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Foreword

Every nurse knows that patients have different needs from one another. They also 
know that the safety and quality of the care they give can make all the difference to 
patients and their families. Nurses draw on their knowledge and skills, but they also 
use experience, intuition and creativity to meet those needs. Whilst nurses need to 
believe in their own practice, they also need to know that they are delivering care 
competently in a way that matters most to those they care for. The effects of care 
need to be captured through measurement.

At a time when cases of poor quality care and lack of compassion have become 
the focus of media attention, now more than ever, nurses and their leaders need to 
advance the way they use measurement to best effect. Measuring the quality of care 
is central to providing an NHS that is more transparent, accountable and focused on 
improvement.

In practical terms, measurement can help to minimise the risk of a patient getting 
pressure ulcers or suffering a fall, it can help to reduce the chance of spreading 
healthcare associated infections, or help a patient to recover more quickly. 
Measurement can also help inform patients about their own progress, and provide the 
wider public with information about the impact of nursing care.

Whilst there has been considerable interest and some notable successes in 
systematically measuring the quality of care in the UK, further work is needed to 
consolidate and build on this. That is why I asked Peter Blythin to chair a Task 
and Finish group to consider how we measure the quality of nursing care in the 
NHS. This report supported the group’s work by setting out current knowledge and 
experience on nursing metrics and identifying the key issues in developing metrics for 
the future.

This report draws together information about a wide-range of UK initiatives and 
international developments in the measurement of nursing quality and describes:

•	 current knowledge and issues about use of nursing metrics

•	 types of nursing metrics that are currently being used in the English NHS

•	 national and international trends in measurement of nursing

•	 the feasibility of a national set of key indicators of high quality nursing

•	 design and implementation of an infrastructure that enables national consistency 
and benchmarking between organisations

Care quality metrics, if developed and used in the right way, have the potential 
to support and improve nursing in all areas of care delivered through the National 
Health Service in England. So that nurses, wherever they work, do not just believe 
in what they are doing, but can know that they have made a positive difference to 
the patients. This report is another important step in enabling this process.

Jane Cummings 
Chief Nursing Officer for England
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Summary

In April 2012 the Chief Nursing Officer Designate, Jane Cummings, requested 
the establishment of a Task and Finish Group to look at measuring the quality of 
nursing care in the National Health Service (NHS). To inform the work of the 
Group the National Nursing Research Unit (NNRU) at King’s College London 
was asked to undertake a rapid appraisal (June-July 2012) of the evidence to date 
on nursing measures. 

The overall purpose of the resulting High Quality Care Metrics for Nursing 
report is to bring together the evidence and theory in a useful way to inform 
recommendations that will be put forward by the Task and Finish Group. In 
particular it aims to: 

•	 Review current knowledge and issues in defining and using nursing metrics 
as part of a national architecture for measuring the quality of healthcare that 
enables: accountability, quality improvement and transparency (the three 
dimensions identified in the NHS Outcomes Framework).

•	 Build on the 2008 National Nursing Research Unit report State of the Art 
Metrics (Griffiths et al. 2008) to further identify the nursing metrics that are 
currently in operation, and explore any major trends, both nationally and 
internationally. 

The wider context of this work is a need to:

•	 Establish a (small) set of clearly defined key indicators of high quality nursing.

•	 Consider these alongside broader factors that underpin high quality healthcare.

•	 Align nursing metrics with ‘what matters most’ to patients in terms of their 
experiences.

•	 Demonstrate the broader contribution of nursing to high quality care.

•	 Design and implement an infrastructure that enables national consistency and 
benchmarking between organisations.

This report looks at UK initiatives and international developments in the 
measurement of nursing quality. Advances since our 2008 report include: more 
international healthcare systems using nursing metrics, the development of metrics 
for quality improvement and transparency in the UK, specialty-specific metrics 
(e.g. mental health nursing) and metrics in NHS accountability systems (e.g. 
clinical dashboards).
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Key findings of this report are that:  

•	 There are a number of widely recognised indicators of nursing care quality. 
These include:

·	 Healthcare associated infection

·	 Pressure ulcers

·	 Falls

·	 Drug administration errors

·	 Patient complaints

•	 It is unclear the extent to which all of these are sensitive to variation in nursing 
quality but they are plausible and, as such, widely supported.

•	 There are numerous contextual variables that impact upon the quality of 
nursing care which can be regarded as wider structural indicators. These 
include:

·	 Workforce e.g. staffing levels, skill mix, sickness absence

·	 Staff experiences e.g. perception of the practice environment

·	 Systems e.g. admissions, discharge, handover

•	 Many NHS trusts are measuring some or all of these indicators in a structured 
way at a local level, including the use of quality dashboards.

•	 There is considerable overlap between approaches to quality measurement but 
little standardisation of indicators. 

•	 As a result, many current systems of measurement do not permit benchmarking 
between organisations at the ward/unit level.

•	 There is some degree of standardisation around specific nursing quality 
indicators for patient safety, including measures for falls and pressure sores 
(the NHS Safety Thermometer, and through the North West Transparency 
project). 

•	 We do not have good risk adjustment for measures such as falls and pressure 
ulcers to ensure valid comparisons between organisations.

•	 Few if any UK systems appear to have the sophistication of the ‘state of the art’ 
represented by the United States and Canadian systems, although we have not 
been able to review them in depth here. 
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Lessons from international systems are that:

•	 Systems that collect patient level data can be risk adjusted, to ensure 
meaningful comparison across the system (i.e. benchmarking between matched 
comparators, or for specific specialties).

•	 Systems and infrastructure need to be put in place and tested to enable 
consistent definition, collection and interpretation of information. 

•	 Commitment and investment is needed to develop and secure the required 
infrastructure 

•	 It is essential to have sufficient resourcing including for example the right 
informatics systems, information technology and expertise in place.

•	 Professional learning networks specifically focusing on the contribution of 
nursing to achieving high quality care can support implementation.

Whilst there has been considerable interest and some notable successes in 
measuring nursing quality in the UK, further work is needed to:    

•	 Coordinate a consistent and standardised approach to the collection, analysis, 
and interpretation of a core minimum dataset.

•	 Identify a wider range of metrics and indicators that relate to effective and 
compassionate care, not just safety.

•	 Develop metrics and systems that reflect the wider structural factors that 
underpin nursing quality, such as staffing, skill mix and staff experiences and 
link to other care quality metrics such as patient experience. 

•	 Create or adapt local infrastructure (e.g. information systems and technologies) 
to minimise the burden of measurement on staff.

•	 Gain an informed understanding of what aspects of nursing quality are being 
measured by any new system, and what is not - or cannot - be measured (but is 
still important) and how this fits with the ‘whole picture’ of nursing quality.  

•	 Explore the potential for patient level data to be risk adjusted, to ensure 
meaningful comparison across the system (i.e. benchmarking between matched 
comparators, or for specific specialties).

•	 Develop and secure support from national and regional leads for a national 
system of measurement and reporting before rolling-out any future 
measurement initiative to healthcare provider organisations. 

•	 Support professional learning networks which focus on the contribution of 
nursing to achieving high quality care.
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1. Introduction

In April 2012 the Chief Nursing Officer Designate, Jane Cummings, requested 
the establishment of a Task and Finish Group1 to look at measuring the quality 
of nursing care in the National Health System (NHS). There is increasing need 
for the nursing profession to demonstrate its considerable impact in an open, 
transparent and clearly understood way.

The Task and Finish Group, chaired by Peter Blythin, Director of Nursing, 
National Quality Team, and with Project leadership from Michelle Mello, 
National Lead Energise for Excellence, had a twelve week reporting time, with 
a final report due by the end of July 2012. The group agreed underpinning 
principles were that measures need to be relevant, clear and build on what is 
already there (notably, Energise for Excellence and the NHS Change Model). 
The Group also felt strongly that measures need to focus on values and outcomes 
that are important to patients, carers and their families and that staff engagement 
is essential. 

To inform the work of the Group the National Nursing Research Unit (NNRU) at 
King’s College London were asked to undertake an appraisal of the evidence to date 
on nursing measures. The overall purpose of High Quality Care Metrics for Nursing is 
to bring together the evidence and issues in a useful way to inform recommendations 
that will be put forward by the Task and Finish Group. This rapid appraisal of the 
literature was undertaken over a six week period in June-July 2012.

2. Aim

The aim of this report is to bring together the evidence and theory to inform 
recommendations that will be put forward by the Task and Finish Group on 
measuring nursing quality in the English National Health Service to provide a 
clear steer for national development of nursing measurement.  

In particular it aims to: 

•	 Review current knowledge and issues in defining and using nursing metrics 
as part of a national architecture for measuring the quality of healthcare that 
enables: accountability, quality improvement and transparency (the three 
dimensions identified in the NHS Outcomes Framework).

•	 Build on the 2008 National Nursing Research Unit report State of the Art 
Metrics (Griffiths et al. 2008) to further identify the nursing metrics that are 
currently in operation, and explore any major trends, both nationally and 
internationally.

1 Membership of the group is presented in the Appendix.
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3. What is needed
This section draws on other more generic work on measurement in healthcare and 
builds on the findings of State of the Art Metrics to outline what is needed. Figure 1 
brings these perspectives together in a broader conceptual framework.

Figure 1: Conceptual model
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3.1 Establish a set of clearly defined key indicators of high quality nursing 

The first driver is a need to generate evidence about the quality of nursing – first 
and foremost to assure standards are met and accountability structures are in 
place (Mooney 2009; Sunderland 2009). This requires well-defined indicators of 
nursing quality that are clear and can be consistently used to understand nursing 
quality. High Care Quality for All (DH 2008) offered a tripartite definition of 
quality - patient safety, patient experience and effectiveness of care. Measures 
could help to capture information on many aspects of quality, including: safety, 
effectiveness and patient experience (Blegen 2006, Foulkes 1987). Whilst 
in principle most nurses would agree they want to deliver safe, effective and 
compassionate care, it is harder to measure some aspects of quality than others 
(Bailey 2008).  

Nevertheless the arguments for developing a set of generic indicators for nursing 
quality are strong. Most focus for nursing metrics to date has been on developing 
nursing minimal datasets with defined outcome measures and indicators. The 
nursing datasets that have been developed and applied in some countries have 
many features in common, but there are differences in purpose, content, sampling, 
collection approach, and developmental stage as well (Goossen et al. 1988).

What can be measured broadly falls into three categories: process, structure, 
outcomes (Donabedian 1988). However the nature of relationship is dynamic. 
Some process measures are adopted simply because of ease of measurement 
without real consideration of their validated relationship with outcomes (Griffiths 
et al. 2008). 

Metrics that are most likely to be sensitive to differences in nursing input 
(e.g. healthcare associated infection, pressure ulcers, falls) are potentially good 
indicators of safety (Griffiths et al. 2008; Doran 2011) but risk adjustment to 
account for differences in underlying risk remains problematic. There are a 
number of associations between the failure to rescue indicators and presumed 
markers of quality, however it is not clear whether failure to rescue is a specifically 
nurse sensitive indicator and this requires further research (Jones et al. 2011).  

Staff experience is a further potential area for drawing evidence about nursing 
quality. Recent research on staff wellbeing has established a link between staff 
motivation, affect and wellbeing and patient experiences of care (Maben et 
al. 2012). Staffing and skill mix are known to be linked to patient outcomes in 
acute and community care (Bostick et al. 2006), but applying these generically 
could create perverse incentives. Actual staffing rate relative to planned staffing 
is a potentially useful indicator to include. However there are also limitations 
to applying measures to different services, settings and patient groups. The 
arguments centre on the issue that nursing cannot be meaningfully evaluated 
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without considering the healthcare contexts that it is embedded within. Even 
where consistent measures can be applied there can be limitations to comparability 
due to geographical and demographic variations across the healthcare system and 
between service settings (Raleigh and Foot 2010). Measures, especially measures of 
outcome, generally need to be risk adjusted to enable comparison across settings. 

Related to this issue is a question about the type of local improvement 
information that more specifically applies to different services, settings and patient 
groups. Extensive amounts of data are already collected in service setting. These 
can be used where possible, but there is a need to identify how data collection 
systems could be adapted to enable consistent data collection and increase 
indicator validity.

3.2 Consider key indicators of high quality nursing alongside broader factors that 
underpin high quality healthcare 

Key indicators of nursing quality alone will not provide the whole picture on 
nursing quality (Doran 2003). There also needs to be data about the factors that 
underpin quality, including for example:

•	 Staffing levels: supernumerary staff, bank/agency staff, staff/patient ratios

•	 Skill mix: staff experience/knowledge/skills & expertise 

•	 Sickness rates

•	 Vacancy rate/staff turnover 

•	 Appraisal/induction 

•	 Record of Continuous Professional Development/learning plan 

There is also a need for information that reflects the quality of the workplace 
and the systems, leadership, teamwork and professional development in place to 
sustain quality (Laschinger and Leiter 2006). Research suggests that what matters 
to staff (IPSOS MORI 2008) is having: the resources to deliver quality care for 
patients, manager and colleague support, a worthwhile job with the chance to 
develop, the opportunity to make improvements to the way the team works.

Key indicators of staff experience are:

•	 Staff satisfaction and wellbeing 

•	 Practice environment/perceived quality

•	 Perception of adequate staffing 

•	 Interprofessional relations

•	 Staff intention to leave
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3.3 Align nursing metrics with ‘what matters most’ to patients

Ensuring that people have a positive experience of care is a key domain of the 
Outcomes Framework and England led the world in commissioning a national 
survey of patients’ experiences in 2001. The national survey data is valuable for 
monitoring purposes because it is based on randomly selected, representative 
populations; the questions are standardised; and it is possible to compare hospitals 
and track trends over time (Robert et al. 2012). However, at ward and service 
level there is evidence that clinical teams and middle management make little use 
of national patient survey data to monitor service quality and drive local quality 
improvement (Robert & Cornwell 2012).

Recent recommendations to the Department of Health on what matters to 
patients (Robert and Cornwell 2012) were based on research that identified six 
generic factors that patients want from their care (see ‘What matters to patients?’ 
[Robert et al. 2012] in Figure 1 above). In 2012, the Department of Health, 
through its National Quality Board, subsequently adopted a modified version of 
the Picker Institute Principles of Patient-Centred Care framework to provide a 
common evidence-based list of what matters to patients that can be better used 
to direct efforts to improve services. For example, it can be used to help define 
what questions to ask patients in surveys and in real time feedback. Other current 
national developments include the development and testing of an NHS-wide 
single indicator of patient experience - the Net Promoter Score (NPS), more 
commonly known as ‘the friends and family test’. The standard Net Promoter 
question is ‘How likely is it that you would recommend our service to a friend or 
colleague?’ and respondents indicate this likelihood on a 10-point rating scale. 
Further work is being undertaken to validate the choice of wording and scales for 
collecting data across the NHS (Graham and MacCormick 2012).

Whilst there is substantial literature on the use of clinical indicators and 
nursing metrics, there is less evidence relating to indicators that reflect important 
aspects of the patient experience beyond the functional and transactional aspects 
of their care. Public and professional concerns about loss of compassion and 
expressions of caring (Montalvo 2007) (relational aspects of care) may not easily 
be addressed by measures that only focus on clinical processes and outcomes. It is 
therefore important to more closely link nursing quality measurement to patient 
experiences of care, including for example, patients’ experiences of: dignity, 
respect, information about treatment/medicines, comfort and cleanliness of ward 
environment, staff attitude and communication, involvement in decision-making 
and care planning (Bergh et al. 2011). In response to this need for better ways of 
capturing and understanding patient experiences of the relational aspects of their 
care, the ‘Patient Experience of Emotional Care in Hospital’ (PEECH) instrument 
was developed by Anne Williams and Linda Kristjanson (2009) in Australia using 



High quality care metrics for nursing

9

Grounded Theory methods. Recent validation of the PEECH instrument in the 
UK (Maben et al. 2012) suggests that it can help to build understanding of the 
more complex interpersonal aspects of quality including compassion, empathy and 
responsiveness to personal needs, alongside transactional and functional aspects of 
care that are captured in the existing national patient survey programme.

Similarly, research by McCance et al. (2012) using a nominal group technique 
with nursing staff working at all grades in two health and social care trusts in 
Northern Ireland (n=50) and a  regional consensus conference (n=80) identified 
eight top-ranked indicators as a core set for nursing and midwifery. The relevance 
and appropriateness of these indicators were confirmed with nurses and midwives 
working in a range of settings and from the perspective of service users. Whilst 
some of these indicators are addressed in the current National Patient Experience 
Survey, it does not always ask specifically about nursing and, as described elsewhere 
(Robert & Cornwell 2012), results cannot easily be attributed to the specific settings 
of nursing care delivery (e.g. wards or units) where the information was collected. 

3.4 Demonstrate the broader contribution of nursing to high quality care 

At the same time there is widespread recognition that nurses do not work in 
isolation and there is a need to generate transparent evidence of how nursing 
contributes to high quality care (Ham 2009) and health service performance 
(Aiken et al. 2012). The multitude of existing quality frameworks within the 
NHS makes it imperative to align nursing measurement with what is important, 
avoid duplication, and minimise the burden on staff. For example, The NHS 
Constitution provides an overall framework for NHS services based on pledges and 
rights; National Service Frameworks and strategies set clear quality requirements 
for care. NICE (National Institute for Health and Clinical Excellence) Guidance 
and Quality Standards set out markers of high-quality, cost-effective patient 
care, covering the treatment and prevention of different diseases and conditions. 
There are also governance and incentive frameworks such as Monitor’s Quality 
Governance Framework for NHS foundation trusts; the Quality Outcomes 
Framework (QOF) for all general practice surgeries in England; and the CQUIN 
(Commissioning for Quality and Innovation) payment framework which sets out 
different goals for providers in different regions. 

The NHS Outcomes Framework 2012/2013 has been designed as an overall 
framework for defining how the NHS will be accountable for outcomes. It sets 
out five domains, articulating the responsibilities of the NHS and 12 overarching 
indicators covering the broad aims of each domain. The five domains are:

•	 Domain 1: Preventing people from dying prematurely

•	 Domain 2: Enhancing quality of life for people with long-term conditions
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•	 Domain 3: Helping people to recover from episodes of ill health or following 
injury

•	 Domain 4: Ensuring that people have a positive experience of care

•	 Domain 5: Treating and caring for people in a safe environment and protecting 
them from avoidable harm

Nurses would expect to contribute to all five domains including public health and 
health promotion activities in domain 1; and significant aspects of care delivery to 
enhance and support quality of life and recovery in domains 2 and 3. Figure 2 as 
an example, illustrates how across these domains indicators of nursing quality can 
be directly related to: Domain 4: Ensuring that people have a positive experience 
of care, and Domain 5: Treating and caring for people in a safe environment and 
protecting them from avoidable harm. 

Figure 2: Alignment with the Outcomes Framework
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3.5 Design and implement infrastructure that enables national consistency 

The health service in England is increasingly being decentralised with local 
providers and commissioners having greater control over the types of services 
offered and the nature of that provision. This trend is exemplified through 
development of Foundation Trusts and ‘Any Willing Provider’, and the demise 
of the regional ‘Strategic Health Authorities’. This has increased the need for 
transparency and prompted greater regulation, which is delivered primarily by 
the Care Quality Commission. Aside from the needs outlined above, perhaps the 
bigger need is to establish the infrastructure required to enable collection (with 
minimum administrative burden to clinical staff), analysis (at different levels) and 
reporting (both downward and upward, in a timely fashion) in such a way that 
metrics can meet the three overarching goals of accountability, transparency and 
service improvement.  

The next section reviews recent international and UK progress in the 
development and use of nursing metrics.
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4. Developments in nursing metrics   

This review and our previous research on nursing metrics suggest that whilst the 
evidence base is wide ranging, work to develop metrics and systems for their use 
has been patchy. Most of the work undertaken has been in the acute sector. The 
existing evidence on nursing metrics can be categorised as follows:  

•	 International systems using nursing metrics 

•	 Metrics for quality improvement and transparency in the UK    

•	 Specialty-specific metrics (e.g. mental health nursing)

•	 Metrics in NHS accountability systems (e.g. clinical dashboards)

Each of these is discussed in turn below.

4.1 International systems using nursing metrics 

At the present time in the UK there is no centrally coordinated medical 
informatics endeavour which integrates measures of nursing quality with detail on 
individual patient outcomes and case mix adjustment or patient acuity. Work on 
nursing measures so far is dominated by indicators and research related to acute 
hospital care, primarily in North America. Internationally development of nursing 
minimum data sets (Gooseen et al. 1998), and systems such as the American 
Nurses Association National Database of Nursing Quality Indicators (NDNQI) 
and the Californian Nursing Outcomes Collaboration (CalNOC) offer promise for 
better integration of evidence at a systems level. Core issues that differentiate 
these systems from much of what has gone on in the UK are that they have clear 
protocols and specifications for data acquisition and reporting, and provide a 
suitable infrastructure for benchmarking.

The National Database of Nursing Quality Indicators is a national nursing 
database devised by the American Nurses Association (ANA) to provide quarterly 
and annual reporting of structure, process, and outcome indicators to evaluate 
nursing care at the unit level. NDNQI sets out nurse sensitive indicators for acute, 
paediatric, long-term care and psychiatric care settings. Indicators include: 

•	 Pressure ulcer prevalence

•	 Patient falls, Patient falls with injury 

•	 Nosocomial infections 

•	 Urinary catheter-associated urinary tract infection 

•	 Central line catheter associated blood stream infection 

•	 Ventilator-associated pneumonia 
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•	 Paediatric pain

•	 Paediatric peripheral intravenous infiltration rate 

•	 Assessment, Intervention, Reassessment (AIR) cycle 

•	 Psychiatric physical/sexual assault rate

•	 Restraint prevalence

•	 Nursing hours per patient day 

•	 RN education/certification

•	 RN satisfaction survey options 

•	 Skill mix: percent of total nursing hours 

•	 Voluntary nurse turnover

•	 Nurse vacancy rate

Information is collected at the unit level, enabling comparisons for quality 
improvement. NDNQI is risk stratified by unit type. This allows the potential 
to identify linkages between staffing and patient outcomes, nursing quality 
evaluation for improvements, and to inform Magnet Recognition Program (see 
Annex 1), and nurse retention and recruitment strategies. Linkages between nurse 
staffing levels and patient outcomes have already been demonstrated through the 
use of this database. Currently over 1100 facilities in the United States contribute 
to this database which can now be used to show the economic implications of 
various levels of nurse staffing.

The Californian Nursing Outcomes Collaboration (CALNOC) database 
development and repository project is the largest state-wide effort of its kind in 
the United States. It currently includes data on hospital nurse staffing, patient 
days, patient falls, pressure ulcer and restraint prevalence, registered nurse (RN) 
education, and patients’ perceptions of satisfaction with care. CALNOC was the 
first US registry dedicated to nursing sensitive measures at the unit level. Hundreds 
of US hospitals have joined CALNOC to monitor and benchmark performance in 
adult acute care, critical care, medical and surgical care, paediatrics, post acute care 
and rehabilitation, emergency care, and child & maternal care. 

•	 Structural measures are: Hours of nursing care per patient days, Skill mix, 
Percent contracted hours, Ratios, Voluntary turnover, RN characteristics 
(Education, Experience, and Years of Service), Unit rate of admissions, 
Discharges and transfers. 

•	 Process measures are: Falls (assessment/reporting), Hospital acquired pressure 
ulcers, Medication administration, Accuracy safe practices, and PICC line 
insertion practices. 
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•	 Outcome measures are: Hospital acquired pressure ulcer by stage, Fall rate and 
Injury fall rates, Restraint prevalence rate, Central line-associated blood stream 
infections in PICC lines, Medication administration accuracy, nurse safe 
practices, finding and error rates. 

In Canada, Toward a National Report Card for Nursing (see Annex 2) aims to 
create a shared vision and critical path for a national report card on nursing. The 
report card for nursing is envisioned as a selected minimum set of data on input, 
process and output indicators that can be collected nationally and benchmarked. 
A supporting synthesis of existing evidence identifies what is known about 
outcomes/performance monitoring initiatives in nursing, including specific 
indicators and reporting systems and what is known about the development, 
implementation and utilisation of nursing report cards. The synthesis shows that 
the majority of Nursing Minimum Data Sets (NMDS) focus on a core set of 
patient safety outcomes, such as pressure ulcers, falls, and nosocomial infections; 
while some take a broader perspective to include outcomes such as functional 
status, symptoms, and therapeutic self-care. Several NMDS have also included 
a work environment survey which enables an examination of the impact of work 
environment change on nurse and patient outcomes. 

The Health Outcomes for Better Information and Care project (HOBIC) is based 
in Ontario, Canada. It originated with the Nursing and Health Outcomes Project 
which was established in 1999 funded by the Ontario Ministry of Health and 
Long-Term Care. Through successive phases of the program, a set of nursing 
sensitive patient outcomes was identified. To date collection of the outcomes 
has been successfully implemented in over 187 institutions across four health 
sectors: acute care, complex continuing care, home care, and long-term care. 
HOBIC involves the collection of outcomes data by nurses at the time patients 
are admitted to healthcare services and at discharge, using reliable and valid 
measurement tools. HOBIC consists of a set of generic outcomes relevant for 
adult populations, including indicators for: Functional status, Symptoms, Safety 
(pressure ulcers, falls) and Therapeutic self-care. HOBIC is distinctly different 
from other nursing measurement systems currently in operation as it is designed to 
have two threads: 

(i)	a central repository for researchers to access anonymous data at any time and 

(ii)	‘live’ information which can be used by hospital nurses at the bedside to inform 
assessment, for example, of pain or skin integrity. 

An added benefit of this system is that nurses can cross-check admission and 
discharge information for specific patients to assess patient outcomes following an 
episode of care. The system can also be used by nurse managers to compare the 
performance of different clinical units.
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The Canadian Health Outcomes for Better Information and Care (C-HOBIC) 
project implemented the collection of standardised patient outcome data related 
to nursing care in Saskatchewan and Manitoba. C-HOBIC builds on the 
Ontario HOBIC (Health Outcomes for Better Information and Care) program to 
standardise the language concepts used by HOBIC; capture patient outcome data 
related to nursing care across four sectors of the health system; and store the data 
in relevant, secure format. C-HOBIC uses the four indicators areas developed 
in the HOBIC programme with the addition of ‘patient satisfaction with nursing 
care’. In addition to providing real-time information to nurses about how patients 
are benefiting from care, the collection of nursing-related outcomes can provide 
valuable information to providers in understanding their organisation’s performance 
related to outcomes including how well they are preparing patients for discharge.

4.2 Metrics for quality improvement and transparency in the UK 

In recent years measurement of nursing quality in the UK has seen gradual 
progress with some standardisation around the measures that now appear in The 
NHS Safety Thermometer. The Safety Thermometer aims for ‘harm free care’ and 
specifically focuses on measurement of pressure ulcers, VTE prevention, falls, 
catheters and UTI (see Annex 1). A clear strength of the Safety Thermometer is 
the linkage to some level of individual patient data, which gives the potential for 
stratification and risk adjustment as well as improved benchmarking across care 
settings. However, the analytical work required to establish this link is lacking. For 
organisations using the Safety Thermometer, reporting remains, on the whole, at 
an organisation level, not the care delivery unit (ward). The challenge is to be able 
to ‘drill down’ into the data to demonstrate variation or change in quality in the 
short term at a local level.  

Less is known about the use of nursing quality indicators when they are directly 
linked to quality improvement initiatives - such as the measures developed in the 
North West Transparency Project (NWTP) to reduce falls and pressure ulcers (see 
Annex 1) - although it appears there has been steady uptake of such initiatives 
across NHS providers as part of the Energise for Excellence framework. In the 
NWTP (involving eight NHS Acute Trusts) measures for falls are linked to National 
Patient Safety Agency guidance (moderate, severe, death) and measures of pressure 
ulcers are linked to European Pressure Ulcers Grading Scale (stages 2, 3 and 4). 
Reporting of either of these harms triggers an investigation into the level of nursing 
care that was delivered in the unit/ward concerned. These draw on risk assessment 
methods and root cause analysis to assess how improvements to care could be made, 
and patient and staff experience data are reviewed alongside. Reported benefits are: 
standardisation of the metrics enable comparison between Trusts and change to 
be monitored over time, service improvements to avoid risk of harm, and increased 
transparency and accountability (the results are available through websites). 
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Energise for Excellence (E4E) also identifies measurement as an essential tool 
in the process of change and helps to engage nurses in measurement activities 
(detail in Annex 1). Such initiatives help to call nurses to action, and help staff to 
see the value of measurement to inform practice development. Through focused 
initiatives, measurement can also help to target areas where nurses can make 
significant differences to quality of care or patient outcomes – for example High 
Impact Actions for Nursing and Midwifery (see Annex 1) seeks to improve nursing 
care in eight specific areas by spreading learning and good practice.

A further area of rapid development has been the measurement of nursing 
activity and time. This is a particular focus of the NHS Innovation and 
Improvement Productive Series, which includes The Productive Ward: Releasing 
Time to CareTM and Productive Community Services: Releasing Time to CareTM 
(see Annex 1). Initiatives that aim to drive up quality and improve productivity 
correspond with wider needs in health systems to achieve greater efficiency and 
lower costs. In this context, measurement of staffing (e.g. numbers of qualified 
nurses/healthcare assistants, patient/nurse ratios) and what nurses do (e.g. skill 
mix, activities) are likely to become more important dimensions of nursing quality 
management (Van den Heede et al. 2007; Reese 2010).

A common challenge associated with quality improvement initiatives is how to 
show quantifiable evidence of improvements that have been made (NHS Institute 
& NNRU 2010). Demonstrating impact is important for illustrating return on 
investment and encouraging support for continued implementation and future 
uptake of initiatives. Often organisations have not collected sufficient comparable 
‘pre’ implementation information in order to make an assessment about impact. 
It can be difficult or burdensome to collect data alongside implementing an 
initiative; and staff (and patients) may feel it is detracting staff attention away from 
patient care. Having consistent benchmarks for nursing quality in place may help 
to avoid some of the problems of showing impact of specific quality improvement 
initiatives (Brown et al. 2010). 

All of these initiatives have much in common but do not have a common data 
standard. Often these metrics are collected and collated outside other activities 
and do not benefit from NHS Trust data warehousing initiatives.

4.3 Specialty-specific metrics 

Advances in measurement have also been driven from within specialties of nursing 
practice. For example the Learning Disability Health Equalities Framework, 
developed by the UK Learning Disability Consultant Nurse Network, has 
generated an initial indicator set (aligned with the Outcomes Framework) based 
around five determinants of health inequalities in learning disabilities, including: 
exposure to social determinants of poorer health, physical and mental health 
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problems associated with specific conditions, personal health behaviour and 
communication difficulties (see Annex 1 for full descriptions). Each determinant 
is broken down into five sets of indicators of impact with a scale ranging from ‘no 
impact’ through to ‘major impact’. Work is currently underway to further develop 
the validity, reliability and sensitivity of the Framework and to scope its potential 
in a range of settings and with a range of stakeholders.

In community nursing, Solihull Community Health Services Indicators (Annex 
1) are a well-defined set of indicators for assessing community health services. 
The Indicators cover nine areas: 1. Infection control and environment, 2. Privacy 
and dignity and professionalism, 3. Communication, 4. Core nursing assessments 
for patients in care, 5. Tissue viability, 6. Continence, 7. End of life indicators, 8. 
Diabetes indicator, and 9. IV Therapy indicators.

Mental Health Nurse Sensitive Metrics, being developed by the Mental Health 
and Learning Disability Nurse Directors’ and Leads’ (MHLDND) focus on in-
patients at present but the ambition is to develop care metrics for the majority of 
care provided outside of hospital. The aim is to minimise administrative burden 
associated with collection of data by using existing patient information systems 
to draw data and to focus on positive actions such as reductions in the use of 
restraints, harm from falls, medication and administration recording errors (see 
detail of specific indicators in Annex 1).

Work internationally on other specialty-specific metrics for nursing includes: 

•	 military hospital care (Patrician et al. 2010) 

•	 children’s hospital care (Curley and Hickey 2006) 

•	 paediatric cardiovascular intensive care (Braudis et al. 2010) 

•	 supportive neonatal intensive care (Coughlin et al. 2009)

•	 adult vascular surgery (Holt et al. 2010)

•	 ambulatory chemotherapy (Griffiths et al. 2011)

•	 long-term care settings (Doran et al 2006)

•	 nursing home care (Leibovici 2008)

•	 school nursing (Fahrenkrug 2003).

4.4 Metrics in NHS accountability systems

Advances in nursing quality measurement have been made at an organisational level 
to put in place accountability systems that enable Directors of Nursing to report 
to Boards and feedback to teams about performance and areas for improvement 
(Donaldson et al. 2005). Some approaches draw on a balanced scorecard approach 
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or an analytic hierarchy process (e.g. using a driver diagram) to link standards or 
objectives to measurement at organisation or department level (Chu et al. 2009). 
Nurse managers can use clinical quality indicators recorded during the care process 
to flag up areas for further investigation, such as high infection rates in specific 
wards, or to monitor the effectiveness of interventions (Casey et al. 2006). For 
example, using nursing quality indicators developed in the North West of England 
(see Annex 2). The nursing care indicators are designed to cover highest areas of 
risk: Patient observations, Pain management, Falls assessment, Tissue viability, 
Nutritional assessment, Continence assessment, Medication administration, 
Infection prevention and Control. Concurrently patient experience indicators aim 
to explore the patient’s perspective of many of the above elements of care and in 
addition such issues as privacy and dignity and communication. Patient feedback 
is collected from general ward areas; asking a minimum of 15 patients ten questions 
based on the Care Quality Commission’s Inpatient Survey. 

Indicators and metrics included in Imperial College Healthcare NHS Trust 
Quality Improvement Framework (Gage et al. 2012) are: 1) Nurse sensitive 
outcome indicators: care bundle compliance (falls prevention, pressure ulcer 
prevention, food and nutrition, pain and failure to rescue), incidence and 
prevalence data relating to falls, pressure ulcers and catheter-acquired urinary 
tract infections. 2) Infection prevention and control: hand hygiene compliance, 
invasive devices care bundle compliance, cleaning scores, incidence data for trust 
acquired MRSA and C. Diff cases, MRSA screening rates. 3) Workforce: band 
and agency usage, sickness, vacancy and appraisal rates. 4) Patient experience: 
Commissioning for Quality and Innovation scores, complaints.

Another example of a hospital that has clearly set out an organisational strategy 
for nursing performance measurement is Noble’s Hospital Nursing/Midwifery 
Metrics in the Isle of Man (detail in Annex 2). These Nursing and Midwifery 
Metrics which have been developed seek to enquire about the following three 
domains: patient safety and governance; the patient experience; and, the 
nursing/midwifery infrastructure underpinning the delivery of patient care. In 
order to do this, the metrics measure indicators such as: the presence of relevant 
risk assessments; identification and monitoring of risks to patients (including 
failure to rescue); patients knowing the names of the nursing and/or midwifery 
staff delivering care; patients feeling comfortable and safe in hospital; patients 
being able to access food and beverages; nursing/midwifery staffing; staff 
professionalism; and, staff performance monitoring.

In England, work is currently underway by the Department of Health to 
develop Quality Dashboards suitable for the whole of NHS England (see Annex 1). 
The intention is to enable information to be gained at: regional, local and provider 
levels with a focus on facilitating harm free care and quality improvement. 
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Dashboards are intended to collate near real time information that can support 
clinical teams to make a decision. The dashboard proposes to feature a range of 
information about hospital trusts, including the number of registered nurses they 
have per bed. It will also include a doctor-to-bed ratio, staff and patient survey 
results and more traditional measures such as data on healthcare-associated 
infections and mortality ratios. 

A key message which emerged from a Royal College of Nursing summit on clinical 
dashboards (RCN 2011) was that the choice of indicators used to measure quality 
of care is vital and should be based on what is important to the healthcare service 
user/patient and nursing team. Otherwise there is a risk that dashboards could 
be used to measure what is convenient, rather than what is necessary. Delegates 
described the negative effect of data gathering when information systems are 
crude and where the information environment needs to be streamlined. 

Valerie Iles suggests than an ‘ability to compare performance has led to an 
increased desire to do so’ and while she suggests there have unquestionably been 
gains with audit ‘a valuable tool that is deservedly here to stay’ she also suggests 
there have been losses – ‘largely arising from the fact that we only measure the 
measurable’. Collecting data only about things it is possible to turn into data, 
means that important aspects of professional decision making are ignored (Iles 
2011). Other commentators have noted that in a performance driven health care 
system it is essential that performance is not determined almost exclusively by 
‘quantitative statistical expression’ (Feinstein 2001) and that judgements about 
quality of care will require more sensitive and finely attuned indicators that reflect 
the appropriate ‘milieu’ of care (Pryor 2000).

In the Nursing & Midwifery Dashboard for Wales (Annex 1) data recorded to 
the clinical dashboard is uploaded to a web-based hub for all of Wales. Reporting 
parameters allow organisations to compare organisation against organisation, 
or against the national picture. Defined nursing indicators of care are being 
developed and implemented across the NHS in Wales. These indicators aim 
to allow the monitoring of the quality of care being delivered in the NHS in 
Wales and enable comparisons between NHS healthcare providers. An indicator 
specification form is used to set out clear strategic and operational rationale for 
the choice of indicators. This includes detailed information for each indicator 
including: known standards, reporting format, interpretation, calculation, data 
source, information governance, implementation, maintenance and review. There 
is still a need to risk adjust data to ensure proper comparisons between units/
organisations.

In the near future information collected by wards/units through Intentional 
Nurse Rounding, developed in the United States (see Annex 2) and planned for 
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implementation across NHS hospitals, could become a routine data collection 
system for wards/units to measure, assess and improve nursing quality. Making 
sure these routines have care quality at their heart is a greater challenge and the 
risk of ‘gaming’ or for Intentional Nurse Rounding to become a tick box exercise 
rather than a vehicle for high quality care delivery is ever present. 
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5. Principles for success 

Based on the needs and the evidence base previously outlined, the five 
principles for designing a national architecture for measuring quality proposed 
by Robert & Cornwell (2012) have been adapted to guide the development and 
implementation of indicators of nursing quality. The principles are that any system 
of national indicators for measuring nursing quality in the NHS must be:

•	 Fit for purpose (transparency, accountability, improvement)

•	 Aligned with clinical outcomes and initiatives

•	 Evidence-based

•	 Clear, consistent and collectable (drawn from data that is routinely collected)

•	 Embedded in quality standards

Each of the five principles is now discussed below with links to their importance 
and relevance in the contemporary NHS illustrated by Figure 2.

5.1 Fit for purpose (transparency, accountability, improvement)  

In the UK context, increasing transparency is about the publication of accurate 
information to inform the public and support patient choice. Nursing metrics need 
to clearly set out a minimum standard for what service users can expect – such as 
‘harm free care’. Transparency is a useful mechanism for driving up accountability 
but it needs to be carefully aligned with guidance to support healthcare 
professionals to understand and meet defined standards and provide clear direction 
for how to improve any areas of underperformance (Exworthy et al. 2009).  

Now more than ever, nursing metrics are needed to show how nurses contribute 
to the overall architecture for healthcare quality in the NHS. Firstly to provide an 
accountability mechanism: to show whether targets and standards have been met 
and identify areas of underperformance. Performance measures specifically for 
nursing have the potential to coordinate local efforts with system-wide goals.

There is a need to inform local quality improvement: to create a culture of 
outcome measurement and a stronger focus on tacking health inequalities. 
Evidence to inform quality improvement work needs to directly relate to the 
processes, structures, and resulting outcomes of nursing in a particular healthcare 
context. This requires nursing measures that, as far as possible, provide staff with 
the evidence that underlies high quality care (Doran and Pringle 2011). 

5.2 Align with clinical outcomes and quality initiatives

To be useful, nursing measurement needs to align with information that is collated 
at the local level. For example, real time feedback patient experience systems – 
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such as Quality Dashboards (see Annex 1) - can provide rich sources of data about 
unit/team level activity. However, this information may not be comparable with 
other units within an organisation because they serve different patient populations, 
have different targets, staffing configurations and so on.  

To inform quality improvement work, clinical teams are likely to define a wider 
range of specific assessment measures or select quality indicators that are useful 
to them and target priority areas. These may not be the same as teams working 
elsewhere or how individuals make assessments about their own practice. The 
challenge in this situation is to translate information to support the spread of 
innovation and learning between organisations and regions.

The five overall domains of the Outcomes Framework provide a structure that 
can ensure nursing quality is aligned with the most important clinical outcomes 
(preventing people from dying prematurely, enhancing quality of life for people 
with long-term conditions, helping people to recover from episodes of ill health or 
following injury, ensuring that people have a positive experience of care, treating and 
caring for people in a safe environment and protecting them from avoidable harm).

5.3 Evidence-based

Any overarching nursing indicators should be evidence-based and technically 
sound according to the established concept of evidence-based practice. If the 
measures are measuring aspects of nursing that are not accurate or valid, then 
effort and resource will be wasted. As well as helping to ensure that nursing 
measures align with accepted standards and frameworks for healthcare quality, if 
they are evidence-based they are more likely to achieve credibility and acceptance 
from professionals and patients.

5.4 Clear, consistent and collectable (drawn from data that is routinely collected)

Although there is good reason to support measures whereby nursing can 
demonstrate accountability from the point of care to the board room, there 
can be huge implications for staff responsibilities for quality measurement and 
assurance. Key issues are the simplicity and usability of any measurement system 
itself, usefulness to end-users (e.g. practice teams), and staff understanding of the 
purpose and benefits of measurement. 

It is imperative that measurement should not cause unacceptable burden or 
unforeseen interaction effects. In some cases nursing measures could lead to 
unhelpful internal conflict or unhealthy competition within the system. For 
example, in some cases implementation of new measures can lead to increased 
financial pressure, target fatigue, staffing problems, or disinvestment in services 
that fail to achieve high performance outcomes (Kosel et al. 2007). For these 
reasons, successful implementation of any new measurement framework or 



High quality care metrics for nursing

23

initiative should consider issues highlighted in The Nursing Roadmap for Quality 
(2010) and draw upon expertise in change management such as the NHS Change 
Model (see Annex 1).  

Often the infrastructure and information technology around measurement 
systems is sophisticated and problems can arise with organisations having to 
un-do some existing systems or to integrate different measurement systems. 
Implementing specific initiatives takes time, resources and commitment. It is 
essential that measures are meaningful and enable progress to be made. This 
requires measures that are understood and supported by nursing staff, valid in the 
settings they were intended for, and applied in a consistent way. 

There can be subtle variations in apparently consistent measurement processes 
that undermine the validity of the measures. In some cases quality measurement can 
lead to incomplete returns, falsification or gaming (Bevan and Hood 2006). Process 
measures are particularly susceptible to gaming because of problems defining what 
is being measured and to what extent a process has been completed successfully 
(Griffiths et al. 2008). This means it is important to set out clear definitions of what 
is being measured, establish scales, and reporting frameworks/systems. 

Measurement of quality also needs to be supported by mechanisms for exception 
reporting (such as the precedent of the Quality Outcomes Framework in general 
practice). This helps to account for situations where measures cannot be applied, 
sufficient data is not retrievable, or has not been returned. Without exemption 
measures, the completeness of data collection cannot be known or ensured.

5.5 Embedded in quality standards

Evidence abounds of public and professional concerns that nursing care quality is 
variable and sometimes poor. Nursing metrics should therefore be embedded in 
quality standards to assure professional and service accountability. They also have 
the potential to provide useful measures of quality for regulatory bodies such as the 
Care Quality Commission, to assess compliance with national quality standards. 

In the UK, moves to integrate health and social care services means that 
increasingly it will be important to perceive and monitor quality across 
organisational boundaries and along patient care pathways as well as managing the 
performance of individual organisations. Measures of nursing quality need to be 
responsive to these changes. 
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6. Conclusions

The publication of the NHS Outcomes Framework marked a determination 
to have more explicit measures of the outcome and quality of NHS services. 
It represents a growing move towards using nationally-led measurement and 
reporting of data to enable greater service-wide transparency, accountability and 
quality improvement. At the same time policy makers, commissioners, regulators, 
healthcare staff and the public all feel it is important to measure quality in nursing 
and to assure nursing consistently contributes to high quality care for all patients.  

Identifying key indicators that are sensitive to nursing inputs is useful for making 
explicit what quality means and setting standards across nursing. Thus the drive 
and interest in developing and using nursing metrics in the United Kingdom 
and internationally has continued at pace since the publication of State of the Art 
Metrics in 2008.     

The last four years have seen a proliferation of quality initiatives within England 
that make use of nursing metrics. There is now much more local data collection 
within the NHS and use of quality dashboards, and the sophistication of local 
systems has improved to support local accountability and performance monitoring. 
There is some degree of standardisation around specific nursing inputs for patient 
safety, including the NHS Safety Thermometer, and through the North West 
Transparency project. 

However, data specifications for outcomes especially are underdeveloped and 
are not ‘on a par’ with the state of the art internationally. Given that models 
such as NDNQI, CALNOC and C-HOBIC exist this might be the place to 
start as a template for any further standardisation. This opens up the possibility 
of international benchmarking if we use definitions and specifications for 
measurement that are compatible. 

Lessons from international systems are that:

•	 Systems that aim to collect patient level data can be risk adjusted, to ensure 
meaningful comparison across the system (i.e. benchmarking between matched 
comparators, or for specific specialties).

•	 Systems and infrastructure need to be put in place and tested to enable 
consistent definition, collection and interpretation of information. 

•	 Commitment and investment is needed to develop and secure infrastructure 
from national and regional leads before rolling-out to healthcare provider 
organisations. 

•	 It is essential to have the right informatics systems, information technology and 
expertise in place.
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•	 Professional learning networks specifically focusing on the contribution of 
nursing to achieving high quality care can support implementation.

Whilst there has been considerable interest and some notable successes in 
measuring nursing quality in the UK, further work is need to:    

•	 Map specific initiatives and the use of associated measures (e.g. use of clinical 
dashboards and metrics). 

•	 Coordinate a consistent and standardised approach to the collection, analysis, 
and interpretation of data and supporting information.

•	 Identify a wider range of metrics and indicators that relate to effective and 
compassionate care, not just safety.

•	 Develop metrics that reflect the factors that reflect the wider structural factors 
that underpin nursing quality, such as staffing, skill mix and staff experiences 
and link to other care quality metrics such as patient experience. 

•	 Create or adapt local infrastructure (e.g. information systems and technologies) 
to minimise the burden of measurement on staff. 

•	 Gain an informed understanding of what aspects of nursing quality are being 
measured by any new system, and what is not - or cannot - be measured (but is 
still important) and how this fits with the ‘whole picture’ of nursing quality. 

•	 Explore the potential for patient level data to be risk adjusted, to ensure 
meaningful comparison across the system (i.e. benchmarking between matched 
comparators, or for specific specialties).

•	 Develop and secure support from national and regional leads for a national 
system of measurement and reporting before rolling-out any future 
measurement initiative to healthcare provider organisations. 

•	 Secure sufficient resourcing for a national system including for example the 
right informatics systems, information technology and expertise in place.

•	 Support professional learning networks specifically focusing on the 
contribution of nursing to achieving high quality care can support 
implementation.
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 r
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 p
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at
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- r
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 c
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 p
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at
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 c
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at
io

ns
, P

ai
n 

m
an

ag
em

en
t,

 F
al

ls
 

as
se

ss
m

en
t,

 T
is

su
e 

Vi
ab

ili
ty

, N
ut

ri
tio

na
l 

as
se

ss
m

en
t,

 C
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at
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. 
•	

C
on

cu
rr

en
tly

 p
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f c
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 b
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 p
ro

je
ct

 a
sk

ed
 fr

on
tli

ne
 

st
aff

 to
 s

ub
m

it 
ex

am
pl

es
 o

f h
ig

h 
qu

al
ity

 a
nd

 c
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at
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l C
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 p
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 d
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l c
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e 

pr
oj

ec
t i

de
nt

ifi
ed

.
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ov
em
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 c
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 d
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 c
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 c
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 c
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e:

 S
ki

n 
da

m
ag
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, m
ea

su
re

s 
re

la
te

d 
to

 p
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 p
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 d
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.
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t m
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e 
en

vi
ro

nm
en

ta
l, 

or
ga

ni
sa

tio
na

l a
nd

 jo
b 

fa
ct

or
s,

 a
nd

 
in

di
vi

du
al

 c
ha

ra
ct

er
is

tic
s 

w
hi

ch
 

in
flu

en
ce

 b
eh

av
io

ur
 a

t w
or

k.

O
rg

an
is

at
io

ns
 o

r 
te

am
s 

ca
n 

us
e 

th
e 

gu
id

an
ce

 to
 u

nd
er

st
an

d 
w

hy
 

he
al

th
ca

re
 s

ta
ff 

m
ak

e 
er

ro
rs

 
an

d 
in

 p
ar

tic
ul

ar
, w

hi
ch

 ‘s
ys

te
m

s 
fa

ct
or

s’
 th

re
at

en
 p

at
ie

nt
 s

af
et

y.
 

Th
e 

gu
id

an
ce

 c
an

 h
el

p 
to

 im
pr

ov
e 

th
e 

sa
fe

ty
 c
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at
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 o
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 p
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.
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at
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 m
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 c
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 b
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 b
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t p
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en
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 c
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t p
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 o
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 p
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t c
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 c
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 c
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st

em
) 

in
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er
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an
d 

w
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pe
ct

 a
nd
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, i
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ol
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en
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n 

ca
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 d
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f c
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 c
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m
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ep
in

g
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ng
 c
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e 
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ca
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ov
er
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ig
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 c

on
ce
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ea
te
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 r
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k:

 P
at

ie
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 o
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tio
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an
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em
en

t,
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al
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ss

es
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en
t,

 
Ti
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ue
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ut
ri

tio
n 
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se

ss
m

en
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C

on
tin

en
ce

 a
ss

es
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en
t,
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ed

ic
at

io
n 
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m

in
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at
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n,
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ct
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n 
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ev
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d 
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.
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r 
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 F
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 c
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ng
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e 
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f 
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n 
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s 
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D
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op
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 p

at
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m
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 c
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t c
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w
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 p
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.
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 p
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 p
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.
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 b
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d 
th

e 
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iti
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m
m

e.

Th
e 

N
H

S 
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tie
nt

 F
ee
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k 
C

ha
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 d
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d 
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a 
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d 
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r 
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e 

N
H

S 
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hi
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 d
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s 
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r 
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S 
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f p
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H
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tio
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 c
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m
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 c
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e 
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pr
oa
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es

 to
 s

pr
ea
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an
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en
t p
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 p
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f p
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 p
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 b

ee
n 

id
en

tifi
ed

 th
ro

ug
h 

th
e 

ap
pl

ic
at

io
n 

pr
oc

es
s.

•	
Ty

pe
s 

of
 e

vi
de

nc
e 

of
 im

pa
ct

 w
ill

 in
cl

ud
e:

 
Sp

re
ad

 a
nd

 a
do

pt
io

n 
of

 p
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at
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l c
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 d
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, D
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 p

at
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t c
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m
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ar
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 s
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 if
 th
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d 
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n 

m
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 p
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 o
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e 

gr
ou

p 
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 r
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 p
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s 
w
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be
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e 
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Li
ve

rp
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l H
ea

rt
 a

nd
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st

 H
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ta

l 
w

er
e 
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e 

of
 th

e 
8 
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lo

t s
ite

s 
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r 
th

e 
pr
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ol
lo

w
in

g 
th

e 
in

iti
al

 p
ilo

t 
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ri
ng

 N
ov

em
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r 
an

d 
D

ec
em

be
r 

20
11

, a
 d

efi
ne

d 
st

an
da

rd
 a

nd
 

ap
pr

oa
ch

 to
 th

e 
tr

an
sp

ar
en

cy
 w

as
 

ag
re

ed
. A

 n
ar

ra
tiv

e 
te

m
pl

at
e 

is
 

av
ai

la
bl

e 
fo

r 
or

ga
ni

sa
tio

ns
 to

 m
ak

e 
in

fo
rm

at
io

n 
on

 fa
lls

 a
nd

 p
re

ss
ur

e 
ul

ce
rs

 a
va

ila
bl

e 
to

 th
e 

pu
bl

ic
.

•	
M

ea
su

re
s 

fo
r 

fa
lls

 li
nk

ed
 to

 N
at

io
na

l 
Pa

tie
nt

 S
af

et
y 

A
ge

nc
y 

gu
id

an
ce

 
(m

od
er

at
e,

 s
ev

er
e,

 d
ea

th
).

•	
M

ea
su

re
s 

of
 p

re
ss

ur
e 

ul
ce

rs
 li

nk
ed

 
to

 E
ur

op
ea

n 
Pr

es
su

re
 U

lc
er

s 
G

ra
di

ng
 

Sc
al

e 
(s

ta
ge

s 
2,

 3
 a

nd
 4

).
 

•	
M

in
i i

nv
es

tig
at

io
ns

 a
re

 p
ro

m
pt

ed
 b

y 
re

po
rt

in
g 

of
 in

ci
de

nt
s.

 T
he

se
 d

ra
w

 
on

 r
is

k 
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se
ss

m
en

t m
et
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 a
nd
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ut
e 
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e 
an
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es
s 
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w
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 c
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at
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n 
Sy
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R
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 N

H
S 
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t

A
 p
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an
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an
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t s
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m
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ar
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 d
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d 
st
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w
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d 
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t 
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f c
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tio
n 
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s 
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d 
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 p

at
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s 
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d 
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ar
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e 
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e 
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m
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di
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m

m
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di
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n 
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 b
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n 
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ve
lo
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H

S 
Fo
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n 
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us
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t 
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d 

A
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A
A
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t d
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rs
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 p
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e 
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ri
ng
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 c
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de
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er

ed
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 w
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d 
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s 
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m

an
ce
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m
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t f
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m
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k 
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ed
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 th
e 
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t’s
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le

an
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er
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na
l 
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 to
 s

er
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ce
 d

el
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er
y 
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d 
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m
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m
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f C
ar
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an
da
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k 
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 d
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ne
d 
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, c
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D
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 c
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 c
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 d
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 a

nd
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 c
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ca

re
 a

re
 b

ei
ng

 d
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 c
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 c
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 p
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 c

le
ar

 s
tr

at
eg

ic
 a

nd
 

op
er

at
io

na
l r

at
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 d
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 c
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 C
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n 
of

 th
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C
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m
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m
m

e 
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 c
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m
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ity
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ea
lth
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at
io
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 d
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st
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r 

m
on
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 r
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ou
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es
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y 
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ri
ng
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 c
lin

ic
al

 s
ta

ff 
tim

e 
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he

re
ve

r 
po

ss
ib

le
 d

ir
ec

te
d 

at
 

de
liv

er
in

g 
hi

gh
 q

ua
lit

y 
pa

tie
nt

 c
ar

e.
  

Th
e 

pr
og

ra
m

m
e 

ai
m

s 
to

 im
pr

ov
e 

qu
al

ity
, s

af
et

y 
an

d 
effi

ci
en

cy
 in

 li
ne

 
w

ith
 tr

us
t s

tr
at

eg
ie

s 
en

su
ri

ng
 th

at
 

th
ey

 li
nk

 w
ith

 k
ey

 o
rg

an
is

at
io

na
l 

ob
je

ct
iv

es
.

Pa
rt

 o
f t

he
 P

ro
du

ct
iv

e 
Se

ri
es

 
(a

lo
ng

si
de

 T
he

 P
ro

du
ct

iv
e 

W
ar

d:
 R

el
ea

si
ng

 T
im

e 
to

 C
ar

eTM
) 

de
ve

lo
pe

d 
by

 th
e 

N
H

S 
In

st
itu

te
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r 
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no

va
tio

n 
an

d 
Im

pr
ov

em
en

t.
 

M
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ul
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nd
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ol

 k
it 
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e 
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la
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e 
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 a
ll 

N
H

S 
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sa
tio
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pl

em
en

ta
tio

n 
ca

n 
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 s
up

po
rt

ed
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 c

lin
ic

al
 fa

ci
lit

at
io

n 
an

d 
su

pp
or

t 
off

er
ed

 b
y 

N
H

S 
In

st
itu

te
.

•	
M

ea
su

re
s 

in
cl

ud
e:

 P
at

ie
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 F
ac
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g 

Ti
m

e 
- R

eg
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te
re

d 
N

ur
se

, P
at

ie
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 F
ac

in
g 

Ti
m

e 
- H

ea
lth

ca
re

 a
ss

is
ta

nt
, P

at
ie
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sa
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io
n,

 S
ta

ff 
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fa

ct
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n,
 S

ho
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te

rm
 s

ic
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es
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 P
re
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ur

e 
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ce
rs
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ra

de
 

2 
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 a
bo

ve
; D

ev
el

op
ed

, P
re

ss
ur

e 
ul

ce
rs

 g
ra

de
 2

 o
r 
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ov

e;
 E

nd
 o

f l
ife
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es
su

re
 u
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er

s 
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e 

2 
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 a
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ve
; 

R
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er
re

d 
in

to
 s

er
vi

ce
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U
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 S
co

re
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 b

e 
co

m
pl

et
ed

 a
t p

oi
nt

 o
f w

ou
nd
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se
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m
en

t,
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om
pl

et
io

n 
of
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pt
ed

 
W

al
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ll 
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se
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m
en

t o
n 
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 c
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ct
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r 
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l p
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nt
s 
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ed
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k 
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ur
e 
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pl

er
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t c
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pl
et
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ll 
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g 
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w
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m
e 

(lo
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l t
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 c
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et
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 F
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en
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 o
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ff 
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ed
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f s
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ff 
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m
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et
ed

 R
es

us
ci

ta
tio
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(a
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l),
 %

 
of

 s
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ff 
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m
pl

et
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fe
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ro

l 
(a
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 o
f s
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ff 
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m

pl
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fe

gu
ar

di
ng

 C
hi
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le

ve
l 1
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3 
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ar

s)
, %

 o
f s

ta
ff 

co
m

pl
et

ed
 E

qu
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ity
 

an
d 

D
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er
si

ty
 (

3 
ye

ar
ly

),
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 o
f s

ta
ff 

co
m

pl
et

ed
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pp
ra

is
al
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D

R
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al
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 o
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st

aff
 c

om
pl

et
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n 
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 C
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 c
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 o
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ff 
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 (

2 
ye
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ov
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su
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R
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ri
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 r
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te
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um
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r 
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de
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po
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m
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ic

at
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in
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rt
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A
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ed

 to
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de
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r 
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at

ed
 9
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ov
e 

on
 th

e 
ri

sk
 r

eg
is

te
r 

fo
r 

m
or

e 
th

an
 

6 
m

on
th

s 
(o

ra
ng

e 
&

 r
ed

),
 N
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r 

of
 c
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 C
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af
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es
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Q
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tio
n,

 P
ro
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ct
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ity

 
an
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Pr

ev
en
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n)
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e 
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al
e 
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m
at
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l p
ro
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m
e 
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r 
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N
H

S,
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vo
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g 
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H
S 
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, c
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s 
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d 
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e 
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t 
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m
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e 
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e 
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f c
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e 
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e 
N

H
S 
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er
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w
hi
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in
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to
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20
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f e
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 s
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 b

y 
20
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-2
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 w
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e 
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st
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tli
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 c
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 S
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e 

C
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e 
w
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m
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 e

st
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a 
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en
t p
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m
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 c
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af
et

y 
Ex

pr
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, t

o 
he

lp
 th

e 
N

H
S 
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de
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p 
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r 
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 h
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nd
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 c
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m
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ity
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et
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. T
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w

or
k 

to
w

ar
ds

 r
ed
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g 
ha
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om
: 

•	
H

os
pi

ta
l a

nd
 c

om
m

un
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 a
cq

ui
re

d 
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su
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 u
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er

s
•	

B
lo

od
 c

lo
ts

 (
D

V
T 

an
d 
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y 
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lis

m
)

•	
U

ri
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ry
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t i

nf
ec

tio
ns
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 p

at
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nt
s 

w
ith

 c
at

he
te
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•	
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lls

 in
 c
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e 

se
tt

in
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Th

e 
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tio

n 
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at
e 
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om
 th
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e 
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in
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 o
f 

pa
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s 
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 h

as
 b
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n 

w
or
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0 

se
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 a
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s 
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gl
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d 
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e 
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nu
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y 
20
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 w
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at
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n 
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 a
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 o
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er
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 p
ro
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de

rs
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C
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m
un

ity
 p
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de
rs

, M
en

ta
l 

H
ea

lth
 T

ru
st

s 
an

d 
C
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e 

H
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an
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en
d 
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ot
he

r 
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se
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pr
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em
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t m
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ho
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el

l e
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d 
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 h

ea
lth
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an

d 
in
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 o

rg
an

is
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io
ns

 c
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in
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ge

th
er
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 le
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n 

fr
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 a
nd

 s
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 p
ra
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w
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he

r.
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m
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’ i
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m
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su
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t d
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 C
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rm
at

io
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us
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ifi
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n 
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s 

w
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 fr
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n 
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e.
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sa
tio
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 r
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te
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y 
m
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a 
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m

pl
e 
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r 
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s 

th
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 p
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f t
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t 
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w
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ap
id

ly
 th
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M
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su
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e 
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 p
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at

io
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of
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H
os

pi
ta

l a
nd

 c
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m
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 a
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d 

pr
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su
re

 u
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er
s

·	
B
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od

 c
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D
V

T 
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d 
pu
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y 
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m

)
·	

U
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na
ry

 tr
ac

t i
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 p
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ie
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w
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 c
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Fa

lls
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 c
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s
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D
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N

at
io
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l 

Q
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y 

Te
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O
ng
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k 
to

 d
ev
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op

 a
 d
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hb
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rd

 
su
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bl

e 
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r 
th

e 
w

ho
le

 o
f N

H
S 

En
gl

an
d.

 T
he

 in
te

nt
io

n 
is

 to
 e

na
bl

e 
in

fo
rm

at
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n 
to

 b
e 

ga
in

ed
 a

t:
 r

eg
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na
l, 

lo
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l a
nd

 p
ro

vi
de

r 
le

ve
ls

 w
ith

 a
 fo

cu
s 

on
 fa
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at
in

g 
ha

rm
 fr

ee
 c

ar
e 

an
d 

qu
al

ity
 im

pr
ov

em
en

t.
 D

as
hb

oa
rd

s 
ar

e 
di

ffe
re

nt
 to

 p
er

fo
rm

an
ce

 r
ep

or
ts

. 
Sh

ou
ld

 r
ep

or
t i

n 
ne

ar
 r

ea
l t

im
e.

 D
at

a 
m

ay
 n

ot
 b

e 
pe

rf
ec

t,
 m

er
el

y 
go

od
 

en
ou

gh
 to

 m
ak

e 
a 

de
ci

si
on

. T
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re
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in

g 
m

et
ri

cs
 th

at
 a

re
 c

ap
tu

re
d 
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ue
nt

ly.

Th
e 

Q
ua

lit
y 

D
as
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oa

rd
 h

as
 b

ee
n 

de
ve

lo
pe

d 
an

d 
is

 u
nd

er
go

in
g 

te
st

in
g 

w
ith

 N
H

S 
pr

ov
id

er
s.

 N
Q

T 
ar

e 
al

so
 

co
m

pl
et

in
g 

a 
na

rr
at

iv
e/

us
er

 g
ui

de
 

to
 s

up
po

rt
 a

pp
lic

at
io

n,
 a

nd
 w

or
ki

ng
 

to
 d

ev
el

op
 a

 p
ro

to
ty

pe
 in

to
 a

 w
eb

 
ba

se
d 

pl
at

fo
rm

.

•	
C

ur
re

nt
ly

 r
efi

ni
ng

 th
e 

m
et

ri
cs

 a
nd

 
da

sh
bo

ar
d 

de
si

gn
.

•	
W

ho
le

 s
ys

te
m

 m
ea

su
re

s 
e.

g.
 S

af
e 

fr
om

 H
ar

m
, l

in
ke

d 
to

 m
ea

su
re

s 
at

 a
 

lo
ca

l l
ev

el
 e

.g
. i

nf
ec

tio
n 

ra
te

s,
 in

ci
de

nt
 

re
po

rt
in

g.
 

So
lih

ul
l 

Co
m

m
un

it
y 

He
al

th
 

Se
rv

ic
es

 
In

di
ca

to
rs

A
 w

el
l-d

efi
ne

d 
se

t o
f i

nd
ic

at
or

s 
fo

r 
as

se
ss

in
g 

co
m

m
un

ity
 h

ea
lth

 s
er

vi
ce

s.
D

ev
el

op
ed

 a
nd

 u
se

d 
in

 S
ol

ih
ul

l 
co

m
m

un
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 h
ea

lth
 s

er
vi

ce
s.

•	
Th

e 
In

di
ca

to
rs

 c
ov

er
 n

in
e 

ar
ea

s:
 1.

 
In

fe
ct

io
n 

co
nt

ro
l a

nd
 e

nv
ir

on
m

en
t,

 2
. 

Pr
iv

ac
y 

an
d 

di
gn

ity
 a

nd
 p

ro
fe

ss
io

na
lis

m
 

3.
 C

om
m

un
ic

at
io

n 
4.

 C
or

e 
nu

rs
in

g 
as

se
ss

m
en

ts
 fo

r 
pa

tie
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s 
in

 c
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e 
5.

 
Ti

ss
ue

 v
ia
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lit

y 
in

di
ca

to
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 6
. C

on
tin

en
ce

 
in

di
ca

to
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 7
. E

nd
 o

f l
ife

 in
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ca
to

rs
 

8.
 D

ia
be

te
s 

in
di
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to

r 
9.

 IV
 T

he
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py
 

in
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ca
to

rs
.
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ca
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H
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N

H
S 
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tio

n 
Tr
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t

O
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e 
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 fo

r 
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al
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m
e 
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 p
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em
 th

at
 p

ro
m

ot
es

 
se

am
le

ss
 a

ca
de

m
ic

 
pr

og
re

ss
io

n.
 

•	
N

ur
se

s 
sh

ou
ld

 b
e 

fu
ll 

pa
rt

ne
rs

, w
ith

 p
hy

si
ci

an
s 

an
d 

ot
he

r 
he

al
th

 
ca

re
 p

ro
fe

ss
io

na
ls

, i
n 

re
de

si
gn

in
g 

he
al

th
 c

ar
e 

in
 

th
e 

U
ni

te
d 

St
at

es
. 

•	
Eff

ec
tiv

e 
w

or
kf

or
ce

 
pl

an
ni

ng
 a

nd
 p

ol
ic

y 
m

ak
in

g 
re

qu
ir

e 
be

tt
er

 d
at

a 
co

lle
ct

io
n 

an
d 

in
fo

rm
at

io
n 

in
fr

as
tr

uc
tu

re
.

•	
R

ec
om

m
en

da
tio

n 
8 

of
 th

e 
re

po
rt

 w
as

 to
 b

ui
ld

 
an

 in
fr

as
tr

uc
tu

re
 fo

r 
th

e 
co

lle
ct

io
n 

an
d 

an
al

ys
is

 
of

 in
te

r¬
pr

of
es

si
on

al
 h

ea
lth

 c
ar

e 
w

or
kf

or
ce

 
da

ta
, t

o 
de

ve
lo

p 
a 

st
an

da
rd

iz
ed

 m
in

im
um

 d
at

a 
se

t a
cr

os
s 

st
at

es
 a

nd
 p

ro
fe

ss
io

ns
 th

at
 c

an
 b

e 
us

ed
 to

 a
ss

es
s 

he
al

th
 c

ar
e 

w
or

kf
or

ce
 n

ee
ds

 
by

 d
em

og
ra

ph
ic

s,
 n

um
¬

be
rs

, s
ki

ll 
m

ix
, a

nd
 

ge
og

ra
ph

ic
 d

is
tr

ib
ut

io
n.
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Nu
rs

in
g 

qu
al

it
y 

in
it

ia
ti

ve
s 

(I
nt

er
na

ti
on

al
)

Ti
tl

e
Pu

rp
os

e/
Ai

m
s

Im
pl

em
en

ta
ti

on
/U

sa
ge

M
ea

su
re

s

In
te

nt
io

na
l 

Ro
un

di
ng

 
Da

sh
bo

ar
d

Sa
cr

ed
 H

ea
rt

 
H

os
pi

ta
l 

Fl
or

id
a 

(U
ni

te
d 

St
at

es
 o

f 
A

m
er

ic
a)

In
te

nt
io

na
l R

ou
nd

in
g 

(a
ls

o 
kn

ow
n 

as
 

nu
rs

e 
ro

un
ds

) 
ha

s 
be

en
 w

id
el

y 
ta

ke
n 

up
 b

y 
U

S 
ho

sp
ita

ls
. T

he
 S

ac
re

d 
H

ea
rt

 
da

sh
bo

ar
d 

fo
r 

In
te

nt
io

na
l R

ou
nd

in
g 

fe
at

ur
es

 a
 s

et
 o

f m
ea

su
re

s 
fo

r 
Sa

fe
ty

, 
Pa

tie
nt

 s
at

is
fa

ct
io

n 
an

d 
Pa

tie
nt

 
ex

pe
ri

en
ce

 o
f n

ur
si

ng
. 

Af
te

r 
ea

ch
 h

ou
rl

y 
pa

tie
nt

 
ro

un
d 

a 
ro

un
di

ng
 d

as
hb

oa
rd

 
re

po
rt

 is
 u

se
d 

to
 c

ol
la

te
 

in
fo

rm
at

io
n 

at
 a

 w
ar

d 
le

ve
l.

•	
M

et
ri

cs
 fo

r 
Sa

fe
ty

 a
re

: F
al

l r
at

e,
 P

re
ss

ur
e 

ul
ce

rs
, C

al
l l

ig
ht

 v
ol

um
e.

•	
M

et
ri

cs
 fo

r 
Pa

tie
nt

 s
at

is
fa

ct
io

n 
ar

e:
 P

ai
n 

co
nt

ro
lle

d,
 R

es
po

ns
e 

to
 c

al
l l

ig
ht

, S
ta

ff 
w

or
ke

d 
to

ge
th

er
 a

s 
a 

te
am

, A
tt

itu
de

 to
w

ar
ds

 y
ou

r 
re

qu
es

ts
, A

tt
en

tio
n 

to
 p

er
so

na
l n

ee
ds

, O
ve

ra
ll 

ra
tin

g 
of

 c
ar

e.
•	

M
et

ri
cs

 fo
r 

Pa
tie

nt
 e

xp
er

ie
nc

es
 o

f n
ur

si
ng

 
in

cl
ud

e:
 N

ur
se

s 
O

ve
ra

ll,
  F

ri
en

dl
in

es
s 

/ 
co

ur
te

sy
 o

f t
he

 n
ur

se
s 

, P
ro

m
pt

ne
ss

 r
es

po
ns

e 
to

 c
al

l, 
N

ur
se

s’
 a

tt
itu

de
 to

w
ar

d 
re

qu
es

ts
, 

At
te

nt
io

n 
to

 s
pe

ci
al

 /
 p

er
so

na
l n

ee
ds

, N
ur

se
s 

ke
pt

 y
ou

 in
fo

rm
ed

, S
ki

ll 
of

 th
e 

nu
rs

es
, H

ow
 w

el
l 

yo
ur

 p
ai

n 
w

as
 c

on
tr

ol
le

d.
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Nu
rs

in
g 

qu
al

it
y 

in
it

ia
ti

ve
s 

(I
nt

er
na

ti
on

al
)

Ti
tl

e
Pu

rp
os

e/
Ai

m
s

Im
pl

em
en

ta
ti

on
/U

sa
ge

M
ea

su
re

s

Na
ti

on
al

 
Re

po
rt

 C
ar

d 
in

 
Nu

rs
in

g
H

ea
lth

 C
an

ad
a,

 
Th

e 
A

ca
de

m
y 

of
 C

an
ad

ia
n 

Ex
ec

ut
iv

e 
N

ur
se

s 
(A

C
EN

),
 th

e 
C

an
ad

ia
n 

N
ur

se
s 

A
ss

oc
ia

tio
n 

(C
N

A
),

 a
nd

 
C

an
ad

a 
H

ea
lth

 
In

fo
w

ay
 (

C
H

I)
(C

an
ad

a)

A
 c

ol
la

bo
ra

tio
n 

of
 m

or
e 

th
an

 5
0 

nu
rs

e 
le

ad
er

s 
in

 h
ea

lth
 s

er
vi

ce
s 

de
liv

er
y 

fr
om

 e
ac

h 
re

gi
on

 o
f t

he
 

co
un

tr
y,

 a
s 

w
el

l a
s 

th
ou

gh
t l

ea
de

rs
 

fr
om

 o
th

er
 k

ey
 s

ec
to

rs
: r

es
ea

rc
h,

 
ed

uc
at

io
n,

 p
ro

fe
ss

io
na

l a
ss

oc
ia

tio
ns

, 
in

fo
rm

at
ic

s,
 r

eg
ul

at
or

y 
bo

di
es

, a
nd

 
fe

de
ra

l/p
ro

vi
nc

ia
l/

te
rr

ito
ri

al
 n

ur
se

 
ad

vi
se

rs
. T

he
 o

bj
ec

tiv
es

 o
f t

hi
s 

jo
in

t 
co

lla
bo

ra
tiv

e 
fo

ru
m

 a
re

 fo
r 

nu
rs

e 
le

ad
er

s 
to

 c
re

at
e 

a 
sh

ar
ed

 v
is

io
n 

an
d

cr
iti

ca
l p

at
h 

fo
r 

a 
na

tio
na

l r
ep

or
t 

ca
rd

 o
n 

nu
rs

in
g,

 to
 g

en
er

at
e 

su
pp

or
t 

fo
r 

th
e 

w
or

k 
am

on
gs

t t
he

 n
ur

si
ng

 
le

ad
er

sh
ip

 c
om

m
un

ity
, a

nd
 to

 o
ut

lin
e 

th
e 

co
nc

re
te

 s
te

ps
 to

 a
ch

ie
ve

 it
 

th
ro

ug
h 

co
lla

bo
ra

tio
n 

w
ith

 o
th

er
 

na
tio

na
l a

nd
 q

ua
lit

y 
sy

st
em

 in
iti

at
iv

es
 

fo
r 

he
al

th
 in

fo
rm

at
io

n 
in

 C
an

ad
a 

(D
or

an
 e

t a
l. 

20
11

).

Th
e 

re
po

rt
 c

ar
d 

fo
r 

nu
rs

in
g 

is
 e

nv
is

io
ne

d 
as

 a
 s

el
ec

te
d 

m
in

im
um

 s
et

 o
f d

at
a 

on
 

in
pu

t,
 p

ro
ce

ss
 a

nd
 o

ut
pu

t 
in

di
ca

to
rs

 th
at

 c
an

 b
e 

co
lle

ct
ed

 n
at

io
na

lly
 (

in
iti

al
ly

 
us

in
g 

pi
lo

t s
ite

s)
 a

nd
 

be
nc

hm
ar

ke
d.

 In
 th

e 
fu

tu
re

, 
su

ch
 r

ep
or

t c
ar

d 
da

ta
 

w
ill

 b
e 

us
ed

 to
 fo

rm
ul

at
e 

re
la

tio
ns

hi
ps

 b
et

w
ee

n 
th

e 
le

ve
ls

 o
f i

nd
ic

at
or

s,
 a

nd
 

w
ill

 c
on

se
qu

en
tly

 r
ev

ea
l 

th
e 

co
nt

ri
bu

tio
n 

of
 n

ur
si

ng
 

ca
re

 to
 n

ur
si

ng
 s

en
si

tiv
e 

ou
tc

om
es

 a
nd

 in
flu

en
ce

 
po

lic
y 

di
re

ct
io

n 
fo

r 
nu

rs
in

g 
(D

or
an

 e
t a

l. 
20

11
).

•	
N

ur
si

ng
 M

in
im

um
 D

at
a 

Se
ts

 (
N

M
D

S)
 g

en
er

al
ly

 
fo

cu
s 

on
 a

 c
or

e 
se

t o
f p

at
ie

nt
 s

af
et

y 
ou

tc
om

es
, 

su
ch

 a
s 

pr
es

su
re

 u
lc

er
s,

 fa
lls

, a
nd

 n
os

oc
om

ia
l 

in
fe

ct
io

ns
. H

O
B

IC
 a

nd
 C

-H
O

B
IC

 h
av

e 
ta

ke
n 

a 
br

oa
de

r 
pe

rs
pe

ct
iv

e 
to

 in
cl

ud
e 

ou
tc

om
es

 
su

ch
 a

s 
fu

nc
tio

na
l s

ta
tu

s,
 s

ym
pt

om
s,

 a
nd

 
th

er
ap

eu
tic

 s
el

f-
ca

re
. 

•	
Fo

ur
 q

ua
dr

an
ts

 o
f m

ea
su

re
m

en
t a

re
: S

ys
te

m
 

in
te

gr
at

io
n 

an
d 

ch
an

ge
, C

lin
ic

al
 u

til
is

at
io

n 
an

d 
ou

tc
om

es
, P

at
ie

nt
 s

at
is

fa
ct

io
n,

 F
in

an
ci

al
 

pe
rf

or
m

an
ce

 a
nd

 c
on

di
tio

n.
•	

A
cc

or
di

ng
ly,

 s
el

ec
tio

n 
of

 n
ur

si
ng

 s
en

si
tiv

e 
ou

tc
om

es
 fo

r 
a 

C
an

ad
ia

n 
nu

rs
in

g 
re

po
rt

 c
ar

d 
is

 
lik

el
y 

to
 e

nc
om

pa
ss

 d
at

a 
on

 s
tr

uc
tu

re
, p

ro
ce

ss
 

an
d 

ou
tc

om
es

 (
th

e 
th

re
e 

D
on

ab
ed

ia
n 

19
88

 
ca

te
go

ri
es

),
 a

nd
 in

cl
ud

e 
bo

th
 q

ua
lit

y 
an

d 
sa

fe
ty

 
in

di
ca

to
rs

.
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Nu
rs

in
g 

qu
al

it
y 

in
it

ia
ti

ve
s 

(I
nt

er
na

ti
on

al
)

Ti
tl

e
Pu

rp
os

e/
Ai

m
s

Im
pl

em
en

ta
ti

on
/U

sa
ge

M
ea

su
re

s

No
bl

e’
s 

Ho
sp

it
al

 
Nu

rs
in

g/
M

id
w

ife
ry

 
M

et
ri

cs
(I

sl
e 

of
 M

an
)

At
 N

ob
le

’s
 H

os
pi

ta
l, 

m
et

ri
cs

 h
av

e 
be

en
 d

ev
el

op
ed

 to
 r

efl
ec

t c
ar

e 
in

 
in

-p
at

ie
nt

 a
nd

 o
ut

-p
at

ie
nt

 s
et

tin
gs

, 
fo

r 
ad

ul
ts

 a
nd

 c
hi

ld
re

n,
 in

 c
ri

tic
al

 
ca

re
 a

re
as

 a
nd

 c
on

ve
nt

io
na

l 
w

ar
d 

lo
ca

tio
ns

. A
s 

a 
re

su
lt 

of
 th

is
 

ap
pr

oa
ch

, t
he

re
 is

 a
n 

op
po

rt
un

ity
 to

 
be

nc
hm

ar
k 

be
tw

ee
n 

cl
in

ic
al

 a
re

as
 in

 
a 

di
vi

si
on

 o
r 

ac
ro

ss
 d

iv
is

io
ns

; t
he

re
 

is
 e

ve
n 

th
e 

po
te

nt
ia

l t
o 

be
nc

hm
ar

k 
ou

ts
id

e 
th

e 
or

ga
ni

sa
tio

n.
 T

he
 N

ur
si

ng
 

an
d 

M
id

w
ife

ry
 M

et
ri

cs
 w

hi
ch

 h
av

e 
be

en
 d

ev
el

op
ed

 s
ee

k 
to

 e
nq

ui
re

 
ab

ou
t t

he
 fo

llo
w

in
g 

th
re

e 
do

m
ai

ns
: 

pa
tie

nt
 s

af
et

y 
an

d 
go

ve
rn

an
ce

; t
he

 
pa

tie
nt

 e
xp

er
ie

nc
e;

 a
nd

, t
he

 n
ur

si
ng

/
m

id
w

ife
ry

 in
fr

as
tr

uc
tu

re
 u

nd
er

pi
nn

in
g 

th
e 

de
liv

er
y 

of
 p

at
ie

nt
 c

ar
e.

 In
 o

rd
er

 
to

 d
o 

th
is

, t
he

 m
et

ri
cs

 m
ea

su
re

 
in

di
ca

to
rs

 s
uc

h 
as

: t
he

 p
re

se
nc

e 
of

 r
el

ev
an

t r
is

k 
as

se
ss

m
en

ts
; 

id
en

tifi
ca

tio
n 

an
d 

m
on

ito
ri

ng
 o

f 
ri

sk
s 

to
 p

at
ie

nt
s 

(in
cl

ud
in

g 
fa

ilu
re

 to
 

re
sc

ue
);

 p
at

ie
nt

s 
kn

ow
in

g 
th

e 
na

m
es

 
of

 th
e 

nu
rs

in
g 

an
d/

or
 m

id
w

ife
ry

 
st

aff
 d

el
iv

er
in

g 
ca

re
; p

at
ie

nt
s 

fe
el

in
g 

co
m

fo
rt

ab
le

 a
nd

 s
af

e 
in

 h
os

pi
ta

l; 

O
n 

al
te

rn
at

e 
m

on
th

s,
 e

ac
h 

di
vi

si
on

’s
 s

en
io

r 
nu

rs
e/

m
id

w
ife

 u
nd

er
ta

ke
s 

th
e 

m
ea

su
re

m
en

t o
f t

he
 m

et
ri

cs
 

re
la

te
d 

to
 fi

ve
 p

at
ie

nt
s 

on
 

ea
ch

 w
ar

d/
de

pa
rt

m
en

t.
 

So
ur

ce
s 

of
 in

fo
rm

at
io

n 
us

ed
 to

 in
fo

rm
 m

et
ri

cs
 

in
cl

ud
e:

 P
at

ie
nt

 r
ec

or
ds

, 
W

ar
d 

re
co

rd
s,

 A
sk

in
g 

pa
tie

nt
/p

ar
en

t/
ch

ild
 (

pa
tie

nt
 

ex
pe

ri
en

ce
 r

ep
or

tin
g)

, 
O

bs
er

va
tio

n,
 O

rg
an

is
at

io
na

l 
re

co
rd

s.
 A

ll 
of

 th
e 

re
su

lts
 

ar
e 

pr
oc

es
se

d,
 c

om
pi

le
d 

an
d 

re
tu

rn
ed

 to
 th

e 
re

le
va

nt
 

se
ni

or
 n

ur
se

/m
id

w
ife

 to
 

sh
ar

e 
w

ith
 h

er
/h

is
 te

am
. 

A
ny

 a
re

as
 fo

r 
im

pr
ov

em
en

t 
ca

n 
th

en
 b

e 
ac

tio
n 

pl
an

ne
d 

by
 w

ar
d/

de
pa

rt
m

en
t t

ea
m

s,
 

an
d 

th
os

e 
ar

ea
s 

w
hi

ch
 a

re
 

co
m

pl
ia

nt
 c

an
 s

ha
re

 th
ei

r 
ex

am
pl

es
 o

f b
es

t p
ra

ct
ic

e 
w

ith
 th

ei
r 

co
lle

ag
ue

s.

•	
O

n 
in

pa
tie

nt
 w

ar
ds

, m
et

ri
cs

 fo
r 

Pa
tie

nt
 S

af
et

y 
&

 G
ov

er
na

nc
e 

ar
e:

 M
al

nu
tr

iti
on

 U
ni

ve
rs

al
 

Sc
re

en
in

g 
To

ol
 (

M
U

ST
) 

as
se

ss
m

en
t,

 W
at

er
 

lo
w

, O
ra

l h
yg

ie
ne

, M
ov

in
g 

an
d 

H
an

dl
in

g,
 F

al
ls

 
(p

at
ie

nt
s 

ov
er

 a
ge

 6
5)

. O
bs

er
va

tio
ns

 o
f v

ita
l 

si
gn

s 
(c

om
pl

et
ed

 a
nd

 a
cc

ur
at

e)
, F

lu
id

 b
al

an
ce

 
ch

ar
ts

, C
as

es
 o

f s
lip

s,
 tr

ip
s 

an
d 

fa
lls

 m
on

ito
re

d 
an

d 
re

m
ed

ia
l a

ct
io

n 
co

m
m

en
ce

d,
 C

as
es

 o
f 

pr
es

su
re

 s
or

es
 a

cq
ui

re
d 

ar
e 

m
on

ito
re

d 
an

d 
re

m
ed

ia
l a

ct
io

n 
co

m
m

en
ce

d.
 M

et
hi

ci
lli

n-
R

es
is

ta
nt

 S
ta

ph
yl

oc
oc

cu
s 

A
ur

eu
s 

(M
R

SA
) 

ba
ct

er
ae

m
ia

 a
cq

ui
re

d,
 C

lo
st

ri
di

um
 D

iffi
ci

le
 

To
xi

n 
(C

D
T)

 a
cq

ui
re

d.
•	

O
n 

in
pa

tie
nt

 w
ar

ds
, m

et
ri

cs
 fo

r 
Pa

tie
nt

 
Ex

pe
ri

en
ce

 a
re

: S
ta

ff 
in

tr
od

uc
e 

th
em

se
lv

es
 

to
 p

at
ie

nt
s,

 S
ta

ff 
pr

ov
id

in
g 

di
re

ct
 p

at
ie

nt
 c

ar
e 

w
ea

r 
un

ifo
rm

 a
nd

 id
en

tifi
ca

tio
n 

ba
dg

es
, T

he
 

w
ar

d 
is

 c
le

an
 a

nd
 ti

dy
, C

al
l b

el
ls
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