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ABSTRACT

Context: Ensuring the safety of older adults living in residential care homes is an
international priority. Residents are often highly frail and vulnerable, making safety
a critical concern. A growing range of organisations collect safety-related data from
care homes, yet there is limited understanding of how effectively these data support
learning and improvement.

Objective(s): To explore strategic stakeholders’ views on the scope, collection, and
use of safety data in older adult care homes, and to identify opportunities to better
support learning and improvement.

Method(s): Semi-structured online interviews were conducted with 18 purposively
sampled strategic-level professionals in England, representing regulatory bodies, NHS
organisations, local authorities, care home providers, and representative organisations.
Data were analysed thematically.

Findings: Data collection largely reflected organisational roles in regulation or quality
monitoring and focused predominantly on adverse outcomes and incidents. Care
homes were subject to overlapping data requests. Barriers to effective use of safety
data included siloed data collection, limited sharing between organisations and care
homes, a blame-oriented culture associated with harm-focused measures, and limited
capacity to analyse and use data for improvement.

Limitations: This was a small, qualitative study focused on strategic stakeholders;
perspectives of care home staff, residents, and families were not included.

Implications: Improving safety assessment in care homes requires rationalising and
standardising data requests, balancing harm-focused indicators with measures of
proactive safety practices, enhancing data sharing, strengthening analytic capacity,
and ensuring care home staff have the skills required to use safety intelligence to
stimulate safety improvement.
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INTRODUCTION

Ensuring the safety of older adults living in residential
care homes is an international priority (Rand et al., 2021;
WHQO, 2021). Across many countries, care home residents
are increasingly older, frailer, and living with multiple
long-term conditions (OECD, 2025). This makes them
particularly vulnerable to avoidable harm. Safety in these
settings encompasses a broad range of issues, including
falls, pressure ulcers, medication-related incidents,
healthcare-associated infections, safeguarding concerns,
and avoidable transfers to hospital (Rand et al., 2021;
Smith et al., 2023; Giebel et al., 2020). As governments
and care systems seek to improve the quality of long-
term care, there is growing interest in how safety can be
measured and how safety-related data can be used to
support organisational learning and improvement. Safety
is often defined as the absence of preventable harm.
However, understanding what constitutes meaningful
safety information, and how this information should
be collected and used within long-term care settings is
challenging. Although safety has become an increasing
focus of policy and practice, featuring in frameworks for
long-term care (NHS Digital, 2019),* it is still seen as a
neglected area (Gartshore, Waring, and Timmons, 2017;
Goodman et al., 2017; Marshall et al., 2017; Waterson,
2014). Indeed, attempts to improve care home safety
often have their origins in healthcare settings, despite
important differences between healthcare organisations
and residential care homes (Allen, 2009).

These issues are particularly relevant in England,
where older adult care homes support just under
300,000 people aged over 65 (ONS, 2023), providing
accommodation alongside personal care and support,
and in some homes, nursing care. Those who reside
in older adult care homes tend to exhibit severe and
profound needs, often living with long-term conditions,
and functional and cognitive decline (Bebbington,
Darton, and Netten, 2001; Gordon et al., 2014; McCarthy
et al., 2020; Oliver, Foot, and Humphries, 2014),
making safety a key concern. England also provides an
informative case for understanding the use of safety
data because responsibility for monitoring care home
safety is distributed across multiple organisations,
each with distinct statutory responsibilities. This
creates both extensive opportunities for collecting
safety information and challenges in coordinating that
information for learning and improvement, issues that
are relevant to many health and social care systems
internationally. A review of international safety
measures concluded that safety in older adult care
homes is increasingly being assessed in ways that align
with healthcare data collection concepts and practices,
but with some recognition of how long-term care
settings are distinctive, especially since they are home
to the residents (Rand et al., 2021).
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In England, the Care Quality Commission (CQC), the
independent regulator of health and adult social care
services, has monitored safety in older adult care homes
since 2015, primarily via inspections and quality ratings,
though also through statutory notifications and portals
that allow anyone to raise and record a safety concern.
However, reflecting the fragmented and complex nature
of social care provision in England, monitoring safety in
older adult care homes is also conducted by a range of
other organisations. Local authorities, which commission
publicly funded adult social care and have statutory
safequarding responsibilities under the Care Act (2014),
monitor the quality and safety of care services within
their localities. For nursing homes, Integrated Care
Boards (ICBs), regional NHS organisations responsible for
planning and commissioning healthcare services, also
have responsibilities for overseeing quality and safety.
In addition, because of the overlap between health and
social care, NHS England collects, collates, and uses care
home safety data. Care home providers themselves
collect extensive information, both to meet external
reporting requirements and increasingly through their
own digital care record systems that support operational
management and quality improvement (Burton et al.,
2022; Smith et al., 2024).

The collection of such data has the potential to
provide stakeholders in the older adult care home
sector with insights into how to improve care (Hanratty
et al., 2020). Broader work on safety has suggested
that collecting data on risks, harmful incidents, and
related indicators to inform learning is a key method for
improving organisational safety (Drupsteen and Wybo,
2015). Nonetheless, research suggests that adopting
monitoring and measurement approaches directly from
healthcare, where the measurement of safety is more
developed, without considering the specific context of
social care more generally, and older adult care homes
specifically, may limit how effective learning from safety
data is (Rand et al., 2021; Richardson et al., 2019; Smith
et al., 2023). Care homes are sources of large amounts
of data (Hanratty et al., 2023; Shenkin et al., 2022), but
little is known about what safety data they currently
collect and how it is used (Burton et al., 2020; Hanratty
et al., 2020). This represents an important gap in the
literature. Research has largely focused on the types of
data collected within care homes or on the perspectives
of individual organisations, with less attention given to
how strategic stakeholders across the wider health and
social care system understand safety measurement
and use safety information to support learning and
improvement. Addressing this gap is important because
these organisations shape both the information
requested from care homes and the ways in which those
data are interpreted and used.

In this study, we aimed to understand the views of key
stakeholdersin the English care home sector on the scope
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of safety data collected and how they are currently used.
By looking at the views of regulators, commissioners,
NHS organisations, and care home providers, this study
contributes new evidence on how organisational roles
shape approaches to safety measurement and identifies
barriers that limit the use of safety data in sector learning
and improvement.

METHODS

The study is reported in accordance with the Standards
for Reporting Qualitative Research (SRQR) (O’Brien et
al., 2014). Please see Supplemental File 1 for the SRQR
checklist. Semi-structured qualitative interviews were
conducted with strategic-level professionals in England,
who were expected to have an informed professional
view on measuring safety for monitoring, improvement,
and learning in older adult care homes. A purposive
sample was recruited through the authors’ professional
contacts and the respondents’ professional contacts
(snowball sampling). This was supplemented with
direct recruitment following reviews of local authority
websites for details of relevant roles within the study
scope, i.e., safeguarding managers, safequarding adult
board members, and local authority quality monitoring
managers. For both approaches, no geographic or
regional constraints were imposed beyond a focus on
England only. Professionals were contacted by email with
details about the study and an invitation to participate.

A total of 47 stakeholders were invited to take part in
the study. Of these, 18 participated in an interview. Of
the 29 who did not agree to participate, 8 represented
local authorities, 8 care home providers, 7 the NHS, 3
the CQC, and 3 represented other organisations such as
informal care groups. We did not collect the reason for
non-participation, though in most cases it was due to
non-response to the invitation.

The participants included professionals with strategic
managerial and oversight roles at local, regional,
or national levels (see Table 1) and from a range of
organisations including care home providers, local
authorities, the CQC, and the NHS. Those who participated
in the interviews were, broadly, not involved in providing
direct care. For example, those from care home provider

cQc 3

CCGs/GP practices 2

Local authorities

4
NHS England, NHS Digital 3
6

Care home providers and provider representatives

Total 18

Table 1 Organisational/professional background of participants.
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organisations were usually from a care home chain that
had a number of homes, and their roles were regional
management and above. The only exception was the
inclusion of two GPs, who, while providing direct support
to care home residents, also had a strategic role in their
local Clinical Commissioning Groups. Further details, such
as job titles, are not reported to protect anonymity.

The research team included researchers with
expertise in adult social care, care home research, and
health services research, and a healthcare researcher
with a background in general practice. The interviewers
(NS and SR) were experienced social care and care home
researchers. Some participants were identified through
professional networks; however, interviewers had no prior
working relationship with the participants whom they
interviewed. Throughout the analysis, coding decisions
were discussed across the research team and transcripts
were double-coded to support reflexive consideration
of assumptions and interpretations. The research team
was supported by public and patient involvement (PPI)
advisors at key points within the project, although they did
not work on the project directly. The Public Involvement
and Strategy and Implementation Operation Group
(PISIG-O) for the Policy Unit funding and conducting this
study reviewed the focus of the study and its research
questions before the start of the project, and reviewed
both how the study was conducted and its findings at
regular intervals during the study.

Between July and November 2020, one-to-one
interviews were conducted remotely, using MS Teams,
Zoom, and telephone. Each interview was conducted by
one of the two researchers. The duration of interviews was
from 28 to 51 minutes. In all cases, the researcher who
contacted the potential participants, and, if applicable,
subsequently conducted the interview, did not have
prior professional contact or a working relationship with
the interviewee. The interviews were conducted using
a topic guide, which focused on experience of safety
measurement, including collecting and using data and
perspectives on measuring and using safety data. The
interview schedule can be found in Supplemental File 2.

The interviews were audio recorded and transcribed
verbatim, except for the omission of personal,
organisational, and place names. Transcripts were
analysed using Braun and Clarke’s (2006, 2019) reflexive
thematic analysis approach. Analysis was conducted
by three researchers [NS, SP, and SR] using NVivo (QSR
International, 2020). Following Braun and Clarke’s
six phases of analysis, in the first stage, researchers
familiarised themselves with the transcripts. The second
phase involved collaboratively creating an initial coding
framework (see Figure 1).

This was based on codes that emerged inductively
from close readings of four interview transcripts by NS,
SP, and SR. Codes were reviewed and agreed by all the
authors. In the third stage, the transcripts were coded
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Collection and application of safety indicators

e Data currently collected

e How datais collected

o Benefits

e Challenges and barriers

e How datais used
o How is data shared, linked and reported/presented
o How is data used in improvement and learning
o Key stakeholders or users

Figure 1 Coding framework.

according to this initial framework. Each transcript was
double-coded. During the fourth and fifth phases of the
analysis, differences in coding were reconciled through
discussion, and the coding framework was reviewed
for coherence and credibility and, where necessary,
revised. Themes and preliminary findings were shared
with the project team, and in presentations to wider
audiences. Feedback from the project team and others
was incorporated into the analysis. The sixth phase of
the analysis consisted of selecting the most appropriate
extracts and writing the findings section.

FINDINGS

SCOPE OF CARE HOME SAFETY DATA
COLLECTED BY STAKEHOLDERS

Interviewees reported the collection of a broad range
of safety data, generally describing the scope of these
data in terms of their organisations’ key roles. CQC
representatives framed safety data from the perspective
of being an independent regulator of the sector and
responsible for monitoring minimum standards for
quality and safety at the national and registered
organisation level:

Safety’s a big part of what [organisation] look at.
It’s one of the five key lines of enquiry and it’s
probably one of the most important, really... if you
haven’t got safety at the beginning that’s got to
be the foundation, really. (CQC representative 01)

Emphasis was placed on identifying adverse outcomes,
including deaths, serious injuries, and safeguarding
failures, alongside mechanisms for assessing risk
reduction such as the use of care, or Medication
Administration Records (MARs). Such intelligence
came from a number of sources, including care home
providers, staff, residents, community health, police,
and ambulance services, ensuring signals of concern
were not missed. NHS England also focused on collecting
information on harm or risk factors for harm alongside
data on NHS service use. Care home data on specific
harms such as falls, pressure ulcers, or safequarding
alerts were combined with wider intelligence on NHS
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service use in order to identify national priorities for
improving the maintenance of residents’ health and
wellbeing and reducing potential pressure on acute NHS
services. As one NHS stakeholder explained,

Over the last probably six months we’ve been
looking at falls, nutrition, oral health, pressure
ulcers. Those have been the four kind of big hitters
that we’ve been looking at because they tend to
be the biggest reasons why people get admitted
to hospital and biggest reasons for safeguarding
alert or any patient safety incidences. (NHS
representative 01)

Both the CQC and NHS England highlighted the key role
of care home staff in the maintenance of safety and
staff skills, with staff confidence and formal training
seen as important safety indicators. The GP interviewees
provided a similar ‘healthcare-orientated’ view of safety
and its measurement to NHS England, particularly
the need to profile demand for ambulatory and acute
hospital care and drivers within care homes that lead to
such use, though this was supplemented by mentions of
safequarding data and contextual data such as number
of care home beds as important measures of safety.

Local authority representatives’ views on safety
data reflected their organisation’s role as the lead for
promoting high-quality, safe, and cost-effective care for
vulnerable older adults in their locality:

...in my authority ... [data] generally are ... around
quality, safety, outcomes, measures. (Local
authority representative 03)

They highlighted the importance of local tacit knowledge
in identifying issues:

They [colleagues] know their local providers and
if they’re picking up a number of concerns—and
they will separate those out into what we call
safeqguarding concerns and quality in care issues.
(Local authority representative 01)

Care home providers and their representative bodies not
only provided safety data to multiple external agencies
but also often had their own sets of safety measures,
resulting in broad and detailed interpretation around the
scope of safety data in this setting:

...anything resident-related from pressure

care, weight loss, infection, mental capacity
assessments. ... We've got things like anti-
psychotic drugs, ... how many? We look at deaths.
The cause of death ... We look at medication
errors, medication reviews, health reviews, care
reviews, bed rail use ... We look at the amount of,
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um, services that have been attended. ... attending
A&E, emergency services, ... how often dentists are
going in. Chiropodists. We look at ... compliments,
complaints, comments, resident involvement. How
many times the residents—that could be things
like resident meetings, relative meetings, services.
We look at things like whether people are going
outside of the home, ... then analyse that against
a resident wellbeing score. (Care home provider
representative 04)

When care home providers were asked to describe
safety measures, their primary focus was usually on
those capturing adverse outcomes, such as incidents
of harm, hospital admissions or deaths, and the risk
factors for harm, including medical errors, weight loss
and nutritional assessments, or the use of Deprivation
of Liberty Safeguards (DolLS). Some stakeholders from
this sector mentioned the collection of intelligence on
proactive efforts to improve safety and reduce the risk of
harm, such as medication reviews, resident and relative
involvement activities, and access to preventative health
services such as chiropody. Alongside quantitative
data collection, interviewees from the CQC and local
authorities stressed the importance of qualitative ‘local
intelligence’ in providing a ‘wider’ understanding of care
home culture (CQC representative 02). The CQC used
observational and interview data to better understand,
interpret, and even challenge other sources of safety
information, such as written records:

They [the inspectors] will corroborate that [an
incident] by talking to people, talking to staff,
looking at daily records, etc, and sometimes

we find that people have got absolutely perfect
wonderful care plans and risk assessments but
they’re aspirational and so, in reality, they’re not
followed (CQC representative 01)

THE USE OF CARE HOME SAFETY DATA FOR
LEARNING AND IMPROVEMENT

The interviews with stakeholders provided examples of
safety data being used to inform and drive improvements
in safety. A CQC stakeholder outlined how information
collected from care homes was used to inform their
reports and reviews at a national level, and how learning
from this was available to all care homes:

We were asked to do an infection prevention and
control thematic review back in August, and in
September, we published some initial findings
around good practice. So, whilst not every service
that we regulate was involved in that thematic
review and inspected through that thematic review,
actually, every service had the ability to reflect

on the learning that we have. ...So, that is widely
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shared, and therefore services are able to use those
things to improve. (CQC representative 03)

Other interviewees also talked about learning from
the data they collected, including a care provider who
shared their experience of using data showing variation
in pressure ulcer incidence across homes to promote
learning and improvement at a home and group level
(Care home provider representative 04). A local authority
representative spoke about learning for both their
organisation and for care homes from quality audit
framework data, which included safety data:

...once they’ve [local authority staff] completed
the whole of the quality audit framework, that
comes to me. And I'll go over that, some of the
learning, with the team managers, around ...And,
again, share good practice around, you know,
what we could do differently. It doesn’t just stop
with me. It then goes to ... our Head of Service.
And, again, we look at kind of how we can sort
of develop things across all services. ... there
might be some shared learning. (Local authority
representative 02)

Stakeholders also recognised that there were a number
of barriers to achieving such improvements. Principal
amongst these was the fact that data on safety tended
to remain siloed, remaining within a single organisation
or locality. External organisations used their own
discrete data collection tools to collect similar and
overlapping data items from care homes. This was an
issue that had been very apparent during the COVID-19
pandemic:

We’ve been round and round in circles about
whether it should be this tool or that tool or the
other tool. And we’ve ended up having—I mean,
[company]’s doing one thing with one tool and
care homes are doing a different thing with
another tool. If ever there was a screaming need
for having that data in one place it’s—C-19 has just
proved it. (Care home provider representative 01)

Once collected these data did not appear to be widely
shared:

This might just be my fantasy about it, but local
authorities seem to be a bit more protective that
we are local authorities and therefore there isn’t
that—there isn’t that mind-set or necessarily
the mechanisms, apart from the Association of
Directors of Adult Social Services, to be having
that more broad sharing of information and
learning on a national basis. So I think there’s
probably a bit of work for us to do. (Local
authority representative 01)
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Care home providers often felt that data flowed one
way. Information they provided on request to local and
national bodies was not then made available in a form
that could be used for improvement activities.

I don’t think it’s [care home safety data] widely
used in my experience, or it could be more
widely used. I mean by frontline practitioners.
Or given in a form that would—or in a way that
would support them professionally in terms of
their—in terms of their role. (Local authority
representative 03)

Even care home providers themselves could appear
distanced from the data collection process itself.

Given the emphasis many organisations placed on
collecting information on harm and other negative
outcomes, it was not surprising that a number of
stakeholders felt that such data were inevitably used to
apportion blame rather than promote learning:

the only real way that we [ the local authority]
measure the safety is around the adult
safeqguarding alert and the patient safety
incidences that are coming in. And that tends to
be a very punitive approach and I think because
of that, and because of fallout of any kind of
safeguarding alert that means a social worker’s
got to come in and it’s very much seen as like a
blame culture. (NHS England representative 01)

CQC representatives acknowledged that their key role in
ensuring resident safety did involve looking for evidence
that a home might be an outlier for safety and, in
some rare cases, using such information as a basis to
commence legal action.

Another commonly cited barrier to improvement
was the fact that care home safety data, including
safequarding data, were collected but not used
effectively. One local authority representative stated, ‘we
often hear a narrative that we’re drowning in data, not
always to best effect’ (Local authority representative 03)
and a care provider commented,

we’re focusing far too much ... on data collection
rather than data analysis and understanding what
action we need to take to prevent unsafe care.

So, we need to reframe it. (Care home provider
representative 02)

An NHS England stakeholder (02) highlighted how some
of the data asked for were not used to identify priorities
for policy development. One of the GP interviewees
confirmed this point:

we’re now supposed to ask, when you were in
hospital did they look after you properly? And
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when you came out, is there anything that they
said they would do that they’ve not done? ... so

we have a process for everybody who comes out
of hospital; I have a little questionnaire that I run
through ... but nobody checks on it... Absolutely
nothing. Absolutely nothing. (GP representative 01)

Another barrier to use was the perception of lower levels
of data analytic skills within the care home sector, but
also sometimes within external bodies. One care home
provider commented,

... people internal to the home or even people
looking at a home, and that can be from
governance roles or otherwise from CCGs (Clinical
Commissioning Groups), health boards or other,
they don’t get the data they’re necessarily look at,
they don’t pull out the correlations, it's something
that you have to spell out. (Care home provider
representative 03)

Although many of those interviewed agreed that
information on safeguarding was a key element of a
care home’s safety profile, there were mixed views on its
effectiveness in informing improvement across the older
adult care home sector. Some stakeholders felt that
mechanisms for collecting this type of data were not as
developed as in healthcare or children’s services. For some
organisations, such as the local authorities, Safeguarding
Adult Reviews (SAR), which take a multiagency approach
to reviews of serious harm or death, are important
sources of information on safety that drive improvement:

SARs is the key tool if you like to be able to shine

a light, lift—or if you want, lift a stone and look
underneath when something has gone seriously
wrong. A person’s been exposed to abuse and
harm, or there is the suspicion that they have.
And we’ve got also evidence that agencies didn’t
work effectively together. And so, it’s probably the
key method we’ve currently got about using that
to make system improvement. (Local authority
representative 03)

However, other stakeholders felt that the value of SARs
in driving improvement was limited because they were
too often conducted in an unsystematic manner, failed
to involve all the relevant agencies, or were inaccessible
or restricted in terms of access.

DISCUSSION

This study focused on the perspectives of strategic
stakeholders on care home safety data, their collection,
and use. The principal contribution of this article is that it
shifts attention from the measurement of safety within
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individual care homes to the strategic systems responsible
for collecting, interpreting, and using safety data across
the sector. Previous research has largely focused on
describing the data collected within care homes,
developing minimum datasets and digital technologies,
or understanding the perspectives of frontline care
staff, with less attention paid to how the organisations
responsible for regulation, commissioning, and oversight
conceptualise and use safety data (Burton et al., 2020;
Carroll et al. 2025; Hanratty et al., 2020; Burton et al.,
2022;Shenkin et al., 2022; Smith et al., 2024). Our findings
show how regulators, commissioners, NHS organisations,
and providers understand safety differently according
to their organisational responsibilities. These different
perspectives help explain why care homes experience
multiple overlapping data requests and why safety
information often supports accountability rather than
learning. By exploring the views of participants from a
range of organisations rather than a single stakeholder
group, this study identifies both convergence and
divergence in how safety data are conceptualised.
Stakeholders broadly agreed that safety data should
support learning and quality improvement. However, the
priorities of the organisations shaped which data were
seen as important and how they were subsequently
used. This helps explain persistent fragmentation in
care home safety measurement despite widespread
agreement about its importance.

Interviewees in the study described the considerable
range of safety and safety-related data being collected
from this sector, reflecting previous research findings
related to care home data more generally (Hanratty
et al., 2023; Shenkin et al., 2022). This broad scope
of safety assessment is consistent with international
literature, which demonstrates that care homes across
North America, Europe, Australia, and parts of Asia
are increasingly using a diverse range of indicators to
monitor safety, spanning both resident outcomes and
organisational processes (Rand et al., 2021). However,
our findings suggest that collecting safety information
alone does not ensure that it is effectively used for
learning and improvement.

Despite the broad scope of safety assessment in the
sector, there was still a tendency for stakeholders to
predominantly identify safety measurement with its
more negative outcomes, such as safety incidents and
harm. This traditional view of safety, sometimes referred
to as Safety I, has been criticised for its association with a
blame culture and for having a stigmatising impact that
can inhibit learning (Hollnagel, Wears, and Braithwaite,
2015). However, there was acknowledgement that such
data should go beyond information on harm and include
aspects of organisational culture, staff training and skills,
and proactive risk reduction activities, suggesting that, at
least at a strategic level, the monitoring and measuring
of older adult care home safety is moving towards a more

300

systems-based approach to safety assessment (Vincent,
Burnett, and Carthey, 2014). This potentially represents a
positive step towards a more balanced perspective that
assesses and learns from not just what goes wrong, but
also what has gone well, and the successful adaptations
made day-to-day to manage risk, sometimes referred to
as Safety II (Hollnagel, Wears, and Braithwaite, 2015).
Such measures might include information on staff
training and capability, medication reviews, resident
and family involvement in care planning, proactive risk
management activities, and examples of successful
adaptations made by staff to maintain resident safety.

A key concern about data collection in care
home settings is the potential burden it places on
an already pressured sector. This issue features in
both government policy (NHS England, 2016) and in
exercises to streamline data collection in care homes
(Burton et al., 2022; Carroll et al., 2025; Johnston et al.,
2020; Towers et al., 2023). This burden is not made any
lighter by the use of a variety of data collection tools
and slightly different and overlapping data requests
from different stakeholders. These challenges have
been more widely understood and acknowledged in
recent years, even if they remain, for now, unresolved
(Burton et al., 2022; Carroll et al., 2025; Johnston et al.,
2020; Towers et al., 2023).

Interviewees widely acknowledged that safety data
are not always effectively used for learning, either by
their organisations or by the care homes themselves.
Data tend to remain local or in ‘silos’, are not fed back
to care homes in an accessible way, and sometimes are
not used at all. A notable tension identified in this study
is that care home providers have a dual position. They
both produce safety data and are subject to scrutiny by
external organisations. While providers were expected
to collect and supply large volumes of safety-related
information, many interviewees felt that they received
little feedback or support in return. This dual role may
help explain concerns regarding reporting burden
and perceptions that data collection is more strongly
associated with accountability than organisational
learning. The siloed nature of data is supported by other
work that concludes that data collected in the care
home sector are poorly used, often because of a lack
of mechanisms for sharing (Burton et al., 2020; Darby
et al., 2017; Hanratty et al., 2020; Shenkin et al., 2022).
This wider work also acknowledges two other reasons
we found for a lack of use: a lack of skills and experience
in data analysis, and a lack of standardisation of data
collected.

The findings suggest that these patterns are not just
the result of technical issues in data systems. Instead,
they reflect a fragmented care system and the different
organisational functions that safety data serve across the
sector. For regulators, commissioners, and safeguarding
bodies, safety data are primarily used to identify risk,
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monitor performance, and provide assurance. For care
home providers, however, these data may be expected
to support service improvement and learning. This
creates a tension where information collected for
external accountability is not always perceived as useful
for local learning. The focus on harm-related measures
may reinforce this. Safety data may be associated with
identifying failures rather than supporting learning. In
this context, it is perhaps unsurprising that interviewees
frequently described one-way flows of information from
providers to external organisations, while examples of
collaborative learning were comparatively limited.

The findings of this study have implications for the
assessment of safety in care homes and its use in
supporting learning and improvement. Finding ways to
rationalise the amount of safety information requested by
external stakeholders is likely to be key. This will require
more joined-up reflection on what is collected and why,
as well as identifying where there may be opportunities
for both sharing these data and for reducing the number
of slightly different but overlapping items requested. The
need for data standardisation is clear from this work and
echoes calls made by those researching care home quality
more widely (Hanratty et al., 2020; Towers, 2022). This
rationalisation should also include efforts to balance the
collection of data focused on poor safety outcomes (Safety
I) with information that reflects positive safety practices
and successful risk management activities (Safety II),
such as staff capability, proactive risk reduction measures,
and resident involvement in care. Such measures may be
more likely to support staff engagement, organisational
learning, and continuous improvement.

The final implication for practice is about the capacity
of the sector to work with data and use them in a manner
that helps learning and improves practice. As part of a
wider issue around research capacity in adult social care,
other research has found that older adult care homes
and related bodies lack the capacity and resources to
carry out the analysis of data required to inform ongoing
learning (Darby et al., 2017; Hanratty et al., 2020; Smith
et al., 2024). Investing in building this capacity is vital
if data are to be meaningful to and used by care home
staff themselves to improve safety.

Digital technologies may help address some of the
challenges identified in this study, particularly by reducing
duplicate data collection, supporting data sharing across
organisations, and providing care homes with more
timely feedback on performance. However, technology
alone is unlikely to improve safety unless accompanied
by investment in analytic capacity and support for care
home staff to interpret and use data for learning and
improvement. Indeed, advances in the development of
digital data collection tend to identify more potential
safety indicators. It will be important to moderate this likely
increasing demand for data with reflections on how safety
data might best be used to inform quality improvement
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at the front line and provide assurance at the strategic
stakeholder level. Until as much focus is given to the use of
safety data as to their collection, their potential to inform
improvements in resident safety will not be maximised.

STRENGTHS AND LIMITATIONS

This study gathered views from a range of different
stakeholders to ensure representation from across the
multiple organisations that have a stake in collecting
these types of data. We were able to analyse data from
across interviewees to identify common themes. While
some commonly held perspectives were identified, this
was a small, focused study, and other experiences and
perspectives may be missing from our findings. The
views of other stakeholders, care home managers,
care staff, residents, and their families, on both what
safety means to them and the utility of the data they
are asked to collect, may be quite different from the
perspectives presented here. Gathering these views
will be important to establish the full picture of the
best place to intervene to ensure data drive learning.
Follow-up work from the study presented here aims to
address these omissions.

CONCLUSION

This study demonstrates that although extensive
safety data are collected across the English care home
sector, sector fragmentation means that these data
are more often used for accountability than for shared
learning and improvement. Stakeholders predominantly
identify safety measurement with its more negative
outcomes, such as safety incidents and harm, and safety
conceptualised in this way tends to drive blame and
stigmatisation rather than a culture of improvement.
Safety data remain siloed in requesting organisations
and tend not to be fed back in an accessible form for
use by care homes. Further progress on developing
assessment of safety in care homes to support learning
and improvement will require balanced data collection
that captures proactive steps to improve safety and
reduce risk as well as harm, a rationalisation of the
number of safety measures requested, increased sharing
across organisations, and ensuring care home staff have
the skills required to use safety intelligence to stimulate
safety improvement.

NOTE

1. In 2023, NHS Digital and NHS England merged into a single
organisation, making NHS England responsible for designing and
operating national data infrastructure and digital systems. In
2025 its responsibilities began a process of being transferred to
the Department of Health and Social Care.
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