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ABSTRACT
Background Safety is a key concern in older adult care 
homes. However, it is a less developed concept in older 
adult care homes than in healthcare settings. As part of 
study of the collection and application of safety data in 
the care home sector in England, a scoping review of the 
international literature was conducted.
Objectives The aim of the review was to identify 
measures that could be used as indicators of safety 
for quality monitoring and improvement in older adult 
residential or nursing care homes.
Sources of evidence Systematic searches for journal 
articles published in English language from 1 January 
1970, without restriction to the study location or country, 
were conducted in Web of Science, Scopus and PubMed 
on 28 July 2019.
Eligibility criteria Inclusion criteria were: peer- reviewed 
journal articles; qualitative or quantitative studies of older 
adult nursing and/or residential care homes; and related to 
any aspect of safety in care homes, including the safety of 
healthcare provision in the care home. A total of 45 articles 
were included after review of the title/abstract or full text 
against the inclusion criteria.
Charting methods Key information was extracted and 
charted. These findings were then mapped to the Safety 
Measurement and Monitoring Framework in healthcare 
(SMMF), adapted by the research team to reflect the care 
home context, to determine the coverage of different 
aspects of safety, as well as potential gaps.
Results and conclusions Systematic searches for journal 
articles published in English language from 1 January 
1970, without restriction to the study location or country, 
were conducted in Web of Science, Scopus and PubMed 
on 28 July 2019. Inclusion criteria were: peer- reviewed 
journal articles; qualitative or quantitative studies of older 
adult nursing and/or residential care homes; and related to 
any aspect of safety in care homes, including the safety of 
healthcare provision in the care home.
A total of 45 articles were included after review of the 
title/abstract or full text against the inclusion criteria. Key 
information was extracted and charted. These findings 
were then mapped to the Safety Measurement and 
Monitoring Framework in healthcare (SMMF), adapted by 
the research team to reflect the care home context, to 
determine the coverage of different aspects of safety, as 
well as potential gaps.
The findings indicate that there are a range of available 
safety measures used for quality monitoring and 
improvement in older adult care homes. These cover 

all five domains of safety in the SMMF. However, there 
are potential gaps. These include user experience, 
psychological harm related to the care home environment, 
abusive or neglectful care practice and the processes 
for integrated learning. Some of these gaps may relate 
to challenges and feasibility of measurement in the care 
home context.

BACKGROUND
Safety is a key concern in older adult care 
homes. (By the term ‘care home’, we refer 
to organisations that provide accommoda-
tion and 24/7 personal care, eg. support 
with washing, dressing or taking medicines. 
It includes institutions staffed by care staff 
alone (known as residential homes) or with 
the support of one or more registered nurses 
on duty (known as nursing homes). Care 
homes, whether nursing or residential, are 
widely accepted as distinct from ‘extra care’, 
which refers to accommodation and on- site 
care that expects a greater degree of inde-
pendent living (eg, assisted living facilities or 
continuing care retirement communities)). 
In the context of care homes, both residen-
tial and nursing care facilities, as in other 
health and care settings, safety broadly refers 
to the absence of preventable harm and the 
minimisation of unnecessary risk of harm to 
residents. Common types of physical harm in 
care homes include injuries as a result of falls, 
dehydration, pressure ulcers, urinary tract or 

Strengths and limitations of this study

 ► The study is an international scoping review of safe-
ty indicators used in older adult care homes.

 ► The scoping review was limited to measures report-
ed in peer- reviewed literature, so it may not include 
safety indicators used at local or regional levels, 
especially in countries that do not have a national 
minimum dataset for care homes.

 ► The psychometric properties and feasibility of data 
collection of the identified indicators were not 
evaluated. S
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other infections and harm related to failures in medi-
cines management.1 Some of these harms may be a result 
of comorbidity and frailty of residents, which are risks 
to be managed by responsive and effective care, while 
other harms may be directly attributable to poor quality 
or neglectful care, such as omission of care activities or 
overtreatment. Likewise, some residents may feel unsafe, 
especially in adapting to the care home environment, or 
as a result of the behaviour of other residents,2–5 which 
are risks to be managed by care practice. They may also 
experience psychological harm due to avoidable unsafe 
care practice that is not respectful of personal dignity.

Improving safety is complex. Lessons from healthcare 
indicate that, although frontline staff are key to identi-
fying problems and solutions, these activities need to 
be nested in organisations where leadership, culture 
and processes support quality improvement and where 
regional or national governance and regulation prior-
ities and incentives are aligned.6 To improve the safety 
of older adult care homes, it is important to have ways 
of assessing key aspects of safety informative for quality 
improvement activity at the individual care home, care 
home group and regional or national level. Partly because 
the concept of safety is less well developed in older adult 
care homes7 compared with healthcare settings,8 patient 
safety in healthcare and various approaches to its assess-
ment are adopted by social care. In doing so, however, it 
is important to carefully consider how healthcare settings 
differ from care home contexts, which then affects how 
safety is conceptualised and also considered in practice.

By contrast to other care settings, one of the key distinc-
tive aspects of care homes is that they are places where 
people live. They are not fully institutional yet also do not 
offer the privacy of ‘home’, even though ‘homeliness’ is 
valued by residents.9 10 This introduces a tension between 
creating a ‘homely environment’ and also ensuring that 
residents are protected from risk of harm, like trip hazards 
or infection control risks presented by soft furnishings.11 
Furthermore, the focus of the care provided is broader 
than clinical treatment. The purpose of care is to enable 
a person to live well by enabling choice, supporting 
everyday activity and maintaining personal dignity 
and respect for the person.12 13 The delivery of person- 
centred care focuses on individual preferences, wishes 
and values, and how to respond to those. There may be 
tensions between an individual’s preferences and their 
safety, or the preferences and safety of other residents. 
Because care homes residents tend to be at greater risk 
of harm, abuse or neglect, an important consideration in 
the delivery of care in residential homes is safeguarding, 
which refers to adults’ rights to live safely, free from harm, 
abuse and neglect. This is reflected in a sharp focus on 
safeguarding in this context.

Another consideration is the barriers faced by the care 
home sector that may make it difficult to embed a culture 
of reflective learning to drive quality improvement. These 
barriers vary by country, region or organisation, with 
differences due to care policy, workforce and cultural 

or organisational factors. In England, for example, the 
qualification standards and training opportunities are 
more limited for the social care workforce compared 
with the healthcare workforce. Only 68% of the social 
care workforce hold any form of relevant qualification.14 
Therefore, it is arguably more important that the lead-
ership sets the culture of practice, especially as it relates 
to quality and safety of care, as standards based on prior 
qualification, training or skills development may not be 
assumed. Other barriers include the relative isolation of 
care homes in England, especially for the approximately 
30% of nursing homes in England that are not part of 
a chain or local authority led,15 and the relatively weak 
links with community healthcare, GPs and other local 
services. This may make it difficult to access these services 
on behalf of residents, as well as to work in partnership 
with those services to deliver good quality and safe care.

A first step towards developing a comprehensive and 
tailored approach to the assessment of safety in older 
adult care homes, which reflects the context and needs 
of the sector, is to understand what aspects of safety 
are currently measured and how these relate to the key 
concepts of safety derived from the healthcare setting. 
This will identify gaps in measurement and also addi-
tional context- specific areas where further measures 
may need to be developed or applied to inform decision 
making and quality improvement. To this end, a scoping 
review of international literature was undertaken to iden-
tify measures of safety used in older adult care homes.

This scoping review of the international literature was 
undertaken to identify safety indicators used in older adult 
care homes, especially those that are likely to inform deci-
sion making and quality or safety improvement. These 
indicators were mapped to the Safety Measurement and 
Monitoring Framework (SMMF),16 a framework of five 
dimensions relevant to safety monitoring and measure-
ment (harm, reliability, sensitivity to operations, anticipa-
tion and preparedness, integration and learning) derived 
from the healthcare sector but being increasingly applied 
in care homes. This approach allowed assessment of how 
well concepts of safety in care homes mirrored those from 
healthcare and also any gaps in measurement. It took a 
broad view of safety measurement for quality improve-
ment across different levels from the individual care 
home, to group, to regional or national level. The review 
was the initial phase of a wider National Institute for 
Health Research- funded study of the assessment of safety 
in care homes in England. The study will subsequently 
explore the feasibility and challenges of implementing a 
more systematic approach to collection and application 
of safety data in the care home sector in England using 
qualitative methods.

METHODS
This study applied a five- stage framework for scoping 
reviews.17 Based on the research question (stage 1), 
systematic searches for articles published in English 
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language, without restriction on location/country, from 
1970 to 2019, was conducted in Web of Science, Scopus 
and PubMed on 28 July 2019 to identify literature on the 
measurement of safety in care homes and/or the applica-
tion of safety indicators in research, evaluation of quality 
improvement within care homes. The search terms were 
“safety” and “care home” or “nursing home” or “residen-
tial home” and refined by ‘indicator’ (see online supple-
mental file). We chose to focus the searches on ‘safety’, 
as a more global term than ‘harm’, to capture wider 
concepts and measures suitable to the person- centred 
care residents, beyond a clinical or healthcare perspec-
tive. ‘Care home’ or ‘nursing home’ or ‘residential home’ 
were applied as terms recognised internationally to refer 
to residential adult care facilities. Related terms, like 
‘residential facilities’, were not considered as they were 
too broad and included contexts outside of the scope 
of the review, like assisted living facilities. The selected 
time frame (1970–2019) was chosen to consider literature 
over a longer period to scope any developments in the 
evidence over that time; however, the majority of articles 
identified by the searches, and of the articles included 
in the review presented here, were published since 2000 
(stage 2).

The abstract and/or full text of the papers identified 
through these searches were then each reviewed by two 
reviewers from the research team (SR, AD, KJ and NS). 
Articles were included if they were relevant to the care 
context (ie, nursing or residential care home for older 
adults) and topic (safety measurement or monitoring, 
concepts of safety). Only peer- reviewed journal articles 
were considered; no further quality constraints or eval-
uation were applied. The definition of safety included 
all aspects of safety in care homes, including the safety 
of healthcare provision, as well as the personal care 
provided by the care home. Both quantitative and qual-
itative studies, including research to identify or define 
concepts as an initial step in measure development, were 
included.

A total of 45 articles were included (see figure 1) 
(stage 3). The key information from each paper was 
then extracted into a summary chart format. The fields 
included author(s), year, study location, study topic, 
methodology and the safety indicator(s) used or devel-
oped (if applicable) (stage 4). Finally, the results were 
collated and summarised. The five dimensions of safety 
monitoring and measurement from the SMMF,16 which 
is a widely recognised framework in healthcare, were 
reviewed by the research team. The definitions were 
adapted to reflect the care home context and used as 
themes to organise the safety measures identified in the 
literature (stage 5).

Patient and public involvement statement
The development of the research question and study 
design was informed by advice and feedback from the 
public patient involvement advisor for the Quality, Safety 

and Outcomes Policy Research Unit Safety programme 
of work.

RESULTS
The full results of the review are outlined in table 1. The 
identified indicators are summarised in table 2, which 
outlines each of the identified measures against the five 
dimensions in the SMMF in healthcare.16 The findings 
are further described below with regard to each of the 
five dimensions: (1) has care been safe in the past; (2) 
are systems and processes of care reliable; (3) is care safe 
today; (4) will care be safe in the future; and (5) is the 
organisation/system responding and improving?

Has care been safe in the past?
The review identified that commonly used indicators of 
physical harm in care homes include pressure ulcers, falls, 
diarrhoeal disease, scabies, malnutrition, dehydration, 
incontinence, unplanned weight change, urinary tract 
infections, catheterisation, decline in activities of daily 
living, experience of pain and mortality.18–35 Psycholog-
ical harm indicators include an individual’s sense of self, 
belonging and connectedness, comfort and security, 
emotional distress, privacy, respect and autonomy, and 
dignity.36–39

Are systems, processes and behaviour reliable?
This aspect of safety asks whether the systems, processes 
and delivery of care, which includes the behaviour and 
attitude of care staff, offer reliability in keeping resi-
dents safe from risk of harm. In the care home context, 
this includes unsafe or inadequate care that may lead 
to physical harm. This may be measured as the rate of 
omission of safety critical care activities, like ambulation, 
turning, feeding, personal hygiene or surveillance.40 The 
quality of information held in care records, which is used 
to guide the delivery of care, may also be considered 
as an indicator of process reliability,41 and a number of 
medication- related measures were identified as indica-
tors of the failure of safety- critical processes: for example, 
incidence of inappropriately prescribed medicines,42–44 
medication errors,45 psychotropic prescribing for people 
with dementia,46 medication review rates and failure to 
use medication.47

The reliability of the system of a care home has also 
been conceptualised in terms of its physical environment. 
Whether there is adequate lighting and ventilation, for 
example, may influence the risk of falls or infectious 
respiratory disease. The physical environment also needs 
to facilitate infection control procedures and other safety 
critical processes but also be sufficiently ‘homely’ to 
prevent psychological harm. The reliability of the care 
home environment may also interact with behaviours 
within the system: for example, the design and use of 
space may affect space for privacy or inability to protect 
residents from intrusive noise, as well as also how care 
is delivered by staff in the space. In three of the studies, 
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aspects of the physical environment of care homes or its 
social/functional use were considered as safety indica-
tors.36 38 39

Is care safe today?
Approaching the question of whether care is safe now from 
the residents’ perspective is a well- established approach 
in care home contexts. Indeed, feeling safe has been identi-
fied as a key aspect of care home quality.48 One approach 
asks residents to describe qualitatively how safe they feel. 
More common though is to measure how safe residents 
feel quantitatively. The quantitative approaches often 
place the safety indicator within a wider set of questions, 
some of which may be related to safety, but also focus, 

more generally, on user experience and/or quality of 
life. An example of a resident- reported indicator of 
safety is from the Adult Social Care Outcomes Frame-
work (ASCOF) in England, which solely focuses on user- 
reported safety without any further harm- related safety 
indicators.49 The ASCOF domain of safeguarding adults 
includes two indicators: (1) ASCOF 4A, an overarching 
measure of the proportion of people who use services 
(including care homes) who feel safe and (2) ASCOF 4B, 
the proportion of people who report services have made 
them feel safe. ASCOF 4A is measured using one of the 
eight items from the Adult Social Care Outcomes Toolkit 
(ASCOT), a social care- related quality of life instrument 

Figure 1 Literature search.
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Table 1 Literature review findings

Authors (year) Location
Type of study/
methodology Topic Safety indicators

Aronovitch (2006)26 USA; Australia Narrative literature review. Risk factors associated with 
falls.

Number of falls.

Barnett et al42 (2010) Scotland Cohort study. Prevalence/outcomes of 
potentially inappropriate 
medicines (PIMs).

Beers’ criteria of PIMs.

Bonner et al63 (2008a) USA Secondary analysis 
(quantitative).

Relationship between nursing 
assistant perception of safety 
and clinical outcomes.

Hospital Survey of Patient Safety 
Culture (HSOPSC); falls, pressure 
ulcers and daily restraint.

Bonner et al28 (2008b) USA Literature review Review of literature on patient 
safety culture in nursing 
homes.

HSOPSC; Shortell organisation 
and management survey; Safety 
Attitudes Questionnaire (SAQ).

Brazil et al56 (2012) Canada Qualitative study The views of decision makers 
about quality of care within 
long- term care homes to guide 
improvement in the quality of 
care in long- term care homes.

n/a

Carryer et al29 (2017) New Zealand Secondary analysis 
(quantitative).

Prevalence of key safety 
indicators nursing homes.

English translation of the 
Landelijke Prevalentiemeting 
Zorgproblemen (LPZ). Pressure 
ulcers, malnutrition, incontinence 
and falls.

Cavalcante et al18 (2016) Brazil Secondary analysis 
(quantitative).

Prevalence of key safety 
indicators nursing homes.

Mortality rate; incidence of 
diarrhoeal diseases and scabies; 
prevalence of pressure ulcers; and 
falls (with or without injury).

Cranley et al69 2011 Canada Tool development. Evaluate the feasibility of 
engaging frontline staff to use 
quality improvement methods 
to integrate best practices into 
resident care.

Safer Care for Older Persons (in 
residential) Environments.

Dupler et al21 2001 USA Implementation and 
evaluation of a quality 
improvement service 
delivery model.

Quality of life, quality of care 
and resident safety.

Indicators relating to admission, 
services provided, environment 
and staff/resident safety – falls, 
elopement from the facility 
(‘wandering’), medication error, 
altercations and changed 
condition. Also, quality of care 
indicators, including behaviour, 
nutrition and infections.

Estabrooks et al30 (2016) Canada Secondary analysis 
(quantitative).

Presentation of complex data 
on nursing homes to non- 
research stakeholders.

Alberta Context Tool (ACT); 
urinary tract infection (UTI) and 
indwelling catheter from the 
Resident Assessment Instrument – 
Minimum Data Set (RAI- MDS) 2.0.

Estabrooks et al65 (2016) Canada Tool development Development of the ACT. ACT.

Fleming38 (2011) Australia Tool development. To compare an assessment 
tool developed for use in 
home- like environments (the 
Environmental Audit Tool 
(EAT)), with the gold standard 
assessments for residential 
facilities for people with 
dementia, the Special Care 
Unit Environmental Quality 
Scale and the global score 
of the Therapeutic Screening 
Survey for Nursing Homes.

EAT.

Continued
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Authors (year) Location
Type of study/
methodology Topic Safety indicators

Fleming et al36 (2017) n/a Narrative literature review. A review on the concept 
of home and the common 
measures taken to address 
homeliness in a care home 
setting.

n/a

Gartshore et al7 (2017) n/a Scoping literature review. Patient safety culture in older 
adult care homes.

Nursing Home Survey of 
Patient Safety Culture, SAQ, 
Communicating, About Nursing 
Errors survey, Accreditation 
Canada’s Patient Safety Culture 
Tool, Community Living Centres 
Employee Survey on Attitudes 
about Resident Safety, Patient 
Safety Climate Survey, and Safety 
Organizing Scale.

Greenberg et al19 (2009) n/a Review of data on patient 
safety indicators.

Review of data on patient 
safety indicators.

Prevalence of falls and incidence 
of pressure ulcers.

Groenewoud et al37 (2008) The Netherlands Tool development/
evaluation.

Developing domains of care 
quality (including in care 
homes) that balance validity, 
appropriateness, feasibility 
and consensus (experts and 
consumers).

None, although it draws on two 
customer satisfaction instruments 
and two tools used by Dutch 
inspectorate.

Hillen et al47 (2015) n/a Systematic literature 
review.

The evaluation of medication- 
related quality of care in older 
adult care homes.

Various (28 indicators from 22 
datasets).

HSOPSC User Guide64 USA Tool user guide. n/a HSOPSC.

Hsieh et al39 (2012) Taiwan Delphi study. Developing indicators of 
environmental quality in long 
term care facilities.

n/a

Jaye et al48 (2016) New Zealand Ethnographic. What quality means to care 
home residents, family 
members, staff and managers.

n/a

Johnsen et al57 (2016) USA Work system framework 
analysis.

Staff levels in nursing homes. Nursing staffing levels and care 
deficiencies.

Kim et al59 2009 USA Secondary analysis 
(quantitative).

Staff levels in nursing homes. Staffing levels and care 
deficiencies.

Kosse et al27 (2015) The Netherlands Prospective and 
naturalistic.

Fall rate in long- term care 
residents with dementia.

Number of falls.

Li et al58 (2019) USA Secondary analysis 
(quantitative).

The association between 
patient safety culture and 
indicators in ‘Nursing Home 
Compare’.

Agency for Healthcare Research 
Quality Survey on Patient Safety 
Culture
plus various—as reported on 
‘Nursing Home Compare’—
for example, the number of 
substantiated complaints, fines, 
deficiency citations, nursing staff 
levels and indicators from the 
Minimum Data Set (MDS).

Mamun et al44 2004 Singapore Case note review. Assessing polypharmacy 
and inappropriate medicine 
in older adult care home in 
Singapore.

The frequency of polypharmacy, 
inappropriate medication and 
medication incidents extracted 
from case notes.

Table 1 Continued
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Authors (year) Location
Type of study/
methodology Topic Safety indicators

Marlin et al24 (1999) USA Literature review;
secondary analysis 
(quantitative).

Review of literature to examine 
the relationship between 
strategic groups membership 
and performance in the 
nursing.

Pressure sore rate, unplanned 
weight changes, use of restraints 
and catheterisation rates. Health 
and life and safety deficiencies 
based on the number and type(s) 
of deficiency identified during 
each facility’s recertification 
survey.

Mueller and Karon22 (2003) USA Quantitative study. Explore the opinions of long- 
term care nursing experts 
about the American Nurses 
Association (ANA) nurse 
sensitive quality indicators and 
their relevance to long- term 
care.

Nurse sensitive quality indicators 
developed through the ANA‘s 
Safety and Quality Initiative, 
including frequency of pressure 
ulcers, falls, patient satisfaction, 
staff ratios, nursing care hours and 
staff satisfaction.

Norton et al20 (2014) Canada Tool development. To demonstrate the benefit 
of defining operational 
management units in nursing 
homes and computing quality 
indicators on these units as 
well as on the whole facility.

Quality indicators derived from the 
RAI- MDS 2.0 quality indicators 
for: PRU05—prevalence of 
residents with stage 2–4 pressure 
ulcers, PAIOX (prevalence of 
residents with pain) and DRG01 
(prevalence of residents receiving 
an antipsychotic with no diagnosis 
of psychosis).

O’Connor et al43 (2012) n/a Literature review. Review to describe the 
inappropriate prescribing 
detection tools or criteria 
most frequently cited in 
the literature and examine 
their role in preventing 
inappropriate prescribing 
and other related healthcare 
outcomes.

Inappropriate prescribing tools.

O’Connor et al46 (2017) Australia Tool development; clinical 
records audit.

Develop indicators of safe 
psychotropic prescribing 
practices for people with 
dementia.

Safe psychotropic prescribing 
practice indicators.

Oetjen et al23 (2011) USA Secondary analysis 
(quantitative).

The relationship between 
financial performance and 
selected safety measures 
of nursing homes (food 
sanitation, records complete, 
accuracy of assessment, 
assessment by qualified 
staff, drug storage, pharmacy 
procedures, infection control 
and medication errors greater 
than 5% and unnecessary 
drugs).

Nine safety measures from the 
Online Survey, Certification and 
Reporting data.

Parker et al (2019)80 USA Qualitative interview study. Staff perception of the conflict 
between person- centred care 
and safety.

n/a

Pickering et al66 (2017) USA Telephone interviews. Exploring how the certified 
nursing assistants understand 
and responds to bullying in the 
workplace.

Institutional culture and care staff 
outcomes related to bullying 
behaviour, for example, inflicting 
overload, mishandling critical 
incidents, playing favourites, 
belittling staff, bullying and/or 
putting residents at risk.

Recio- Saucedo et al40 
(2017)

n/a Literature review. What impact does nursing 
care left undone have on 
patient outcomes?

Care deficiency (non- completion 
of nursing tasks).
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Authors (year) Location
Type of study/
methodology Topic Safety indicators

Scott- Cawiezell and 
Vogelsmeier35 (2000)

n/a Literature review. A review of safety in older 
adult nursing homes (2005–
2010).

Center for Medicare & Medicaid 
Services Quality Indicators and 
Quality Measures, that is, falls, 
use of physical restraints, pressure 
ulcers and infections.

Stevenson et al25 (2013) USA Secondary analysis 
(quantitative).

To assess whether the 
experience of being sued 
and incurring litigation costs 
affects the quality of care 
subsequently delivered in 
nursing homes.

Incidence of pressure ulcers, use 
of physical restraints, activity of 
daily living (ADL) decline, UTIs 
and violations of safe care that 
involved actual harm or jeopardy 
to residents.

Trinkoff et al34 (2014) USA Secondary analysis 
(quantitative).

Associations of education 
and certification among 
nursing home administrators 
and director of nursing with 
residents outcomes.

Pressure ulcers, urinary tract 
infection and pain.

van Gaal et al32 (2009) The Netherlands Develop and test a patient 
safety programme. A 
cluster randomised trial.

Develop and test an integral 
patient safety programme 
that addresses three adverse 
events: pressure ulcers, falls 
and UTIs.

Inpatient safety programme for 
the prevention of adverse events 
(pressure ulcers, UTI and falls). 
Secondary outcome measures 
was the utilisation of preventive 
interventions and the knowledge 
of nurses regarding the three 
topics (pressure ulcers, UTI and 
falls).

van Nie- Visser et al31 
(2013)

The Netherlands Annual cross- sectional 
multicentre point 
prevalence survey.

An international prevalence 
measurement of care 
problems: study protocol.

LPZ- International. This includes 
incidence of care problems, use of 
physical restraints, incontinence, 
malnutrition, pressure ulcers and 
falls.

Vermeulen et al45 (2017) The Netherlands Interview study. Understanding the impact 
of supervision on reducing 
medication risks: an interview 
study in long- term elderly 
care.

Medication safety incidents (self- 
reported).

Wells et al55 (2019) Australia Tool development. Development of an interview 
tool to be implemented by the 
Australian Aged Care Quality 
Agency in residential aged 
care as a quality indicator.

Consumer Experience Report.

Winters et al53 (2014) The Netherlands Cross- sectional study. The influence of corporate 
structure and quality 
improvement activities on 
outcome improvement in 
residential care homes.

Resident- reported indicators, 
including shared decision making, 
availability of information, meals, 
competency and safety, comfort, 
atmosphere, housing and privacy 
activities, safe living environment 
and availability/attitudes of care 
staff.
Other indicators (reported by 
professionals/care staff), including 
incidence of falls, medicine 
incidents, psychopharmacy, 
antidepressants, problem 
behaviour and depression.

Xu et al33 (2019) USA Secondary analysis 
(quantitative).

Examine the relationship 
between quality indicators and 
preventable hospitalisation.

Indicators from the Minnesota 
Nursing Home Report Card 
and resident- level variables 
from the MDS, including the 
use of antipsychotics (without 
a diagnosis of psychosis), 
unexplained weight loss, 
UTIs, pressure ulcers, bladder 
continence and ADL dependence.
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(ASCOF 1A).50–52 Focusing on the residents’ perspec-
tive on safety can be found in other tools too, including 
the Dutch national indicator set, the Consumer Quality 
Index53 54 and the Consumer Experience tool, which 
forms part Australian Aged Care Quality Agency audit 
process to capture residents’ experience of care quality.55

Will care be safe in the future?
In asking whether care will be safe in the future, the 
review identified safety indicators that relate to organi-
sational and wider contextual factors, including staffing 
and safety culture within individual or groups of care 
homes, as well as wider systems- level factors, such as the 
funding of long- term care systems,56 for- profit care57 and 

market- level factors,58 that influence future risk of harm 
within an individual home or the residential care sector.

The literature review identified the skill, experience 
and number of care home staff per resident as potential 
indicators. These factors are related to the incidence of 
both care deficiencies and harm- related safety indica-
tors.57 59 Other studies focused on patient safety culture 
(PSC) and/or the quality of the workplace environment 
as safety indicators. PSC refers to a combination of indi-
vidual and group values, perceptions, attitudes, compe-
tencies and behaviours that influence an organisation’s 
safety management style.60 The PSC measures identified 
in the literature review include the Occupational Health 

Authors (year) Location
Type of study/
methodology Topic Safety indicators

Yeung and Chan61 (2012) Hong Kong. Questionnaire survey. Measuring safety climate in 
elderly homes.

Occupational Safety and Health 
Council (OSHC) safety climate tool 
(modified).

Yu and Qian41 (2018) Australia Tool development. Developing a theoretical 
model and questionnaire 
survey instrument to measure 
the success of electronic 
health records in residential 
aged care.

Training, self- efficacy, system 
quality, information quality, user 
satisfaction and net benefits of 
use.

Table 1 Continued

Table 2 Measures of safety

Dimension Measures/indicators of safety

Harm
Has care been safe in the past?
(What are the rates of past harm?)

Physical harm: occurrence of pressure ulcers, falls, diarrhoeal disease or 
scabies, malnutrition, dehydration, incontinence, unplanned weight change, 
catheterisation, urinary tract infections, decline in activities of daily living, 
experience of pain and mortality.
Psychological harm: measures of an individual’s sense of self, connectedness, 
and belonging, comfort and security, emotional distress, privacy, respect and 
autonomy, and dignity.

Reliability
Are systems, processes and behaviour reliable?
(Indicators of the reliability of safety critical processes and 
systems, and also the capacity of staff to follow safety 
critical procedures.)

Omission of safety critical care activities, for example, ambulation, turning, 
feeding, personal hygiene or surveillance.
Medication- related measures, for example, inappropriately prescribed medicines, 
medication errors, psychotropic prescribing for people with dementia, failure to 
use medication and occurrence of medication review.
Physical environment of the care home, for example, adequacy of lighting and 
ventilation, sterile or clinical environment (lack of ‘homeliness’).
Social use of the care home environment, for example, lack of space for privacy, 
or intrusive noise with the potential to cause psychological harm.
How care is delivered in the space, for example, are rooms large enough for safe 
use of equipment and lack of space for delivery of care with dignity and respect.
Care record keeping. Is key care- related information captured adequately?

Sensitivity to operations
Is care safe today?

Resident reports of feeling safe or other safety- related aspects of user 
experience.

Anticipation and preparedness *
Will care be safe in the future?
(The ability to anticipate, and be prepared for, problems and 
threats to safety.)

Staffing levels, skill or training.
Patient safety culture.

Integration and learning
Are we responding and improving?
(The capacity to collect, analyse and improve from, safety 
information.)

The use of national or regional datasets that include safety indicators for 
monitoring and improvement, for example, Resident Assessment Instrument 
Minimum Data Set 2.0.

*This may also be influenced by wider systems- level contextual factors, including administration, policy and funding.
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and Safety Council Safety Climate Questionnaire,61 the 
Nursing Home Survey on Patient Safety Culture,58 62 
which is an adapted version of the Hospital Survey on 
Patient Safety Culture,28 63 64 and the Alberta Context 
Tool, which captures a range of quality and safety- related 
contextual factors.30 65 Studies have found that PSC is 
lower in nursing homes than in hospitals, with lower 
levels of learning from errors, less open communication 
and a blaming or punitive culture among staff.28

These workplace- level indicators may be important, 
as it has been found that work environment influences 
resident safety outcomes more than the traits of indi-
vidual care staff.66 They may also be important sources 
of additional information to support the interpretation 
of harm- based indicators: for example, it has been found 
that good PSC is related to lower reporting of some harm- 
based safety indicators58 but higher reporting of others 
(eg, report of falls), likely due to more accurate reporting 
and/or differences in care practice, for example, reduced 
use of restraints.63

Are we improving and responding?
The literature on measuring safety in care homes 
referred to various measures included in national data-
sets for quality monitoring and improvement. Examples 
include the National Prevalence Measurement of Quality 
of Care (the ‘LPZ’), which is collected annually in the 
Netherlands29 and the Resident Assessment Instrument 
Minimum Data Set 2.0, which has been adapted and 
applied to national- level quality monitoring of care facili-
ties in Canada.67 The US Agency for Healthcare Research 
Quality collects and reports indicators of harm as part 
of the Minimum Data Set 3.0 for nursing homes19 68 
and the Brazilian National Health Surveillance Agency 
(‘ANVISA’) requires monthly reporting of indicators.18 
The principle of this approach is to monitor overall 
safety and quality with a systems- level view. To translate 
these data into the improvement of the quality and safety, 
however, it is important to consider the steps required in 
practice.

Studies looking at this area have identified some 
common essential elements that enable learning in 
the care home context. This includes local and specific 
measurement, either at the unit of the whole care home 
and/or staff team led by the same leader, or at the resi-
dent level, that is linked to staff learning via intentional 
activities, like networking,20 69 and also supported by clin-
ical expertise and quality improvement methods within 
the team.21 While these elements are commonly found 
in healthcare teams, as they review and learn from safety 
incidents, they are not usually commonplace in the care 
home context.28

DISCUSSION
A scoping review was undertaken to identify safety indi-
cators used in older adult care homes from the interna-
tional literature. How these relate to the key concepts of 

safety derived from healthcare settings was determined 
by mapping onto the the five dimensions of safety in the 
SMMF.16

In reviewing the literature, there are a wide range of 
potential measures already available, but there are also 
some potential gaps and challenges related to data collec-
tion and application in the care home context. Measures of 
past harm identified in the literature have mirrored those 
used in clinical settings and are dominated by measures 
of physical rather than the psychological harm. This may 
not adequately reflect the person- centred focus of care 
in care home settings and the potential for harm from 
care delivered in a way that does not respect a person’s 
dignity or personal preferences. Similarly, the assessment 
of reliability of systems, processes and behaviours has 
focused on safety critical processes, such as ambulation. 
One could argue that freedom from psychological harm 
and a safe, but homely, physical environment should play 
a more significant role in safety assessment when the care 
environment represents ‘home’ for its residents. The 
qualities of ‘homeliness’, with access to individualised 
space and personalised décor, and also relationships with 
other residents contribute to a sense of (in)security and 
(not) feeling safe.10

Social care tends to place a greater emphasis on the 
views and experience of people, which reflects its aim of 
promoting the quality of life.50 Using residents’ views and 
self- reported outcome measures should, therefore, be an 
integral part of understanding and measuring safety. This 
approach, however, presents a challenge. The prevalence 
of cognitive impairment among care home residents 
often precludes the use of traditional data collection 
methods for self- report measures.70–75 The use of proxy 
report by care staff and/or family carers, as in the care 
home version of ASCOT,12 76 may also be problematic due 
to potential bias, even if it may be preferable to systematic 
exclusion from data collections.77–79 Further research on 
safety data collection methods in care homes is required 
to adequately address these concerns. A gap also exists 
in adequately capturing information on the incidence of 
abusive or neglectful care practice. There are complex 
issues as to whether, and how, such sensitive data might 
be reliably collected through resident report, staff report 
(self or colleague) and/or staff observation.

To date, there is relatively little evidence of learning 
in practice from safety metrics within care home staff 
teams, especially learning that directly involves care 
workers and managers. There is also limited insight into 
potential barriers to learning presented by care sector 
conditions (eg, staffing levels, employment conditions 
and the professional status of care workers) and ways to 
adapt practice- based processes in light of these contex-
tual differences. Improvement targeted at either systems 
level or organisational level is also relatively underdevel-
oped in the care home sector. Such monitoring is likely 
to require a dual individual organisational perspec-
tive, since measures of contextual factors, including 
PSC, offer important contextual evidence to guide the 
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interpretation of individual- level harm- based indicators, 
as well as the ways in which an organisation is led and 
responds to safety challenges.

Wider systems- level factors are generally considered 
in the literature as influences on safety, rather than as 
measures of safety. This approach acknowledges the 
influence of such factors on care home safety and quality; 
however, it also implies that these wider factors are beyond 
the scope of quality improvement interventions. The 
extent to which policy and funding models influence the 
quality and safety of care remains a gap in the literature. 
Further evidence could establish the degree of influence 
of these factors, as well as suitability as safety indicators to 
understand, guide and improve safety at a systems level.

A limitation of this study is that its approach focused on 
measures found in the international peer- reviewed liter-
ature. It is possible that indicators used in practice were 
omitted, especially in countries, like England, that do not 
have a national minimum dataset for care homes and 
where fragmented local practice is unlikely to be reported 
in peer- reviewed literature. Further investigation of safety 
measurement and improvement within care homes and 
consortia, and undertaken by adult social care quality 
monitoring teams, safeguarding managers, commis-
sioners and other stakeholders within local authorities 
or regional bodies in England, would contribute to the 
evidence base. This is the next phase of work of the study 
of which this scoping review is part. An evaluation of 
the psychometric properties of indicators (ie, reliability, 
validity and ability to differentiate between good and 
poor quality care) would also be a useful contribution. 
There are also important considerations as to whether 
it is feasible to routinely collect the required data in the 
resource- constrained residential home environment. 
Further work is needed before measurement systems are 
in place that can fulfil these criteria.

In summary, this scoping review has identified safety 
indicators collected and used in older adult care homes 
from the international literature. These indicators have 
been evaluated and analysed against the SMMF16 to iden-
tify gaps and areas where adaptation may be required to 
adequately capture safety in the context of older adult 
care homes. Some of the key contextual differences and 
challenges have been considered.
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