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Summary of release 

 
The NHS Outcomes Framework indicators form part of the NHS Outcomes Framework. These 
indicators have been designed to provide national-level accountability for the outcomes the 
NHS delivers and drive transparency, quality improvement and outcome measurement 
throughout the NHS. They do not set out how these outcomes should be delivered; it is for NHS 
England to determine how best to deliver improvements by working with Clinical Commissioning 
Groups (CCGs) to make use of the tools at their disposal.  
 
The December release sees the publication of new data points for the following indicators:  
 

 1a Potential years of life lost (PYLL) from causes considered amenable to healthcare – All 

 1a.i Potential years of life lost (PYLL) from causes considered amenable to healthcare – 
Adults 

 1a.ii Potential years of life lost (PYLL) from causes considered amenable to healthcare – 
Children and young people 

 1b Life expectancy at 75 

 1.1 Under 75 mortality rate from cardiovascular disease 

 1.2 Under 75 mortality rate from respiratory disease 

 1.3 Under 75 mortality rate from liver disease 

 1.4 Under 75 mortality rate from cancer 

 1.5 Excess under 75 mortality rate in adults with serious mental illness 

 2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive conditions 

 2.3.ii Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s 

 2.6.i Estimated diagnosis rate for people with dementia 

 3a Emergency admissions for acute conditions that should not usually require hospital 
admission 

 3b Emergency readmissions within 30 days of discharge from hospital 

 3.1 Patient reported outcomes measures for elective procedures 

 3.2 Emergency admissions for children with lower respiratory tract infections 

 4.7 Patient experience of community mental health services 
 
Further, new breakdowns or additional information for previously published time periods were 
added for the following indicators: 
 

 1.6.i Infant Mortality 

 2 Health related quality of life for people with long-term conditions 

 2.4 Health related quality of life for carers 
 
Data, along with indicator specifications providing details of indicator construction, data quality, 
statistical methods and interpretation considerations, can be accessed by visiting the Health 
and Social Care Information Centre (HSCIC) Indicator Portal (https://indicators.ic.nhs.uk). 
 
This commentary report aims to introduce the indicators in the domains that are being updated 
as well as highlight main trends over time.  
 
 

https://indicators.ic.nhs.uk/
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PLEASE NOTE: Data originally published in December 2013 for the following five indicators in 
this publication were incorrect:  
 

 1.5 Excess under 75 mortality rate in adults with serious mental illness  

 2.3.i Unplanned hospitalisation for chronic ambulatory care-sensitive conditions  

 2.3.ii Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s  

 3a Emergency admissions for acute conditions that should not usually require hospital 
admission  

 3.2 Emergency admissions for children with lower respiratory tract infections  
 
Due to a technical issue, the 2011/12 data for 1.5 Excess under 75 mortality rate in adults with 
serious mental illness were incorrect, and have been removed. We are currently investigating 
this issue and revised data for 2011/12 will be released once this is resolved.  
 
The four indicators about unplanned hospitalisation and emergency admissions have been 
corrected in this document. England level figures for all years have been updated to remove 
patients treated in England who lived elsewhere. 2012/13 data for local authorities have also 
been updated, as the originally published figures incorrectly excluded patients living in lower 
super output areas whose boundaries changed between the 2001 and 2011 configurations.  
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Domain 1 Indicators – Premature Mortality 

Domain 1 of the NHS Outcomes Framework is concerned with how successfully the NHS is 
meeting its objective in preventing people from dying prematurely. It aims to show the progress of 
the NHS in reducing mortality and increasing survival.  
 
 

Under 75 mortality (1.1 to 1.4)  
 
Mortality rates measure the number of deaths in a population, scaled to the size of that population, 
per year. Premature mortality, defined as death from various causes, aged under 75, is an 
important indicator of the overall health of the population. Indicators 1.1 to 1.4 in the NHS 
Outcomes Framework measure premature mortality from the most common causes of death, which 
are cardiovascular disease, respiratory disease, liver disease and cancer. These account for 
around 90% of the disease burden amenable to health care. Therefore, by focussing on premature 
mortality from these conditions, rather than overall mortality, the focus of attention is on deaths that 
could possibly have been prevented. The results can then be used to target resources toward 
strategies that will extend years of life nationally or in certain regional areas where rates are 
particularly high. The indicator values are expressed as directly standardised rates using the 
European Standard Population (ESP) to enable international comparison. Currently the existing 
ESP is used in the calculation of the under 75 mortality indicators. The new 2013 ESP will be 
implemented once the Office for National Statistics (ONS) has published a response to the 
consultation on this issue. The number of deaths from each of the four causes used to calculate the 
indicators are sourced from ONS mortality data. ONS mid-year population estimates are used to 
express the number of deaths relative to a 100,000 population.  
 
All under 75 mortality indicators have been updated with 2012 data in the December 2013 release. 
Further the bands for ages ‘<1’ and ‘1 to 4’ have been combined to ‘0 to 4’ to bring these indicators 
in line with all other indicators in the NHS Outcomes Framework as well as the mortality indicators 
reported in the Public Health Outcomes Framework (PHOF) where these age bands are already in 
use. The indicator values are shown at person level as well as for males and females for England. 
The indicator values are also available broken down geographically by local authority (LA), region, 
primary care trust (PCT) and strategic health authority (SHA). It needs to be highlighted that due to 
the replacement of PCTs and SHAs with Clinical Commissioning Groups in April 2013 breakdowns 
by PCTS and SHAs will be dis-continued from 2014 onwards.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://en.wikipedia.org/wiki/Death
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Under 75 mortality from cardiovascular disease, respiratory disease, liver disease and cancer (NHS 
Outcomes Indicators 1.1 to 1.4) 
Directly age and sex standardised rate per 100,000 population, 2003 to 2012. 

 
 
Figure 1 shows the trend in the under 75 mortality rates from the major causes of death for years 
2003 to 2012. While the rates for cardiovascular disease (CVD) and cancer show a more 
significant downward trend over the 10-year time period only a slight decrease is noticeable for 
premature mortality from respiratory diseases. Under 75 mortality from liver disease appears to 
have remained stable but relatively low at around 14 to 15 deaths per 100,000 population for each 
year of the shown time period. This is in contrast to a drop in mortality from cardio-vascular disease 
from around 100 in 2003 to 56 deaths per 100,000 population in 2012. It needs to be highlighted 
that due to a coding change for the underlying cause ‘cardiovascular disease’ in 2010 direct 
comparison of rates for 2011 onwards with previous year’s mortality from CVD is not advisable. In 
2011 there was a decrease in the number of deaths with an underlying cause coded as 
‘Cardiovascular Disease’. However, a large proportion of this decrease is caused by a correction to 
the coding of vascular dementia, which was coded as underlying cause CVD (I67.9) until 2010 and 
is now coded as underlying cause in ‘Mental Health’ deaths (F01). 1 
Premature mortality from cancer has had the highest rate of all major causes throughout the 10-
year period displayed in figure 1 with a maximum rate of over 120 deaths in 2003. This has 
decreased to just over 100 deaths per 100,000 population in 2012. Under 75 mortality from 
respiratory disease has only seen a very slight fall from 29 to 22 deaths per 100,000. 
 
Figures 2 to 5 show the variation for each of the four mortality indicators at local authority level for 
2012. 
 
 
 
 
 

                                            
1 http://www.ons.gov.uk/ons/rel/subnational-health3/results-of-the-icd-10-v2010-bridge-coding-study--england-and-

wales--2009/2009/index.html  
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Figure 2: Under 75 mortality rate from cardiovascular disease  
Directly age and sex standardised rate per 100,000 population, by Local Authority, 2012 
 

 
Figure 2 shows the under 75 mortality rate 
from cardiovascular disease (CVD) by local 
authority in 2012. 
 
It shows that the CVD mortality rates are 
significantly higher in the northern parts of 
England compared to the southern parts. Four 
local authorities had a CVD mortality rate of 
less than 30 per 100,000 in 2012. These were 
Hart (25.5), Purbeck (26.8), Christchurch 
(27.9) and South Cambridgeshire (29.9).  
 
Local authorities Manchester (94.0), Blackpool 
(92.6), Burnley (92.4), Salford (91.7) and 
Tower Hamlets (90.7) had the highest CVD 
mortality rates of 90 or above per 100,000.   
 

 
 
 
 

 
 
Figure 3: Under 75 mortality rate from respiratory disease 
Directly age and sex standardised rate per 100,000 population, by Local Authority, 2012 

 
Figure 3 highlights the local differences in the 
under 75 mortality rate from respiratory 
disease in 2012. 
 
Local authorities East Cambridgeshire (5.2), 
Purbeck (6.3) and Christchurch (6.8) had the 
lowest mortality rates per 100,000 population 
while Manchester (55.2), Blackpool (50.5) 
and Corby (45.3) had the highest rates.   
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Figure 4: Under 75 mortality rate from liver disease  
Directly age and sex standardised rate per 100,000 population, by Local Authority, 2012 

 
Figure 4 shows the under 75 mortality rate 
from liver disease by local authority in 2012. 
 
The local authorities with the lowest under 
75 mortality rate from liver disease per 
100,000 population were Broadland (4.0), 
Chiltern (4.1), Tunbridge Wells (4.1) and 
Test Valley (4.8). 
 
Manchester (33.3), Blackpool (33.1), 
Burnley (31.7) and Liverpool (31.1) from 
North West England had the highest 
mortality rates for liver disease. 

 
 
 
 
 
 
 

 

 

Figure 5: Under 75 mortality rate from cancer  
Directly age and sex standardised rate per 100,000 population, by Local Authority, 2012 

 
 

Figure 5 shows the differences in the under 75 
mortality from cancer in 2012 in different local 
areas. 
 
The local authorities with the lowest under 75 
cancer mortality rate in 2012 were East Dorset 
(72.9), St Albans (73.1), Waverley (73.6) and 
Christchurch (74.9). 
 
Burnley (160.3), Corby (154.2), Liverpool 
(143.2) and Halton (142.9) had the highest 
cancer mortality rates in 2012.   
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Potential years of life lost (PYLL) from causes considered amenable to healthcare 
(1a, 1a.i and 1a.ii) 
 
The potential years of life lost (PYLL) from causes considered amenable to healthcare rate 
measures the average number of additional years a person would have lived if he or she had not 
died prematurely. It is another measure of premature mortality. As a method, it is an alternative to 
mortality rates, which gives more weight to deaths that occur among younger people. While the 
under 75 mortality indicators in the NHS Outcomes Framework focus on the most common causes 
of death such as heart disease and cancer, the PYLL also includes amenable causes of death 
more common for younger people such as infectious diseases. 
 
Causes considered amenable to health care are those from which premature deaths should not 
occur in the presence of timely and effective health care. The concept of ‘amenable’ mortality 
generally relates to deaths under the age of 75, due to the difficulty in determining cause of death 
in older people who often have multiple morbidities. ONS produces mortality data by cause, which 
excludes deaths under 28 days (for which cause of death is not classified by ICD-10 codes). These 
indicators therefore relate to deaths between 28 days and 74 years of age inclusive.  
 
The European age-standardised PYLL rates for all ages, adults and children (indicators 1a, 1a.i 
and 1a.ii respectively) have been updated with 2012 data in the December 2013 release. As for the 
under 75 mortality indicators the bands for ages ‘<1’ and ‘1 to 4’ have been combined to ‘0 to 4’ to 
bring them in line with all other indicators in the NHS Outcomes Framework. Whereas previously 
the PYLL rates were published separately for males and females due to the significantly different 
values the December publication additionally includes combined person level values. The indicator 
values are shown for England and are also available broken down by age band, local authority and 
condition group. The methodology for calculating the PYLL rate uses the average age-specific 
period life expectancy (LE) for each five-year age band for the relevant year.  
 
Figure 6: 
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Potential years of life lost (PYLL) from causes considered amenable to healthcare (NHS Outcomes 

Indicators 1a, 1a.i and 1a.ii) 
Directly age and sex standardised rate per 100,000 population, 2003 to 2012. 

 
 
Figure 6 shows the ‘Potential Years of Life Lost’ (PYLL) rate at person level for all ages, adults 
(aged 20 and over) as well as children and young people (aged 28 days to 19) over a 10-year time 

http://en.wikipedia.org/wiki/Average
http://en.wikipedia.org/wiki/Death
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period. It can be seen that the PYLL rates for all ages and adults show a decrease from over 2,500 
in 2003 to 2,000 in 2012. The PYLL rate for children also decreases, however the decrease is 
smaller than for the adult and all ages rates. The rate for children was around 750 in 2003 
compared to around 560 per 100,000 population in 2012. This represents a 25 per cent decrease 
over this time period. 
 
Figure 7: 
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Source: ONS mortality data (ONS), ONS mid-year population estimates

Potential years of life lost (PYLL) from causes considered amenable to healthcare  (NHS Outcomes 

Indicators 1a.i and 1a.ii) 
Directly age and sex standardised rate per 100,000 population, by gender, 2003 to 2012. 

 
 
While figure 6 looked at how PYLL rates have changed at person level over the given time period 
figure 7 highlights the difference in rates for males and females looking specifically at the adult and 
children’s rates. Although the adult rates for males and females follow the same downward trend as 
the person level rates the difference between the genders is significant. In 2003 there was a 
difference of almost 700 between the higher male PYLL rate of 2,892 and the female rate of 2,207 
per 100,000 population. However, the gap between the two rates narrows over time with a 
difference of 386 between male and female rates in 2012. Having said this, it has to be highlighted 
that the conditions included for males and females are different, for example breast cancer is 
included for females but not for males. This needs to be taken into account when comparing PYLL 
rates for males and females. 
 
When looking at the PYLL rates for male and female children over time a difference can hardly be 
noticed and only seems to appear for certain years (2005 and 2009). The PYLL rates for children 
for both genders have improved very slightly from over 700 in 2003 to 560 in 2012, a 25% drop 
over the time period stated. 
 
 

Life expectancy at 75 (1b) 
 
Indicator 1b measures the number of years a person can be expected to live at the age of 75 if he 
or she experiences the age-specific mortality rates of the given area and time period for the rest of 
his or her life. The indicator values are always measured separately for males and females as the 
life expectancies are very different for each of the genders. Indicator 1b is further broken down by 
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local authority, region and deprivation score. The indicator values are supplied directly by the Office 
for National Statistics (ONS) and no further calculations are carried out.  
 
The life expectancy at 75 in the NHS Outcomes Framework publication covers three year periods 
although the actual indicator values are the single year figures for males and females. These are 
only available at national level. The December 2013 release sees the update of 1b with values for 
the 3-year period 2009 to 2011 at national level and for all breakdowns with the exception of the 
deprivation breakdown, for which figures are not yet available. 
 
Figure 8: 
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Life expectancy at 75 (NHS Outcomes Indicator 1b) 
Years, Three year periods 1991-93 to 2009-11. 

 
 
Figure 8 shows the life expectancy for males and females at 75 for 3-year periods from 1991-1993.  
It can be seen that life expectancy is higher for females than for males for all data periods and is 
steadily increasing over the time periods shown.  
 
The average life expectancy at age 75 increases from 11.1 to 11.4 years for males when 
comparing the 3-year periods 2008-10 and 2009-11. The value increases from 13.0 to 13.2 years 
for females for the same three-year rolling time periods. 
 
For the same time period regional values for males ranged from 10.7 years in the North East to 
11.8 in London and in the South East. Female values ranged from 12.4 years in the North East to 
13.8 years in London. 
 
Middlesbrough, Blackpool, Rossendale, Manchester and South Tyneside all had the joint lowest life 
expectancy for males at local authority level with 10.0 years compared to 13.8 years for 
Westminster which had the highest value. Dartford had the lowest value for females at 11.5 years 
compared to Camden with the highest value of 15.7 years.  
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Excess under 75 mortality rate in adults with serious mental illness (1.5) 
 
PLEASE NOTE: Due to a technical issue, the 2011/12 data for NHSOF 1.5 Excess under 75 
mortality rate in adults with serious mental illness which was originally published in December 2013 
have been found to be incorrect, and therefore removed. Revised data for 2011/12 figures will be 
released once this is resolved. 
 
The premature death of those with severe mental illness was included in the NHS Outcomes 
Framework as an outcome measure against which progress can be assessed.  
 
‘Adults with serious mental illness’ are defined as anyone aged 18 or over who has been in contact 
with secondary mental health care services in a defined time period. Those aged 75 and over are 
excluded to align this indicator with the other premature mortality indicators in Domain 1, and those 
aged under 18 are excluded because children under 18 are not covered by the main data source, 
the Mental Health Minimum Dataset (MHMDS). 
 
The indicator compares the mortality rate in adults with serious mental illness with that of the 
general public. Previously this was expressed as the difference between the two mortality rates by 
subtracting the general population rate from the mental health population rate. This methodology 
has been changed and from December 2013 the indicator value is displayed as a standardised 
mortality ratio expressed as a percentage rather than a difference. 
 
The standardised mortality ratios expressed as a percentage are shown at national level as well as 
broken down by age, gender and condition. The separate mental health and general population 
mortality rates, from which the indicator values were derived, are also published. 
 
Figure 9: 
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Figure 9 displays the trend of the standard mortality rate (SMR) expressed as a percentage for 
financial years 2008/09 to 2010/11 as well as the trends for the general population and mental 
health mortality rates, from which the SMR is calculated.   
 
Over the 3-year period shown in figure 9 both the general population mortality rate and mental 
health mortality rate remain more or less stable. Therefore the SMR percentage also remains 
stable. In 2010/11 the SMR percentage was around 330, which means that mortality in 2010/11 for 
the mental health population was 2.3 times higher than the general population. 
 
 

Infant mortality (1.6.i) 
 
The infant mortality rate is considered a key international indicator of a country’s population health 
and quality of health care services. It is a measure of the longer term consequences of perinatal 
events and is particularly important for monitoring outcomes for high risk groups such as very 
preterm babies and growth restricted babies. 

Historically, infant mortality claimed a considerable percentage of children born, but rates have 
significantly declined in the West mainly due to improvements in basic health care and 
technological medical advances.  It is included in domain 1 of the NHS Outcomes Framework as a 
measure of deaths in children. Many late neonatal deaths occur as a result of improvements in 
neonatal care postponing deaths which might otherwise have occurred in the perinatal period. 
Other factors in neonatal death include the availability of skilled birth attendance and postnatal care 
utilisation. 
 
For indicator 1.6.i additional denominator data (number of live births) have been published for the 
first time in December 2013. These include figures at national level and broken down by gender for 
years 1999 to 2007, figures broken down by age and deprivation for all years and figures broken 
down by strategic health authority (SHA) for years 2002 to 2007. Numerator data (number of infant 
deaths) have also been made available for the same breakdowns. The only exception is the SHA 
breakdown where no numbers were available for 29 old SHAs prior to 2006. There are no new 
indicator values in this release. 
 
 

Domain 2 Indicators – Quality of life for people with long-term 
conditions 
 
In general, quality of life is the perceived quality of an individual's daily life. This is an assessment 
of their well-being or lack thereof. This includes all emotional, social, and physical aspects of the 
individual's life. In health care, health-related quality of life is an assessment of how the individual's 
well-being may be affected over time by a disease, disability, or other factors. 
 
Domain 2 of the NHS Outcomes Framework looks at the NHS’s contribution to improving the 
quality of life for those affected by long-term conditions. 
 
 

Quality of life for people with long-term conditions and carers (2 and 2.4) 
 
Indicators 2 and 2.4 aim to capture the impact of NHS care on the health-related quality of life for 
people with one or more long-term conditions (indicator 2)  as well as carers (indicator 2.4). The 

http://en.wiktionary.org/wiki/quality#Noun
http://en.wiktionary.org/wiki/well-being
http://en.wikipedia.org/wiki/Emotional
http://en.wikipedia.org/wiki/Social
http://en.wikipedia.org/wiki/Health_care
http://en.wikipedia.org/wiki/Disease
http://en.wikipedia.org/wiki/Disability
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indicators are used to assess whether the NHS is driving health-related quality of life improvements 
over time for the population with long-term conditions and carers. 
 
Indicator 2 is the average health status (EQ-5D™)2 score for individuals aged 18 and over 
reporting that they have a long-term condition. It assesses whether health-related quality of life is 
increasing over time for the population with long-term conditions, while (adjusting) for measurable 
confounders (that the NHS does not have control over), such as age and gender. 
 
Indicator 2.4 measures the health status specifically for people who identify themselves to be 
carers following the same methodology as indicator 2.  
 
Indicators 2 and 2.4 were published for the first time as part of the NHS Outcomes Framework in 
September 2013. The indicators were published with two data points based on waves 6 and 7 of 
the GP Patient survey covering time periods of 2011/12 and 2012/13. In addition to England level 
values a range of demographic and geographic breakdowns were released. This included 
breakdowns by gender, age, ethnicity, sexual orientation, religion, deprivation, primary care trust, 
strategic health authority, local authority and region. 
 
In December 2013 in addition to the indicator values for 2 and 2.4 a contextual indicator was 
published looking at the health-related quality of life for all survey respondents to enable 
comparison.   
 
It needs to be highlighted that as of December 2013, the weighting methodology for indicators 2 
and 2.4 are under review. Therefore current indicator values may change in future publications. 
 
 

Emergency admissions for people with long-term conditions (2.3.i and 2.3.ii) 
 
PLEASE NOTE: For both indicators 2.3.i and 2.3.ii, England level figures for all years have been 
updated to remove patients treated in England who lived elsewhere. 2012/13 data for local 
authorities have also been updated. The data originally published in December 2013 incorrectly 
excluded patients living in lower super output areas whose boundaries changed. 
 
Indicators 2.3.i and 2.3.ii are measuring the rate of unplanned hospitalisation for chronic 
ambulatory care sensitive conditions and for asthma, diabetes and epilepsy in under 19s 
respectively.  
 
The indicators aim to show how successfully the NHS manages long-term conditions, where 
optimum management can be achieved in the community, by looking at the number of hospital 
admissions for these conditions. The indicator values are expressed as an indirectly standardised 
rate per 100,000 population. They are calculated using Hospital Episode Statistics (HES) and ONS 
mid-year population estimates.  
 
The December 2013 publication sees the emergency admissions indicators due to long-term 
conditions updated with 2012/13 data. The data used are final HES data. The indicator values 
cover quarterly periods at national level and by gender, age, local authority and condition. Annual 
rates are also provided at national level and by age and gender. In this release all national figures 
and breakdowns are updated with the exception of ethnicity and deprivation breakdowns, for which 
figures are not yet available. 
 

                                            
2
 EQ-5D™ is a registered trademark of EuroQol. Further details are available from http://www.euroqol.org. 

http://www.euroqol.org/
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Figure 10: 

 

 
Figure 10 shows the emergency admission rates for chronic ambulatory care sensitive conditions 
for the time period of 2003/04 to 2012/13 for all persons, males and females. It is evident that 
emergency admissions follow an overall downward trend over the 10-year period although a slight 
increase can be seen from 2011/12 to 2012/13. When comparing the emergency admissions rate 
for males and females over that time period the difference in rates is quite significant in 2003/04 
with 887 admissions per 100,000 populations for females compared to 988 admissions for males. 
The gap disappears over time with hardly any difference noticeable between rates for males and 
females in 2012/13. As highlighted previously there was a slight increase in the rate of overall 
emergency admissions due to chronic conditions from 2011/12 to 2012/13. The rate increased 
slightly from the lowest ever rate of 801 in 2011/12 to 821 admissions per 100,000 population in 
2012/13.  
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Figure 11: 

 

 

Figure 11 shows the rate of unplanned hospitalisation for chronic ambulatory care sensitive 
conditions for the latest financial year 2012/13 by age group.  
 
The chart shows that the older the person the higher the rate of emergency admissions. However a 
slightly higher rate of emergency admissions can be seen for 0 to 4 year olds and 5 to 9 year olds. 
The rate was highest for 85 year olds and older with over 5,254 emergency admissions per 
100,000 population. The lowest rates can be seen for 25 to 29 year olds with around 202 
emergency admissions on average.  
 
Other chronic obstructive pulmonary disease was the condition with the highest unplanned 
hospitalisation rate in all four quarters of 2012/13 with 50 emergency admissions per quarter on 
average. 
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Figure 12: Unplanned hospitalisation for chronic ambulatory care sensitive conditions 
Indirectly standardised rate (ISR) per 100,000 population, by Local Authority, January to March 2013 
 

 

Figure 12 shows the rate of unplanned 
hospitalisation for chronic ambulatory 
care sensitive conditions by local 
authority from January to March 2013.  
 
It highlights the areas with the highest 
rate of admissions as being 
concentrated in the North, North West 
and East of England. 
 
The local authorities with the lowest 
admission rate for ambulatory care 
sensitive conditions in Q4 of 2012/13 
were Tandridge (45.6), Crawley (47.0) 
and Hackney (48.4).  
 
Tameside, Manchester and Blackburn 
with Darwen UA on the other hand 
had the highest unplanned 
hospitalisation rate per 100,000 
population of 400 or higher.  
 
 
 
 

Figure 13: 
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Figure 13 displays the rate of unplanned hospitalisation for asthma, diabetes and epilepsy in under 
19s for the time period 2003/04 to 2012/13. It shows a steady but cyclical trend for the all person, 
male and female rates from 2003/04 to 2008/09. A decrease in the rate is evident from 2008/09 to 
2011/12, where admissions are at its lowest, before it increases again in 2012/13. Similar to 
indicator 2.3.i the gap between male and female children seems to be narrowing for the most 
recent years although this is not as pronounced as could be seen for indicator 2.3.i 
 
At the national level the unplanned hospitalisation rate for asthma, diabetes and epilepsy in under 
19s rose from 319 admissions, the lowest in the 10-year period, to 341 admissions per 100,000 
population from 2011/12 to 2012/13. In the latest financial year the admission rate was 298 per 
100,000 population for females and 381 for males. 
 
Asthma was the condition with the highest unplanned hospitalisation for children aged under 19 in 
all four quarters of 2012/13 with 53 admissions per quarter on average. Admissions of under 19s 
due to diabetes had the lowest rates with 15 admissions per 100,000 population on average. 
 
Figure 14 shows how the unplanned hospitalisation rate varied by local authority between January 
and March 2013. 
 
Figure 14: Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s 
Indirectly standardised rate (ISR) per 100,000 population, by Local Authority, January to March 2013 
 

 
The local authorities with the lowest 
unplanned hospitalisation rates for asthma, 
diabetes and epilepsy were Hackney 
(11.4), St Albans (21.9) and Maidstone 
(22.2). 
 
Burnley, Blackburn with Darwen UA and 
Hyndburn had unplanned hospitalisation 
rates of 196.8, 181.9 and 173.2 per 
100,000 population respectively.  
 
 
 
 
 
 
 

 
 
 

 

 
 

Estimated diagnosis rate for people with dementia (2.6.i) 
 
This indicator aims to capture the quality of life of people with dementia. It measures the extent of 
diagnosis of people with dementia by identifying the proportion of the estimated prevalence in the 
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population that has been diagnosed. Diagnosis is a key factor for the quality of life of people with 
dementia. This indicator aims to reflect the extent of diagnosis of people with dementia with the 
intention that improved diagnosis rates will enable the NHS to secure improvements in the quality 
of life for patients with dementia and their ability to cope with symptoms by providing the right 
information, health care and support. 
 
Indicator 2.6.i is calculated using registered cases of dementia from the Quality Outcomes 
Framework (QOF), long established prevalence estimates for dementia by age group from 
Dementia UK and ONS population estimates by age including estimates for the very elderly (aged 
90 and above). 
 

The indicator value covers financial years at national level only. The December 2013 release sees 
the inclusion of the indicator value for 2012/13. 
 
Figure 15: 
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Figure 15 shows the estimated diagnosis rate for dementia in England for financial years 2007/08 
to 2012/13. The rate shows a steadily increasing trend over the 6-year time period. It is currently at 
its highest level at 48.7% compared to 46.0% in the previous financial year and 37.0% for 2007/08, 
the first point in the dataset. 
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Domain 3 Indicators – Helping people to recover from episodes of ill 
health or injury 

Domain 3 reflects the importance of helping people to recover from episodes of ill health or following 
injury.  This can be seen as two complementary objectives:  preventing conditions from becoming more 
serious and helping people to recover effectively. 

 
Emergency admissions for people with acute conditions (3a and 3.2) 
 
PLEASE NOTE: For both indicators 3a and 3.2, England level figures for all years have been 
updated to remove patients treated in England who lived elsewhere. 2012/13 data for local 
authorities have also been updated. The data originally published in December 2013 incorrectly 
excluded patients living in lower super output areas whose boundaries changed. 
 
Indicators 3a and 3.2 aim to measure progress in preventing acute conditions from becoming more 
serious. The indicators look at conditions that should usually be managed without the patient 
having to be admitted to hospital such as ear-, nose- and throat infections, kidney- and urinary tract 
infections as well as heart failure (3a) and more specifically lower respiratory tract infections (LRTI) 
in children (3.2). Where an individual has been admitted for one of these conditions, it may indicate 
that they have deteriorated more than they should have been allowed to by the adequate provision of 
healthcare in primary care or as an outpatient in hospital. 

 
Both indicators are published as an indirectly standardised rate per 100,000 population. These 
indicators have the same data sources and breakdowns as indicators 2.3.i and 2.3.ii.  
 
The December 2013 release sees the emergency admissions indicators due to acute conditions 
updated with 2012/13 data. The indicator values cover quarterly periods at national level and by 
gender, age, local authority and condition. Annual rates are also provided at national level and by 
age and gender. In this release all national figures and breakdowns are updated with the exception 
of ethnicity and deprivation breakdowns, for which figures are not yet available. 
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Figure 16: 

 
 
Figure 16 shows an increasing trend in the rate of emergency admissions due to acute conditions 
for the time period 2003/04 to 2012/13 for all persons, males and females. This is the opposite of 
what can be seen for emergency admissions due to long-term conditions, which showed a 
decreasing trend over the same time period. Looking in more detail it can be seen that the rate of 
admissions was stable for the years 2010/11 and 2011/12 before increasing again to its highest 
level in the 10-year time period shown. When looking at the difference in rates between males and 
females it is evident that the gap has widened significantly from 2003/04 to 2012/13 with admission 
rates of 837 and 846  per 100,000 population for males and females respectively in 2003/04 
compared to rates of 1,136 and 1,270 respectively for males and females in 2012/13. The 
combined emergency admission rate for the latest year was 1,204 per 100,000 population. 
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Figure 17: 

 
 
Figure 17 shows the rate of emergency admissions for acute conditions for the year 2012/13 by 
age group. 
 
While emergency admissions for age groups 10 to 14 to 50 to 54 are relatively low and stable with 
rates ranging from 380 to 615 per 100,000 population in 2012/13 the rate increases with age from 
55 years onwards with the highest rates for the oldest age group (85 and older) with 7,947 
admissions per 100,000 population. The youngest age group of 0 to 4 year olds is an exception to 
the rule with a relativley high 3,986 admissions per 100,000 population. 
 
Urinary tract infection (site not specified) was the condition with the highest emergency admissions 
rate in 2012/13 with 67 admissions per 100,000 population per quarter on average followed by 
lobar pneumonia with 46 admissions per quarter on average. 
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Figure 18: Emergency admissions for acute conditions that should not usually require hospital admission 
Indirectly standardised rate (ISR) per 100,000 population, by Local Authority, January to March 2013 

 
 

Figure 18 shows how the emergency 
admissions rate for acute conditions varied 
by local authority between January and 
March 2013. 
 
The local authorities with the lowest 
admission rates were Hackney (80.5), 
Newham (109.2), Tandridge (120.8) and 
Tower Hamlets (130.5). 
 
Blackburn with Darwen (595.3), Rochdale 
(560.5), Middlesbrough (557.5) and 
Manchester (547.8) had the highest 
emergency admission rates per 100,000 
population.  
 
  
 
 
 
 
 
 

 
 
Figure 19: 
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Figure 19 highlights the trend of emergency admissions for children with lower respiratory tract 
infections (LRTI) over the time period 2003/04 to 2012/13.  
 
As for indicator 3a an increasing trend over the 10-year time period can be seen for all children, 
males and females. There are peaks evident in years 2005/06, 2010/11 and 2012/13. The gap 
between males and females has increased over the time series.  
 
The rate of admissions for children with LRTI increased from 344 to 371 per 100,000 population 
from 2011/12 to 2012/13. In the latest year there were 110 more admissions for males than for 
females (425 compared to 315 admissions for males and females respectively). 
 
The highest number of emergency admissions for children with LRTI in 2012/13 was due to acute 
bronchiolitis with values of 23 (Q1), 15 (Q2), 162 (Q3) and 63 (Q4). This shows that emergency 
admissions for children with LRTI vary significantly by time of year and the trend seen for acute 
bronchiolitis reflects the general pattern for all breakdowns.  
 
Figure 20 illustrates the variation in emergency admissions for children with lower respiratory tract 
infections by local authority and time of year for 2012/13. 
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Figure 20: Emergency admissions for children with LRTI 
Indirectly standardised rate (ISR) per 100,000 population, by Local Authority, 2012/13 
 
Quarter 1 (April to June 2012)                                                            Quarter 2 (July to September 2012) 

 
Quarter 3 (October to December 2012)                                                            Quarter 4 (January to March 2013) 
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Emergency readmissions within 30 days of discharge (3b) 
 
Indicator 3b is concerned with progress in helping people to recover as effectively as possible. It 
looks at the percentage of emergency admission to any hospital in England occurring within 30 
days of the last, previous discharge after admission. Admissions for cancer and obstetrics are 
excluded. Healthcare, along with social care, is a major determinant of how well a patient recovers 
(including through rehabilitation) following illness or injury. If a person does not recover well, it is 
more likely that they will require hospital treatment again within the next 30 days. Thus, 
readmissions have been widely used as an indicator of the success of healthcare in helping people 
to recover. The indicator is based on HES data and is calculated by Northgate an external data 
supplier.  
 
The December 2013 release sees the update of indicator 3b with 2011/12 data. The updated 
values are provided at national level and broken down by gender, primary care trust, strategic 
health authority and deprivation quintile. 
 
Figure 21: 
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Figure 21 shows the percentage of emergency readmissions within 30 days of discharge from 
hospital for a 10-year time period from 2002/03 to 2011/12.  
 
A steadily increasing trend of emergency readmissions can be seen for persons, males and 
females from 2002/03 to 2010/11 which levels out in 2011/12. The readmission percentage for 
persons increased from 9.5% in 2002/03 to 11.8% in 2011/12. The same trend is evident for males 
and females with slightly more male readmissions and slightly fewer female readmissions than for 
all persons. 
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Total health gain as assessed by patients for elective procedures (3.1) 
 
Indicator 3.1 was included in domain 3 to ensure it covered elective procedures in addition to 
emergency ones. This indicator is concerned with patient’s reported improvement in health status 
following elective procedures, currently covering groin hernia, hip replacement, knee replacement 
and varicose veins. The values are based upon the Patient Reported Outcome Measures (PROMs) 
programme. PROMs comprise a pair of questionnaires measuring health status completed by the 
patient, one before and one after surgery (at least three months after for groin hernia and varicose 
vein operations, or at least six months after for hip and knee replacements). A comparison of these 
measurements shows whether, and to what extent, the procedure has improved their health status. 
Up to September 2013 the indicator value was defined as the EQ-5D index casemix adjusted 
average health gain reported separately for the four procedures. From September 2013 onwards 
this has been changed to reflect the total health gain measured by multiplying the number of 
individuals receiving the procedures (eligible episodes) with the assessed average risk-adjusted 
improvement in health status. This was only done at national level to be able to assess the overall 
health gain for all procedures combined. The adjusted average health gain and the number of 
eligible procedures carried out are still published as contextual information in addition to the total 
health gain. While the adjusted health gain is provided for all breakdowns the number of eligible 
procedures is only shown for England overall and at provider level. 
 
The December 2013 update of indicator 3.1 sees the publication of 2011/12 data for England as 
well as broken down by age, gender, ethnicity, disability, deprivation, primary care trust, provider 
and SHA. This has been sourced form the PROMs publication ‘Finalised Patient Reported 
Outcome Measures (PROMs) in England - April 2011 to March 2012’, which was published by the 
HSCIC in October 2013. 
 
Figure 22: 
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Figure 22 shows the total health gain for the four elective procedures from 2009/10 to 2011/12. The 
total health gain for hip replacement procedures has shown an increase in trend from over 26,000 
in 2009/10 to over 30,000 in 2011/12. Knee replacement procedures also show a slight increase in 
the total health gain over the 4-year period from 21,300 to 23,400. While health gain for groin 
hernia procedures only shows a minimally increasing trend from 5,600 to 6,100 it is deteriorating 
slightly for varicose vein procedures from 3,200 to 2,500.  
 
 

Domain 4 Indicators – Patient Experience 

Domain 4 provides a picture of the NHS’s contribution to improving the experience of care, 
including access to care.  
 
 

Patient experience of community mental health services (4.7) 
 
Indicator 4.7 aims to measure patient experience from community mental health services. This is a 
composite measure, calculated as the average score of four survey questions from the Community 
Mental Health Survey carried out by the National Patient Survey Programme. The questions relate 
to patient’s experience of contact with a health and social care worker. Questions are scored out of 
100. The indicator value covers calendar years at a national and provider level.  
 
This release updates the dataset with values for 2013. Data points for some providers have been 
removed from previous years’ data as it was discovered that some had used a different sampling 
methodology for the survey. This has caused a slight revision of the national value for these years 
of either 0.1 or 0.2 out of 100, which was considered to be an acceptable difference.  
 
Figure 23: 
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Figure 23 shows the trend of the patient experience scores for mental health services from 2010 to 
2013. A downward trend can be seen for the time period shown indicating that patient experience 
of mental health services has slightly deteriorated over time with scores decreasing from 87.1 in 
2010 to 85.8 out of 100 in 2013. 
 
Manchester Mental Health and Social Care Trust was the provider with the highest average score 
of 90.9 in 2013. Southern Health NHS Foundation Trust had the lowest average score of 80.9. 
 
 

Further information and feedback 
 

Further information about the calculation methodology of indicators and quality notes can be found 
in the indicator specification documents and quality statements on the Indicator Portal 
https://indicators.ic.nhs.uk/webview/. 
 
If there are any other topics within the NHS Outcomes Framework that you find interesting, and 
would like further analysis of in a future publication, please contact us at: enquiries@hscic.gov.uk

https://indicators.ic.nhs.uk/webview/
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