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Foreword 

Welcome to the second annual report on the quality of nationally submitted health 
and social care data. 

Good quality data is, and has always been, a key part of improving services through 
informed decision making, regardless of whether those decisions affect a single 
individual or the whole of the health and social care system. 

This has become even more apparent with the publication of Mr Robert Francis‟ 
report of the Mid Staffordshire NHS Foundation Trust Public Inquiry1 and Dame 
Fiona Caldicott‟s most recent review of information governance2. 

Recommendations from both publications highlight the importance of data quality. 
For example: 

 Francis report recommendation 269: the only practical way of ensuring 
reasonable accuracy is vigilant auditing at local level of the data put into the 
system. This is important work, which must be continued and where possible 
improved 

 Caldicott review recommendation 14: Regulatory, professional and educational 
bodies should ensure that sound record keeping and the importance of data 
quality are part of continuous professional development and are assessed as part 
of any professional revalidation process 

Our statutory data quality role in assessing the data we collect against national 
standards and reporting the results is only one element of the work required to 
improve the quality of health and social care data. Other elements include the setting 
and maintenance of appropriate data standards and the design, development and 
implementation of methods to support individuals and organisations to continuously 
improve data quality.  

We will improve our understanding of our customers‟ data quality requirements and 
fully support the development and implementation of the processes and systems 
needed to meet them. We will work with system users and suppliers to improve 
system validation at the point of entry against current and emerging data quality 
standards. We will continue to improve our own data quality assessment and 
reporting methods, making them more consistent and more visible to data providers 
and customers. We will also continue to work with our partners, including NHS 
England, the Royal Colleges, Monitor, the Care Quality Commission, Public Health 
England and NICE, to support the continued development of the other important 
elements of a national data quality assurance framework described above. 

This report focuses on the data quality work we currently do and any improvements 
we have planned in this area. It also describes some key issues we experience and 
provides a number of case studies describing good and poor data quality practice. 
Quantitative examples of data quality assessments are also included with links to 
more detailed results available for those who would like to see them. 

                                            
1
 http://www.midstaffspublicinquiry.com/report 

2 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774 

_InfoGovernance_accv2.pdf 

http://www.midstaffspublicinquiry.com/report
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
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We encourage all health and social care organisations to read the report, to 
comment on the data quality work we are involved in and to suggest ways in which 
our work, and data quality across the health and social care sectors, could be 
improved. 

 

          

                               
Kingsley Manning  Alan Perkins  

 

Chair,  Chief Executive, 

Health and Social Care Information Centre  Health and Social Care Information Centre 
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Executive summary 

The Quality of Nationally Submitted Health and Social Care Data England, Annual 
Report, 2013 is the second experimental official statistics publication to report on the 
quality of data collected by the HSCIC from health and social care organisations in 
England. The purpose of the publication is to give health and social care 
organisations, and other interested parties, information about the HSCIC‟s current 
and planned data quality activities and capabilities; data quality performance; key 
data quality issues experienced by the HSCIC; and what the HSCIC perceives to be 
good and poor data quality practice by organisations submitting data to the HSCIC. 
 
The content was collated from a number of HSCIC programme areas, individual 
HSCIC staff members and one external organisation. 
 
Where the data exists, previous years have been shown for comparability and to 
show the changes in data quality over time. The scope of this report is wider than 
last year and includes information from more programme areas. The format also 
differs from last year. It has a less quantitative bias, focusing more on the HSCIC‟s 
data quality activities and experiences whilst providing links to more detailed 
quantitative information for those who are interested. The majority of the data in this 
report is new and the publication follows a consistent structure wherever possible to 
aid understanding of the areas and data involved. 

Key points from this report 

 The report re-emphasises the importance of good quality data to the health and 
social care sectors, especially in light of the findings and recommendations in the 
recent report by Mr Robert Francis QC on the Mid Staffordshire NHS Foundation 
Trust Public Inquiry3 and Dame Fiona Caldicott‟s review of information 
governance4 

 The HSCIC‟s statutory data quality role is only one element of several required 
to fully support the continuous improvement of data quality across the health and 
social care sectors 

 For the majority of programme areas included in the report, the overall quality of 
data received by the HSCIC appears to be improving. Most exceptions tend to 
result from issues caused by the recent changes to the NHS structure. These 
issues are expected to be resolved over the coming year as processes are 
revised to fully reflect the new structure 

 There is an issue with regard to the validity of data as opposed to the accuracy of 
data. Valid data meet published standards and are then used confidently for 
'secondary uses', i.e. purposes other than direct clinical care. However, valid data 
are not necessarily accurate, and the use of inaccurate data in direct clinical care 
can compromise patient safety. The HSCIC needs to work with its partners to 
understand the extent and impact of this issue and agree how to resolve it, e.g. 
by: 

                                            
3
 http://www.midstaffspublicinquiry.com/report 

4
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774 

_InfoGovernance_accv2.pdf 

http://www.midstaffspublicinquiry.com/report
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
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 Understanding the breadth and depth of data recorded for direct clinical care 
more fully and making better use of them for secondary purposes 

 Understanding that data quality requirements are driven by the intended use 
of data and that the methods used to assess, report and manage data 
quality will necessarily vary by use and, consequently, by user group 

 Extending the auditing of data quality beyond Payment by Results to other 
areas where poor data quality could impact most on direct clinical care 

 The HSCIC undertakes a range of data quality activities but needs to continue to 
work on improving the consistency of these activities and the level of capability 
across programme areas supported by clear data management processes and 
policies 

 The HSCIC gives data quality advice and guidance to organisations and will 
continue to do so. However, organisations who submit data to the HSCIC are 
ultimately responsible for the quality of that data and for continuously improving 
its fitness for operational and strategic use 
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Introduction 

This experimental statistical publication relates to the assessment and reporting of 
the quality of data received by the HSCIC from health and social care organisations. 
 
This is the second annual report on the quality of nationally submitted health and 
social care data in England. The first annual report5 was published on 19th July 
2012. 

Objectives 

The objectives of this report are to: 

 Re-emphasise the importance of good quality data to the health and social care 
sectors, especially in light of the findings and recommendations in the recent 
Francis report of the Mid Staffordshire NHS Foundation Trust Public Inquiry6 and 
Caldicott review of information governance7 

 Describe the HSCIC‟s role in data quality assurance and the need for clarity of 
organisational data quality roles and responsibilities and better collaboration 
between those responsible 

 Describe current HSCIC data quality processes 

 Describe planned improvements to HSCIC data quality processes 

 Show quantitative assessments of the quality of data collected by the HSCIC 

 Describe key data quality issues from the HSCIC perspective 

 Use case studies to share what the HSCIC considers to be examples of good 
and poor data quality practice 

 Promote discussion about data quality in health and social care and invite 
feedback 

The importance of good quality data in the health and social care 
sectors  

Good quality data are, and have always been, a key part of improving services 
through informed decision making, regardless of whether those decisions affect a 
single individual or the whole of the health and social care system. 
 
The recent report by Mr Robert Francis QC on the Mid Staffordshire NHS 
Foundation Trust Public Inquiry6 and Dame Fiona Caldicott‟s review of information 
governance7 both acknowledge this by highlighting issues with data quality in health 
and social care and the impact these issues have on direct and indirect uses of data. 
Both also recommend how these issues could be resolved. 
 

                                            
5 http://www.hscic.gov.uk/catalogue/PUB08687 
6 http://www.midstaffspublicinquiry.com/report 
7 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774 

_InfoGovernance_accv2.pdf 

http://www.hscic.gov.uk/catalogue/PUB08687
http://www.midstaffspublicinquiry.com/report
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
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Francis states that accuracy of records is obviously vital if safe care is to be 
delivered to patients. Francis also states that it is clear from the evidence before the 
Inquiry relating to the coding issues arising in the Trust that there is potential for 
providers‟ data from which healthcare statistics are produced to be inaccurate to an 
extent that undermines the reliability of subsequent analysis. Francis subsequently 
recommends that the only practical way of ensuring reasonable accuracy is vigilant 
auditing at local level of the data put into the system and that this is important work 
which must be continued and where possible improved. 
 
Caldicott states that poor data quality can directly affect the quality of direct patient 
care and gives examples of this in her report including clinicians making decisions 
about treatment on the basis of incorrect information. Poor data quality can be 
caused by poor practice, such as professionals recording data inaccurately, or can 
result from poor standards or procedures, e.g. having systems that do not allow an 
accurate or suitably detailed expression of a patient‟s or client‟s condition. 
Caldicott also states that there are two main causes of poor data quality indirectly 
affecting care. The first is when data for indirect care is derived from professional 
health and social care records for direct care that are themselves of poor quality. The 
second stems from the way in which data sets are created, in particular those that 
rely on human transcription. Data transcription errors can be significant with rates of 
6.5% or 650 errors per 10,000 data items quoted in research studies8. Depending on 
context, these error rates may be even higher9. Caldicott recommends therefore that 
regulatory, professional and educational bodies should ensure that sound record 
keeping and the importance of data quality are part of continuous professional 
development and are assessed as part of any professional revalidation process. 

The HSCIC’s data quality role 

The Health and Social Care Act 2012 (the Act), which came into force on 1st April 
2013, states that the HSCIC‟s statutory data quality role is to assess the extent to 
which the data it collects meets applicable published standards and to publish the 
results of the assessments. In addition, the HSCIC may give advice or guidance on 
data quality relating to the collection, analysis, publication or other dissemination of 
data and information10. The Act also states that the Secretary of State for Health and 
NHS England are responsible for preparing, or adopting, and publishing the 
information standards against which the HSCIC assesses the quality of the data it 
receives. 
 
Last year‟s report proposed the development of a national data quality assurance 
framework. The proposal came from the HSCIC‟s data quality strategy which was 
influenced by the 2011 Health and Social Care Bill, which, after amendment, 
subsequently became the Act. The proposal has been updated slightly since last 

                                            
8
 See footnote 100 in Caldicott 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774 
_InfoGovernance_accv2.pdf 
9
 See footnote 101 in Caldicott 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774 
_InfoGovernance_accv2.pdf 
10 http://www.legislation.gov.uk/Health & Social Care Act 2012 Chapter 7, Part 9, Chapter 2, paragraphs 265 and 

266 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf
http://www.legislation.gov.uk/ukpga/2012/7/contents
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year‟s report to more accurately reflect the HSCIC‟s statutory data quality role as set 
out in the Act. 
 

 
 
The HSCIC data quality assurance role is being developed to include delivery of its 
statutory obligations under the Act and is closely aligned with the „Assessment‟ 
function of the proposed national data quality framework. It also includes some 
elements of the „Standards‟ and „Improvement‟ functions of the proposed framework. 
For example, the HSCIC develops its own data standards based on its extensive 
knowledge and experience of the data it receives and uses them, in conjunction with 
national data standards, to assess data quality. The HSCIC also gives advice and 
guidance on data quality to facilitate improvement. 
 
However, there is a lack of clarity about responsibility for the development of the 
remaining elements of the proposed „Standards‟ and „Improvement‟ functions which 
the HSCIC considers essential if the benefits of continuous improvement in data 
quality, as described in the previous section, are to be realised. Neither the Health 
and Social Care Act 2012 nor the Department of Health‟s (DH) Information 
Strategy11 clearly defines the organisational responsibility for leading these areas of 
continuous data quality improvement. This view is supported in the National Audit 
Office‟s most recent Department of Health information assurance report12, published 
in November 2012, in which it states that: “Roles and responsibilities are clearly 
defined and communicated within the Department, but roles and responsibilities 
underpinning the quality of data provided by external bodies have not been clearly 
set out and communicated by the Department.” 
 
The HSCIC has already raised this issue with NHS England and will continue to work 
with them and its other partners, including the Department of Health, the Care 
Quality Commission, Monitor and Public Health England, to try and resolve this 
issue. 

                                            
11 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf 
12

 http://www.nao.org.uk/wp-content/uploads/2012/11/Information_assurance_DoH.pdf 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
http://www.nao.org.uk/wp-content/uploads/2012/11/Information_assurance_DoH.pdf
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Improving the HSCIC’s data quality processes 

The HSCIC undertakes many different data quality activities. Most of the capability to 
undertake these activities is spread across the HSCIC‟s programme areas, although 
some programme areas have more knowledge and expertise in this area than 
others. There is a degree of consistency across the data quality activities undertaken 
by HSCIC programme areas but more still needs to be done, as described below, to 
ensure that all providers and users of data receive a consistently high standard of 
support and service irrespective of the programme area they are working with. 
 
The key areas where HSCIC data quality process improvement work is currently 
being focused are: 
 

 More and better use of the HSCIC‟s Data Management Environment (DME) to 
support the HSCIC‟s statutory data quality role including: 

 A data quality engine to store and apply standards-based business rules 
consistently 

 A repository to store data quality assessment results which will provide a 
single source of data to support all external and internal data quality 
reporting requirements 

 Improving the quality of corporate reference data and communicating its 
importance, from a data quality perspective, to extend its use  

 Improving external access to the standards and methods used to assess the 
quality of data received and making the results more easily accessible in a 
meaningful and consistent format 

 Reviewing and updating the HSCIC‟s data quality assurance strategy to more 
closely align with the organisation‟s statutory data quality role and strategic vision 

Common key issues and areas of concern 

This section describes some common key issues and areas of concern that have 
been identified in the report. These are: 

 A number of contributors still receive duplicate data. This requires additional time 
and effort to be spent by the HSCIC, and those organisations submitting 
duplicate data, to resolve the issues. This increases the burden associated with 
the data collection process 

 Some programme areas estimate values if all expected data are not received 
from organisations. Estimating carried out by the HSCIC reduces the incentive for 
organisations to submit data and passes responsibility for the quality of 
information produced from the estimated values to the HSCIC 

 Despite some returns and data items being described as mandatory, it is evident 
that not all organisations submit mandatory returns to the HSCIC and, of those 
that do, some fail to provide data for all mandatory data items 

The HSCIC needs to investigate these common key issues and areas of concern 
with key stakeholders and discuss and agree ways in which they can be resolved. 
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Report format 

The format of this year‟s report has changed. Last year‟s report focused more on the 
quantitative analysis of the quality of data received by the HSCIC. This year‟s report 
focuses more on describing the current data quality activities and capabilities of a 
number of HSCIC programme areas together with any improvements they may have 
planned at the time they contributed to the report, key data quality issues they may 
have experienced and case studies, if available, of what they consider to be good or 
poor data quality practice by organisations submitting data to them. The scope and 
format of future reports will be discussed and agreed based on feedback from 
readers of this report, discussions with key stakeholders and any changes to 
strategy or policy. 
 
It also includes perceptions of data quality from two clinicians, one from primary care 
and the other from secondary care, and information about two of the methods 
currently in use to assess and support improvements in data quality, i.e. Payment by 
Results (PbR) audits and the Information Governance Toolkit (IGT). 
 
The change from a more quantitative report to a more qualitative report has been 
made with the intention of making people more aware of what the HSCIC does in 
relation to its statutory data quality role, why it does it and how it does it. In addition, 
the majority of the results of the data quality assessments carried out by the HSCIC 
are available on its website13 and links to this information are given throughout the 
report. 
 
Feedback on the change in report format is welcome and can be given by using the 
online survey http://www.surveymonkey.com/s/DataQualityReportFeedback or by 
contacting the HSCIC via 0845 300 6016 or email enquiries@hscic.gov.uk 

Experimental statistics 

"Experimental statistics" are new official statistics that are undergoing evaluation. A 
key part of the "Experimental statistics" label is user engagement in the evaluation of 
those statistics; the HSCIC invites readers to comment on experimental publications, 
which will help inform the next report. Comments may be sent to 
enquiries@hscic.gov.uk or through the online survey at 
http://www.surveymonkey.com/s/DataQualityReportFeedback 

Further information 

For further information on the data quality assurance work the HSCIC is doing, and 
plans to do, please contact enquiries@hscic.gov.uk 

  

                                            
13

 http://www.hscic.gov.uk/ 

http://www.surveymonkey.com/s/DataQualityReportFeedback
mailto:enquiries@hscic.gov.uk?subject=Data%20Quality%20Report%202013
mailto:enquires@hscic.nhs.uk?subject=Data%20Quality%20Report%202013
http://www.surveymonkey.com/s/DataQualityReportFeedback
mailto:enquires@hscic.nhs.uk?subject=Data%20Quality%20Report%202013
http://www.hscic.gov.uk/
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Data quality statement 

Every official and national statistical publication within the HSCIC provides a data 
quality statement to show how each area of data quality is addressed by the 
publication. 

Relevance 

The intended audience for this publication is health and social care service 
providers, health and social care service commissioners, health and social care 
service regulators, health and social care data processors and health and social care 
data users. 
 
This publication describes the importance of data quality and how some HSCIC 
programme areas currently assess and report on data quality. It also gives examples 
of the quality of some of the data the HSCIC receives, describes key data quality 
issues experienced by the HSCIC and what is being done to try and resolve them 
and contains case studies of perceived good and poor data quality practice by 
organisations submitting data to the HSCIC. 

Accuracy and reliability 

All percentages in this report are rounded to one decimal place for consistency and 
readability. Where large numerators and/or denominators are involved, this may 
mean that figures of slightly more than zero will show as zero. For example, in the 
SUS Duplicate Records table the percentage shown is 0.0%, however, the 
numerator and denominator show that the percentage to two decimal places is 
0.01%. This is not considered to detract from the overall accuracy of the data and 
the statements within. 
 
There are numerous links to websites and publications contained within this report. 
All links have been checked and are correct as at the date of publication, 24th 
September 2013. 

Timeliness and punctuality 

The datasets involved in this publication range widely in their collection/received 
dates. It is clearly stated for each programme area when the data were collected and 
which financial year, unless otherwise stated, the data are relevant for. 
 
This publication is classed as official statistics and the publication date was pre-
announced. There was no gap between the planned and actual publication date. 

Accessibility and clarity 

This publication combines data in table format, commentary and supporting 
information. It is concerned with the quality of data received by different programme 
areas. For clarity purposes all sections follow the structure of; Current data quality 
activities and capability; Planned data quality activities and capability; Quantitative 
assessment; Key issues; and Case studies. Some areas were not able to or did not 
need to provide one or more of these sections. This has been made clear in the 
relevant parts of the publication. 
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Coherence and comparability 

Contributions to this report are derived from different sources and by different 
methods; these are clearly explained in each section. As this is the second annual 
report, comparability can also be made with last year‟s results where possible to 
enhance the nature and context of the report. Some programme areas have been 
able to provide comparable data over three years to further enhance comparability. 

Trade offs between output quality components 

We have brought together data quality management and reporting techniques from a 
number of programme areas. These differing areas are outlined and reported on in a 
standard format. Please note: this report is about the quality of data submitted and 
does not report on the data itself. 

Assessment of user needs and perceptions 

There are regular meetings with, and feedback from, the different programme areas 
involved with the report. Comments can be received through various media modes; 
email: enquiries@hscic.gov.uk; phone: 0845 300 6016; and we have a web feedback 
form to go alongside every publication to assess users‟ needs and whether this 
report meets them. 

Performance, cost and respondent burden 

The publication specification completed before this report began takes into account 
the full burden to programme areas of producing the data for this report. The 
programme areas have been fully involved in the specification process and have 
agreed to their individual time scales. The data quality assurance team has worked 
closely with the programme areas throughout the process and publication to ensure 
that any issues were dealt with quickly to avoid any delays to the publication. 

Confidentiality, transparency and security 

The data contained in this publication are Official Statistics. The code of practice is 
adhered to from collecting the data to publishing: 
http://www.statisticsauthority.gov.uk/national-statistician/ns-guidance-and-
reports/national-statistician-s-guidance/index.html 
Please see links below to the relevant HSCIC policies. 
Statistical Governance Policy: 
http://www.hscic.gov.uk/media/1350/Publications-Calendar-Statistical-Governance-
Policy/pdf/The_HSCIC_Statistical_Governance_Policy_v3.1.pdf 
Freedom of Information: 
http://www.hscic.gov.uk/foi

mailto:enquiries@hscic.gov.uk?subject=Data%20Quality%20Report%202013
http://www.statisticsauthority.gov.uk/national-statistician/ns-guidance-and-reports/national-statistician-s-guidance/index.html
http://www.statisticsauthority.gov.uk/national-statistician/ns-guidance-and-reports/national-statistician-s-guidance/index.html
http://www.hscic.gov.uk/media/1350/Publications-Calendar-Statistical-Governance-Policy/pdf/The_HSCIC_Statistical_Governance_Policy_v3.1.pdf
http://www.hscic.gov.uk/media/1350/Publications-Calendar-Statistical-Governance-Policy/pdf/The_HSCIC_Statistical_Governance_Policy_v3.1.pdf
http://www.hscic.gov.uk/foi
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Glossary of terms 

A&E Accident and Emergency 

AOMRC Academy of Medical Royal Colleges 

APC Admitted Patient Care 

ASC-CAR Adult Social Care Combined Activity Return 

ATs Area Teams (within NHS England) 

AVA Abuse of Vulnerable Adults 

BAAF British Association for Adoption and Fostering 

BMA British Medical Association 

BMI Body Mass Index 

BSP Bureau Service Portal 

CARAT 
Completeness, Accuracy, Relevance, Accessibility, Timeliness – a method 
for assessing data quality 

CASSR Council with Adult Social Services Responsibilities 

CCG Clinical Commissioning Group 

CDS Commissioning Data Set 

CPA Care Programme Approach 

CQC Care Quality Commission 

CTO Community Treatment Orders 

DAS Data Audit Service 

Data Depot An HSCIC secure data transfer system 

Data Quality 
Measure - 
Validity 

The degree to which data satisfies the set of business rules that govern the 
permitted values and formats for each data item 

Data Quality 
Measure - 
Credibility 

The degree to which data matches expectations with respect to 
comparisons within the data, against other sources and over time 

Data Quality 
Measure - 
Punctuality  

The proximity between the time data becomes available for its intended 
use and the point in time it was expected to be available 

Data Quality 
Measure - 
Completeness 

The degree to which data has been received from all required sources and 
includes all required data items and records 

DfE Department for Education 

DH Department of Health 

DME Data Management Environment 

DQ Data Quality 

DQA Framework Data Quality Assurance Framework 

DQD Data Quality Dashboard 

DSA Demographic Spine Application 

DSS Data Steward Service 
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EFM Estates and Facilities Management 

ERIC Estates Returns Information Collection 

EPR Electronic Patient Record 

ESR Electronic Staff Record 

ESS European Statistical System 

FTE Full Time Equivalent 

GMC General Medical Council 

GB Gigabyte – a measure of digital information storage 

GP General Practitioner 

GP2GP 
Direct and secure electronic transfer of patient records between GP 
Practices 

GR Gender Reassignment 

HEFS Hospital Estates and Facilities Statistics 

HES Hospital Episode Statistics 

HONOS Health of the Nation Outcome Scale 

HONOS 65 Health of the Nation Outcome Scale for 65+ (Older Adults) 

HQIP Healthcare Quality Improvement Partnership 

HR Human Resources 

HRG Healthcare Resource Group 

HRG4 Healthcare Resource Groups version 4 

HSCIC Health and Social Care Information Centre 

IAPT Improving Access to Psychological Therapies 

ICD 10 International Classification of Diseases 2010 

IG Information Governance 

IGT Information Governance Toolkit 

IM&T DES Information Management and Technology Directed Enhanced Service 

ISD Information Services Division 

ISD Scotland Information Services Division Scotland 

ISN Information Standards Notice 

KPI Key Performance Indicator 

LA Local Authority 

MHA Mental Health Act 

MHMDS Mental Health Minimum Data Set 

MiQUEST Morbidity Information Query and Export Syntax 

N3 NHS National Network 

NASCIS National Adult Social Care Intelligence Service 

NBO National Back Office 

NCMP National Child Measurement Programme 

NDA National Diabetes Audit 



The Quality of Nationally Submitted Health and Social Care Data  
England, Annual Report, 2013, Experimental statistics 

Page 20 of 101 Copyright © 2013, Health and Social Care Information Centre. All rights reserved. 

NHAIS 
National Health Applications and Infrastructure Services - the NHAIS 
system stores a large volume of varied data that has legitimate uses across 
a diverse range of bodies and practitioners within the NHS 

NHS National Health Service 

NHSBSA NHS Business Services Authority 

NS-SEC National Statistics Socio-Economic Classification 

NSD National Service Desk 

NWD National Workforce Data Set 

ODS Organisation Data Services 

Omnibus An HSCIC web based data collection system 

ONS Office for National Statistics 

OP Outpatient 

Open Exeter 
Open Exeter is an application giving secure online access to data stored in 
NHAIS 

OSCAR Organisation Standards Codes and Reference database 

PAF® Postcode Address File 

PbR Payment by Results 

PCA Prescription Cost Analysis 

PCO Primary Care Organisation 

PCT Primary Care Trust 

PDS Personal Demographics Service 

PID Patient Identifiable Data 

POA Present on Admission 

Primary Use Data being used for the purpose for which it was originally recorded 

PRIMIS Primary Care Information Services 

PSS-EX Personal Social Services Expenditure 

QA Quality Assurance 

QARC Quality Assurance Reference Centre 

QAS Quick Address Software 

QOF Quality and Outcomes Framework 

RAP Referrals, Assessments and Packages of Care 

RBD Registrar of Births and Deaths 

RCGP Royal College of General Practitioners 

Read Codes 
Read Codes are a coded thesaurus of clinical terms that have been in use 
in the NHS since 1985 and are still widely used in the primary care sector 

ROCR Review of Central Returns 

SAR Safeguarding Adults Return 

Secondary Use 
Data being used for a purpose other than that for which it was originally 
recorded 

SEFT Secure Electronic File Transfer 

SfC Skills for Care 
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SHA Strategic Health Authority 

SNOMED CT Systematised Nomenclature of Medicine - Clinical Terms 

SSD Systems and Service Delivery 

SSS Stop Smoking Service 

SUS Secondary Uses Service 

TCS Transforming Community Services 

UKTC United Kingdom Terminology Centre 

URN Unique Reference Number (Schools) 

WIRG Workforce Information Review Group 

WOVEN Workforce Validation Engine System 
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Clinician views of data quality 

Understanding clinicians‟ views of data quality is essential if the quality of health care 
data for direct clinical care, and for any other purpose that uses their data, is to be 
improved. Consequently, a primary care clinician and a secondary care clinician who 
work closely with the HSCIC were invited to contribute to this year‟s report. 

Primary care 

A clinician’s view of the current state of the quality of the data in GP 
electronic patient records 

Electronic patient records (EPRs) used in GP clinical systems are different to 
electronic records used in most other healthcare settings in a number of ways: 

 They extend from birth to death 

 They are created and maintained by clinicians 

 They include data on the majority of the health history of a patient, made up of a 
combination of demographic data, free text, Read coded14 data, and attached 
files that include scanned text documents and photographs 

 They record directly the outcomes of consultations between patients and 
clinicians working in GP practices, which represent approximately 90% of all 
patient consultations with NHS clinicians, and include summarised data from the 
remaining consultations that patients have with clinicians working outside GP 
practices 

The component parts of the GP EPR are discrete but can be linked together to show, 
for example, the reason or reasons for a prescription or the consultations and 
scanned letters about a specific problem. 
 
Quality of data is, and will continue to be, assessed by its fitness for purpose. Priority 
is given to ensuring that GP EPR data are fit for direct patient care and safety, 
Quality and Outcomes Framework (QOF)15 payments, medico-legal assurance and 
communication with other health and social care professionals. Some secondary 
purposes, e.g. data for completing insurance reports, are well understood and 
relatively easily supported due to the similarity of the data required to that used for 
direct patient care. However, it is much harder to predict what will be needed for 
other secondary purposes for which data are used, such as commissioning or 
external audits for research, so data in GP EPRs may not be as good for these 
purposes. 
 
Other factors that have an impact on data quality include: 
 

 The design of GP clinical systems which may not prioritise support for good data 
quality by providing, e.g. easy to use and effective search functionality for Read 
codes, structured data entry forms that are consistent with record keeping 

                                            
14

 http://systems.hscic.gov.uk/data/uktc/readcodes/index_html 
15

 http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Pages/ 

QualityOutcomesFramework.aspx 

http://systems.hscic.gov.uk/data/uktc/readcodes/index_html
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Pages/QualityOutcomesFramework.aspx
http://www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Pages/QualityOutcomesFramework.aspx
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practices and data standards and housekeeping tools such as episode 
management functions 

 The speed of processing of GP clinical systems 

 The time available to, and motivation of, clinical and non-clinical staff adding data 
to GP EPRs 

 The availability of data transfer via GP2GP16 and patient access to their records 
online 

 Understanding of the benefits to the GP practice, its patients and the wider health 
community of maintaining good quality data 

 Availability of effective training 

GP EPRs are patient-centric. Consequently, patient demographic data held on GP 
EPRs are considered to be of good quality, that is, the most complete, current and 
accurate available. GP EPR patient demographic data are, therefore, important in 
maintaining the quality of personal demographic data stored by the Personal 
Demographics Service (PDS) which supports a variety of other health care, clinical 
audit and research purposes. 
 
GP EPRs are primarily a means of communication. Free text entries in the record 
are an effective way of sharing consultation information with colleagues who read the 
GP EPR, but the use of Read codes adds another dimension. They are necessary to 
create automatic summaries of the patient‟s health status that bring all the key 
information together in a readily accessible form. Electronic copies of laboratory and 
investigation results, consultations, medication, referrals and incoming clinical letters, 
clinical photographs and task management data are all important components of the 
GP EPR that are recorded as Read codes or linked to Read codes of the patient‟s 
health problems. This is a powerful way of bringing all the relevant information about 
a patient‟s problem to the attention of the clinician looking after the patient, but it can 
also provide a rich source of evidence about disease and health care. 
 
The GP EPR is a less effective means of communication if the data in all these 
components of the GP EPR do not meet the traditional CARAT17 requirements and 
provide the most recent, thorough and accurate assessment of a patient‟s health 
status. 
 
The use of Read codes is probably the most problematic aspect of creating and 
maintaining GP EPRs. Terms may be: 
 

 Obsolete, e.g. insulin-dependent diabetes mellitus  

 Ambiguous, e.g. chronic asthmatic bronchitis 

 Duplicated, e.g. searching for “depression” in the Read CTV3 browser finds 64 
Read codes that could be used for a diagnosis of depression 

                                            
16

 http://systems.hscic.gov.uk/gp2gp/  
17

 https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-

version-4-2011 

http://systems.hscic.gov.uk/gp2gp/
https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-version-4-2011
https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-version-4-2011
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Choosing the correct Read code to label a complex, often fluid and evolving 
understanding of a clinical state is difficult. It is important to choose the most suitable 
Read code in the first place but also to edit the codes carefully as a clinical situation 
develops. 
 
Advice and guidance on data quality for specific GP clinical systems is documented 
in the various system supplier manuals and national user group educational 
materials. “The Good Practice Guidelines for GP electronic patient records Version 4 
(2011)”17, jointly published by the British Medical Association (BMA), the Royal 
College of General Practitioners (RCGP) and the Department of Health (DH) is the 
professionally owned, authoritative reference source of information for all those 
involved in developing, deploying and using general practice IT systems. Training 
support has been made available to practices by local user groups and Primary Care 
Trusts and it is hoped that Clinical Commissioning Groups (CCGs) will continue to 
invest in data quality training. 
 

  

https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-version-4-2011
https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-version-4-2011
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Secondary care 

A clinician’s view of the current state of data quality 

Where clinicians in secondary care have clear ownership of data, they put effort into 
getting these data as accurate as possible. For example, the Healthcare Quality 
Improvement Partnership (HQIP) maintains a directory of clinical databases and 
registers18, on behalf of the Department of Health, that contain these data. Clinicians 
value these data because they are sufficiently granular for audit and quality 
improvement and can assist in determining outcomes for groups of patients receiving 
different treatments. 
 
If non-clinical data collections are to engage clinicians in the way that clinical 
databases and registers have done, it is essential that both the scope and the 
granularity of the data are increased and access to the data is made as easy as 
possible. Clinicians have to be able to rely on the data to use them for appraisal and 
re-validation, as well as quality improvement and audit. 

Perceptions of poor practice  

In many cases clinicians see Hospital Episode Statistics (HES) as having little 
clinical relevance to them19. Key to the usefulness of these data is accurate clinical 
coding from which most clinicians are disengaged20. Consequently, clinical coders 
have to interpret medical terminology from largely unstructured patient notes which 
can lead to issues with the clinical codes entered onto the electronic patient record 
(EPR). For example, an analysis of paediatric activity in a large organisation showed 
that a lot of young children had their diagnosis coded as „non-infective gastroenteritis 
and colitis, unspecified‟21. However, virtually all gastroenteritis in young children has 
an infective origin. Paediatricians take this for granted and, therefore, rarely write 
„infected‟ in the patient‟s notes or send samples to the laboratory for testing. 
Consequently, the coding is inaccurate and using it in analyses of the burden of 
infection on hospital services will result in an under estimation of that burden. 

Perceptions of good practice  

In some cases clinicians meet regularly with clinical coders to discuss problems and 
review cases that have caused difficulties in coding and this has led to greater 
coding accuracy22. Another approach to the problem is the use of standardised 
medical records, approved by the Academy of Medical Royal Colleges (AOMRC)23, 
that facilitate the accurate extraction of diagnostic information for coding. 

Summary of known data quality improvement initiatives planned for the next 
12 months 

The Health and Social Care Information Centre (HSCIC) is supporting initiatives to 
improve the quality, and the relevance to clinicians, of clinical data in data 
collections. 

                                            
18 

http://www.hqip.org.uk/support-for-clinical-databases-and-registers/
 

19 
http://www.rcseng.ac.uk/policy/publications/docs/rcs-response-2013-liberating-the-nhs-2013-information-

revolution
 

20 
http://bmjopen.bmj.com/content/2/6/e001651.full

 

21 
http://apps.who.int/classifications/icd10/browse/2010/en#/K52.9

 

22 
http://PbR Data Assurance Framework Report 2008/2009

 

23 
http://www.rcoa.ac.uk/sites/default/files/FPM-clinicians-guide2.pdf 

http://www.hqip.org.uk/support-for-clinical-databases-and-registers/
http://www.rcseng.ac.uk/policy/publications/docs/rcs-response-2013-liberating-the-nhs-2013-information-revolution
http://www.rcseng.ac.uk/policy/publications/docs/rcs-response-2013-liberating-the-nhs-2013-information-revolution
http://bmjopen.bmj.com/content/2/6/e001651.full
http://apps.who.int/classifications/icd10/browse/2010/en#/K52.9
http://archive.audit-commission.gov.uk/auditcommission/sitecollectiondocuments/AuditCommissionReports/NationalStudies/20090827pbrdataassuranceframework0809rep.pdf
http://www.rcoa.ac.uk/sites/default/files/FPM-clinicians-guide2.pdf
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Secondary care providers are responsible for the quality of the data they submit to 
HES via the Secondary Uses Service (SUS)24. The quality of clinical data submitted 
to HES is likely to improve if clinicians regularly review the clinical data about their 
patients before they are submitted. To support this initiative, functionality has been 
developed and tested which can give clinicians rapid and secure access to their 
patients‟ HES data in a form that is easy to understand and review. These data can 
be delivered at organisation level and the HSCIC is working to make example data 
available online to demonstrate the benefits of this initiative. It is estimated that most 
organisations will need approximately two weeks to develop the new functionality 
within their existing systems. Organisations will be advised by the HSCIC to use the 
system for sharing HES data with their clinicians prior to submission so that it can be 
reviewed and, if necessary, improved. 
 
Anaesthetists and surgeons are keen to record the main surgeon and anaesthetist 
for each operative procedure. This is essential for evaluation of the workload of 
individual consultants to improve patient care, including supporting clinical safety, as 
well as supporting appraisal and re-validation. Commissioning Data Set 6.2 (CDS 
6.2) has been enhanced to allow this to happen25. A second enhancement to record 
whether a patient diagnosis was already present when a patient was admitted is also 
being planned. If fully implemented, this would allow HES to be used to monitor 
patient safety, for example, whether infections were acquired before or during a 
patient‟s stay in hospital. If the expected benefits of these enhancements are 
realised through piloting on a voluntary basis, future collection of these data items 
will be mandated and HES would become more clinically relevant. 
 
The HSCIC is working with the United Kingdom Terminology Centre (UKTC) and the 
AOMRC to develop appropriate Systematised Nomenclature of Medicine - Clinical 
Terms (SNOMED-CT)26 to capture the top 100 diagnoses encountered by each sub-
specialty in outpatients. The initial focus will be on the following eight sub-
specialties27: 
 

Gastroenterology Renal

Ophthalmology Rheumatology

Paediatrics Trauma rehabilitation

Thoracic Urology

SNOMED-CT is more relevant to clinicians and will allow them to choose appropriate 
clinical terms for diagnoses at the time of contact with their patients. The SNOMED-
CT terms will then be mapped to International Classification of Diseases 2010 
(ICD10) codes. The ICD10 codes, which will continue to be used to monitor the 
incidence and prevalence of diseases and other health problems will be entered into 
the Outpatient CDS28 and submitted to HES via SUS. If the piloting of this work is 
successful, it is intended to seek resources to develop the clinical terms for all 

                                            
24 

http://www.england.nhs.uk/wp-content/uploads/2012/12/everyonecounts-planning.pdf
 

25 
http://www.isb.nhs.uk/documents/isb-0092/amd-16-2010/0092162010sspec.pdf

 

26 
http://systems.hscic.gov.uk/data/uktc/snomed

 

27
 http://www.infostandards.org/dd4c/professional-record-standards/reporting-diagnosis-in-outpatients/ 

28 
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_020_-

_outpatient_cds_fr.asp 

http://www.england.nhs.uk/wp-content/uploads/2012/12/everyonecounts-planning.pdf
http://www.isb.nhs.uk/documents/isb-0092/amd-16-2010/0092162010sspec.pdf
http://systems.hscic.gov.uk/data/uktc/snomed
http://www.infostandards.org/dd4c/professional-record-standards/reporting-diagnosis-in-outpatients/
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_020_-_outpatient_cds_fr.asp
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_020_-_outpatient_cds_fr.asp
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outpatient specialties and, eventually, admitted patient care specialties as well. The 
feasibility of updating the CDS to allow the direct recording of SNOMED-CT clinical 
terms would also be included within the scope of the project. When HES includes 
SNOMED-CT terms, in addition to ICD10 codes and HRGs, it will have the 
granularity of data clinicians require for appraisal, revalidation, quality improvement 
and audit. 
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Corporate reference data  

Corporate reference data are a key component of data quality improvement as they 
provide a single, definitive source of data for use within, and across, organisations. 
The data quality benefits include improved validity; reliability; comparability; integrity; 
and relevance. The Data Steward Service is responsible for the management of the 
HSCIC‟s corporate reference data. 

Data Steward Service 

Reference data are commonly known as look-up tables. Examples include 
organisation codes, postcodes and diagnosis codes. These are usually used to 
decode data and to provide useful groups for analysis. For example, incoming data 
may have an organisation code. Reference data allows users to look-up that code to 
find the name and address of that organisation, when it was created, and which 
organisations it is related to. 
 
The two key reasons for using reference data are comparability and efficiency: 
 
 Using a standard reference dataset, such as the International Classification of 

Diseases (ICD-10)29, allows direct comparability of data from different sources. In 
this instance, data which use ICD-10 can be compared nationally and 
internationally, which adds value and context to analyses and outputs 

 The second reason is for efficiency in terms of data storage. In simple terms, 
rather than recording, moving and storing long textual descriptions of data, 
reference data allows shorter, coded versions of the same data to be captured, 
moved and stored. The data storage gains can be significant. For example, over 
a rolling 13 month period, the storage gained by coding organisations in Hospital 
Episode Statistics30 has been calculated as approximately 400GB 

The Data Steward Service (DSS) provides a central source of reference data, via a 
corporate reference data library, which is available to all analysts and systems in the 
HSCIC. 
 
The DSS: 
 
 Administers the corporate reference data library, ensuring that the data are 

consistent with current published authoritative data sources and information 
standards 

 Acts as a hub to document issues with the quality of reference data, bringing 
these to the attention of the organisations which provide reference data and 
sharing information about known issues with users so that they can use reference 
data responsibly 

 Maintains a list of external subject matter experts or data owners for each 
reference data asset held in the corporate reference data library and liaises 
closely with them to ensure that data quality issues are resolved as quickly as 
possible 

                                            
29

 http://apps.who.int/classifications/icd10/browse/2010/en 
30

 http://www.hscic.gov.uk/hes 

http://apps.who.int/classifications/icd10/browse/2010/en
http://www.hscic.gov.uk/hes
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The DSS has played an important role in supporting data quality in the HSCIC. It is 
anticipated that this role will continue as the DSS supports the HSCIC‟s new 
statutory data quality responsibilities by providing consistent, standards-based 
reference data, against which the quality of much of the data received by the HSCIC 
will be assessed and subsequently reported on. 
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HSCIC programme areas and data quality  

This section describes the current data quality activities and capabilities of a number 
of HSCIC programme areas together with any improvements they may have planned 
at the time they contributed to the report, key data quality issues they may have 
experienced and case studies, if available, of what they consider to be good or poor 
data quality practice by organisations submitting data to them. 

Adult Social Care31 

Introduction  

The Adult Social Care team collects data from Councils with Adult Social Services 
Responsibilities (CASSRs) including: 
 

 Social care activity, namely Referrals, Assessments and Packages of Care (RAP) 
and Adult Social Care Combined Activity Return (ASC-CAR) 

 Expenditure, namely Personal Social Services: Expenditure and Unit Costs 
(PSS-EX1) Return 

 Safeguarding activity, namely the Abuse of Vulnerable Adults (AVA) Return 

Current data quality activities and capability 

Before the above data are collected, guidance and validation documents, where 
necessary, are made available online32 to all CASSRs. The guidance documents 
describe each collection, their purpose and the information required. This guidance 
helps CASSRs to submit a complete and accurate data set based on a uniform set of 
definitions. The validation documents describe the data quality checks that are 
undertaken on data submitted by CASSRs and explain the relationships that should 
exist between their figures if data have been entered accurately. 
 
The two secure data transfer systems currently in use for Adult Social Care returns 
are Data Depot and Omnibus. As well as the safe transfer of data, Omnibus has 
additional functionality which checks the validity and completeness of submitted 
data. Feedback on potential issues can be requested at any time the user feels 
appropriate by selecting the validation option. The PSS-EX1 is collected using a 
spreadsheet via the Data Depot system. The spreadsheet includes some built-in 
validations such as auto sums, and also includes an easy-to-use macro which 
identifies mandatory cells which have been left blank. 
 
Once data have been submitted to the HSCIC, further checks for validity, accuracy 
and completeness are made on the data. This process creates a validation report for 
each CASSR highlighting any potential issues and the reports are emailed to the 
appropriate contacts. An example of the content of a validation report querying sub-
total calculations is shown below: 
 
  

                                            
31

 http://www.hscic.gov.uk/social-care 
32

 http://www.hscic.gov.uk/socialcarecollections2012 

http://www.hscic.gov.uk/social-care
http://www.hscic.gov.uk/socialcarecollections2012
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Example of validation report sent to CASSRs for the AVA return 

CASSR 
Rule_ 

ID 
Table Page Row Column 

Current_ 
Value 

Message 

xxx 21 tbl1 1 34 6 300 

You have recorded 
more referrals than 
alerts in Table 1 - 
please confirm that 
you have referrals 
which were not 
initiated as an 
alert. A single 
referral can be 
recorded as both 
an alert and 
referral in Table 1 

CASSR 
Rule_ 

ID 
Table Page Row Column 

Current_ 
Value 

Message 

xxx 30 tbl9 1 17 10 223 

You have recorded 
a greater number 
of outcomes for 
alleged perpetrator 
as No Further 
Action in Table 9 
than the total 
number of Not 
Substantiated 
referrals in Table 
7a - please confirm 
that these data are 
correct. 

 
While almost all CASSRs provide all of these returns to the HSCIC, there are 
sometimes difficulties in providing certain data. Where a data item cannot be 
reported, CASSRs are encouraged to provide an estimate for the missing figure. For 
the RAP, ASC-CAR and PSS-EX1 returns, the HSCIC will provide an estimate 
where data has not been provided or where the submitted data falls outside of 
prescribed boundaries and if left unchanged would have a distorting impact on 
national totals. These estimations are essential for stakeholders to gain an 
understanding of the change in volume of social services activity at a regional and 
national level. The methodology for estimations varies slightly depending on the 
nature of the value being corrected. Blank values are corrected using one of three 
procedures: 
 

 Using a value that can be derived from other parts of the return 

 Using the national profile/distribution from CASSRs who had supplied the 
information 

 Using comparator groups 
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For these collections for the 2012/13 reporting period, CASSRs are being given one 
opportunity to improve the validity and completeness of their data. Once the HSCIC 
has analysed the first data submissions, validation reports are being distributed and 
CASSRs are being given approximately four weeks to make updates to the return. 
After this period the collection will be closed and the latest version of data will be 
used for the final report. 

Planned improvements to data quality activities and capability 

The relevance and efficiency of the above processes are continually assessed to 
ensure they are fit for purpose. Colleagues within the Adult Social Care team will 
suggest and implement minor improvements throughout the year. There are some 
major improvements planned for Adult Social Care returns and these are described 
below. 
 
For the AVA, ASC-CAR and RAP returns, the Adult Social Care team have worked 
with the Data Collections team to make improvements to the Omnibus collection 
system for the reporting year 2012/13. One of the key changes is a blank cell check 
at the point of submission rather than in a validation report emailed to CASSRs 
weeks later. Blank cells are often left in error and this is a common issue within Adult 
Social Care returns. Users are now prompted to consider why cells are blank and 
asked to correct or explain them before allowing submission of the data. This will 
provide a more effective notification process and therefore improve the quality and 
completeness of these data sets. 
 
In 2010, the Outcomes and Information Development Board33 asked the HSCIC to 
undertake a „Zero Based Review‟ of Adult Social Care data collections34. The 
collections discussed in this chapter are some of those which will be replaced by 
new collections. The AVA collection will be replaced by the Safeguarding Adults 
Return (SAR) for 2013/14; the RAP and ASC-CAR collections will be replaced by a 
collection on Short and Long Term Support (SALT) for 2014/15 and the PSS-EX1 
replaced by a new Adult Social Care Finance Return (ASC-FR) for 2014/1535. These 
collections have been developed in collaboration with colleagues from local 
authorities and data quality issues have been considered throughout their 
development and testing. 
 

A common framework of definitions, the Equalities and Classifications Framework35 
(EQ-CL) has been developed with cuts across the SAR, SALT and ASC-FR 
collections. The EQ-CL was created to help ensure the consistency and 
comparability of adult social care data collected through national returns. 

Quantitative assessment of nationally submitted data 

Analysis has been undertaken to assess the completeness of these Adult Social 
Care returns. The analysis looked at the final submission of data from CASSRs for 
the 2011/12 reporting period. The findings are detailed below. 
 
The table shows that the completeness of the returns is very good. For all returns, 
over 99% of all mandatory cells were populated. For the AVA and RAP returns, the 

                                            
33 https://nascis.ic.nhs.uk/Portal/Strategy.aspx 
34 

http://www.hscic.gov.uk/article/3154/Support-for-councils-to-implement-new-social-care-data-collections 
35

 http://www.hscic.gov.uk/socialcarecollections2015 

https://nascis.ic.nhs.uk/Portal/Strategy.aspx
http://www.hscic.gov.uk/article/3154/Support-for-councils-to-implement-new-social-care-data-collections
http://www.hscic.gov.uk/socialcarecollections2015
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proportion of completed cells showed an improvement on the previous year. These 
returns had 0.8% and 0.3% fewer blanks respectively than in 2010/11. For ASC-CAR 
and PSS-EX1, the proportion of completed cells remained the same as the previous 
year but as the rate of data item completion is very high at 99.9% for both returns, no 
further improvement was expected. 

Completeness of Adult Social Care returns - final 2011/12 data 

 
 
 
 
 
 
 
 
 
 
 
 

Further detail about missing data items can be found in the data quality sections of 
the relevant publications36. 

Key issues 

In September 2012, the HSCIC announced that the AVA return would be replaced by 
a new Safeguarding Adults Return (SAR) for the 2013/14 reporting period. 
Development of the SAR took into account data quality issues that were found within 
the AVA return. One such issue was the misinterpretation of terminology. Feedback 
from CASSRs suggested that the definitions provided for alerts and referrals in the 
HSCIC guidance document were unclear. The issue is further exacerbated by the 
fact that some CASSRs use different terminology to the HSCIC to describe the same 
activity. This has led to confusion around what should be recorded in the return. 
Some CASSRs informed us that they have based their alert and referral figures on 
different definitions and were unable to correct their data. The data quality statement 
accompanying the final AVA report relating to the 2011-12 period37 describes this 
issue in more detail. This issue has been considered by the SAR and alerts will no 
longer be collected. 
 
In May 2013, the HSCIC announced that the RAP and ASC-CAR collections would 
be replaced by a new Short and Long Term Support (SALT) return for the 2014/15 
reporting period. The new SALT return has taken into account previous data quality 
issues. One such issue was found in the RAP return. Reablement is defined as a 
service which helps individuals learn or re-learn the skills necessary for daily living. 
Due to the collection requirements of the RAP return, it is possible to record 
reablement in different tables, which makes it difficult to get a clear picture of this 
activity in any reporting. The new Short and Long Term Support return has a specific 
section for reablement which will provide greater clarity for CASSRs. 
 

                                            
36

 http://www.hscic.gov.uk/social-care 
37 http://www.hscic.gov.uk/catalogue/PUB10430 

Adult Social Care Data Sets 
% of completed 
mandatory cells 

2011/12 

% of completed 
mandatory cells 

2010/11 

Abuse of Vulnerable Adults 
(AVA) 

99.9% 99.1% 

Adult Social Care Combined 
Activity Return (ASC-CAR) 

99.9% 99.9% 

Personal Social Services 
Expenditure (PSS-EX1) 

99.9% 99.9% 

Referrals, Assessments and 
Packages of Care (RAP) 

99.5% 99.2% 

http://www.hscic.gov.uk/social-care
http://www.hscic.gov.uk/catalogue/PUB10430
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CASSRs that provide adult social services often operate in partnership with external 
organisations, e.g. the police, the NHS, housing agencies, regulators and support 
groups. Partnership working creates additional complexity for CASSRs when 
completing their data returns. CASSRs not only have to coordinate the collection of 
their own data but may also need to collect data from multiple external agencies and 
aggregate the figures for their returns. A number of CASSRs have informed us that 
some agencies have not been able to provide all of the required data items. In these 
instances, CASSRs will usually speak to the agencies involved and negotiate the 
supply of the missing data items. 

Case studies 

Good data quality practice 

Due to the size and complexity of the RAP return it is rare for CASSRs to supply a 
perfect data set at the first submission. In 2011/12, one CASSR was able to achieve 
a return which did not trigger any validation flags at the first submission. This CASSR 
submitted all data in a complete and timely manner and no queries were identified. 
Although some potential errors were triggered due to large increases, subsequent 
investigation showed that these were valid entries. There are a number of factors 
which enabled the high standard of the return. Information gathering began four 
weeks in advance of the deadline to give some contingency in the event of any 
issues arising. Two copies of the data were produced, each by a different colleague 
and the copies were then compared. A small number of discrepancies were found 
between the two and these were investigated. Data entry began one week in 
advance of the deadline which gave the CASSR time to consider the online 
validations. 

Poor data quality practice 

Through the AVA validation process, one CASSR was identified as having 
significantly more data quality issues with their AVA return than any other. These 
included: 
 

 Figures not matching their counterparts on other tables 

 Totals not matching the sum of their components 

 Incorrect interpretations of the terminology 

 Missing data 

The CASSR was notified of the errors by email in the first instance and a phone 
meeting was requested by the HSCIC to explain the issues and to offer guidance for 
their resolution. As a result of the meeting 70% of the issues were resolved and the 
quality of the data was improved. 
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Clinical Audit - National Diabetes Audit (NDA) 

Current data quality activities and capability 

Overview 

The National Diabetes Audit (NDA)38 undertakes several data quality activities to 
ensure the data submitted to the audit meets the necessary quality criteria. Data to 
support the audit are submitted from GP practices in England and Wales to a secure 
National Health Applications and Infrastructure Services (NHAIS)39 database either 
manually, i.e. by running MiQUEST40 queries, which are run locally on GP practice 
servers, and uploading the results or by automated extraction of data from GP 
systems by third party suppliers. Data from specialist diabetes services based in 
secondary care organisations are also submitted to the NHAIS database. Data 
quality checks occur at the time data are submitted to the NHAIS database and after 
the data have been processed and the weekly extract file produced. 

NHAIS data quality checks 

Regardless of the submission process, all data submitted are subject to data quality 
checks covering the following areas: 
 

 Validity of values and formats 

 Completeness of fields, records and expected submissions 

 Integrity of the expected relationship between field values 

 Uniqueness of records 

 Comparability of data over time 

Details of the specific data quality checks used can be viewed on the HSCIC 
website41. 
 
Data cleaning, in accordance with strict data cleaning rules, is also carried out on 
certain data items to enhance the usefulness of the data. 
 
The results of the data quality checks are reported to those submitting the data. Daily 
reports are sent to those who submit data using automated data extraction. These 
reports show which practices have had data automatically extracted and flag where 
incorrect versions of extraction queries have been run and if extractions have failed. 
For those who submit data manually, a data quality report is produced within 24 
hours of submission. These reports provide information on failed records and 
potential errors with the data. This gives those submitting the data an opportunity to 
amend and resubmit the data if required. 

 

                                            
38

 http://www.hscic.gov.uk/nda 
39

 http://systems.hscic.gov.uk/ssd/prodserv 
40 http://systems.hscic.gov.uk/data/miquest 
41 http://www.hscic.gov.uk/media/11934/National-Diabetes-Audit-2012-13-CSV-

Specification/pdf/NDA_2012_2013_CSV_specification_v5_0.pdf 

 

http://www.hscic.gov.uk/nda
http://systems.hscic.gov.uk/ssd/prodserv
http://systems.hscic.gov.uk/data/miquest
http://www.hscic.gov.uk/media/11934/National-Diabetes-Audit-2012-13-CSV-Specification/pdf/NDA_2012_2013_CSV_specification_v5_0.pdf
http://www.hscic.gov.uk/media/11934/National-Diabetes-Audit-2012-13-CSV-Specification/pdf/NDA_2012_2013_CSV_specification_v5_0.pdf
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Iterative data quality (iDQ) process 

Output extracts are supplied via Open Exeter to the HSCIC on a weekly basis during 
the data submission window, a two to three month period during which manual and 
automatic submissions are received, to assess the quality of the data being 
submitted. 
 
The iDQ data quality checks are based on comparisons of data submitted over time 
and comparisons of the weekly data extracts against Quality Outcomes Framework 
(QOF)42 data. 

Failure Process 

Reruns of extracts that fail the iDQ checks are requested from those submitting data 
to NHAIS. The iDQ checks are then applied to rerun extracts and they are either 
passed or failed. If the rerun extract fails the iDQ checks, the data in the rerun 
extract is compared with that in the first extract. If there is a difference of less than 
10% for key data items the extract will be classed as 'stable' and the HSCIC will 
investigate other possible reasons for its failure against the iDQ checks. The results 
of the investigation will determine whether or not the HSCIC accepts the extract. 

iDQ Reports 

The iDQ process includes six reports which provide a detailed assessment of the 
quality of the data submitted to the audit. 

Planned improvements to data quality activities and capability 

Apart from the work being undertaken to resolve the key issue described below, and 
standard annual changes to Read codes to align with QOF, there are no other 
planned improvements to National Diabetes Audit data quality activities and 
capability as the current processes are considered fit for purpose. 

Quantitative assessment of nationally submitted data 

The table below compares GP practice participation rates in submitting data for the 
2011/12 and 2010/11 NDAs. 
  

Year Practice Count Practices Submitted Participation Rate 

2011/12 8077 7140 88.4% 

2010/11 8186 6791 83.0% 

 
An assessment of the completion of key data items will be included in the 2011/12 
audit findings scheduled for publication in October 2013. 

Key issues 

The NDA updates its data extraction specification every year to ensure that it reflects 
the latest NICE guidance. This year, a revised Read code set was used to extract 
data on eye screening. Read codes that did not necessarily indicate that appropriate 
eye screening had taken place, e.g. the Read code for “seen at optician”, were 
removed from the set. The effect of using the revised Read codes was that the 
results for the proportion of people with diabetes reported as receiving eye screening 
in 2011-2012 was less than that recorded in the 2010-2011 NDA report. However, 

                                            
42 http://www.hscic.gov.uk/qof 

http://www.hscic.gov.uk/qof
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the level recorded in the 2011-2012 report is very similar to that recorded 
independently by the NHS Eye Screening programme, indicating that a more 
appropriate Read code set had been used for the data extraction. This example 
highlights the issues that the use of inappropriate Read codes can have on data 
quality and, therefore, usability of the data. Consequently, it is important to ensure 
that the Read codes used to record the completion of the nine care processes of 
diabetes care accurately reflect that the processes have taken place. This can be 
achieved by following NICE guidance more closely and moving away from the use of 
Read codes that NICE have not recommended. The NDA team will continue to work 
to ensure that Read codes used for data collection are the ones that are the most 
appropriate. 

Case studies 

Poor data quality practice is dealt with during the iterative data quality checking 
process and the final data used in publications is considered to be of good quality. 
Consequently, there are no case studies to highlight good and poor data quality 
practice in this report. However, should any come to the attention of the team in 
future, they will be considered for inclusion in subsequent reports. 
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Community and Mental Health - Improving Access to Psychological 
Therapies (IAPT)43  

Current data quality activities and capability 

The Improving Access to Psychological Therapies (IAPT) Dataset is a person level 
dataset returned each month by NHS, independent and third sector providers of 
IAPT services. Examples of third sector providers are employee owned 
organisations and charities. It was mandated as a monthly data return from 1st April 
2012 and collects details of all people accessing NHS commissioned IAPT services 
for depression and anxiety in England. These are usually adults aged 18 or over, but 
can also include children and adolescents aged 16 to 18 where they are in receipt of 
care from an adult IAPT service provider. 
 
The data are submitted from patient administration systems via Open Exeter44. 
Providers can submit an initial primary file and a subsequent refresh file for each 
month and these are received by the Health and Social Care Information Centre 
(HSCIC) on a pseudonymised basis. For more details, please see the „Useful 
documents‟ section of the HSCIC IAPT web page43. 
 
Aggregated measures from these submissions are produced and published as a 
quarterly statistical publication45, which is supported by monthly publications of 
provider based data quality reports on the completeness of key data items within the 
dataset. Examples of these provider reports are published on the HSCIC website46. 
 
The HSCIC uses a number of methods to assess the quality of IAPT data received 
and works closely with providers to understand and resolve inconsistencies in the 
data. 
 
On submission of these data, a number of reports are generated as part of the 
automated load process: 
 

 Reports on aspects of the data that could indicate poor quality 

 Diagnostic reports that provide an early indication of data quality and indicator 
values 

 Aggregate counts that provide a summary of record volumes in different areas of 
the dataset, e.g. number of ward stays, number of team episodes of care, to help 
assess coverage 

These reports are shared with individual providers with a view to understanding the 
causes of poor data quality and encouraging providers to improve the quality of 
future submissions. 

                                            
43

 http://www.hscic.gov.uk/iapt 
44

 http://systems.hscic.gov.uk/ssd/prodserv/vaprodopenexe/ and http://www.hscic.gov.uk/media/1705/IAPT-draft-

user-guide/pdf/IAPT_draft_user_guide.pdf see Section 8.2 (page 49) 
45 http://www.hscic.gov.uk/pubs/iapt1213q4exp  
46

 http://www.hscic.gov.uk/pubs/iaptdqapr13 

http://www.hscic.gov.uk/iapt
http://systems.hscic.gov.uk/ssd/prodserv/vaprodopenexe/
http://www.hscic.gov.uk/media/1705/IAPT-draft-user-guide/pdf/IAPT_draft_user_guide.pdf
http://www.hscic.gov.uk/media/1705/IAPT-draft-user-guide/pdf/IAPT_draft_user_guide.pdf
http://www.hscic.gov.uk/pubs/iapt1213q4exp
http://www.hscic.gov.uk/pubs/iaptdqapr13
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Each quarterly IAPT statistical publication includes a background data quality 
report47 that aims to provide an evidence based assessment of the quality of the 
statistical output of the publication in accordance with the European Statistical 
System (ESS) Standard for Quality Reports48. Each month routine IAPT data quality 
reports are also published, showing the results of an assessment of the 
completeness of data received against a set of data quality measures46. 

Planned improvements to data quality activities and capability 

The methods used to assess potential data quality issues and report them are 
reviewed regularly and improved if it is feasible to do so. 
 
Plans to resolve specific issues that have arisen are described, together with the 
issues themselves, in the key issues section below. 

Quantitative assessment of nationally submitted data 

Key data items within the IAPT dataset have high levels of validity. Postcode, birth 
date, gender and code of GP practice were valid for over 96% of records for final 
March 2013 data i.e. the last month in the fourth quarter 2012/13. The most recent 
assessment results show that over 75% of patients had valid, non-default, ethnic 
category codes recorded in the records submitted to the HSCIC. 

Validity of key items in IAPT records, March final 2012/13 

Data Item 
National % 

Valid March 
2013 

Previous % 
Valid July 

20121 

Change 
from 

previous 
year1 

Postcode 96.4% 94.7% 

Birth date 100.0% 100.0% No Change 

Gender 98.9% 99.0% 

Ethnicity 75.4% 72.3% 

Code of GP Practice 96.3% 96.7% 

Religion 41.9% 35.9% 

Sexual Orientation 40.0% 35.1% 

Provisional Diagnosis 47.9% 45.3% 

Source of Referral 92.1% 91.2% 

Data source: Health and Social Care Information Centre Improving Access to Psychological Therapies (IAPT) 
2012/13 monthly returns 

1 
Collection of IAPT data started in April 2012. The first available data quality report published was 

July Final 2012. As the earliest period available for comparison to a previous reporting period, July 
2012 has been used in the table above. The full publication of July 2012 results is available here: 
http://www.hscic.gov.uk/catalogue/PUB09260 

Key issues 

It is evident that duplication of data may occur when data are extracted for 
secondary uses purposes such as submitting the IAPT dataset. This is highlighted 

                                            
47

 https://catalogue.ic.nhs.uk/publications/mental-health/services/rout-quart-impr-acce-psyc-ther-q4f-2012-

13/iapt-q4f-2012-13-data-quality.pdf 
48

 http://epp.eurostat.ec.europa.eu/portal/page/portal/ver-1/quality/documents/ESQR_FINAL.pdf 

http://www.hscic.gov.uk/catalogue/PUB09260
https://catalogue.ic.nhs.uk/publications/mental-health/services/rout-quart-impr-acce-psyc-ther-q4f-2012-13/iapt-q4f-2012-13-data-quality.pdf
https://catalogue.ic.nhs.uk/publications/mental-health/services/rout-quart-impr-acce-psyc-ther-q4f-2012-13/iapt-q4f-2012-13-data-quality.pdf
http://epp.eurostat.ec.europa.eu/portal/page/portal/ver-1/quality/documents/ESQR_FINAL.pdf
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when it happens so that the issue can be addressed at source but IAPT reporting is 
also designed to minimise the impact of such duplication. 
 
A period of access to IAPT care under a single service may last for many years and 
can be made up of data from many separate submissions. Providers‟ systems are 
constantly updated with new or amended IAPT data but monthly IAPT submissions 
effectively provide snapshots of discrete periods within the patient spell. In order to 
understand the inconsistencies between these snapshots and provide a more 
coherent picture of care, the team‟s IAPT data quality assessment activities also look 
at the consistency and coherence of the data submitted across multiple periods. 

Duplication 

The team have noted that to date there have been several occurrences of multiple 
duplicate IAPT service requests within a month for some patients. This includes 
multiple occurrences of the same service request ID, approximately 9,563 in the third 
quarter of 2012/13, and multiple occurrences of the entire service request record 
having been duplicated, approximately 8,731 in the third quarter of 2012/13. Almost 
95% of the occurrences in each case were attributable to three out of the total of 111 
providers. 
 
Since accurate linkage of service requests to related appointments and outcomes 
scores requires a single occurrence of each service request in the reporting period, 
the team has implemented a work around whereby the first service request within a 
month is flagged and used, and only the derived items relating to this are counted. 
Additional methods are also used to ensure that assessment scores and therapy 
counts are derived correctly. 
 
To maintain transparency, the team publish details of these transformations in the 
appendix to the background data quality report46 for each release. 

Open Exeter Bureau Service Portal (BSP)49 registration issues 

A number of Bureau Service Portal (BSP) registration issues were identified during 
intensive checks during preparation of the first quarterly IAPT data publication for the 
first quarter 2012/13. These were: 
 

 Providers that had duplicate records where organisations who submitted the 
same file used two different BSP registrations 

 Providers that changed their BSP registration code across submission periods 
which resulted in data being reported against more than one organisation code in 
the first quarter 2012/13 

 Providers that submitted a combined file under one BSP registration code for 
more than one organisation resulted in all primary data being overwritten on 
refresh. If organisations were included in the combined primary submission but 
not in the refresh their data were lost as the bulk update was made 

Data quality with respect to the BSP issues appears to have improved significantly 
since the first quarter 2012/13 as no obvious issues were apparent during the normal 

                                            
49

 Section 8.2 (page 49) http://www.hscic.gov.uk/media/1705/IAPT-draft-user-

guide/pdf/IAPT_draft_user_guide.pdf 
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load assurance and data quality assessment procedures during the fourth quarter. 
Checking of BSP registrations will now be carried out by the BSP support team and 
the data team are liaising with them to develop and agree the process. The data 
team believe this will be a more efficient and accurate method of quality assurance 
as BSP issues will be resolved directly with suppliers rather than using this 
background quality report as a feedback mechanism. This will allow the data team to 
concentrate on other areas of data quality improvement for this collection. 
 
Providers are encouraged through the IAPT mailing list and our background data 
quality reports for the quarterly releases, to ensure that their data are correct and 
can be tracked across service request pathways. Providers are also advised that first 
submissions under new BSP registration codes should only be made during a 
primary submission period, i.e. the old BSP registration code should be used during 
any refresh prior to the next primary submission to avoid two submissions existing 
for one organisation during any given month. 

Comparability across periods 

Submitting the IAPT dataset is mandatory for NHS funded suppliers of IAPT 
services. However, IAPT reporting solutions, and in some cases services, are still in 
the process of being set up. It is therefore unlikely that the dataset currently reflects 
all IAPT activity for adults in England, and we cannot guarantee that all sites for any 
given provider or provider type, i.e. NHS, independent or third sector, are 
represented within the dataset. Since submissions are being received from new 
providers as the IAPT dataset embeds nationally, national counts are not 
comparable across reporting periods without adjustments and a complete view of 
care within IAPT services cannot currently be published. 

Use of the NHS Number by independent providers 

The Community and Mental Health team have contacted provider organisations 
about the data quality of some key data items within the IAPT dataset every month 
since the November 2012 submission. The feedback from this contact highlighted a 
problem with providing data about care of NHS patients in independent 
organisations. 
 
The NHS number is used throughout the NHS as a unique identifier for a patient 
however this data item is not made available in the processed IAPT data. The only 
data item available to assess the data quality of the NHS number is the „NHS 
Number Status Indicator Code‟50. 

The valid national codes for this data item are: 

01 Number present and verified 

02 Number present but not traced 

03 Trace required 

04 Trace attempted - No match or multiple match found 

05 Trace needs to be resolved - NHS Number or PATIENT detail conflict 

                                            
50

 http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_status_indicator_code_ 

de.asp 

http://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=0
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_status_indicator_code_de.asp
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06 Trace in progress 

07 Number not present and trace not required 

08 Trace postponed -baby under six weeks old 

The data quality rules for IAPT state that only code „01‟ can indicate that a validated 
NHS number was present in the source data. The team noticed that one provider, 
Self Help Services in Manchester, organisation code 8HW71, displayed a very high 
volume of records where the NHS number status indicator code did not obey this 
IAPT business rule. All of the provider‟s NHS number status indicator values for their 
December 2012 refresh submission and their January 2013 primary were coded as 
„02‟ which, although valid from a data definition perspective, were not suitable for 
IAPT submission as it indicated that the NHS number recorded in each record had 
not been properly traced to confirm its authenticity. 
 
When contacted, the provider organisation confirmed that they do not have NHS 
number batch tracing and so have not been able to validate the NHS numbers in 
their data. Whilst the Community and Mental Health team will continue to investigate 
the quality of these key data items in this manner, it is clear that other options must 
be explored if this issue is to be resolved, e.g. clearly identifying who is responsible 
for ensuring provider organisations can access the services required when 
submitting datasets, such as the NHS number batch tracing service, and monitoring 
their performance. 

Validation not accurately reflecting overall process 

Patient Health Questionnaire-9 (PHQ-9)51 and Generalised Anxiety Disorder-7 
(GAD-7)52 are diagnostic tools used by IAPT services. 
 
Two measures of data quality included in the reports that are published for providers 
to assess their data quality were originally specified to validate the scores recorded 
from the use of these tools for all appointments. 
 
The criteria for validity were that a patient must have a score between 0 and the 
maximum valid score for each question. This meant that if a patient had nothing 
recorded against a question the data would be classified as missing. 
 
The issue was that all appointments were being assessed rather than only those that 
patients attended, i.e. appointments that were cancelled and those that patients did 
not attend were included in the validation process. This could result in providers 
receiving reports indicating high volumes of missing data when this may not have 
been correct. 
 
This issue was discussed with the key stakeholders, i.e. the providers and the 
Department of Health, and the validation rules were amended to more accurately 
reflect the operational processes. 
 

                                            
51 http://www.phqscreeners.com/pdfs/02_PHQ-9/English.pdf 
52

 http://www.phqscreeners.com/pdfs/03_GAD-7/English.pdf 
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Recording patient attendance outcomes in the IAPT dataset is mandatory. If it is not 
completed the dataset submission will be rejected. This data item was therefore 
included in the validation rule criteria for determining whether or not PHQ-9 and 
GAD-7 scores were missing, i.e. the data are classed as missing if nothing is 
recorded against a score and the recorded patient attendance outcome indicates 
that the patient attended their appointment. This has resulted in an improved data 
quality check and, therefore, an improved data quality report to providers. This 
reduces the burden on data providers by allowing them to focus on resolving issues 
of actual missing data rather than assumed missing data. 

Case studies 

The majority of IAPT data quality issues affect large numbers of organisations. 
Consequently, case studies reflecting good and poor practice by individual 
organisations have not been included in this report. This position will be reviewed in 
subsequent reports.  
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Community and Mental Health - Mental Health Minimum Dataset 
(MHMDS)53 

Current data quality activities and capability 

Version 4 of the MHMDS has been returned since the first quarter of 2011/12 by all 
NHS providers of adult secondary mental health services including independent 
sector providers contracted by the NHS54. 
 
The HSCIC uses a number of methods to assess the quality of MHMDS data 
received and works closely with providers to understand and resolve inconsistencies 
in the data. 
 
On submission of these data, a number of reports are generated as part of the 
automated load process: 
 

 Reports on aspects of the data that could indicate poor quality 

 Diagnostic reports that provide an early indication of data quality and indicator 
values 

 Aggregate counts that provide a summary of record volumes in different areas of 
the dataset, e.g. number of ward stays, number of team episodes of care, to help 
assess coverage 

Examples of these provider reports are published in the MHMDS user guidance55. 
 
These reports are shared with individual providers with a view to understanding the 
causes of poor data and encouraging providers to improve the quality of future 
submissions. 
 
Every routine MHMDS statistical publication includes a background data quality 
report56 that aims to provide an evidence based assessment of the quality of the 
statistical output of the publication in accordance with the ESS Standard for Quality 
Reports57. Each quarterly release also includes the results of an assessment of the 
data received against a set of data quality measures as summarised in the 
quantitative section below. 
 
Individual spells of care may last for many years and can be made up of data from 
many separate submissions. Providers systems are constantly updated, but 
quarterly MHMDS submissions effectively provide snapshots of discrete periods 
within the patient spell. To understand the inconsistencies between these snapshots 
and provide a more coherent picture of care means that our assurance activities also 
look at the consistency and coherence of the data submitted across multiple periods. 

                                            
53

 http://www.hscic.gov.uk/mhmds 
54

 http://www.hscic.gov.uk/pubs/mhmds1213q4 8 independent providers and 61 NHS providers of specialist 

mental health services submitted MHMDS data during the fourth quarter 2012/13. 
55 http://www.hscic.gov.uk/media/10688/MHMDSv41UserGuidance/pdf/MHMDS_v4.1_User_Guidance.pdf 

Section C, Part 8.2 page 164 
56 http://www.hscic.gov.uk/pubs/mhmds1213q4  
57 http://epp.eurostat.ec.europa.eu/portal/page/portal/ver-1/quality/documents/ESQR_FINAL.pdf 

http://www.hscic.gov.uk/mhmds
http://www.hscic.gov.uk/pubs/mhmds1213q4
http://www.hscic.gov.uk/media/10688/MHMDSv41UserGuidance/pdf/MHMDS_v4.1_User_Guidance.pdf
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Planned improvements to data quality activities and capability 

The methods used to assess potential data quality issues and report them are 
reviewed regularly and improved if it is feasible to do so. 
 
For example, some data quality issues associated with the lengthy spells of care 
described above are being addressed through new warning messages being 
generated as part of the submission process which highlight: 
 

 Patients with overlapping or duplicate episodes of particular types of care 

 Discharges which cannot close a spell because there is other ongoing activity 
within the spell 

 Episode tables in the submission that do not include any end dates - an unlikely 
scenario 

In addition, the results of new data quality assessment measures will be published 
with each routine statistical publication which report on consistency as well as code 
validity. For example, one new measure looks at the number of patients with more 
than one Care Programme Approach episode recorded at the same time. 

Quantitative assessment of nationally submitted data 

Key data items within MHMDS have high levels of validity. NHS number, date of 
birth, postcode and gender were each valid for over 99% of records for the fourth 
quarter 2012/1356. The most recent assessment results show that over 88% of 
patients had valid, non-default, ethnic category codes recorded in the records 
submitted to the HSCIC. 
 
The most pronounced change is with regard to Code of Commissioner. We believe 
this is due to the recent NHS structure changes and would expect the validity to 
increase again over the next year. 
 
Validity of key items in MHMDS records, fourth quarter final 2012/13 

Data Item 
National % 

Valid 
2012/13 

Previous 
Valid % 
2011/12 

Change 
from 

previous 
year 1 

NHS Number 99.4% 99.3% 

Postcode of Usual Address 99.1% 98.9% 

Birth date 99.6% 99.9% 

Gender 100.0% 98.2% 

Ethnicity 88.7% 89.9% 

Code of Commissioner 92.7% 99.4% 

Code of GP Practice 98.0% 97.6% 

Data source: Health and Social Care Information Centre Mental Health Minimum Dataset (MHMDS) 2011/12 and 
2012/13 quarterly returns 

1 
This year's results have been compared against the fourth quarter primary 2011/12 data and the 

data quality report for that period is available here: http://www.hscic.gov.uk/article/2290 

http://www.hscic.gov.uk/article/2290
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Key issues 

Duplication 

It is evident that duplication of data may occur when data are extracted for 
secondary uses purposes, such as submitting MHMDS. This is highlighted when it 
happens so that the issue can be addressed at source, but MHMDS reporting is also 
designed to minimise the impact of such duplication. For example, the team has 
developed methodology for counting people in the MHMDS to include record flags to 
ensure that people are counted no more than once nationally, or per provider. This is 
more difficult with episode counts and metrics are provided in provider reports58 and 
in our experimental analyses59 to demonstrate the extent of this issue. The team is 
also careful to provide only the most meaningful counts of episodes. Moving forward 
in the 2013/14 reporting year the team will be doing further work to minimise this 
issue. As well as working with providers to resolve this issue methodology is being 
developed to produce a year-to-date data extract for our annual analyses which 
reduces the impact this issue has on MHMDS data. 

Care spells 

Many patients have lengthy spells of care where contact may be infrequent. For this 
reason there is no automatic closing of spells that have been inactive for months. 
The onus is on providers to submit information about patients‟ discharge from a 
service at the correct time. Where this does not happen the dataset can be inflated 
with incorrect inactive, unclosed spells. This impact of this is assessed in the teams‟ 
background data quality reports to help users of MHMDS statistics. The HSCIC is 
working with stakeholders to agree business rules to minimise the impact of 
unclosed spells in the main MHMDS reporting database. 

Conflicting data 

The Secretary of State‟s Fundamental Review of Returns recommended MHMDS as 
the future, new source of data for national statistics about uses of the Mental Health 
Act, replacing the KP90 return60 which is an aggregate data collection. The aim is to 
reduce the overall burden of mental health data collection and provide a richer 
source of information. As part of the development work required to produce existing 
statistics from a new data source, parallel statistics from the new and old data 
sources need to be produced. 
 
Developing analysis to run on record level data that is capable of providing the same 
measures as were produced from an aggregate data return required a detailed 
analysis of the data. Initial analysis showed that MHMDS included conflicting data 
about the legal status of patients at a point in time. For example, a person can only 
be subject to detention under one Mental Health Act section at a time61 but the data 
indicated that some people were subject to two Mental Health Act sections at the 
same time. 
 

                                            
58

 http://www.hscic.gov.uk/media/10688/MHMDSv41UserGuidance/pdf/MHMDS_v4.1_User_Guidance.pdf 
59

 http://www.hscic.gov.uk/catalogue/PUB11107/ment-heal-rou-quart-12-13-q4f-exp.xls 
60 http://www.hscic.gov.uk/datacollections/kp90 
61

 http://webarchive.nationalarchives.gov.uk/InformationontheMentalHealthAct/index.htm 

http://www.hscic.gov.uk/media/10688/MHMDSv41UserGuidance/pdf/MHMDS_v4.1_User_Guidance.pdf
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To highlight this issue, new experimental reports have been developed to 
accompany the statistical publication that show: 
 

 Parallel analysis of one of the key measures in the publication, i.e. detentions on 
admission to hospital, so that providers can monitor the accuracy of Mental 
Health Act data in their submission 

 Patients with more than one legal status reported at the end of the period 

This remains work in progress but the HSCIC is collaborating with other 
stakeholders, e.g. the Care Quality Commission (CQC) and groups of providers, to 
raise the profile of MHMDS information about uses of the Mental Health Act and to 
encourage provider organisations to review the quality of the data they submit. 

Case studies 

The majority of MHMDS data quality issues affect large numbers of organisations. 
Consequently, case studies reflecting good and poor practice by individual 
organisations have not been included in this report. This position will be reviewed in 
subsequent reports.  
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Organisation Data Service (ODS)62 

Current data quality activities and capability 

The ODS carry out data quality checks and processes to ensure the reference data 
that it releases are current, accurate and adhere to the specifications published in 
supporting information and guidance63. The data quality checks fall into two 
categories: 
 
Category 1: Data accuracy - addresses and postcodes are checked for validity using 
a third party application called Quick Address Software (QAS)64 and organisation 
and site names are authorised either directly with a contact within the organisation or 
via legal documentation such as Statutory Instruments65. These checks are carried 
out as data are entered into the ODS database. 
 
Category 2: Formatting, field/file content and file structures are checked against file 
specifications. Checks are run for referential integrity, i.e. organisation-to-
organisation and organisation-to-site relationships, and for duplicate records. These 
checks are carried out before data are extracted from the ODS database and prior to 
publishing extracted data. 
 
The majority of ODS release files are maintained using the internally hosted 
Organisation, Standards, Codes and Reference (OSCAR) database but a minority 
are supplied by third parties. Data entry and pre-extraction checks cannot be applied 
to third party files as ODS do not own the data at this point in the production process. 
However, all such files, excluding the NHS Postcode Directory66 due to its size, are 
subject to the pre-publication data quality checks. 
 
Pre-extraction checks are carried out in OSCAR. Pre-publication checks are carried 
out in a bespoke ODS quality assurance (QA) system to systematically check all 
extracted files against specific parameters and ensure their integrity prior to 
publication. As well as flagging any errors so that ODS analysts can make necessary 
corrections before publication, this database generates the file descriptions and 
formatting information found within the ODS Standards Repository67 document, 
which is regenerated with each ODS release. In this way the parameters that control 
the content and structure of each file are used to create the supporting information. 
This centralised validation process reduces the likelihood of discrepancies between 
supporting information, current valid content being used as the benchmark for data 
quality checks and the data that actually appears within the files. 

Planned improvements to data quality activities and capability 

OSCAR data quality checking 

There is an occasional requirement to apply bulk updates to the tables in OSCAR, 
e.g. if a large number of new records are required to capture a new type of 
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 http://systems.hscic.gov.uk/data/ods 
63

 http://systems.hscic.gov.uk/data/ods/supportinginfo 
64

 http://www.qas.co.uk/ 
65

 http://www.parliament.uk/business/bills-and-legislation/secondary-legislation/statutory-instruments/ 
66

 http://www.datadictionary.nhs.uk/web_site_content/supporting_information/nhs_postcode_ directory.asp 
67

 http://systems.hscic.gov.uk/data/ods/supportinginfo/odsstandards.pdf 
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organisation or to change a large number of relationships in response to a 
reconfiguration. However, the business rules and validation used for standard data 
entry are not currently applied to bulk data entry. This has resulted in minor data 
quality issues being found in new data entered during a bulk update. 
 
The requirement to apply bulk updates is expected to increase in the future to 
improve efficiency and decrease the resource overhead of manually entering large 
amounts of data. It is therefore planned to implement a new layer of validation 
against bulk loads to ensure the data incorporated in this fashion is subject to the 
standard level of checks. The solution is currently under development and will 
incorporate a series of checks run in a test environment prior to data being 
transferred to the live environment. This is followed by a further check on the data in 
the live environment before it is set to a „published‟ status and subsequently output 
into release files and products. 

Third party data quality checking 

Prior to the Health and Social Care Act 2012 coming into force, the datasets supplied 
to ODS by various third party organisations were run through limited high-level data 
quality checks and published in much the same state as they were received. 
 
These datasets are maintained by the source organisation for their own purposes 
which differ from the purposes the NHS needs them for. Consequently, issues with 
data quality that are not relevant to the source organisation have an impact on the 
usefulness of the data to the NHS. These issues include inactive organisations not 
being closed; invalid relationships between child and parent organisations due to 
parent organisations having closed; and incorrectly formatted, or invalid, Postcode 
Address File (PAF®)68 addresses. It has been difficult for ODS to resolve these data 
quality issues as there is no locally held master file of the data to provide a baseline 
for changes. 
 
ODS had to produce files to support the changes to the structure of the NHS brought 
about by the Health and Social Care Act 2012. The files required a high level of 
additional processing to generate a view of the NHS hierarchy from 1st April 2013 
and it was necessary to create master files of third party data. 
 
In order to have more control over third party datasets, new functionality is being 
developed that will facilitate their import into the OSCAR database. This will allow 
ODS to hold master copies of all third party data and subject them to the same data 
quality checks as those carried out on internally maintained data. The import process 
will identify any new data that exhibit the quality issues outlined above, and will allow 
ODS to use their own business rules to decide whether to accept or alter the data 
and to apply the changes received or reject them. The new import process will also 
allow any addresses that are incorrectly formatted to be corrected and validated 
against the PAF®. 
 
All data published by the ODS will then be data quality checked in a consistent way 
throughout the production and publication process. 

                                            
68

 http://www.royalmail.com/marketing-services/address-management-unit/address-data-products/postcode-
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Integration of standards changes, the ODS QA system and supporting 
information 

Changes to existing ODS products and the introduction of new ODS products are 
communicated to users through the release of Information Standards Notices 
(ISNs)69. The data standard requirements of all ISNs must be incorporated into the 
bespoke ODS QA system to ensure that changed, and new, ODS products are 
tested correctly, match the new ISN specifications and that the Standards Repository 
is updated to reflect new ISN specifications. ODS release data on a monthly basis 
and the bespoke ODS QA system has to be ready two weeks in advance of each 
release to validate the products included in each release. This schedule means there 
is a maximum of three weeks between the completion of one month‟s release and 
the start of the next month‟s release for ODS to make amendments to the bespoke 
ODS QA system and, by association, the Standards Repository. 
 
Each ISN allows a six month implementation period. However, because the bespoke 
ODS QA system and Standards Repository are updated on a rolling basis the time 
available to ODS to work on changes to them is artificially constrained. This has 
caused issues with implementing changes to the bespoke ODS QA system and 
Standards Repository in time for a release, resulting in manual amendments being 
required. This increases the risk of data quality checks not being correctly specified 
in the bespoke ODS QA system for changed or new file structures and data items. 
This leads to erroneous data being published and the structure of published files not 
matching user expectations based on the ISN and the Standards Repository. 
 
To address these issues, additional versions of the bespoke ODS QA system will be 
introduced so that this process can run one release in advance. This will allow 
upcoming changes to be rolled out well in advance of implementation and for any 
new or altered sections of the Standards Repository to be completed and tested prior 
to formal release. Each release of the Standards Repository document will include a 
forthcoming changes section providing advance notice to users of files that will be 
affected by change. This closer integration between information standards 
development and the processes supported by the bespoke ODS QA system will 
ensure changes to files are accurately represented in supporting information in a 
timely manner. 

Quantitative assessment of nationally submitted data 

Due to the nature of the ODS data quality processing and checks, quantitative data 
quality results are not included for this area. 

Key issues 

New-build postcodes 

One of the core attributes of an organisation and site records is the address, in 
particular the postcode element which is mandatory. Postcodes are widely used in 
conjunction with organisation identifiers, e.g. to plot the services that organisations 
offer on patient-facing maps and search facilities, or to identify the organisation 
responsible for various aspects of a care pathway based on a patient‟s home 
address. As ODS cannot issue identifiers without a valid Royal Mail postcode, it 
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validates them using third party address validation software called QAS, which is 
based on PAF®. In fact the majority of systems that consume ODS data, for 
example, Patient Administration Systems and other administrative systems within 
healthcare organisations; GP systems; and the Spine Directory Service and, by 
association, all the systems that connect with it, implement their own rules that 
prevent records without valid postcodes being loaded. For example, postcodes and 
addresses will be validated with QAS or a similar product as an integral part of a 
local system‟s import routine. 
 
This gives rise to an issue when identifiers are required for new buildings that are yet 
to be allocated a delivery point and postcode by Royal Mail. ODS identifiers are 
frequently required early on in the life of such locations to facilitate the setup of key 
infrastructure, such as NHS National Network (N3)70 connections and Spine-access 
endpoints71, which often need to be in place before a new site is physically working, 
or even fully built, to allow the intended services to be fully operational as soon as it 
opens. The non-availability of valid postcodes means that new identifiers cannot be 
issued to organisations for their new-build sites, which can cause significant delays 
to the setup of their key infrastructure. 
 
ODS are in the very early stages of investigating the possibility of incorporating Land 
and Property Gazetteer identifiers into ODS data. The unique identifiers used in this 
area are issued at the earliest point in a property lifecycle and so could help to 
address this issue. 

Metadata inconsistency 

The ODS dataset has evolved over time and many new organisation types have 
been added in order to meet the evolving requirements of the service and reflect 
various reconfigurations. The way the dataset is structured, with intelligently 
formatted identifiers and separate files based on organisation type, has resulted in a 
large number of individual files, currently more than 70. 
 
This evolution of the dataset, and the minor changes made to individual files at 
various points to meet specific needs, have meant that field names and attribute 
placements have become inconsistent across the files in the dataset. For example, 
some files include the data item Government Office Region whilst others do not and 
some files place an indicator in a specific field whilst others require it to be derived 
from another data item. These are just two examples of many and, whilst they are 
minor concerns when considered in isolation, ODS are aware that this inconsistency 
can be a considerable burden for users as import routines and reference data tables 
have to be individually tailored for each file. 
 
ODS are in the early stages of planning a redevelopment of their interface model that 
may change the structure of release files and will address this issue as an integral 
part of this work. 
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Inflexible organisational relationship data 

The existing ODS data currently records organisational relationship data inflexibly, 
i.e. they are captured through the use of two or three mandatory fields held within the 
organisation record itself. This makes is impossible to reflect the increasingly 
complex structure of the NHS where any given organisation may have multiple 
relationships to other organisations with a variety of different contexts. This inflexible 
method of recording relationships between organisations also makes changes to 
relationships difficult to implement as changes to file structures or allowed values are 
required. This involves a lengthy approvals process for an updated, or new, ISN. 
This makes it almost impossible for ODS to capture, and keep up to date with, the 
increasingly fluid nature of the NHS organisational structure. 
 
ODS are in the early stages of planning a redevelopment of their interface model that 
may change the way relationships are published and will address this issue as an 
integral part of this work. 

Case studies 

The majority of ODS data quality issues affect large numbers of organisations. 
Consequently, case studies reflecting good and poor practice by individual 
organisations have not been included in this report. This position will be reviewed in 
subsequent reports. 
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Personal Demographics Service - National Back Office  

Current data quality activities and capability 

One of the functions of the Personal Demographics Service (PDS)72 National Back 
Office (NBO) is to investigate and resolve PDS data quality issues reported to it, 
thereby supporting an improvement in data quality. For example it: 
 

 Monitors secondary care organisation allocation of NHS numbers from the PDS 

 Escalates recurring data quality incidents created by a single organisation or user 
for follow-up with the data quality contact for the responsible organisation 

 Regularly reviews and improves business processes 

 Supports ad hoc data quality activities within the HSCIC 

Planned improvements to data quality activities and capability 

NBO is committed to, and fully engaged in, Spine 273 requirements specification and 
development. NBO Spine 2 requirements are aimed at improving the service 
provided by NBO. These include improvements to NBO‟s main tool, the 
Demographic Spine Application (DSA), which should make NBO‟s investigation and 
resolution of reported PDS data quality incidents more efficient. 
 
A specific Spine 2 requirement that NBO is actively involved in is the development of 
a new PDS Potential Duplicate Matching Algorithm. This is an automated process to 
identify PDS potential duplicate records which is performed upon insertion of new 
records and updates to existing records. NBO has previously reported a number of 
issues with the existing algorithm which identifies a high number of non-duplicates. 
This issue has impacted on the volume of PDS records NBO has been able to 
confirm as duplicates and subsequently merge on PDS. Merging duplicate PDS 
records improves patient safety and patient and clinician confidence in electronic 
health records. 
 
In conjunction with other parts of the HSCIC, NBO will investigate viable options for 
the delivery of new services. These include the provision of an NHS Number 
Allocation Service where a new NHS number is required in a non-GP registration 
scenario, e.g., Channel Islands‟ patients receiving treatment in English hospitals. 
This is intended to provide clinicians with a complete record on which to make 
clinical decisions and should therefore improve patient safety. 
 
As a result of NBO working closely with Department of Health (DH) and HSCIC 
colleagues, recommendations for changing the PDS NBO Gender Reassignment 
(GR) business process have been agreed by the Minister of State for Care and 
Support. The NBO is now working with DH and HSCIC colleagues towards 
implementing these changes which will help to resolve key issues such as “breaks” 
in clinical history which impact on the care the GR patient subsequently receives, 
and will help to ensure that clinical staff have access to the most recent clinical 
history for GR patients. 
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NBO is working with DH, Department for Education (DfE), British Association for 
Adoption and Fostering (BAAF) and HSCIC colleagues towards implementing a 
change to the NBO Adoption business process, which has been agreed in principle 
by the Minister of State for Children and Families. This will help to ensure that clinical 
staff have access to the full clinical history for adopted children whilst maintaining 
appropriate safeguards. 

Quantitative assessment of nationally submitted data 

Due to a number of recent system changes, comparable quantitative data quality 
results are not currently available. The team is looking at developing a set of key 
comparative indicators for inclusion in future reports to support data quality 
improvement. 

Key issues 

NHS number re-confusions 

An NHS number confusion74 is where one NHS number is being used by two or 
more patients. This means that their clinical records will become combined over time 
and they may have information in their clinical record which does not belong to them 
or an incomplete clinical record. It is normally the result of the incorrect patient being 
selected when tracing their NHS number, possibly due to similar demographic 
information. NBO investigates and resolves NHS number confusions that are 
reported by PDS users. NBO also investigates and resolves NHS number confusions 
identified by NBO during its routine business. 
 
After an NHS number confusion has been resolved by NBO, the same records 
sometimes become confused again. This is known as a re-confusion. The same 
issues that arise from confusions arise from re-confusions but the issuing of multiple 
new NHS numbers may also result. 
 
Possible ways of resolving these issues are to: 
 

 Improve PDS users‟ tracing techniques 

 Apply rigorous validation checks at patient registration 

 Improve communication between Primary and Secondary Care organisations 

 Encourage PDS users to populate data fields with all known patient information 

 Develop and implement quality assurance processes within NHS organisations to 
check that PDS users take appropriate actions following the resolution of NHS 
number confusions by NBO 

Birth registrations  

One issue that can have an adverse impact on clinical care involves birth 
registrations. Initial birth notifications made by delivery staff on their maternity 
systems which then feed through to PDS, often have incomplete name details as the 
parents have not made a final decision on names at this point in time. 
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Parents subsequently complete the statutory civil birth registration with the full 
names of their baby. The Registrar of Births and Deaths (RBD) then needs to ensure 
that Registration systems are updated with the registered full names. This 
information then feeds onto PDS via the Office for National Statistics (ONS). 
 
It is possible for babies with the same surname to be born in the same area on the 
same date. If this happens, and the registrar selects the wrong initial record details to 
update the Registration system with the new name details, the baby‟s record will 
have become confused, and the PDS record will therefore also become confused. 
 
In addition to the problems associated with confused records described in the 
previous issue, the risk of babies being excluded from baby screening programmes 
is increased when babies‟ records become confused. 
 
The HSCIC will investigate this issue further and carry out a benefits assessment of 
possible solutions before making a recommendation for resolution. 

Contact information 

It is a requirement to discuss Patient Identifiable Data (PID) only with named 
contacts and failure to maintain this contact data puts patient confidentiality at risk. 
 
When contact information is incorrect, NBO is often unable to resolve PDS data 
quality incidents in a secure and efficient manner. Establishing the correct contact 
details is time consuming and delays the resolution of PDS data quality incidents. 
For example, it is not unusual to need two emails and three telephone calls from 
NBO to some NHS organisations to establish the correct contact details required to 
resolve a data quality incident on the PDS. 
 
A possible way of resolving this issue is to investigate designating responsibility to a 
role rather than a named person, e.g. the Caldicott Guardian. 

Case studies 

Good data quality practice 

NBO identifies data quality incidents whilst carrying out routine business processes. 
NBO subsequently writes to the appropriate organisation to ask them to raise an 
incident with the Systems and Service Delivery (SSD) National Service Desk (NSD). 
This will trigger an NBO investigation and resolution of the incident. 
 
The Supervisor of Network Links, at Primary Care Support, Chester Health Agency 
undertakes a full local investigation into potential NHS number confusions prior to 
responding to NBO requests to report these incidents via the SSD NSD. Responses 
received from Cheshire Health Agency clearly reference NBO‟s initial 
correspondence and the information provided is clear and complete: 
 

 All information required to resolve the incident is provided in respect of all NHS 
numbers involved e.g. full names/previous names, date/place of birth, previous 
addresses including postcodes, plus any additional relevant information obtained 

 Cheshire Health Agency contacts patients via GP Practice Managers to promptly 
obtain any required information that is not readily available 
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 Cheshire Health Agency directly contacts other organisations that are linked to 
the potential NHS number confusion to obtain information that is helpful to its 
resolution 

As a result, Cheshire Health Agency is often able to confirm that an NHS number 
confusion has occurred at the time of raising the incident and has often identified 
which data on the records is incorrect. Therefore the investigation is complete, the 
information obtained, and the incident raised with SSD NSD generally within a week 
of receiving NBO‟s initial correspondence, and occasionally on the same day. The 
prompt and comprehensive investigations undertaken by Cheshire Health Agency 
are considered to be good data quality practice. 

Poor data quality practice 

NHS numbers should not be allocated until a full NHS number trace has been 
carried out and all spellings verified. 
 
In August 2012, a PDS user allocated NHS numbers to a family of seven that had 
not had previous NHS contact. All the family members registered at the same GP 
practice, resided at the same address and had the same surname. 
 
In September 2012, the same PDS user allocated new NHS numbers to the same 
seven family members. This was for registration at a different GP practice, but with 
the family residing at the same address, and where the surname had one letter 
different from that previously registered. One of the registrations also had one letter 
in their forename and their month of birth different from that previously registered. 
This created seven duplicate registrations and therefore seven duplicate PDS 
records until this was identified and resolved by NBO. 
 
The effect of a patient having duplicate NHS numbers is that one or more of the 
patient‟s records, on which clinicians make decisions, may be incomplete. Duplicate 
NHS numbers therefore have the potential to put patient safety at risk.  



The Quality of Nationally Submitted Health and Social Care Data  
England, Annual Report, 2013, Experimental statistics 

 
Copyright © 2013, Health and Social Care Information Centre. All rights reserved. Page 57 of 101 

Personal Demographics Services - Systems and Service Delivery Data 
Audit Service 

Current data quality activities and capability 

The Systems and Service Delivery (SSD) Directorate75 has a dedicated Data Audit 
Service (DAS) team whose responsibilities include the identification of patient 
records where primary care de-registration as a result of death, moving abroad or 
moving to a new area should have taken place but where the de-registration has 
failed for some reason. 
 
The DAS team also carries out analysis to identify records where the NHS number 
has possibly become confused76 on the Personal Demographics Service (PDS). An 
NHS number confusion is where one NHS number is being used by two or more 
separate patients. This means that their clinical records will become combined over 
time and they may have information in their clinical record which does not belong to 
them or an incomplete clinical record. It is normally the result of the incorrect patient 
being selected when tracing their NHS number, possibly due to similar demographic 
information. The details of any NHS number confusions identified are passed to the 
PDS National Back Office (NBO) for investigation and corrective action. 

Benefits: 
 

 Identification of records with duplicate registrations allows reunification of medical 
records with consequent reduction in clinical risk 

 Proactive monitoring for records in which the NHS numbers have become 
confused enables early intervention by PDS NBO with consequent reduction in 
clinical risk 

 De-registration of patients from primary care supports Department of Health (DH) 
strategy of ensuring that capitation payments to GPs and other contractors are 
based on accurate data 

Planned improvements to data quality activities and capability 

Following the initial success of the current NHS number confusion analysis work with 
NBO, described above, the DAS team plans to increase the number of records with 
potential NHS number confusions it sends to NBO for investigation. 

Benefit: 
 

 Increased number of records with potential NHS number confusions could be 
identified enabling early intervention by PDS NBO with consequent reduction in 
clinical risk 

The DAS team also plan to carry out a systematic review of records confirmed as 
duplicates by NBO to ensure that the appropriate actions have been carried out on 
the downstream primary care registration systems to resolve these data quality 
issues. This work will build on a recent small-scale pilot activity completed with NBO. 

 
                                            
75 http://systems.hscic.gov.uk/ssd 
76 http://systems.hscic.gov.uk/demographics/pds/training/html/module04/t2p03.html 

http://systems.hscic.gov.uk/ssd
http://systems.hscic.gov.uk/demographics/pds/training/html/module04/t2p03.html


The Quality of Nationally Submitted Health and Social Care Data  
England, Annual Report, 2013, Experimental statistics 

Page 58 of 101 Copyright © 2013, Health and Social Care Information Centre. All rights reserved. 

Benefits: 
 

 Identification of records where duplicate resolution has not been completed 
supports the reunification of medical records with consequent reduction in clinical 
risk 

 De-registration of patients from primary care where duplication has been 
confirmed supports DH strategy of ensuring that capitation payments to GPs and 
other contractors are based on accurate data 

Quantitative assessment of nationally submitted data 

The DAS team started the service to identify de-registrations and confusions in 
January 2012. The table below shows the total numbers identified in each category 
between 1st January 2012 and 31st March 2013. Comparative data are expected to 
be available for next year‟s report. 

Identified de-registrations and confusions 

Description of Identification Number Identified 

Primary care de-registrations of confirmed duplicates 6,950 

Records identified with possible NHS number confusions 440 

 
According to the Audit Commission‟s national report “The national duplicate 
registration initiative 2009/10” published in February 2012, the deduction of over 
95,000 patient registrations, including 29,416 duplicates, released annual savings to 
PCTs of over £6.1 million. The Audit Commission calculated this figure using the 
standard global sum payment per patient in 2010/11 figure of £64.59. The report 
acknowledged that these were short-term savings and that, in the long term, the 
improved data quality would enable a more accurate distribution of available 
funding. The DAS team de-registration service continues to deliver these benefits. 

Key issues 

The SSD DAS team relies on the following internal and external teams to ensure that 
issues identified with records are investigated and resolved: 
 
Internal: NBO provide resource to carry out the initial investigation on records 
identified by SSD DAS. To date this resource has been provided on an informal 
basis but discussions are underway to put a formal service agreement in place. 
 
External: Following investigation by NBO resolution actions are completed by 
external teams. An example would be de-registration of a patient from primary care 
in one locality when NBO confirm that a duplicate is present on the national patient 
index. Primary care registration agencies do not always take the necessary de-
registration action to resolve identified duplicates in what could be considered a 
reasonable time frame. There are examples of receiving agencies not having 
resolved issues within six months of having been notified about them. This leads to 
further work by the SSD DAS and NBO teams to ensure that the resolution action is 
finally completed. 
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Case study 

A single national analysis on an extract of all patients registered with a GP, carried 
out at the start of April 2013, identified 717 patient records where primary care de-
registration should have taken place as a result of the patient moving to an area 
covered by a different primary care registration agency. 
 
These records have been passed to NBO for investigation in accordance with a 
provisional resourcing profile agreed with NBO. The DAS team monitor outcomes to 
establish whether the resolution activities requested by NBO are carried out by the 
responsible primary care registration agency correctly and within a reasonable time 
period. If they are not, the matter is escalated via user representatives or the HSCIC 
Service Delivery Manager. Processes are also reviewed and changed if possible to 
try and improve performance. 
 
The DAS team are looking to engage with key organisations, e.g. NHS England and 
the Care Quality Commission (CQC), to support the promotion of the benefits 
provided through the DAS and to encourage external parties to work more closely 
with DAS and NBO to resolve the problems highlighted in the key issues and case 
study sections above.  
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Population Health - Breast Screening Programme 

Current data quality activities and capability 

Information on the breast screening programme is collected on the following central 
return forms: 
 

 KC6277 – information on invitations, uptake and outcomes from all breast 
screening units, (BSUs) across England 

 KC6378 – information on the population coverage of the programme is collected 
on all Primary Care Organisations (PCOs) 

The data are quality assured by the NHS Breast Screening Programme‟s Quality 
Assurance Reference Centres79 (QARCs) before they are received by the HSCIC. 
Data quality checks are also carried out by the HSCIC as part of the publication 
process and include: 

Comparisons with previous years’ data to identify any large changes and 
ensure they are explained  

The change in a number of key variables is calculated. If the change breaches a 
specified threshold, e.g. plus or minus 15% in the number of women invited for 
screening, then further investigation is undertaken to identify the reason for the 
change. The investigation can involve looking at data submissions for other years 
and/or comments provided by the submitting organisation. Where there is no obvious 
reason for a change the submitting organisation is asked to confirm the figure and 
where possible provide a reason for the change from the previous year. The 
thresholds used vary for different variables and are reviewed each year as they 
sometimes need adjusting to reflect changes in policy or practice, e.g. the extension 
of the screening programme to younger or older women. 

Consistency checks between different parts of the returns  

For example, the total number of women with breast cancer identified in Part 3 of the 
KC62, column 25, should equal the number of women diagnosed with breast cancer 
through cytology or core biopsy procedures plus those diagnosed through open 
biopsy recorded in Part 2 of the KC62, columns 18 and 24. 

Checking that totals equal the sum of the respective parts 

For example, that the table showing all invitations and screenings, Table T in the 
KC62, is equal to the sum of the tables showing the different types of invitations and 
referrals to screening, Tables A through to F. 

Checking the calculation of statistics  

For example, that coverage, i.e. the percentage of women eligible for screening who 
have been screened in the last three years, recorded in Column 15 of the KC63 has 
been calculated correctly. 
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Checking on outliers, i.e. values that appear particularly high or low compared 
to others in the group 

For example, if coverage for one area appears much lower than in other areas. 

Returning data tables to the QARCs for verification prior to publication 

Each regional QARC is sent a set of draft publication tables covering their region. 
The tables are created by the HSCIC using the validated data from the KC62 and 
KC63. QARCs are asked to verify that the statistics in the tables appear correct prior 
to publication as part of the HSCIC‟s quality assurance process. 

Planned improvements to data quality activities and capability 

Changes in the NHS structure from April 2013 mean that data from the KC63, which 
in previous years has been reported by PCTs, will now be reported by Local 
Authorities. Current data quality checks will be reviewed and amended as necessary. 
Changes to the KC62 and KC63 central return forms, including a requirement to 
record screening data on women at high risk of developing breast cancer, will require 
additional data quality checks to be developed. 
 
Uptake will be added to further validations undertaken on the KC62. Uptake is the 
percentage of women invited for screening in the year, who were screened 
adequately within six months of invitation. Uptake is a key breast screening statistic 
and although year on year validations on the numbers of women screened may 
identify large changes in uptake, validating this measure itself will be more sensitive. 
 
The KC63 data, which are received from the National Health Applications and 
Infrastructure services (NHAIS)80 system, includes a very small amount of data that 
have been updated for patients whose records originated from organisations which 
no longer exist. Although the overall quality of the data received is not adversely 
affected by this issue, these data have to be deleted prior to data processing. A new 
version of the software, due to be introduced in 2013/14, should correct this problem. 
 
QARCs are currently notified of the data submission deadline at least two months in 
advance of it. QARCs will in future be notified of other key dates in advance, i.e. 
dates for validation queries and pre-publication table checks, to support them in 
meeting the data submission deadline. 

Quantitative assessment of nationally submitted data 

KC62 data quality indicators: 2011/1281 

Indicator % Data Quality Measure 

Valid values 99.8% Validity 

Valid records  98.8% Validity 

Records passing further validation 100.0% Credibility 

Records passing pre-publication table check 100.0% Credibility 

Records received on time 100.0% Punctuality 

Complete records  98.8% Completeness 
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KC63 data quality indicators: 2011/1282 

Indicator % Data Quality Measure 

Valid values 100.0% Validity 

Valid records  100.0% Validity 

Records passing further validation 100.0% Credibility 

Records passing pre-publication table check 100.0% Credibility 
 

This is the first year of reporting and therefore comparative data for 2010/11 are not 
available. 

Key issues 

Data collected for the breast screening programme are of good quality and there are 
no key issues. However, there were two minor issues experienced in the 2011/12 
collection and these are described below. 
 
The data submission deadline date is given to QARCs around two months in 
advance of data submission and is similar each year. One QARC did not submit a 
complete set of data for 2011/12 by the submission deadline, with data for one BSU 
missing. In this instance the submission was made one week late and could be 
accommodated. However, if a submission is late it can lead to delays in the data 
validation and publication process creating resource pressures. In the case of very 
late submissions, it may not be possible to include the data in the publication. 
 

Action: When data submission requests are sent out, QARCs will be reminded of 
the importance of submitting complete data and of the potential impact where 
submissions are not complete. 
 
Data had to be resubmitted for a number of BSUs in 2011/12, with failed validation 
checks being among the reasons for resubmission. When data are resubmitted they 
need to be reloaded, rechecked for quality and, depending on when in the 
publication process the resubmission occurs, data analysis and table production may 
need to be rerun. This adds to the resource burden of the collection. These statistics 
are published as National Statistics in Breast Screening Programme, England83 and 
the publication date is pre-announced. The statistics are used to monitor the quality 
and effectiveness of the screening programme so timely, good quality data are 
important. Resubmission can lead to a delay in publication or a planned revision of 
data post publication, both of which inconvenience users. 
 

Action: When data submission requests are sent out, QARCs will be reminded of 
the importance of submitting good quality data and of the impact of resubmission on 
resources and on users if publication is delayed. 

Case studies 

The data quality issues with this data set were minor, affecting a small number of 
organisations. Consequently, case studies reflecting good and poor practice by 
individual organisations have not been included in this report. This position will be 
reviewed in subsequent reports.  
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Population Health - National Child Measurement Programme (NCMP)84 

Current data quality activities and capability 

NCMP data are collected annually. Data quality is assessed by submitting 
organisations using tools provided by the HSCIC, and by the HSCIC NCMP team 
once all data have been received. Submitting organisations were previously Primary 
Care Trusts (PCTs) and are now Local Authorities (LAs). 

Data collection tool 

The online tool for collecting and submitting data to the HSCIC gives warnings if 
unexpected measurements are entered and identifies erroneous entries. The data 
cannot be submitted until all errors have been corrected and all warnings 
commented on. 

Data quality reports 

Once an organisation has submitted data, it is invited to view its secure online report. 
This gives: 
 

 A summary of the overall participation of an organisation‟s eligible pupils in the 
collection 

 The prevalence rates for each Body Mass Index (BMI) category 

 A data quality report 

 A school list report 

Overall participation is calculated as the number of pupils measured divided by the 
number of pupils eligible for measurement. The data quality report includes 
information on the number of records that contain whole number heights or weights, 
which can be indicative of rounding, and any measurements that have failed 
validation due to being out of range. The school list report provides details of all 
schools in the submitting organisation‟s area together with the number of pupils 
eligible for measurement, the number actually measured and the resulting 
participation rate for each school by year group. 
 
After viewing its report an organisation can make as many changes and 
resubmissions as it deems necessary to improve the quality of data before the final 
submission date. 

NCMP team data quality checks 

The NCMP team carry out further data quality checks on submitted data. These 
include: 
 

 A comparison with data from the previous year to identify significant changes in 
patterns of weight category 

 Manually checking a sample of calculations that are part of the automated system 

 Counting and excluding records where either the height or the weight is recorded 
as zero „0‟ 
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 Checking that the sex of all pupils is recorded as either M or F 

 Checking out of range BMI values 

 Checking that no pupil‟s school Unique Reference Number (URN) is blank 

 Checking that all URNs are valid and that temporary codes have been updated 

 Checking that the age of all pupils is within the expected range 

Planned improvements to data quality activities and capability 

A new data collection tool is being developed for NCMP; one improvement being 
made is that the data quality reports will update as data are collected and entered. 
Continual data quality monitoring will then be possible by the LAs instead of a single 
view of data quality after submission. This could both help identify improvements to 
organisations‟ data collection methods during the year and improve the quality of the 
data submitted. 
 
The current system allows for temporary URNs which introduces a small risk of 
schools and permanent URNs being mismatched later in the process. Another 
improvement with the new tool is that only permanent URNs will be allowed, 
therefore data for all pupils will need to be entered against a permanent URN at the 
start of the process, mitigating this risk. 

Quantitative assessment of nationally submitted data 

The table below shows some data quality assessment results for all data submitted 
by organisations for 2011/12 before processing by the production team. 

Data quality assessment of submitted data 

Indicator 2011/12 2010/11 2009/10 

% of records with home postcodes 99.5% 99.7% 99.0% 

% of records with ethnicity codes 84.9% 82.5% 83.1% 

% of records with weekday measurements 99.8% 99.8% 99.6% 

% of records with no August measurements 100.0% 100.0% 100.0% 

% with complete Height or Weight  100.0%  99.9% 100.0% 

% with valid school URN  99.9%  99.8%  99.8%  

Quantitative assessment of published data 

A number of submitting organisation data quality assessment results are included in 
the NCMP annual report85. The data quality specific elements from the results table 
published in the 2011/12 NCMP annual report are shown below. 

Data quality assessment of published data 

Indicator 2011/12 2010/11 2009/10 

% of records with heights rounded to the 
nearest whole number 

17.2% 18.8% 18.5% 

% of records with weights rounded to the 
nearest whole number 

10.5% 12.0% 12.3% 
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Indicator 2011/12 2010/11 2009/10 

% of records with missing home postcodes 0.5% 0.3% 1.0% 

% of records with missing ethnicity codes 15.1% 17.5% 16.9% 

 
The improvements over time are believed in part to result from the inclusion of the 
data quality indicators in the publication. The indicators have been developed to 
make users aware of data quality issues and encourage organisations that have data 
quality issues to take responsibility for resolving them and improving their data 
quality processes. The programme also benefits from regular engagement with 
providers by both the HSCIC and Public Health England, and guidance documents86 
which also encourage improvements in completeness and data quality. 

Key issues 

Accuracy in the calculation of BMI is crucial to the usefulness of this dataset. On a 
national level, inaccuracy may lead to an incorrect representation of childhood 
weight. On an individual level, inaccuracy may lead to letters being sent to parents 
classifying their children‟s weight incorrectly. 
 
Consistent and accurate recording of height and weight measurements to one 
decimal place is important in calculating BMI. If all height and weight measurements 
are recorded accurately, approximately 20% of the recorded measurements would 
be expected to be whole or half numbers. If more than 25% or less than 5% of height 
and weight measurements submitted by an organisation are whole or half numbers it 
is reported to the organisation as a potential data quality issue. 
 
When calculating BMI in children, adjustments are made for a child‟s age. Ages are 
calculated using the date of birth and date of measurement data items. It is therefore 
important that these two data items are recorded accurately. It is unlikely that a 
school child‟s height and weight measurements would take place during a weekend 
or school holiday. Consequently, height or weight measurements recorded as taking 
place during these periods are reported to submitting organisations as a potential 
data quality issue. 
 
During 2012, it was discovered that there was an issue with combining certain 
components from pre-2004 Leicester Height Measure equipment models used by the 
NCMP and those from 2004 onwards. Combining the vertical column and base from 
one model with the horizontal measuring arm of the other model resulted in 
inaccurate readings of up to 2.9 cm higher or lower than the actual height of the child 
being measured. An audit of all organisations submitting data revealed that seven 
organisations had potentially or definitely used the Leicester Height Measure with 
components from the two model types combined. The actions taken to reduce the 
impact of this issue are described in the case study below. 

Case study 

Further contact with the seven organisations identified in the issue described above 
showed that they all had Leicester Height Measures in use with mixed components. 
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Good data quality practice 

Of the seven, three were able to identify which records were affected by this issue 
because they had recorded exactly when and where mixed component Leicester 
Height Measures had been used. Consequently, the HSCIC were able to amend 
these records prior to analysis. 

Poor data quality practice 

The other four were able to identify that there was potentially a problem but they 
were unable to identify which records had been affected. 
 
Further details of this and other issues identified in the 2011/12 NCMP data are 
available in the National Child Measurement Programme: England, 2011/12 school 
year data quality statement87. 
  

                                            
87

 https://catalogue.ic.nhs.uk/publications/public-health/obesity/nati-chil-meas-prog-eng-2011-2012/nati-chil-

meas-prog-eng-2011-2012-qual.pdf 

https://catalogue.ic.nhs.uk/publications/public-health/obesity/nati-chil-meas-prog-eng-2011-2012/nati-chil-meas-prog-eng-2011-2012-qual.pdf
https://catalogue.ic.nhs.uk/publications/public-health/obesity/nati-chil-meas-prog-eng-2011-2012/nati-chil-meas-prog-eng-2011-2012-qual.pdf
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Population Health – Stop Smoking Service (SSS)88 

Current data quality activities and capability 

Data are provided from local healthcare organisations on the number of smokers 
setting a quit date. Up to April 2013 they were provided by Primary Care Trusts 
(PCTs) and from April 2013 they will be provided by Local Authorities (LAs). Further 
data are collected on the number who quit, on the number who do not quit and on 
the number not known or lost to follow up. The number not known or lost to follow up 
is presented in the report tables at national, regional and local levels. 

Collection and publication 

Provisional data are published for the first three quarters of the year and for each 
quarter the data provider has the option to revise these figures in subsequent 
quarters. However, the last time revisions can be made to provisional data is during 
the submission of the fourth quarter figures each year. All data published in the end 
of year report has been finalised. 
 
The impact of allowing data providers to update revised data for quarters one to 
three is fully assessed in the Statistics on NHS Stop Smoking Services: England final 
year report89. 
 
The data collection tool contains data validation checks including: 
 

 Number of quits confirmed by carbon monoxide (CO) validation does not exceed 
the number of total quits 

 Number of quits does not exceed number setting quit date 

 Number of pregnant women does not exceed number of women setting quit 
dates and quitting 

 Cumulative spend increases through the year 

Planned improvements to data quality activities and capability 

The form is constantly reviewed with a view to reducing burden and increase data 
quality. Changes being considered include the addition of a category for „unknown‟ 
when collecting information on eligibility for free prescriptions as it became clear that 
the data required was not always available. 

Quantitative assessment of nationally submitted data 

Data quality assessment of submitted data 

Indicator 2011/12 2010/11 2009/10 

% of records with missing socio-economic code1 12.8% 16.1% 21.1% 

% of records categorised as "Other" for 
intervention setting1 

4.2% 3.7% 3.4% 

                                            
88

 http://www.hscic.gov.uk/stopsmoking 
89

 http://www.hscic.gov.uk/article/2021/Statistics on NHS Stop Smoking Services - England, April 2011 to March 

2012 

http://www.hscic.gov.uk/stopsmoking
http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top
http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top
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Indicator 2011/12 2010/11 2009/10 

% of records categorised as "Other" for 
intervention type1 

0.5% 0.9% 2.1% 

1
 http://www.hscic.gov.uk/article/2021/Statistics on NHS Stop Smoking Services - England, April 2011 to March 

2012 
 

The improvements over time are believed to result from the inclusion of data quality 
indicators in the publication. The indicators are designed to make users aware of 
data quality issues and to encourage organisations that have data quality issues to 
take responsibility for resolving them and improving their data quality processes.  
„Intervention setting‟ continues to have a high number of records categorised as 
„Other‟. This is mainly due to the current limitations of the collection form where 
several common settings are not currently available for selection. Plans are in place 
to address this issue in the 2014/15 collection year. 

Key issues 

The key issue at present is improving the collection of experimental statistics to 
remove this badge. Work is underway to improve the collection form to make the 
data more relevant to users and enable a better measure of data quality to be 
produced. 
 
This will involve coordinating with colleagues at the Department for Health, Public 
Health England and the Local Authorities that are now responsible for submitting 
data. It is envisaged that changes to the collection will be made for the 2014/15 
collection and so first published in summer/autumn 2014. 

Case studies 

Good data quality practice 

Lincolnshire PCT have scored consistently well over the past three years against the 
measures identified above. These are well below the national averages, which were 
12.8%, 4.2% and 0.5% respectively in 2011/12, and they were the best performing 
PCT over the three year period. 

Lincolnshire PCT data quality assessment 

Indicator 2011/12 2010/11 2009/10 

% of records with missing socio-economic code1 0.0% 0.0% 2.6% 

% of records categorised as "Other" for 
intervention setting1 

0.1% 0.2% 0.1% 

% of records categorised as "Other" for 
intervention type1 

0.0% 0.0% 0.0% 

1
 http://www.hscic.gov.uk/article/2021/Statistics on NHS Stop Smoking Services - England, April 2011 to March 

2012 
 

Poor data quality practice 

2011/12 data showed that the cost per quitter for Bassetlaw PCT was significantly 
lower than for other PCTs. On investigation, it was found that this was due to the 
way in which Bassetlaw PCT was submitting expenditure data. The total expenditure 
submitted only included the cost for the day to day running of the Stop Smoking 
Service and did not include, e.g. salaries or pharmaceuticals. Expenditure for this 

http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top
http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top
http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top
http://www.hscic.gov.uk/article/2021/Website-Search?productid=7993&q=statistics+on+nhs+stop+smoking+services&sort=Relevance&size=10&page=1&area=both#top


The Quality of Nationally Submitted Health and Social Care Data  
England, Annual Report, 2013, Experimental statistics 

 
Copyright © 2013, Health and Social Care Information Centre. All rights reserved. Page 69 of 101 

PCT was therefore not comparable to other PCTs. This affected the East Midlands 
SHA total and to a lesser extent, the England total. 
 
The guidance for data collection was revised to reduce the risk of similar errors in 
data collection in the future. This is being monitored prior to the final data being 
submitted for 2012/13.  
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Prescribing Data  

Primary care  

Primary Care prescribing data are collected by NHS Prescription Services, which is 
part of the NHS Business Services Authority (NHSBSA)90. NHS Prescription 
Services use the data they collect for reimbursing contractors for dispensing 
medicines, dressings and appliances. All prescriptions which are dispensed in 
England need to be submitted to NHS Business Services Authority before the 
dispenser is reimbursed. The data collected are also the source of two sets of data 
used by the HSCIC to produce prescribing publications. 
 
The first set of data used by the HSCIC, Prescription Cost Analysis (PCA) data, 
records details of all NHS prescriptions written in the United Kingdom but dispensed 
in the community in England. It is downloaded from the source data on a quarterly 
basis, using a system provided by NHS Prescription Services. It is stored and 
maintained in the HSCIC‟s Data Management Environment (DME). Downloaded 
data are checked against tables published by NHS Prescription Services to ensure 
completeness, i.e. all the expected records have been received. 
 
The second set of data used by the HSCIC, electronic Prescribing Analysis and Cost 
(ePACT) data, is accessed via a secure internet connection to the NHSBSA. It 
records details of NHS prescriptions written in England but dispensed in the 
community in the United Kingdom. Prescriptions written by dentists and those written 
in hospitals are not included in this set of data. 
 
NHS Prescription Services use a number of methods to assess the quality of the 
data they collect91. The results of their assessments are available to all users of the 
data92 so that they can decide whether or not the data are fit for their specific 
purposes. 

Secondary care  

Unlike primary care, there is currently no central NHS collection of data on medicines 
issued in NHS hospitals. Secondary care prescribing data used by the HSCIC are 
therefore provided by IMS Health93, which collects these data on a commercial basis, 
from their Hospital Pharmacy Audit Index (HPAI)94 database. Provision of these data 
are governed by a contract between IMS Health and the HSCIC. 
 
The data are downloaded by the HSCIC using a facility available on the IMS Health 
website. The HSCIC is dependent on the quality control processes of IMS Health for 
the quality of data provided. 

                                            
90

 http://www.nhsbsa.nhs.uk/Index.aspx 
91

 http://www.nhsbsa.nhs.uk/PrescriptionServices/3751.aspx 
92

 http://www.nhsbsa.nhs.uk/PrescriptionServices/Documents/PrescriptionServices/PPS_Accuracy_-

_December_12_Dispensed_Prescriptions.pdf  
93 http://www.imshealth.com/portal/site/imshealth  
94

 http://www.hscic.gov.uk/media/11033/Annex-A---HPAI/pdf/Annex_A_-_HPAI.pdf  

http://www.nhsbsa.nhs.uk/Index.aspx
http://www.nhsbsa.nhs.uk/PrescriptionServices/3751.aspx
http://www.nhsbsa.nhs.uk/PrescriptionServices/Documents/PrescriptionServices/PPS_Accuracy_-_December_12_Dispensed_Prescriptions.pdf
http://www.nhsbsa.nhs.uk/PrescriptionServices/Documents/PrescriptionServices/PPS_Accuracy_-_December_12_Dispensed_Prescriptions.pdf
http://www.imshealth.com/portal/site/imshealth
http://www.hscic.gov.uk/media/11033/Annex-A---HPAI/pdf/Annex_A_-_HPAI.pdf
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Secondary Uses Service (SUS) 95 

Current data quality activities and capability 

The Secondary Uses Service (SUS) is a repository for healthcare data which 
enables a range of reporting and analyses to support the NHS in the delivery of 
healthcare services. 
 
SUS contains patient-based data used by NHS providers and commissioners for 
'secondary uses', i.e. purposes other than direct clinical care. These uses include: 
healthcare planning; commissioning services; payment by results; improving public 
health and developing national policy. 
 
Hospital Episode Statistics96 (HES) is also a data warehouse containing details of all 
admissions, outpatient appointments and A&E attendances at NHS hospitals in 
England. HES is a cleaned version of the SUS data to standardise it and derive extra 
fields. 
 
The SUS programme area has a dedicated Data Quality and Operational Support 
team. One of its responsibilities is to assess the quality of data submitted to SUS. 
The results of data quality assessments are made available to data providers to 
make them aware of issues with submitted data and to give them the opportunity to 
resolve any issues identified. The assessments are made available to data providers 
in the following ways: 

SUS Data Quality Dashboards97 

SUS Data Quality Dashboards (DQDs) provide data quality reports on SUS data. 
Data are available for 2008/09 onwards and the following DQDs are available to 
registered SUS users in the NHS or independent sector providers. They may also be 
available to other external organisations providing they have a valid business need 
to access them. 
 

 DQD: supports the improvement and completeness of data flows by reporting on 
the validity of key data items in SUS for the main Commissioning Data Sets 
(CDS)98 types, i.e. Admitted Patient Care General Episodes (CDS 130), 
Outpatients (CDS 020) and A&E (CDS 010) 

 Maternity DQD: reports on the validity of key data items in maternity related CDS 
data, i.e. Births (CDS 120), Deliveries (CDS 140), Other Birth Events (CDS 150) 
and Other Delivery Events (CDS 160) 

 Data coverage DQD: reports on various aspects of the coverage of SUS data, 
e.g. levels of duplicates within SUS 

 Critical care DQD: reports on the validity of key data items within critical care 
activity data 

                                            
95 

http://www.hscic.gov.uk/sus
 

96 
http://www.hscic.gov.uk/hes

 

97 
http://www.hscic.gov.uk/article/1923/SUS-Data-Quality-Dashboards

 

98 
http://www.datadictionary.nhs.uk/web_site_content/navigation/commissioning_data_sets_menu.asp 

http://www.hscic.gov.uk/sus
http://www.hscic.gov.uk/hes
http://www.hscic.gov.uk/article/1923/SUS-Data-Quality-Dashboards
http://www.datadictionary.nhs.uk/web_site_content/navigation/commissioning_data_sets_menu.asp
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The benefits of the dashboards are that organisations can: 
 

 Monitor the improvement and completeness for a number of key data items 
across the different commissioning data sets (CDS). This covers NHS activity in 
NHS organisations and independent sector providers 

 Assess their data in SUS to ensure that it is comprehensive and compliant with 
data standards 

 Compare their data to national and regional level data 

Key Performance Indicator (KPI) reports99 

The SUS KPI reports allow NHS providers and commissioners to compare the data 
they submit to SUS at a national and regional level for high profile areas. The reports 
may also be available to other external organisations providing they have a valid 
business need to access them. A current high profile area for which monthly KPI 
reports are produced is Payment by Results (PbR)100. This KPI report shows the 
number of records for which SUS has been unable to derive a valid Healthcare 
Resource Group (HRG)101 which is required to assign a tariff to the record. This 
report also highlights the number of missing, invalid and default commissioner 
codes. A valid commissioner code is required to obtain payment from the correct 
organisation. In summary the purpose of this report is to identify records where the 
poor quality of data means that payment cannot be assigned and where, therefore, 
data quality improvement work is required. 

Ad hoc data quality work 

The SUS data quality team also carries out ad hoc data quality work and 
communicates directly with providers when issues are found in their data through 
HES processing: 
 

 Organisations identified with a significant number of duplicate records in SUS, 
and HES, will be contacted with details of the affected records and instructions on 
how to correct them and prevent re-occurrence in the future. 

 Quality issues can be identified with data items that are not routinely reported on 
within the existing Dashboard and KPI reports, and these are investigated and 
communicated as appropriate. 

Planned improvements to data quality activities and capability 

The SUS Data Quality and Operational Support team has recently conducted a 
survey102 to obtain views from users of the SUS Data Quality Dashboards as to their 
usefulness, design and usability. The results of the survey were analysed by the 
team and improvements to the dashboards are being investigated based on the 
results of their analysis: 
 

 Changing the time series graph to display a 12 month rolling period 

                                            
99

 http://www.hscic.gov.uk/sus/kpireports 
100

 http://www.hscic.gov.uk/article/2047/Introduction-to-Payment-by-Results 
101 http://www.hscic.gov.uk/hrg 
102

 http://www.hscic.gov.uk/media/11123/SUS-Data-Quality-Dashboard-Survey-

Results/pdf/SUS_Data_Quality_Dashboard_Survey_Results.pdf 

http://www.hscic.gov.uk/sus/kpireports
http://www.hscic.gov.uk/article/2047/Introduction-to-Payment-by-Results
http://www.hscic.gov.uk/hrg
http://www.hscic.gov.uk/media/11123/SUS-Data-Quality-Dashboard-Survey-Results/pdf/SUS_Data_Quality_Dashboard_Survey_Results.pdf
http://www.hscic.gov.uk/media/11123/SUS-Data-Quality-Dashboard-Survey-Results/pdf/SUS_Data_Quality_Dashboard_Survey_Results.pdf
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 Adding active hyperlinks to guidance and the NHS Data Dictionary 

 Including more detailed logical explanations for validation derivations 

Other planned changes relate to the recent restructuring of the NHS in terms of 
replacing the SHA grouping by Area Teams (ATs) and replacing PCT organisations 
with CCGs. 

Quantitative assessment of nationally submitted data 

The validity of key data items has been assessed for the full 2012/13 year of SUS 
activity that was submitted by the final inclusion date of 23rd May 2013. A data item is 
considered to be „key‟ by the HSCIC if it has a significant direct impact on the ability 
of SUS to process the data, or if it is to be used for payment or analysis purposes, 
e.g. for linking episodes into spells, for deriving HRGs, or for determining patient 
demographics. Details of the validation rules applied can be found within the SUS 
Data Quality Dashboards. 

Admitted patient care (APC) general episodes – CDS type 130 

NHS Number coverage continues to gradually improve as the need for this data item 
to be of good quality is high profile nationally; Patient Pathway ID is a relatively new 
field, so quality is improving as more organisations develop their systems to adopt its 
use; The decrease in quality for PCT of Residence and Commissioner Code are 
caused by the recent reorganisation in the NHS, but quality should increase again 
during 2013/14; Site of Treatment, which shows where care has taken place at 
hospital level, has significantly improved due to a small number of providers 
resolving issues with this field. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 99.1% 98.9% 

Patient Pathway 56.7% 51.0% 

Treatment Function 99.8% 100.0% 

Main Specialty 100.0% 99.9% 

Registered GP Practice 99.9% 99.9% No Change 

Postcode 99.9% 99.9% No Change 

PCT of Residence 98.5% 99.1% 

Commissioner Code 99.6% 99.9% 

Primary Diagnosis 99.3% 99.3% No Change 

Primary Procedure 99.9% 99.9% No Change 

Ethnic Category 98.3% 98.3% No Change 

Site of Treatment 96.4% 93.1% 

HRG4 99.0% 98.9% 
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Admitted patient care (APC) births – CDS type 120 

The first eight data items were not assessed in the previous year. Changes from the 
previous year for the remaining data items are considered relatively minor. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 99.8% Not Available Not Applicable 

Registered GP Practice 99.3% Not Available Not Applicable 

Commissioner Code 99.9% Not Available Not Applicable 

Ethnic Category 98.0% Not Available Not Applicable 

Primary Diagnosis 99.9% Not Available Not Applicable 

Neonatal Level of Care 99.7% Not Available Not Applicable 

Site of Treatment 95.2% Not Available Not Applicable 

HRG4 99.8% Not Available Not Applicable 

Birth Weight 92.5% 92.8% 

Intended Place Delivery 93.4% 94.5% 

Delivery Method 95.4% 94.8% 

Onset of Delivery 94.7% 95.7% 

Actual Place of Delivery 94.7% 91.8% 

Anaesthetic Given 91.4% 93.1% 

Status of Person Delivery 92.5% 92.9% 

Birth Status 92.2% 92.3% 

Admitted patient care (APC) deliveries – CDS type – 140 

The first nine data items were not assessed in the previous year. Changes from the 
previous year for the remaining data items are considered relatively minor. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 99.5% Not Available Not Applicable 

Registered GP Practice 100.0% Not Available Not Applicable 

Postcode 99.9% Not Available Not Applicable 

Commissioner Code 99.8% Not Available Not Applicable 

Ethnic Category 98.4% Not Available Not Applicable 

Primary Diagnosis 99.9% Not Available Not Applicable 

Site of Treatment 95.8% Not Available Not Applicable 

HRG4 99.9% Not Available Not Applicable 

PCT of Residence 98.7% Not Available Not Applicable 

Birth Weight 94.6% 95.4% 

Intended Place Delivery 93.8% 94.2% 

Delivery Method 94.6% 95.6% 

Onset of Delivery 95.1% 96.1% 
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Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

Actual Place of Delivery 94.8% 93.4% 

Anaesthetic Given 91.2% 93.0% 

Status of Person Delivery 92.4% 94.8% 

Gestation Length 90.9% 93.1% 

Birth Status 94.4% 94.5% 

Outpatient (OP) – CDS type 020 

NHS Number coverage continues to gradually improve as the need for good quality 
is high profile nationally: Patient Pathway ID is a relatively new field, so quality is 
improving as more organisations develop their systems to adopt its use: The 
decrease in quality for PCT of Residence is caused by the recent reorganisation in 
the NHS, but quality should increase again during 2013/14:The quality of Referral 
Request Received Date has significantly improved for a number of large providers; 
Site of Treatment, which shows where care has taken place at hospital level, has 
significantly improved due to a small number of providers resolving issues with this 
field. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 99.3% 99.1% 

Patient Pathway 45.6% 40.6% 

Treatment Function 99.8% 99.6% 

Main Specialty 99.8% 99.7% 

Registered GP Practice 99.9% 99.7% 

Postcode 99.8% 99.9% 

PCT of Residence 98.7% 99.2% 

Commissioner Code 99.8% 99.8% No Change 

First Attendance 99.8% 99.8% No Change 

Attendance Indicator 99.8% 99.8% No Change 

Referral Source 98.9% 98.4% 

Referral Received Date 95.7% 93.4% 

Attendance Outcome 99.0% 99.0% No Change 

Priority Type 97.4% 97.0% 

OP Primary Procedure 99.5% 99.3% 

Site of Treatment 98.3% 93.8% 

HRG4 99.3% 99.2% 

Accident & emergency - CDS type 010 

NHS Number coverage has improved for A&E across numerous providers as the 
need for good quality is high profile nationally; The decrease in quality for PCT of 
Residence and Commissioner Code are caused by the recent reorganisation in the 
NHS, but quality should increase again during 2013/14; Investigation and Treatment 
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clinical codes have improved, likely due to the impact on the ability for SUS to derive 
HRGs, which has consequently also shown an improvement in quality; Department 
Type has significantly improved for a small number of providers. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 95.1% 93.6% 

Registered GP Practice 99.8% 99.4% 

Postcode 99.8% 99.8% No Change 

PCT of Residence 97.7% 98.4% 

Commissioner Code 99.4% 99.8% 

Attendance Disposal 99.3% 99.5% 

Patient Group 95.1% 95.0% 

First Investigation 95.4% 94.8% 

First Treatment 93.6% 91.9% 

Conclusion Time 98.7% 98.2% 

Departure Time 99.8% 99.6% 

Department Type 98.8% 96.4% 

HRG4 97.0% 96.4% 

Other births - CDS type 150 

The first four data items were not assessed in the previous year. All other data items 
show an improvement in the quality of data submitted. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 97.7% Not Available Not Applicable 

Registered GP Practice 98.1% Not Available Not Applicable 

Commissioner Code 98.7% Not Available Not Applicable 

Ethnic Category 96.6% Not Available Not Applicable 

Birth Weight 98.3% 97.4% 

Intended Place Delivery 94.0% 88.9% 

Delivery Method 97.9% 92.1% 

Onset of Delivery 98.9% 94.5% 

Actual Place of Delivery 95.7% 85.1% 

Anaesthetic Given 95.1% 91.3% 

Status of Person Delivery 97.2% 91.5% 

Birth Status 97.5% 95.9% 
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Other deliveries – CDS type 160 

The first seven data items were not assessed in the previous year. All other data 
items show an improvement in the quality of data submitted. 
 

Data Item 
National % 

Valid 2012/13 
National % 

Valid 2011/12 
Change from 

previous year 

NHS Number 98.8% Not Available Not Applicable 

Registered GP Practice 98.2% Not Available Not Applicable 

Postcode 97.6% Not Available Not Applicable 

Commissioner Code 98.7% Not Available Not Applicable 

Ethnic Category 98.0% Not Available Not Applicable 

HRG4 98.9% Not Available Not Applicable 

PCT of Residence 99.9% Not Available Not Applicable 

Birth Weight 96.9% 96.4% 

Intended Place Delivery 91.6% 87.9% 

Delivery Method 97.9% 94.4% 

Onset of Delivery 98.3% 94.4% 

Actual Place of Delivery 97.9% 93.6% 

Anaesthetic Given 94.5% 91.4% 

Status of Person Delivery 96.0% 95.3% 

Gestation Length 93.9% 91.4% 

Birth Status 97.1% 96.5% 

Duplicate records 

Repeat duplicate records are where there are identical copies of records contained 
within the system that are in addition to the original. These have historically been a 
key data quality issue in SUS. However, these have reduced significantly over recent 
years from over 1.6 million duplicate records in 2010/11 to less than 16,000 in 
2012/13, through continuous communication between the SUS/HES data quality 
team and providers. 
 

 

2012/13 2011/12 2010/11 

Duplicates 15,398 139,521 1,653,558 

Total records 130,115,178 127,567,834 124,193,471 

Percentage Duplicates  0.0% 0.1% 1.3% 

Key issues 

Invalid organisation codes are a key issue with SUS data, with instances of missing, 
invalid or out-of-date provider, commissioner and site of treatment codes. These 
occur for a number of reasons, but can have an adverse impact on the usefulness of, 
and access to, the data. Reorganisations in the NHS can lead to uncertainty about 
the population of these fields and the resulting staff changes can have an impact due 
to loss of knowledge, changing systems, and redefined priorities and responsibilities. 
Lack of clear, specific guidance for independent sector providers can also result in 
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inconsistencies in provider and site of treatment codes and, given the increasing 
number of independent sector providers, the SUS Data Quality team is working with 
the Organisation Data Service (ODS) to look at ways of resolving this. Data quality 
issues with organisation codes can mean that payments for NHS-funded activity 
cannot be made, that SUS data cannot be accessed by the appropriate users, and 
that analysis of HES data may be limited if the location of treatments cannot be 
identified. Providers are made aware of these issues through the SUS DQDs and 
KPIs, and through contact from the SUS/HES Data Quality team who support the 
organisations in resolving the issues. 
 
Another key issue with SUS data is where mistakes made by organisations 
submitting data result in accidental duplication or deletion of data. This is usually 
caused by submissions using the Bulk protocol103 method of submission and can be 
minimised by use of the Net protocol method. Providers are made aware of these 
issues through reports and direct emails and they are supported by the team to help 
resolve the issues. 
 
The coverage and quality of SUS data for particular aspects of care are also issues. 
This includes maternity and critical care data. Some organisations are unable to 
submit these data due to limitations with their local systems that may prevent data 
being output in the required CDS format. Some are hindered by third party suppliers 
that should provide a service of formatting and validating data prior to entry into 
SUS, but who are currently unable to do this for critical care data. The SUS Data 
Quality team are unaware of any central action being taken to resolve the first issue, 
although it is thought likely that some commissioners are attempting to get data 
providers to resolve it. 
 
However, some action has been taken to resolve the second issue. The 
accreditation process of the third party suppliers has been improved so that only 
suppliers that are able to translate critical care data are accredited. Consequently, as 
providers migrate over to the latest CDS version the coverage should improve. 

 
A significant proportion of providers with critical care beds, particularly paediatric and 
neonatal providers, do not submit data to SUS even though it is a mandatory 
requirement to do so. The SUS Data Quality team report this issue using their 
Coverage Dashboard. However, the HSCIC is not in a position to demand these 
data, or apply sanctions for non-submission, and is reliant on the commissioners of 
these services to ensure that their providers submit the required data. Almost all 
providers with maternity facilities are submitting their data to SUS, but many do not 
submit data about home births. This issue is not currently reported on the Coverage 
Dashboard as the source data used when measuring coverage does not include 
home births data. However, the SUS Data Quality team intend to investigate this 
issue further in the coming months. Maternity specific data items often have lower 
validity levels than general inpatient data items, as can be seen in the quantitative 
assessments above. Some data are also submitted under the wrong CDS type which 
prevents maternity specific data items from being included. The SUS DQDs are used 

                                            
103 http://www.hscic.gov.uk/media/1555/Guidance-on-migration-from-bulk-update-protocol-to-net-
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to report these issues to the relevant providers for resolution and commissioners for 
information104. 

Case studies 

Good data quality practice 

South Warwickshire NHS Foundation Trust has achieved a very high level of 
coverage and quality in their SUS data. Data submissions are timely and complete, 
and the validity level of key data items assessed by HSCIC is consistently high. This 
has been achieved by data quality being a high priority on the agenda of the 
organisation and being embedded in all areas. 
 
The organisation has a strong data quality lead, and its Data Quality team is high 
profile, approachable and well known throughout the organisation. They hold regular 
Data Quality Groups and Committees, chaired by their Director of Operations. Good 
data quality forms part of all training programmes, including mandatory training for all 
staff, and the use of screen savers and local communication channels highlights 
issues, good practice and recommendations. 
 
Checks for validity and completeness are an established part of the organisations 
process for all submissions of data to SUS. They also have many data quality and 
exception reports that are distributed to operational staff, some on a daily basis, to 
ensure that data are checked and corrected. 
 
Clinical Coders play a large part in highlighting and correcting admission and 
discharge errors before they input clinical coding. Information staff also run checks to 
ensure clinical coding is complete and valid for purposes of 100% success in HRG 
grouping. 
 
The organisation routinely check their validity levels on the SUS DQ Dashboard and 
KPI reports, and act on these to make changes to their local submissions when any 
issues are identified. 

Poor data quality practice 

An organisation based in London was identified by the SUS Data Quality and 
Operational Support team as having multiple issues with their SUS data. This 
became apparent through standard checking of the regular SUS Dashboards and 
KPI reports. Issues included: 
 

 High numbers of duplicate records in SUS 

 Activity with missing Commissioner Code values 

 Lower than national average validity for a number of key data items such as 
NHS Number and Ethnic Category 

 High levels of invalid HRGs being generated by SUS PbR for A&E data 

 Poor coverage of other specific areas of data 
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These issues were reportedly largely a result of high staff turnover, more common in 
organisations based in London, resulting in a loss of systems knowledge and 
processes. Unfortunately a lack of internal guidance documentation, handover or 
training impacted new staff members picking this work up smoothly. Submitting data 
to SUS along with SUS data quality was not part of their usual job or responsibilities. 
Hence it was not a priority to commit the time and dedication required to create this 
material. The SUS Data Quality team contacted the organisation to inform and 
discuss these issues and to offer support and guidance in resolving them. 
The team supervised the successful removal of duplicate records from SUS by 
guiding the organisation through use of the SUS Data Deletion Service. Advice was 
also given around how to avoid recreating them in the future. 
 
Low coverage for specific key data items was communicated. A missing or incorrect 
Commissioner Code value means the organisation responsible for paying for the 
activity cannot be identified in SUS PbR. The percentage of Commissioner Code 
coverage and validity has since risen significantly to reach 99.9% in March 2013. 
The time series functionality on the dashboard shows the coverage and validity for 
NHS Number and Ethnic Category fields are slowly improving. 
 
Lack of clinical coding means tariffs cannot be determined for those records. The 
organisation was informed of the specific fields used to derive HRGs and associated 
tariffs for A&E which will hopefully lead to improvements over the next few months. 
 
Through working together with the organisation, they have undoubtedly improved the 
quality and completeness of their data significantly, and the remaining outstanding 
issues should also be resolved in future. The local positive implications are that 
commissioning organisations are now presented with the correct number of records, 
more of which are being assigned the correct tariff, leading to a higher payment for 
the organisation. This also results in improvements to the quality of SUS and HES as 
a whole, which are used for National reporting purposes. 
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Workforce and Facilities – Estates105 

Estates and Facilities Management (EFM) System - Estates Return 
Information Collection (ERIC) 

Current data quality activities and capability 

The EFM system is a secure online system used by providers of NHS funded care to 
record a range of Estates and Facilities related information. The ERIC module is a 
key component and collects information relating to the size, age, condition and costs 
of providing and maintaining the healthcare estate, including the quantity and cost of 
utilities such as power, water usage and the disposal of waste. In addition 
information is also collected on the costs of providing certain services, e.g. cleaning, 
food and transport. The full set of questions included in the ERIC collection can be 
found on the Hospital Estates and Facilities Statistics (HEFS) website106. It is 
collected between April and June each year with data from the last financial year, i.e. 
the ERIC collection in 2013 is based on the financial year 1st April 2012 to 31st March 
2013. 
 
ERIC was first established online in 2000/2001 although estates and facilities 
information has been collected in one form or another for over 20 years. The 
Department of Health (DH) provide the specification for ERIC. It is reviewed annually 
by an estates working group and an estates advisory board. Any changes, e.g. new 
questions related to policy developments, are added to the specification for the 
following years‟ collection. 
 
Submission chasing and HSCIC data quality assessment begin when the collection 
closes at the end of June. The final version of the data is generally ready for use by 
DH in late August or early September. 
 
All data items collected are made publicly available on the HEFS website. 

Data quality assessment 

Validation of ERIC data starts at the point of data entry. The data entered for each 
question are checked to verify that they are within: 
 

 The range of expected values - if they are not an “outside expected range” flag is 
set 

 +/- 20% of the previous year‟s value - if they are not a “more than 20% variation” 
flag is set 

Empty fields are also flagged. 
 
When an organisation submits ERIC to the HSCIC, flagged entries are displayed and 
the organisation has the opportunity to change the data, or confirm that the data 
entered are correct, and to insert data in empty fields before completing their 
submission, known as committing. 
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Benchmarking reports are available to all organisations that submit ERIC data. The 
reports are available as soon as data are entered and saved. They allow 
organisations to compare their data to those of similar organisations types, e.g. large 
acute organisations or mental health organisations. These comparisons help 
organisations to identify and check potential data quality issues. Within 
organisations, access to these reports is controlled by the local EFM system 
manager. 
 
Organisations are sent reminders about the final submission date for ERIC to help 
them meet the required timescales. Once the final submission date has passed, 
organisations that have not committed their data are chased by the HSCIC. This 
begins with email and/or telephone reminders to the organisation‟s nominated ERIC 
contact. If there is still no response from the organisation this is escalated to the 
Director of Estates and then the Chief Executive. 
 
Immediately prior to ERIC being committed, organisations get a system message 
reminding them that the data are being submitted on behalf of their Chief Executive. 
The message asks for final confirmation that the data entered are correct. 
Confirming that the data are correct commits the data to the HSCIC. It also prevents 
an organisation from making further changes to its data unless allowed to do so by 
the HSCIC. 
 
Once committed, further data quality assessment is carried out by the HSCIC. Data 
are compared to the average of data for the current year received from organisations 
of the same type. If this comparison highlights potential data quality issues, the 
organisation‟s data collection is re-opened for editing and an email describing the 
potential issues is sent to the EFM system manager of the relevant organisation. The 
email asks them to investigate the potential issues and either amend the data or 
confirm that they are correct. The data collection is then re-committed by the 
organisation. 

Planned improvements to data quality activities and capability 

The responses to questions vary by organisation type, e.g. large acute organisation 
costs are expected to differ from those of mental health organisations. As such, a 
new level of validation has been built into the online system for ERIC data submitted 
for the 2012/13 financial year. The range of expected values in answer to each 
question will now be determined by the mean range for an organisation type, of 
which there are 12, rather than the mean range for all organisations. This should 
result in fewer “outside expected range” flags being set and, as a result, reduce the 
burden on organisations submitting ERIC data. 

Quantitative assessment of nationally submitted data 

Results from the validation processes described above are not currently kept by the 
Estates team to assess the quality of data organisations have submitted through the 
EFM system over time. The Estates team plan to discuss the value of keeping and 
using these data from future submissions to support data quality improvement. 

Key issues 

Not all data providers read the data definitions which are provided by the team and 
therefore make assumptions about the data required for submission. In addition, 
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there is often a lack of continuity of staff responsible for submitting data from data 
providers, especially in 2012/13 due to the structural changes within the NHS. The 
lack of familiarity with the data collection and its definitions that results from these 
issues can lead to reduced data quality. 
 
The data collection is used to create a number of reports which are used for a variety 
of purposes by a range of organisations. Examples include the Department of Health 
to inform policy development, individual NHS organisations to benchmark their 
performance against that of their peers and researchers carrying out analysis for 
specific purposes. A reduction in the quality of data submitted to the data collection 
will therefore have an adverse impact on the reports produced from it and, ultimately, 
the decisions made using these reports. 
 
The detailed data definitions made available to data providers are reviewed annually. 
These reviews ensure that any changes in the collection are supported by clear data 
definitions and that resolutions to issues identified during the previous collection 
period are highlighted. 
 
Data providers are actively encouraged to contact the team with any queries. 
Common issues during a collection period are often identified by the number of 
queries received from data providers about specific aspects of the collection. Low 
numbers of queries about a specific aspect of the collection are usually the result of 
simple misunderstandings or data definitions not having been read and are generally 
resolved on a one-to-one basis. Higher numbers of queries about a specific aspect 
of the collection are usually the result of the team not having fully or adequately 
explained what is required and the team resolves these by providing improved 
descriptions and definitions. 
 
The team also runs annual training sessions to explain changes to the forthcoming 
data collection and to give data providers an opportunity to raise and discuss issues. 
During 2012/13 the team ran four training sessions which were attended by 
approximately 400 participants. 
 
There is little the team can do about the lack of continuity of staff responsible for 
submitting data from data providers. However, an example of how some data 
providers have addressed this issue is described in the following case study. 

Case study 

Good Data Quality Practice 

Hull and East Yorkshire NHS Trust and County Durham and Darlington NHS 
Foundation Trust both have a single person who has overall responsibility for the 
data collection across their organisation. This role allows the individual to build up 
knowledge of the collection as a whole and helps to address continuity issues when 
individuals responsible for supplying data for particular areas of the collection 
change. It also helps to ensure data are submitted on time and provides a single 
point of contact for queries both within the organisations and for the HSCIC.  
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Workforce and Facilities – General Practice 

General practices (practices), general practitioners (GPs) and general practice 
staff 

Each year the General Practice Workforce team publish a General and Personal 
Medical Services census107. It details information about General Practices, GPs and 
General Practice Staff in England. The source data are also used to answer 
parliamentary questions and ad hoc information requests. 

General practices and general practitioners 

Part of the National Health Applications and Infrastructure Services (NHAIS) system, 
accessed using Open Exeter108, is a computerised payment system for GPs in 
contract with Primary Care Trusts (PCTs)109 in England and is the main source of 
General Practice and Practitioner data. It includes details of each practitioner‟s 
name, date of birth, gender, working hours and sessions, practice details and 
whether certain allowances such as for minor surgery are payable. Data for GPs that 
are not recorded on the NHAIS system are supplied on an annual basis by PCTs via 
secure electronic data transfer on a spreadsheet. 

General practice staff 

Information about staff employed by practices and the hours they work is collected 
from practices by PCTs each year and supplied annually to the HSCIC on a 
spreadsheet. Prior to 2010 General Practice staff information was collected at an 
aggregated Primary Care Trust level. In 2010 the method of collecting the 
information changed to an individual practice level submission, collated by PCTs. 
 
In 2012, due to an improved collection form and data validation process, over 90% of 
practices provided a return compared to 79% in 2010 and 89% in 2011. Figures for 
the remaining practices were estimated to give a full census figure. The same 
methodology has been applied retrospectively to data for 2010 and 2011 and the 
published figures have been revised to enable comparability for a three year time 
series. 

Current data quality activities and capability 

Overview 

Progress has been made documenting processes and procedures to ensure a 
consistent approach each year. 

General practitioners 

The corporate approach to improving data quality is supported by the use of data 
management tools and the implementation of a data management environment 
(DME). These tools have automated many resource intensive processes and 
reduced errors from manual data manipulation and validation. 
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Contract information from NHAIS and the GP spreadsheet return are validated 
against other available data sources. Checks are made to ensure that GPs are still 
registered with the General Medical Council (GMC)110 and details of GPs joining or 
leaving the workforce are cross checked against information from the Organisation 
Data Service (ODS)111. Changes in practice size since the previous year are 
investigated using ODS, NHS Choices and practice websites. These checks help 
with the identification of issues with source data and the automated processes. GP 
and practice information is fed back to PCTs for clarification of activity status. 

General practice staff 

The number of people employed by practices, and the hours those people work, are 
currently collected using the practice staff spreadsheet form sent by secure 
electronic data transfer. The General Practice workforce team pre-populate each 
form with data submitted for the previous year as well as a list of the expected 
practices within each PCT, with space for further new practices to be added if 
required. 
 
The form contains data validation rules that are triggered if the user enters data that 
are significantly different to those entered for the previous year. If the rules are 
triggered, messages appear that prompt the user to review their data and add 
commentary if appropriate. 
 
Following submission, any missing data items or non-clarified changes are followed 
up with PCTs via email or telephone. Changes and clarifications are recorded on the 
census form along with notes to create an audit trail. Missing submissions or low 
return rates are escalated to HR Directors and then Chief Executive level if 
appropriate. 
 
PCT contacts have reported the updated guidance notes contributed to the 
improvement of their data quality. 

General practice census publication 

The general practice census is collected each year and records numbers and details 
of GPs in England along with information on their practices, staff, patients and the 
services they provide. Queries to check data extracted for census tables are written 
independently of the extraction queries and outputs compared to ensure the census 
tables are accurate. In the event of the datasets not matching, the queries are 
reviewed to identify the differences and modified accordingly. 

Planned improvements to data quality activities and capability 

The General Practice workforce team are involved in the development of a software 
tool through which data quality issues can be reported back to data suppliers to 
encourage them to improve the data on the NHAIS system. The outcome of this 
process should be an improvement in data quality which will impact directly on the 
quality of the publication. 
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The recent restructuring of the NHS provides a number of challenges and 
opportunities. When identifying appropriate contacts at the new CCGs and ATs for 
the collections, the General Practice workforce team will work with them to ensure 
they are engaged with the collections and are aware of the resource and system 
requirements. 
 
GP and practice information is currently published annually but a process for 
producing high level information on a quarterly basis has been developed by the 
General Practice workforce team. This information is being piloted by selected 
workforce planners who volunteered to evaluate the quarterly data using the iView112 
system before rolling it out. Continued improvements to data quality and knowledge 
through this system should allow a more focused use of resources on the census 
dataset. 
 
The spreadsheet collection elements are to move from a spreadsheet based 
collection tool to an online tool. The online tool will automatically check data items as 
they are entered. For example, the tool will be linked to a database to automatically 
validate a doctor‟s GMC number. Records with invalid or missing GMCs will be 
rejected. 

Quantitative assessment of nationally submitted data 

Practice staff return response rates 

The table below shows the improvements made in the return rates for the practice 
staff data collection after improvements to the data collection form and guidance 
notes in 2011 and 2012. 

Practice staff data collection return rates 

  2012 2011 2010 

Return rate 90.2% 89.4% 78.9% 

NHAIS 

The quality of published information relies on the data provided through the NHAIS 
extracts. In 2012, 36,618 GP contracts, excluding Registrars, in the contract table 
came from the NHAIS records. The table below gives an indication of the quality of 
the raw data for four key data items. The changes detailed in the planned 
improvements to data quality activities and capability section will be monitored and 
should help to further improve the quality of data submitted. 

Validity of key data items 

Key Data Item 
% of records with valid 

data items 

GP National number 97.0% 

Valid practice code 99.6% 

Valid GMC Number 99.9% 

Sessions, hours or FTE present 93.4% 
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Key issues 

NHAIS  

The main source of GP and Practice information comes from the NHAIS Payment 
System. The method of paying these GPs and practices no longer relies on all of the 
information extracted being kept up to date. This results in data not being maintained 
and some missing data. Particular examples of these are hours worked, sessions 
worked and proportion of full time equivalent (FTE). Some organisations do not 
complete these items, and therefore accept the system defaults. The General 
Practice workforce team work with PCT/CCG data providers to encourage 
improvements in data quality but validating the data from NHAIS is a complex task 
and involves cross-checking with a number of other data sources. This is a time-
consuming manual process and when errors are found changes or updates made 
rely on the judgements of members of the General Practice workforce team. 

Practice staff return 

Although PCTs were, and NHS Commissioning Board Area Teams are, mandated to 
provide the HSCIC with data regarding practice staff working in their practices, the 
return has Review of Central Returns (ROCR)113 approval: 
ROCR/OR/2169/001MAND, it is the responsibility of commissioning organisations to 
arrange the collection of the data for the practices they commission services from. 
 
Return rates by PCTs in 2012 ranged from 29% to 100% coverage with 90% of all 
practices providing some data. The impact of missing data on the quality of analyses 
has been reduced with the decision to estimate missing values. However, this is no 
substitute for the actual data and work will continue with NHS Commissioning Board 
Area Teams to lessen the need for estimates. This estimation means it has been 
possible to provide a comparable national dataset for the last three years. 

Case study 

Poor data quality practice 

Of the 150 PCTs submitting the practice staff return in 2012, 48 returned results for 
100% of their practices. However, one PCT submitted returns for only 20 of their 70 
practices, i.e. 29%. A key factor in this level of return was that the contact 
information had been difficult to secure and the contact who took responsibility did 
not complete the return. The General Practice workforce team only picked this up 
after the deadline had passed and phone contact was made. A new contact was 
found who proved very helpful but was only able to secure a small percentage of 
returns by the final cut-off date. Procedures are to be put in place to work more 
closely with those organisations where contacts have been difficult to secure or 
where they are completing the return for the first time. 
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Workforce and Facilities - Electronic Staff Record Data Quality Reports 

Current data quality activities and capability 

Hospital and Community Health Service workforce data are captured once within the 
Electronic Staff Record (ESR) system but is used to support a variety of operational 
and strategic purposes114. It is important therefore that the quality of the data 
collected is fit for all of these purposes. Poor data quality can lead to reputational 
damage for organisations and, in some cases, financial loss. 
 
The ESR Central Team and the HSCIC Workforce Team have worked together to 
create a validation and data quality reporting system designed to increase data 
quality in ESR. The system is known as the Workforce Validation Engine 
(WOVEN)115. 
 
The rollout of ESR to most of the NHS, and improving the quality of the data it 
holds, has enabled the HSCIC to replace burdensome data collections with direct 
extracts from an administrative source for the majority of its workforce related 
publications. WOVEN helps to ensure that the quality of this data continues to 
improve. 
 
Feedback on data quality reports is sought, primarily via the WOVEN process 
described below but also through focused conversations with local and regional 
organisations to better understand the reasons behind high-impact data quality 
issues. 
 
Data quality checks are carried out on two sources of ESR data, the ESR data 
warehouse and the live ESR system. Data quality checks on ESR data warehouse 
data include a series of focused data quality queries linked to corporate reference 
data to understand any issues as the data extract arrives, and the feedback of 
workforce information to organisations prior to publication within an online 
benchmarking tool, iView116, for them to analyse and react to data quality issues. 
 
Data quality checks on live ESR data use WOVEN. The focus of the data quality 
checks is on the validity and completeness of the data. 
 
The HSCIC workforce team has an automated data quality process to prepare ESR 
data warehouse data for use in the workforce publications produced by the HSCIC 
workforce team. Following the monthly run, if any significant issues are highlighted 
then targeted data providers are sent a notification of potential data quality issues to 
investigate and resolve. Additional targeted data quality checks and processing are 
carried out by the HSCIC workforce team that include validation against predefined 
business rules, which are described in our Monthly NHS Hospital and Community 
Health Service (HCHS) Workforce Statistics117, and cross checking with reference 
data, including e.g. making use of pay scale and job role information to correct 
missing or invalid occupation codes in the final asset prior to publication. 
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The data extracted from the ESR data warehouse can also be accessed by 
organisations through iView116. Access to this system is controlled. The Human 
Resources (HR) teams within submitting organisations are the main users of this 
information; however people outside HR within these same organisations, with a 
legitimate reason, can also use the data and produce workforce management 
information if authorised to do so. In addition, it can be used by organisations to 
assess and report on the quality of their workforce data and take steps to improve it. 
 
WOVEN calculates scores for data inconsistencies in a number of key data items 
and uses them to produce organisational and regional level data quality scores and 
rankings for NHS organisations in England and Wales. Detailed reports are only 
made available to the individual organisations to which they apply whilst summary 
level reports are made available to all regional workforce planners. A report is also 
sent to the ESR Central Team to support their continuing analysis of workforce data 
quality issues over time. 
 
The data quality assessment and reporting work carried out by the HSCIC Workforce 
team is supplemented by their development, maintenance, review and improvement 
of appropriate data standards and guidance. This includes NHS Occupation 
Codes118; the National Workforce Data Set (NWD) specification119 and supporting 
guidance materials for the NWD as a whole; and focused material such as the 
Informatics Areas of Work guidance120. 
 
The HSCIC Workforce team is also involved in publicising the importance of the 
quality of workforce data and their role in that work, including promoting and sharing 
best practice. This includes: 
 

 Chairing, and acting as the secretariat for, the Workforce Information Review 
Group (WIRG), the expert reference group which is responsible for formally 
approving all recommendations for changes to the NWD and NHS Occupation 
Codes, thus ensuring the data set remains „fit for purpose‟ 

 Presenting to regional and national ESR special interest groups and workforce 
planning, HR and DQ groups 

 Contributing to a number of regional and national121 data quality publications, 
including those published on eWIN122 

Planned improvements to data quality activities and capability 

WOVEN process and system 

The WOVEN process and system are reviewed every month and updates are made 
as the need is identified. The team are also looking at the scope of WOVEN and 
identifying areas where it may be beneficial to users of the systems to include further 
detailed data quality checks, e.g. on job roles and areas of work. 
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Detailed coding 

To enable users to enter better quality data on ESR, a link123 has been provided on 
the HSCIC website to an occupation code verification tool developed by the ESR 
team. Users will run an extract from either ESR, for operational users, or the Data 
Warehouse, for secondary users. The tool compares the data entered for the 
occupation code held for a person‟s role against the data entered for their payscale 
and highlights unusual combinations. This allows operational users to update data at 
source and secondary users to notify operational users that they have missed 
potential data quality issues. 

Roadshows 

The ESR Central team and the HSCIC Workforce team will be jointly hosting two 
data quality and data standards roadshows during the remainder of 2013, one in 
Taunton and the other in Birmingham. Two of these roadshows have already been 
held, one in Leeds and the other in London. Attendees of these roadshows include 
ESR/HR and Workforce Managers, administrators and analysts along with workforce 
planning and development managers124. The roadshows are held to: 
 

 Highlight the importance of data quality 

 Publicise the HSCIC‟s statutory data quality role 

 Describe the tools that are available to help organisations improve workforce data 
quality 

 Advise attendees about significant developments with the workforce data 
standard and the introduction of the Workforce Minimum Data Set (wMDS)125 

If there is sufficient interest, a final roadshow may be held in Leeds during early 2014 
to give an update on new issues that have developed and provide a final opportunity 
to attend for those not able to attend earlier roadshows. 

Quantitative assessment of nationally submitted data 

The tables below show data compared from WOVEN extracts in April 2012 and 
March 2013. The same period from each year would normally be compared, i.e. April 
2013 compared against April 2012. However, the major NHS structural changes that 
came into effect on the 1st April 2013 made this period unsuitable for comparison and 
the last period containing data from the previous NHS structure, i.e. March 2013, 
was therefore used. 

No. of organisations by % of valid values group 

% of valid values Mar-13 Apr-12 

100% 12 17 

95-99.99% 286 253 

90-94.99% 86 135 

85-89.99% 41 29 

80-84.99% 6 7 
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% of valid values Mar-13 Apr-12 

Less than 80% 1 0 

Totals 432 441 

 
This table shows that quality is generally good with approximately 90% of 
organisations having 90% or more of their data reported as valid against the rules 
within WOVEN for both reporting months. 

Performance in March 2013 compared to April 2012 

 
Number of 

Organisations 

Fewer data validation issues in March 2013 255 

No change in data validation issues 3 

More data validation issues in March 2013 159 

No comparable data 15 

 
This table shows that, overall, there were more organisations with fewer data 
validation issues in March 2013 than there were in April 2012. This suggests an 
improvement in data quality over the period. 
 
Both sets of results are encouraging from a data quality improvement perspective. 

Key issues 

Variation in engagement with data quality reports 

Some organisations engage to a limited degree with the data quality process and 
some do not engage with it at all. Every two months organisations that have not 
downloaded their WOVEN reports for the last three months are contacted by email to 
remind them that their reports are available to download. This generally results in a 
short term increase in the number of reports downloaded. However, there are some 
organisations that do not download the reports at all. When contacted to find out 
why, the most common reasons given are that the organisation has a lack of staff to 
do it or that the individual responsible is new to their role. There is nothing the 
HSCIC can do to resolve the issue of lack of staff. However, where people are new 
in their role, there is guidance available and WOVEN team members are happy to go 
through the processes step by step with them. As a result of the recent changes to 
the NHS structure, there has been an increase in the number of people new in role 
and with no WOVEN knowledge passed on to them. 

Cross-checking 

One of the main data quality issues experienced by the WOVEN team is potential 
cross-checking errors. For example, a pay scale contradicting an occupation code or 
an unusual combination of job role, area of work and occupation code values. As 
these potential errors are identified, the relevant organisations are informed and 
asked to update the values if necessary or submit an override request for the 
contradiction or unusual combination where it is legitimate, so that the same 
potential error is not identified in future reports. However, preventing these potential 
errors arising would be better. As mentioned in the team‟s planned data quality 
improvements, a link has recently been provided on the HSCIC website to an 
occupation code verification tool. If used, this tool should help resolve the 
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contradicting payscale and occupation code issue. There are currently no plans in 
place to develop a similar tool to resolve the potential errors that arise from unusual 
combinations of job role, area of work and occupation code values as this is much 
more difficult to handle systematically. Consequently, these will continue to be dealt 
with on an individual basis as resource allows. 

Organisational changes 

As with all other publishers of NHS data who are dependent on data being submitted 
from regional or local organisations, the changes to the structure of the NHS from 1st 
April 2013 continue to have a significant impact on data quality. 
 
This is in addition to the adverse impact that the staff movements associated with the 
Transforming Community Services (TCS) programme started in 2010 had on data 
quality. Some of these problems previously resulted from system issues such as the 
previously limited scope of the ESR inter-authority transfer mechanism, but most 
result from human resource departments not making full use of the tools available to 
automatically transfer these staff records between organisations. This has resulted in 
data that should have been transferred and retained e.g. equality data, not being 
available to receiving organisations. Consequently, the receiving organisations have 
to start collecting the data again which increases the burden of data collection on the 
NHS and temporarily reduces the amount of data available for secondary uses. The 
inter-authority transfer functionality in ESR has recently been improved, which 
means more data items are transferred. However, the effective transfer of data is still 
reliant on the system tools being used correctly. This issue, and the correct use of 
the tools available to resolve it, are being publicised as part of the roadshows. 

Case studies 

Good data quality practice 

Some organisations appear keen to improve the quality of their workforce data and 
download their WOVEN report as soon as they receive the email advising them that 
the report has been released through the HSCIC‟s secure Data Depot system. 
 
Bolton NHS Foundation Trust has downloaded 11 of the last 12 WOVEN reports and 
the increase in their WOVEN data quality scores and ranking appeared to show a 
commitment to continually improving the quality of their workforce data. For example 
their progress indicated that they may have put processes in place to capture 
important data items, including “recruitment source” and “destination on leaving”, as 
well as better equality and diversity monitoring information. As such, it was decided 
to contact them to find out what advice they might have to share with other 
organisations as examples of best practice. 
 
Bolton NHS Foundation Trust said the following: 
 
“Following integration two years ago we looked at our processes for cleansing the 
data in ESR: looking at fields that were not populated and the reasons behind why 
these were not being populated. We then began working with colleagues in our 
Employee Service Centre (ESC) and also in Payroll to emphasise the importance of 
completing relevant fields. 
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The termination form was amended, which is an electronic form that goes directly to 
payroll, making the fields of destination on leaving and reason for leaving as 
mandatory fields, this ensures that a Manager cannot submit the form unless these 
fields are completed. 
 
The ethnicity, religion and sexual orientation is completed by the applicant on NHS 
Jobs and fed through to ESR, we are working with our colleagues in ESC on the 
importance of completing the NHS Recruitment Source field, and ensure that these 
fields are checked and corrected if for any reason they are not completed by the 
applicant. 
 
Once the WOVEN reports are received any errors are then sent to the relevant 
Department Manager for cascading to the staff member. This system seems to be 
working and we have had no errors in payroll for the last two months. 
 
Reports are run before the deadline of the WOVEN report to check all the 
information has been completed and if any gaps are showing we contact the 
member of staff responsible and ask them to verify with the new starter the correct 
details, this sometimes is not corrected before the deadline. We are also looking at 
putting a process in place where this is checked with the new member of staff before 
their start date.” 

Poor data quality practice 

One of the worst performing organisations in terms of their WOVEN workforce data 
quality score only downloaded three out of the possible 12 WOVEN reports 
produced for them. The information from the WOVEN reports for that organisation 
showed that, of the 33 data quality checks that were reported on, the organisations‟ 
data quality decreased for 13 checks, remained static for 13 checks and improved 
for seven checks. The organisation was contacted to find out why the quality of their 
workforce data appeared to be decreasing overall as indicated by their falling 
WOVEN score. The organisation said the following: 
 

 Their workforce data contact had experienced problems downloading the report 

 The organisation was short-staffed 

 The organisation had just recruited someone for 12 months to help improve their 
data quality 

 The organisation had an issue with recording data for ex-employees as it had 
been decided two years previously, when redesigning their Termination of 
Employment form, that “destination on leaving” data were not important. This 
decision was now being reversed and they were hoping to use the WOVEN 
reports to increase their workforce data quality score and improve their ranking 

Both case studies demonstrate the positive impact of WOVEN reporting on 
workforce data quality. In the first case study, effective use of the reports by an 
organisation has supported their continuous workforce data quality improvement. In 
the second case study, data from the WOVEN reports has been used by the 
Workforce team to engage with a poorer performing organisation, and a commitment 
has been given by that organisation to use the reports in future to support 
improvements in their workforce data quality. 
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Other measures of data quality 

Information Governance Toolkit (IGT)126 

Introduction 

The IGT is an online system hosted by the HSCIC which allows NHS organisations 
and partners to assess themselves against Department of Health information 
governance policies and standards127. The purpose of the assessment is to enable 
organisations to see whether information is handled correctly and protected from 
unauthorised access, loss, damage and destruction. 
 
Where partial or non-compliance is revealed, organisations must take appropriate 
measures, e.g. assign responsibility and put in place policies, procedures, processes 
and guidance for staff, with the aim of making the changes required to continuously 
improve information governance standards. 
 
The ultimate aim of the IGT is to demonstrate that organisations can be trusted to 
maintain the confidentiality and security of personal information. Members of the 
public can view participating organisations' IGT assessments. This helps to increase 
public confidence that the NHS and its partners can be trusted with personal data. 
 
The IGT contains a number of requirements against which compliance with specific 
areas of information governance are assessed. The requirements applicable to 
individual organisations vary according to organisation type e.g. Mental Health, 
Community, etc. A number of these requirements relate to data quality to some 
degree and compliance with them supports improvements in the quality of data 
recorded by the organisations they are applicable to. The table below shows the 
requirements from version 11 of the IGT that are most closely related to data quality 
for Acute organisations. Further, more detailed, information about all the IGT 
requirements and the organisations they apply to is available on the IGT website126. 

IGT version 11 requirements considered to be closely related to data quality 

Requirement 
Number 

Requirement Statement 

11-400 
The Information Governance agenda is supported by adequate 
information quality and records management skills, knowledge 
and experience 

11-401 
There is consistent and comprehensive use of the NHS Number 
in line with National Patient Safety Agency requirements 

11-402 
Procedures are in place to ensure the accuracy of service user 
information on all systems and /or records that support the 
provision of care 

11-404 
A multi-professional audit of clinical records across all specialties 
has been undertaken 
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Requirement 
Number 

Requirement Statement 

11-501 
National data definitions, standards, values and validation 
programmes are incorporated within key systems and local 
documentation is updated as standards develop 

11-502 
External data quality reports are used for monitoring and 
improving data quality 

11-504 

Documented procedures are in place for using both local and 
national benchmarking to identify data quality issues and analyse 
trends in information over time, ensuring that large changes are 
investigated and explained 

11-505 
An audit of clinical coding, based on national standards, has been 
undertaken by a NHS Classifications Service approved clinical 
coding auditor within the last 12 months 

11-506 
A documented procedure and a regular audit cycle for accuracy 
checks on service user data is in place 

11-507 
The Completeness and Validity check for data has been 
completed and passed 

11-508 
Clinical/care staff are involved in validating information derived 
from the recording of clinical/care activity 

11-510 
Training programmes for clinical coding staff entering coded 
clinical data are comprehensive and conform to national 
standards 

Quantitative assessment of nationally submitted self-assessment data 

The table below shows the average, maximum and minimum percentage compliance 
scores for data quality related requirements for Acute and Mental Health 
organisations for versions 9 and 10 of the IGT. The scores indicate an overall 
improvement in Acute and Mental Health organisations‟ self-assessment of their 
compliance with IGT data quality related requirements since the completion of IGT 
v9. 

Data quality compliance scores 

Score type IGT v10 IGT v9 
Change from 

previous version 

Average score 78.3% 75.6% 

Maximum score 100.0% 100.0% No change 

Minimum score 50.0% 44.4% 

The table below groups Acute and Mental Health organisations by percentage 
compliance scores for data quality related requirements for versions 9 and 10 of the 
IGT. The increase in the proportion of organisations in the higher scoring groups for 
IGT v10 again indicates an overall improvement in Acute and Mental Health 
organisations‟ self-assessment of their compliance with IGT data quality related 
requirements since the completion of IGT v9. 
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Acute and Mental Health IGT compliance comparison 

% compliance 
score 
grouping 

IGT v10 IGT v9 Change 
from 

previous 
version 

Number of 
Orgs. in 

group  

% of Orgs. 
in group 

Number of 
Orgs. in 

group  

% of Orgs. 
in group 

100% 1 0.5% 2 0.9% 

95-99.99% 4 1.8% 0 0.0% 

90-94.99% 18 8.2% 14 6.3% 

85-89.99% 31 14.1% 23 10.4% 

80-84.99% 45 20.5% 35 15.8% 

75-79.99% 46 20.9% 46 20.7% 

70-74.99% 23 10.5% 31 14.0% 

65-69.99% 45 20.5% 54 24.3% 

60-64.99% 4 1.8% 10 4.5% 

55-59.99% 2 0.9% 3 1.4% 

50-54.99% 1 0.5% 3 1.4% 

45-49.99% 0 0.0% 0 0.0% No change 

Less than 45% 0 0.0% 1 0.5% 

Planned changes  

There are no planned changes to the data quality related requirements for version 12 
of the IGT. However, the potential to enhance the use of the IGT as a data quality 
improvement tool is described in the following section. 

The IGT as a data quality improvement tool 

The HSCIC is looking at ideas for enhancing the use of the IGT as a data quality 
improvement tool. Some of these ideas are described below and will be discussed 
by the HSCIC with other stakeholders over the coming months. Any changes 
proposed for inclusion in version 13 of the IGT would follow the information 
standards consultation process128. 

Mandating data quality improvement requirements  

A number of the current IGT requirements relate to data quality to some degree. 
Compliance with them supports some improvements in the quality of data recorded 
by the organisations they are applicable to. However, requirements that are more 
specific about the responsibilities different types of organisation have for improving 
data quality, and how they need to be met, could help to further improve data quality. 
In addition, not all organisations have to comply with the current requirements 
related to data quality despite recording very similar data to some that do. Applying 
requirements that are more specific about data quality improvement consistently 
across all organisations that collect the same type of data should also support further 
improvements in data quality. 

Access to supporting documentation for audit purposes 

As with other IGT requirements, data quality specific requirements could explicitly 
state the evidence needed to support different levels of compliance. This evidence 
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could then be requested during data quality audits and checked to see if the 
expected standards are being met. Improving substandard evidence, or developing 
evidence to achieve higher levels of compliance, could then form part of 
organisations‟ data quality improvement plans. 

Collecting data on organisations’ progress in improving data quality and 
reporting the results 

Organisations‟ progress towards the highest level of compliance against IGT data 
quality specific requirements could be easily monitored and reported. This 
information could be used to encourage improvement in those organisations 
performing less well. It could also be used to highlight organisations that are 
compliant at the highest level, thereby providing a benchmark for those organisations 
performing less well and giving them a valuable source of evidence-based data 
quality improvement practice. 

Comparing organisations’ IGT data quality responses to the results of data 
quality assessments carried out on data submitted by them and reporting the 
results 

As part of its statutory role in assessing the quality of data collected against 
published standards, the HSCIC could compare the results of these assessments 
against organisations‟ IGT self-assessment scores. Discrepancies could be 
investigated and resolved or escalated to the appropriate stakeholder if necessary. 

Supporting a data quality training module 

An online training module designed to communicate the benefits of improved data 
quality, and demonstrating how compliance with the IGT data quality specific 
requirements helps to improve data quality, could be developed and either become 
an integral part of the toolkit or have links to and from the IGT. 

Using the IG incident reporting tool 

Using the new IG incident reporting tool to report data quality incidents could deliver 
the following benefits: 
 

 Data quality incidents and ongoing data quality issues can have a significant 
impact on effective clinical care and patient safety. Having data quality incidents 
recorded in a central repository will allow not only improvements to be made in 
the quality of the data but also allow for targeted improvements by local, regional 
and national organisations that should improve clinical care, patient safety and 
the patient experience. Examples of these improvements include additional 
specific training for particular staff groups and changes to processes or systems 

 Users will be using the same tool for all IG related incidents and will be familiar 
with how it works, thereby avoiding the additional burden that reporting data 
quality incidents using a different process would have 

 The HSCIC will be able to analyse data quality incidents nationally and report the 
findings which could, in turn, inform national strategy on data quality improvement 
and help to use limited data quality improvement resource more effectively 
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Payment by Results129 

Introduction 

The aim of Payment by Results (PbR) is to provide a transparent, rules-based 
system for paying organisations for delivering services. Payments are linked to 
activity and adjusted for casemix, a system whereby the complexity of the care 
provided to a patient is reflected in an aggregate secondary healthcare classification. 

The 2012/13 PbR data assurance programme 

An indication of the accuracy of key data items in the Secondary Uses Service (SUS) 
can be determined from audits undertaken as part of the Audit Commission‟s PbR 
data assurance framework130. These audits included sample checks on whether data 
included in SUS, including Healthcare Resource Group (HRG), clinical coding, 
admission and discharge date, age and gender, matched information within medical 
records. These are key data items which determine payment under PbR and also 
provide a wider view about the accuracy of data contained within SUS131. 
 
The 2012/13 PbR data assurance programme varied from the one completed in the 
previous year. It focused on providing local and national assurance by: 
 

 Providing a flexible audit resource to commissioners to deliver locally focused 
audits driven by local issues and areas identified from previous audits 

 Supporting tariff development and implementation by undertaking national data 
quality reviews of mental health132 and best practice tariff133 data 

Commissioners were able to focus local audits in Admitted Patient Care (APC), 
Outpatient (OP) or Accident and Emergency (A&E) SUS data at their acute 
providers. The providers reviewed areas audited, and sample sizes were agreed 
locally. 90% of acute providers had an audit of either APC, OP or A&E data, or a 
mixture of these in 2012/13. As a result of the changes to the style and scope of the 
audit programme, comparisons to previous years audit results cannot be made. The 
results from all of the local audits are available on the Audit Commission‟s 
website121. 

Quantitative assessment of national data 

The four tables below show the minimum, maximum and mean percentage of spells 
with errors. Also included are two quartiles, these are values that divide a list of 
numbers into quarters. The lower quartile is the point between the first and second 
quarters, and the upper quartile is the point between the third and fourth quarters. 
For example, if the lower quartile was 3%, this would indicate a quarter of the spells 
had an error rate between the minimum and 3%. Similarly if the upper quartile was 
10%, this would indicate a quarter of the spells had an error rate between 10% and 
the maximum. 
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Of all acute providers in England, 78% had an audit of APC data. Auditors reviewed 
a diverse range of areas and volumes of patient spells at each provider. A spell is a 
record of a patient‟s entire stay in hospital. It includes all of the information and data 
recorded from when a patient is admitted to when they are discharged, transferred or 
die. The smallest number of spells audited was 38 and the largest 400 at individual 
providers. The table below outlines the accumulated error rates for the acute 
providers reviewed during 2012/13. 

Percentage of spells with errors for NHS acute providers in 2012/13 

Minimum Lower quartile Mean Upper quartile Maximum 

0.0% 2.9% 8.0% 10.9% 49.0% 

 
Of all acute providers in England, 34% had an audit of A&E attendance data. Only 
Type 1 and Type 2 A&E departments were included in the scope of the audits. Type 
1 A&E departments are a major A&E consultant led 24 hour service with full 
resuscitation facilities and designated accommodation for the reception of accident 
and emergency patients. Type 2 A&E departments are consultant led single 
specialty A&E departments, e.g. ophthalmology, with designated accommodation for 
the reception of patients. Auditors carried out sample checks on the accuracy of 
investigation and treatment coding from SUS against the main source of evidence for 
the record, which was usually a casualty card or medical record. The tables below 
outline the accumulated error rates for acute providers reviewed during 2012/13. 

Percentage of A&E investigation errors for NHS acute providers in 2012/13 

Minimum Lower quartile Mean Upper quartile Maximum 

0.0% 10.8% 24.8% 35.9% 82.5% 

Percentage of A&E treatment code errors for NHS acute providers in 2012/13 

Minimum Lower quartile Mean Upper quartile Maximum 

1.2% 15.6% 33.0% 43.6% 86.1% 

 
Of all acute providers in England, 28% had an audit of OP attendance data. Auditors 
carried out sample checks on the accuracy of attendance and procedure coding data 
from SUS against the medical record. The table below outlines the accumulated 
error rates for acute providers during 2012/13. 

Percentage of OP attendance errors for NHS acute providers in 2012/13 

Minimum Lower quartile Mean Upper quartile Maximum 

0.0% 0.9% 9.8% 13.4% 58.7% 

The 2013/14 PbR data assurance programme 

The PbR data assurance framework for 2013/14 will be managed by the Department 
of Health (DH) on behalf of NHS England and Monitor. Subject to the passage of the 
Local Audit and Accountability Bill, the Audit Commission is likely to close in 2015. 
Therefore, transitional arrangements consistent with those established for setting the 
2012/13 PbR tariff have been agreed nationally whereby DH will oversee the delivery 
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of the assurance framework while future arrangements are discussed and consulted 
on by NHS England and Monitor134. The 2013/14 programme will comprise: 
 

 An audit of reference costs at 50 NHS acute providers 

 A local audit programme comprising clinical coding audit at 50 NHS acute 
providers 

 A review of the tariff development areas at 25 NHS mental health providers 

 Updating and development of the PbR National Benchmarker135 

 Data quality risk profiles for all acute providers 

 Follow up of recommendations made to acute providers in 2012/13 
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