways, including the importance of 

Safety of premises and equipment. 

Preventing violence and aggression. 

that meets the needs of the population 

• 

•  who use services.  

• 

• 

• Commissioning for safe and effective care 
rather than simply rolling forward existing contracts.  

Developing early warning systems within a system-wide framework of 
accountability. 

Involving people
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A number of specific issues were also identified as requiring specific 
attention: 
 
• Medication and handling of medicines. 
• Preventing venous thromboembolism. 

• The care of people with long-term conditions and people with mental 
health needs in acute settings. 

• Investigation of serious untoward incidents. 

• Failure to rescue. 
• Nursing capacity and capability. 

• ‘Never events’. 
• Nutrition. 

Pressure ulc• 
 Complications and infections followin

ers. 
g surgery. 

 kidney injury. 

•
• Delays in discharge and readmission. 
• Use of restraint. 

• Preventable acute
• Out-of-hours services. 

• Cancer. 
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What CQC needs to do 
 
 
 
As noted above, we have identified five strategic priorities that will guide 
our work over the next five years. Our research and consultation work has 
given us information that will help us to consider what it might look like for 
the delivery of safe and effective care when taking these priorities forward. 
 
When doing this, we will draw on the powers available to us. There are a 
number of activities that we will undertake in regulating health and adult 
social care.   
 
Our core statutory functions include: 
 
• The registration of health and social care providers, ensuring that they 

meet the essential standards of quality and safety, and checking their 
ongoing compliance with these registration requirements.  

• Powers of escalation and enforcement where services fall below 
essential standards of quality and safety. 

• Visiting patients whose rights are restricted under mental health 
legislation to ensure that their rights are protected. 

• Carrying out periodic reviews of the performance of providers and 
commissioners, and undertaking special reviews and studies of 
particular aspects of care (assessments of quality). 

• Publishing information to drive choice, change and improvement. 

 
For the first time, we will be able to use a common set of requirements 
when regulating the quality and safety of both health and social care 
providers. We have ensured that the detail of our system of registration 
focuses on outcomes for people using services, promotes their rights and 
ensures that care is delivered in a way that is person-centred. 
 
We will also ensure that, across all our activities, we listen to the voices and 
experiences of people who use services.  
 
Our strategic approach to regulation aligns with the general messages from 
stakeholders’ feedback about how we should undertake our work on safe 
and effective care.  
 
 

Our regulatory tools  
 
Our key challenge is to ensure that our work delivers improved experiences 
and outcomes for people, without additional resource or deviation from our 
core activities and priorities. For the most part, this will be achieved 
through robust regulation of providers, and focused assessment of 
commissioners, ensuring that they are delivering high-quality services. But 
in some areas, we may also need to influence overarching policy and 
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practice where we see barriers to improvement. We must be confident
when using our range of improvement and enforcement powers where 
required, and work effectively with partner organisations to identify and
poor performance where necessary. 
 

 

 fix 

rom April 2010, the phased introduction of registration for health and 

they 
e 

iver 

ing 

ur assessment of the quality of commissioning will be a key priority to 

of the 

ework*, 

d 

e need to be realistic about our capacity to deliver as we embed our new 

hat we will do to bring about improvement in safe 

n the basis of our consultation and research (see table 1), we have 

ose 

 

 

F
adult social care providers and the need for them to comply with 
registration requirements will be the main means of ensuring that 
deliver services that meet essential standards of quality and safety. Whil
safe and effective care is implicit in the new registration requirements, we 
have worked hard to ensure that these essential standards explicitly 
addresses the issues on which providers need to focus in order to del
safe and effective care, and that our processes and tools for reviewing 
them are capable of identifying, at an early stage, when providers are 
failing to deliver acceptable levels of quality and safety, therefore allow
appropriate use of our enforcement powers. 
 
O
improve outcomes for people who use services. There are some positive 
drivers in the system to improve commissioning that stem from the 
Department of Health’s inclusion of safety and effectiveness as two 
three domains of quality such as the development of Quality Standards by 
NICE; the introduction of non-payment for ‘never events’*; the 
Commissioning for Quality and Innovation (CQUIN) payment fram
which in 2010/11 includes a national acute goal on risk assessment for 
venous-thromboembolism; and the Department of Health’s Quality and 
Productivity Programme, which will identify and exploit opportunities to 
simultaneously improve the quality (including safety and effectiveness) an
productivity of NHS services. 
 
W
ways of working and also to ensure that the actions we identify are capable 
of delivering the improvements we seek. Therefore, we have proposed a 
small number of areas that require specific attention that we felt can be 
addressed through our day-to-day regulatory activities. 
 
 

W
and effective care 
 
O
identified that the key area for improvement where we could make a 
difference over the next five years is to ensure that NHS boards and th
managing services in other sectors focus on delivering safe and effective 
care and promoting the behaviours and culture that reflect this approach.

* Never events are serious, largely preventable patient safety incidents that should not occur if the 
available preventative measures have been implemented. Primary care trusts are required to monitor the 
occurrence of never events within the services they commission and publicly report them annually. The 
CQUIN framework makes a proportion of providers’ income conditional on ambitious quality 
improvements and innovations. 
 

Care Quality Commission  Position statement and action plan for safe and effective care 2010-2015    8 



This includes a key focus on reducing preventable mortality, morbidity and
harm and ensuring that sufficient numbers of suitably qualified, skilled and 
experienced staff are employed and available.  
 

 

s our assessments of quality develop, we will consider how to use them to 

e have also identified that there are three key enablers that will help us 

 Improving the information and intelligence we hold and making sure it 

• n to understand issues of safe 

• ing 

 
ables 2 and 3 set out how we will use our system of registration, 

ctions 

he actions included are already part of our planned activity. 

e have established an internal steering group, which will further develop 

Table 2: Actions to take forward enabling activities 

A
stress the importance of commissioning safe and effective services, across 
care boundaries. 
 
W
to effect change in the delivery of safe and effective care.  
 
•

is more widely available in the system. 

Building our capability as an organisatio
and effective care and to engage with people who use services. 

Engaging care professionals in achieving shared goals for improv
services, including clinicians in training. 

T
inspection and review to address the identified key area and what a
we might need to take over and above this to increase the potential for this 
work to have impact. We have also suggested some process measures to 
help evaluate the progress of this work.  
 
T
 
W
the action plan and agree a framework for monitoring delivery. The group 
will review progress and make a report to the Board in 12 months’ time. 
 
 
 

 
Enabling activities Specific actions Measures 

Improving the 
information and
intelligence we 
hold and making
sure it is more 
widely available
the system 

 

 

 in 

 

. 

xplore the potential to work with 
ty 

 

nd, where 

RPs). 

Work with the Department of Health, 
the Information Centre, other partner 
organisations and people who use 
services to enhance the information
available to CQC and others that 
addresses quality and gaps in data
 
E
clinicians in training to identify safe
and quality issues by using surveys and
applying trigger tools. 

Review of existing a
relevant, development of new 
key indicators to support 
quality and risk profiles (Q  
 
 
 
Inclusion of information already 
available that may not currently 
be included in QRPs and better 
use of information from others 
e.g. national clinical audit 
information, service 
accreditation etc. 
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Enabling activities Specific actions Measures 

Better use of information from 

aths 
notifications of incidents 
resulting in unexpected de
and serious harm.  

Building our 
n 

 
 

Develop training and policy briefings for 

nsure that staff have access to 
lating 

nsure our staff work consistently to 
r 

Training and policy briefings 

taff use clear systems and 
 

 

capability as a
organisation to 
understand safe 
and effective care
and to engage with
people who use 
services 

staff to improve expertise in safe and 
effective care. 
 
E
appropriate advice and support re
to safety and effectiveness issues. 
 
E
improve information sharing with othe
regulators and improvement agencies. 

delivered, evaluated and 
maintained as required. 
 
S
processes to seek advice and
support and share information
with others. 

Engaging care 
 
 

als in 

Ensure that those who deliver care 
ey 

d 
for 

ork with health and social care 

 from 
.  

Those delivering care ‘buy in’ to 
professionals in
achieving shared
goals for service 
improvement, 
including 
profession
training 

understand our systems and how th
can support them to change poor 
practice, implement evidence-base
practice and deliver better outcomes 
people. 
 
W
professionals to further develop 
measures that differentiate good
poor care and safe from unsafe practice

our systems and work with us. 

 

able 3: Actions against strategic priorities  

 
 
 
 
T
 
CQC’s five Specific actions Measures 
priorities 

Making sure that 

 

ts 

Develop effective systems to assess the 
 

evelop effective mechanisms for engaging 

Clear indicators of quality 

 safety 

vidence of engagement 

s. 

care is centred on 
people’s needs and
protects 
their righ

provision and commissioning of safe and
effective care to enable clear action and 
improvement as a result of findings from 
inspection.  
 
D
with people who use services, particularly 
those who have been harmed or suffered 
poor outcomes. 

of delivering and 
commissioning for
and effectiveness. 
 
 
E
and consultation with 
people who use service
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CQC’s five Specific actions Measures 
priorities 

Championing 
joined-up care 

Continue work on current special reviews, 
ensuring that there is robust follow-up to the 
findings.  
 
 
Develop methods to review the transmission 
of healthcare associated infections across 
care boundaries and compliance with the 
new Code of Practice for social care. 
 
Work with experts from the government 
Advisory Committee on Antimicrobial 
Resistance and HCAI. 
 
 
Assess safety and effectiveness of care 
transfers within and between sectors and role 
of accurate and comprehensive 
documentation. 
 
Scope special reviews to be carried out in 
2010/11 and beyond. 

Reviews delivered with 
clear supporting action 
plans that identify how 
improvement can be made. 
 
Appropriate risk-based 
methods developed. 
 
 
 
Development of indicators 
of performance on 
effective antimicrobial 
practice. 
 
Develop observation tools 
for inspection. 
 
 
 
Review delivered with clear 
supporting action plan, 
subject to business case 
being approved. 

Acting swiftly to 
eliminate poor 
quality care 

Build better intelligence and information 
through registration, notifications and 
ongoing monitoring of compliance into 
quality and risk profiles that capture and 
reflect the concerns in the sector, including 
the use of information from external partners 
and third parties.  
 
 
Working with other regulators to ensure that 
we share information appropriately and in a 
timely manner to support a more joined up 
approach to action. 
 
 
 
Work with the NPSA to develop national 
definitions of serious untoward incidents and 
processes for investigating and learning from 
them. 
 
Maintain vigilance over effectiveness of 
reporting and learning from incidents, and 

Evidence of enforcement 
action where poor services 
are identified.  
 
Guidance and briefings as 
required. Sector relevant 
QRPs developed and 
delivered. 
 
Effective systems in place 
for sharing information 
including identification of 
key individuals with 
responsibility for linking with 
partner regulators and SHAs. 
 
Clarity over CQC’s role in 
reviewing serious untoward 
incidents and ‘never 
events’. 
 
Selection of focus for visits, 
observation tools and 
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CQC’s five Specific actions Measures 
priorities 

promote development of open and fair 
culture, with specific work on: 
 
• Serious untoward incidents in mental health. 
• Root cause analysis data sets. 
 
In assessing compliance with registration, the 
following regulations will be particularly 
important: 
 
Regulation 9: Care and welfare of service 
users. 
Regulation 10: Assessing and monitoring 
the quality of service provision. 
Regulation 12: Cleanliness and infection 
control. 
Regulation 13: Management of medicines. 
Regulation 14: Meeting nutritional needs. 
Regulation 15: Safety and suitability of 
premises. 
Regulation 16: Safety, availability and 
suitability of equipment. 
Regulation 21: Requirements relating to 
workers. 
Regulation 22: Staffing. 
Regulation 23: Supporting workers. 
Regulation 24: Cooperating with other 
providers. 
 
Potential special reviews on: 
 
• Safe and effective surgery. 
• Reducing preventable mortality in 

hospitals. 
• Nutrition and hydration. 
• Quality of nursing care.  
 
Working with outliers and surveillance teams 
to reduce avoidable mortality and morbidity 
in specific areas, for example: 
 
• Venous thromboembolism (VTE) 

Readmissions • 
• Failure to rescue. 

 

analysis reflects the key 
priorities for our work on 
safe and effective care and 
the issues raised through 
consultation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Reviews delivered with 
clear supporting action 
plan, subject to business 
case being approved. 
 
 
 
 
Issues picked up and 
addressed swiftly. 
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CQC’s five Specific actions Measures 
priorities 

Promoting high-
quality care 

Work with the Information Centre and other 
information sources to improve the 
performance monitoring and benchmarking 
information available about the provision and 
commissioning of safe and effective care. 
 
Maximise the use of available data from 
internal and external sources to influence 
improvement in commissioning of safe and 
effective services. 
 
 
Work internally to influence the content of 
surveys of staff and people who use services 
so that issues of safe and effective care are 
addressed. 

Improvements in 
information available for 
publishing and use in 
assessment.  
 
 
Regular attendance at 
meetings and cross-
directorate communication 
and collaboration with 
external stakeholders. 
 
Full and effective use made 
of the results from surveys 
where this would provide 
relevant information for 
our assessments or quality 
and risk profiles. 

Regulating 
effectively in 
partnership 

Work with the engagement team to ensure 
that CQC’s information on regulation of safe 
and effective care is current, informative and 
accessible. 
 
Working in collaboration with the NPSA, 
NICE, SCIE, royal colleges and professional 
bodies, other regulators and improvement 
agencies to: 
 
• Maximise the potential for sharing 

intelligence. 

• Minimise the burden on providers. 

• Align/clarify inspection and 
improvement initiatives. 

• Identify key risks and issues.  

 
Supporting collaborative risk summits. 
 
Contribute to the National Quality Board 
review of early warning systems in the NHS. 
 
Contribute to development of registration 
and any related processes, for example 
service accreditation for clinical specialties 
and for primary medical care prior to entering 
registration. 

Patients/service 
users/carers and the public 
report and use information.  
 
 
Regular attendance at 
meetings, regular 
information sharing, 
effective partnership 
working. 
 
 
 
 
 
 
 
 
 
 

 
 
Information is used in 
decision-making. 
 
Registration processes 
effectively address safe and 
effective care issues. 
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Appendix: Background information 
about safe and effective care 
 
 
 

What do we mean by ‘safe and effective’ care? 
 
CQC is concerned with the safe and effective care of all people who use 
health and/or social care services. However, there are many different 
interpretations of what this means, both in terms of safety and 
effectiveness, but also in different care settings. 
 
In developing the safe and effective care strategy, we have used the 
following statement to define what we mean by effective care. 
 
“A person using services receives evidence-based care that is appropriate 
to their need and delivered by the right person, with the right skills and 
expertise, in the right place, at the right time”. 
 
Effective care is that which is based on evidence; where there is published 
research evidence or it is based on evidence of good practice (evidence of 
what is known to provide good outcomes). The delivery of care that meets 
the essential standards of quality and safety and aspires to be of high 
quality will also need to be as safe as it can be (which is about doing no 
harm). We have used the following definition of safety: 
 
“Safety is freedom for people who use and deliver services from 
unnecessary harm or potential harm associated with health or social care 
services, where harm can be physical, psychological and/or emotional”  
 
However, invariably there will always be risks (as well as benefit) to all care 
and treatment. The experience of those receiving care will also have a big 
impact on whether the overall outcome meets expectations. People who 
use, deliver or are in contact with health or social care services have the 
right to choose to accept a certain degree of risk. This idea is central to the 
successful personalisation of care.  
 
Although there are many definitions of safety and effectiveness, it is 
difficult to separate the two issues when talking about delivering high 
quality health and social care − the two issues are interrelated and 
therefore this position paper has been developed in such a way as to reflect 
this in our work. 
 
 

The policy landscape 
 
High Quality Care for All: NHS next stage review (Department of Health 
2008) defined quality in the NHS in terms of safety, clinical effectiveness 
and the experience of those using services. The transition from an NHS 
focused on targets, activity volumes and waiting times to one that focuses 
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on the experience and outcomes for patients has been broadly welcomed. 
High Quality Care for All focuses on providing patients and the public with 
more information and choice, promoting partnership working in the NHS 
and placing the quality of care at its heart. In this context, care should be 
delivered in a safe and clean environment, should be based on evidence of 
what works and current best practice with every possible step taken to 
reduce the incidence of avoidable harm.  
 
The Next Stage Review also proposed to establish the National Quality 
Board (NQB) (with a remit to cover health and its interface with social care) 
to provide strategic oversight and leadership on quality. Specifically, the 
group has been charged with overseeing work on the development of 
quality metrics, and advising the Secretary for State on the priorities for 
Quality Standards set by the National Institute for Health and Clinical 
Excellence (NICE).  
 
The NQB have recently reviewed the mechanisms for safeguarding quality 
of care to patients in the NHS. Their report, published in February 2010, 
sets out the roles and responsibilities within the NHS in relation to 
identifying and preventing serious failure, together with what should 
happen when an actual or potential serious failure is identified. The report 
calls for open and transparent cooperation, including regular exchange of 
information between organisations and that resulting action, to safeguard 
patients where required, be taken collaboratively between all relevant 
parties. CQC has a key role to play in this system through sharing 
intelligence gathered through our various programmes and work streams 
and in working with SHAs and other regulators. 

The Next Stage Review also proposed that a policy on ‘never events’ 
should be introduced in the NHS in England from April 2009. ‘Never 
events’ are serious, largely preventable patient safety incidents that should 
not occur if the available preventative measures have been implemented. 
The NHS Operating Framework for 2010/11 states that primary care trusts 
(PCTs) will no longer pay for treatment that results in one of seven 
specified ‘never events’ within the services they commission. ‘Never events’ 
will be reported to the NPSA and as part of annual public reporting on 
quality and safety. 
 
The Next Stage Review highlighted the importance of measurement to 
support improvements in the quality of services. Measuring for Quality 
Improvement: The approach (Information Centre 2009) sets out the 
Department of Health’s aspiration for the development and use of 
indicators of quality at all levels of the system, including: 
 
• Local clinical teams using measures for benchmarking and day-to-day 

monitoring. 

• Provider organisations reporting on quality to their local communities 
through quality accounts. 

• Commissioners using information on quality in their contracting 
through the Commissioning for Quality and Innovation (CQUIN) 
scheme. 
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• Strategic health authorities and regional quality observatories 
supporting local measurement initiatives and driving improvement. 

• The National Quality Board advising on national quality improvement 
priorities and comparing performance with other countries. 

 
To implement, support and promote the quality measurement agenda, the 
NHS Information Centre, on behalf of the Department of Health, hosts the 
Measuring for Quality Improvement (MQI) website (see 
www.ic.nhs.uk/mqi). Working in partnership with the Royal Colleges and 
professional associations, clinicians and others in the NHS, the Information 
Centre released the first set of approximately 200 Indicators for Quality 
Improvement (IQIs) in May 2009 followed by underlying data for these in 
July 2009. NHS organisations are also encouraged to consider developing 
their own local indicators. 
 
However, this policy agenda is not entirely new or unique and builds on 
considerable efforts over the longer term to ensure a proper focus on 
delivering safe and effective care. 
 
 

Working with professional bodies and other key 
stakeholders 
 
Clinicians and social care professionals, and those supporting them to 
deliver treatment, care and support, have a major role in ensuring the 
delivery of high quality care for people who use services. 
 
These are the people who are responsible for providing safe and effective 
care and can most effect the changes that need to be implemented in order 
to bring about improvements. 
 
Clinicians in particular have felt that, over the last decade, there has been 
preoccupation with centrally-determined targets (seen as poor indicators of 
quality). This has led to what was seen as an NHS culture that mitigated 
against full engagement of clinicians in quality improvement work. At its 
most extreme, this has contributed to the type of failings that happened at 
the Mid Staffordshire NHS Foundation Trust. 
 
The delivery of high quality care has always been a guiding principle for 
professionals. However, High Quality Care for All recognised that the time 
was now right to empower frontline staff to lead change to bring about 
changes to improve quality of care. 
 
We have been working with the Academy of Medical Royal Colleges, the 
variety of Royal Colleges, NICE, HQIP and other clinical organisations, 
including the professional regulators, to develop a more strategic approach 
to our assessments of effectiveness and safety. We have been working with 
the HQIP (on behalf of the Academy), royal colleges and other bodies in 
the development of clinical service accreditation and peer review schemes; 
which could potentially contribute considerably to the regulation of 
providers in the future.  
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Accreditation/peer review schemes can be described as a process by 
clinical professionals (oft

which 
en alongside those who use services) assess the 

quality of a service provided by an organisation against a set of standards 
developed from current knowledge and best practice, based on the highest 
level of evidence available, together with an understanding of patient 
needs. The key purpose is to assure the quality of a service, and to drive 
improvement in standards of services.  
 
We have also been working with other systems and professional regulators 
to develop memorandums of understanding that identify how we will work 
together and share information appropriately in order to protect the public 
and promote high quality health and social care delivery. 
 
Our programme of work requires close collaborative working with a range 
of stakeholders, including but not limited to: 
 
• Royal colleges 
• National Institute for Heath and Clinical Excellence (NICE) 
• Social Care Institute for Excellence (SCIE) 
• Healthcare Quality Improvement Partnership (HQIP) 
• Professional regulators (NMC, GMC, HPC, SCPC) 
• National Patient Safety Agency (NPSA) 
• Department of Health (at a range of levels) 
• National Patient Safety Forum 
• Patient Safety First Campaign 
• NHS Security Management Service 
• Patients for Patient Champions 
• National Safety Reporting Network Board 
• Safer Medication Board 
• Partnership for Occupational Safety and Health in Healthcare 

(POSHH) 
• Medicines and Healthcare products Regulatory Agency (MHRA) 
• Clinical Human Factors Group 
• NHS Confederation 
• Health Foundation 
• Action against Medical Accidents (AvMA). 
 
 

What we know about the safety and effectiveness of 
care delivery in health and social care 
 
Fifty million people in England use health services. Not everyone who uses 
healthcare services will use social care, but everyone who uses social care 
will, at some time in their lives, also use health care services. It is an 
expectation that all will be afforded safe and effective care but this is not 
always the case. 
 
The sector posing the biggest risk to people using services is by far the 
acute hospital sector. All hospital patients, regardless of which speciality 
they are admitted to, are at risk of developing a hospital acquired condition 
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either through their presenting illness or subsequent exposure to clinical 
risks. However, it is known that good clinical management, use of clinical 
guidelines, initial and ongoing risk assessment, early recognition, and 
appropriate treatment by the appropriate staff etc. can significantly reduce 
the risk of mortality or morbidity.  
 
Around one in ten people admitted to hospitals will suffer an adverse event 
or safety incident with approximately half of these thought to have been 

 US studies suggest that acute kidney injury (AKI) affects 4.9% of 
ients, although associated mortality rates are wide-
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. 

oration can 
common following 

rious illness and 
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2% for 
atients who do not develop VAP5. 

g System (NRLS), managed by the 
tio ency (NPSA), collects safety incident reports 
m nisations on a voluntary basis.  

ur ) show that the number 
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preventable1,2, for example: 
 
• 30% to 50% of major complications occurring in patients undergoing 

general surgical procedures are avoidable3.  

• There are 25,000 deaths a year from hospital acquired venous 
thromboembolism, which are largely preventable. 

•
hospitalised pat
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positive and indicates an increased awareness of safety and effectivenes
issues and increased openness and reporting locally. A higher level of 
reporting, paradoxically, indicates a stronger culture of safety and 
effectiveness and increases the potential for learning and the prevention o
further harm.  
 
Although it should be pointed out that not all of these incidents would 
have led to harm, the NPSA still an

s 

f 

alyses around 1,500 incidents that have 
sulted in severe harm or death each month. 

e. For example, despite 90% of people’s 
ontact with the NHS occurring in primary care, very few incidents are 
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incidents were reported from general practice. 
 

ugh there is no equivalent reporting system for soc
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de deaths, infections, serious illness, serious injury, events that impact 
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n compared with figures from the NRLS, these notifications show th
all reporting rates are far higher for the NHS than they are for soc
and independent healthcare providers, for which there are 
oximately 436,800 and 22,000 notifications made a year respect

However, this is as much a reflection of the more restricted reporting 
in structure, as well as limitations placed on the type of incident that 

nisations are required to report, as it is any reflection on reporting 
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 remain real difficulties for some organisations 
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safety and effectiveness issues were the least complied with. For example
the standard relating to medical devices showed lower lev
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considerable improvement in the sector across all services and all minimum 
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Key risks to the delivery of safe and effective care 
 
Based on data held within the NRLS for the NHS, incidents reported to
NPSA are dominated by patient accidents (32%), treatment/procedure 
(10%) and medication (10%). However, the types of issues most comm
associated with severe harm and death reveal a different picture. Th
general delivery of care (including ongoing monitoring and review) and 
infections, toge

 the 

only 
e 

ther with incidents classified as ‘other’, are most likely to 
sult in severe harm and death, with 2.9%, 6.4%, and 6.7% of reported 

some improvement in 
lation to infection prevention and control. Three of the 44 standards 

ction 
/07 
 

e was 
% fall in MRSA cases 

ompared to 2007/08 figures. There is also a downward trend in the 
e.  

de physical restraint, physical 
intervention, chemical restraint, environmental restraint, electronic 

 for 

 
lemented national guidelines.  

sult in 

 

nitor how much a patient is eating 
and drinking.  

apy 
ts 

re
incidents respectively likely to result in this outcome. 
 
Despite this finding, recent evidence indicates 
re
assessed as part of the 2008/2009 Annual Health Check relate to infe
prevention and control, decontamination and cleanliness. In both 2006
and 2007/08, all three appeared in the list of the six standards with the
lowest compliance rates. However, this year, only one of the three 
(decontamination), appears on this list. Furthermore, in 2008/9, ther
a 35% fall in Clostridium difficile cases and a 34
c
number of surgical site infections in most types of surgical procedur
 
In social care, the following have been identified as key risk areas − many 
are equally applicable to other settings and to a large extent, mirror the 
pattern of incident reporting for NHS providers: 
 
• Use of restraint – this may inclu

surveillance and medical restraint, are overused and may be harmful. 

• Medication – studies show errors in all aspects of the medicines 
supply chain: prescribing, dispensing, administration and monitoring. 

• Infection prevention and control – limited information is available
the prevalence of healthcare-acquired infections within social care 
providers, a recent study concluded that care homes have not fully
imp

• Falls – these are common in care homes. About 30% of falls re
physical injury and 3% to 5% in fracture. They can lead to loss of 
function, anxiety, depression, poor rehabilitation, hospital admission 
and inability to return to previous residence. 

• Nutrition – various reports detail the problem of poor nutrition and 
hydration in older people – a problem that can lead to life-threatening
levels of malnutrition. In 2006, Age Concern England published its 
campaign report Hungry to be Heard, which found that hospital and 
care home staff do not always mo

• Unmet health needs – evidence suggests that stroke patients in care 
homes are less likely to receive physiotherapy or occupational ther
than those in hospital-based extended nursing care, and that patien
discharged to a nursing home have a greater risk of dying and that 
people in care homes less likely to be followed up by their GP. 
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• Unsafe discharge – various reports detail evidence of unsafe hospital 
discharge, identifying that many older people are discharged from 
hospital without adequate community support, resulting in a high 
number being readmitted in an emergency, often with life-threatening 
conditions.  

 
In a recent workshop attended by CQC board members and national clinical 
advisors, the NHS Medical Director, Professor Sir Bruce Keogh identified 
two key national priorities that need to be addressed if risks to the delivery 
of safe and effective care are to be addressed, these are: 
 
• Trust board and clinical leadership: there is a need to ensure that 

trust boards have a good understanding of clinical quality in their 
organisations.  

• Measurement and data quality: measurement of clinical outcomes is 
key. Managers and clinicians in NHS trusts need to measure what they 
do, and also need to see the clinical benefit of any management goals. 

 
Challenges in measurement  
 
In the Next Stage Review, Lord Darzi identified that clinicians want to 
compare their performance and outcomes with others. However, he 
identified “a lack of directly comparable data” that “is not benchmarked in 
a systematic way”. He proposed that a clear framework be established with 
standard ways to measure results which will allow clinicians “to 
demonstrate the high quality of what they do” and “identify what is 
needed to sustain and improve that high quality”. Although this framework 
is progressing with such initiatives as the development of the Indicators for 
Quality Improvement (IQIs) and the rejuvenation of national clinical audit, 
there remain a limited amount of robust outcome data relating to safety 
and effectiveness that are available at a national level.  
 
What we do know is based largely around incident data, mandatory 
notifications, standardised mortality rates and information used for 
performance indicators. However, research has shown that the number of 
incidents reported by incident reporting systems only represent a small 
proportion of the true extent of risk and harm. This is partly due to genuine 
under-reporting, but also to the number and complexity of different 
reporting routes at a local and national level for different types of incident. 
Additional information on key patient risks can be gathered from local 
intelligence and published literature. 
 
At present, the system of mandatory notification for social and 
independent healthcare only extends to serious injuries or deaths and does 
not include near misses, incidents with lower levels of harm or omissions of 
care – both of which provide rich sources of information for identifying, 
tackling and learning from key areas of risk. 
 
The majority of collected data relating to safe and effective care concerns 
the performance of NHS providers of care. Very limited information is 
available for social and independent healthcare providers. An immediate 
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task for CQC will be to explore the development of new data streams for 
ach of these sectors and the inclusion of key safety and effectiveness 

care  

 

mpt the appropriate 
ontline activity, but early versions are limited.   

 are 
not equally available across different provider sectors. In the case of 

are associated infections 
but less information is collected about adverse incidents that occur at 
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Examples of key data/indicators that we
the near f

• 

e
indicators in the QRPs. 
 
 
Quality and risk profiles and information on safe and effective 
 
A lot of the information currently contained in QRPs is related to safe and
effective care. The information will help CQC to identify where there are 
risks to the provision of safe and effective care and pro
fr
 
As our capacity to include additional data increases, and as more data 
sources become available, the robustness of the risk assessment process 
should continue to improve.   
 
However, it should be noted that there are a number of issues that 
continue to pose a challenge to the completeness of data on safe and 
effective care that can be included in QRPs in order to identify risks: 
 
• Information on all the different aspects of safety and effectiveness

safety, certain aspects of safety attract more attention and therefore 
more information is collected about them. For example, routine 
information is regularly collected on healthc

the point of handover of people who use services. In the case 
effectiveness, some types of care have better information to 
demonstrate the effectiveness compared to others. For example, there
is more information on the effectiveness of specific types of surgery, 
cancer and cardiac care, but less outcome-based information on 
general medicine and other specialties.  

• There is huge variation, between different sectors, in the scale and 
type of relevant data available. Compared to acute NHS providers, 
relatively little is known about to the safety and effectiveness of car
in community health care and some

 
ators based on Hospital Episode Statistics are an important source 
 on safe and effective care for providers of acute care are. This data 
s into the Mortality Outliers Programme and w

 
W ntend to incorporate more qualitative data into the QRP over time, 

cularly that relating to people’s experience and assessments of 
nisational capability made by our own operational staff. 

 are looking to include in QRPs in 
uture include: 

 
Implementation of compliance with ‘Implementing Outcomes 
Guidance’ for every cancer tumour type (NHS). 
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• 
sible 

• al 

• 
dult social care). 

 
 

Using nationally-collated information using nosocomial category in 
relation to Hospital Acquired Thrombosis (NHS but may be pos
for independent sector). 

Benchmarks to establish if a certain level of notification type is norm
or abnormal for a certain type of service (adult social care). 

Workforce information analysis to identify benchmarks for subsets of 
the market (a
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