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Executive Summary 
 
This summary provides information about the NHS Outcomes Framework (NHS OF) indicators 
which have been updated in the February 2016 release. Full details of the new time periods and 
breakdowns available for each indicator can be found in the appendix at the end of this report. 

The NHS OF is a set of indicators developed by the Department of Health to measure the health 
outcomes and health inequalities of adults and children in England. The indicators:  

 Provide a national overview of how well the NHS is performing 

 Provide an accountability mechanism between the Secretary of State for Health and NHS 
England 

 Improve quality throughout the NHS by encouraging a change in culture and behaviour 
focused on health outcomes not process 

The framework does not set out how outcomes should be delivered, it is for NHS England to 
determine how best to deliver improvements. 

The data used to calculate NHS OF indicators come from a variety of sources such as the Office 
for National Statistics (ONS) and the Department for Communities and Local Government 
(DCLG). When new source data become available, the indicators are updated and published by 
the Health and Social Care Information Centre (HSCIC) in quarterly releases. Each release 
includes a commentary report and revised data files for indicators with new source data.   

Data files for all indicators in the NHS OF can be found on our Indicator Portal at the link below. 
The files include national indicator values and other relevant disaggregations such as age and 
local authorities. The files contain both the latest data and historical data for time series 
analysis. The Indicator Portal also includes data quality statements and detailed background 
information for each of the indicators. All documents can be accessed from the bottom left of the 
portal website under NHS Outcomes Framework by selecting the domain and indicator of 
interest. 

HSCIC Indicator Portal: https://indicators.hscic.gov.uk 

A schedule of future updates to the framework can be found on the NHS OF web page:  
http://www.hscic.gov.uk/nhsof 
 

Queries and feedback about this publication  

 
The Health and Social Care Information Centre welcomes all queries and feedback relating to 
any aspect of this publication. In particular, we would welcome feedback about the usefulness of 
the information included in this commentary report, the ways in which the indicator data are 
used and how you think this publication could be improved. If you have any queries or feedback 
about this publication, please let us know using the following contact details. 
 
HSCIC website: http://www.hscic.gov.uk/haveyoursay   
Email: enquiries@hscic.gov.uk 
Telephone: 0300 303 5678 
Twitter: @hscic  
 

https://indicators.hscic.gov.uk/
http://www.hscic.gov.uk/nhsof
http://www.hscic.gov.uk/haveyoursay
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Updates in February release  

The February 2016 release includes both new and revised data points, the release of a new 
indicator and the release of new health inequality summary measures.   

The NHS OF summary dashboard is currently under development with the aim of making it 
more useful for users. The latest dashboard, available from the Indicator Portal, shows the latest 
published national-level values for all indicators, whether they are improving or deteriorating 
over time and short commentaries about trends in the time series. We would welcome all 
feedback on this new format, please email enquiries@hscic.gov.uk with any comments. 

The following indicator is published for the first time in February 2016. This indicator looks at 
tooth extractions in young patients:  

 3.7.ii Tooth extractions due to decay for children admitted as inpatients to hospital, aged 
10 years and under 

New health inequality summary measures have been added to the below indicator in this 
release; these are the Slope Index of Inequality (SII) and the Relative Index of Inequality (RII). 
SII measures how much average health scores vary between national deprivation deciles and 
RII measures how the level of health inequality (the SII) compares to the level of the indicator. 

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

The source data for the following indicator has been revised and as a result, the number of full-
term live births for 2012 has been updated from 640,787 to 640,763 in the indicator data file. 

 5.5 Admission of full-term babies to neonatal care 
 
The following indicators have new data points for deprivation breakdowns only: 
 

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

 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 

The remaining indicators listed below all have new national data points:  

 1b Life expectancy at 75 - i. Male ii. Female 

 1.6.ii. 5 year survival from all cancers in children 

 2.2 Employment of people with long-term conditions 

 2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive conditions 

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

 2.5.i Employment of people with mental illness 

 2.6.i Estimated diagnosis rate for people with dementia 

 3a Emergency admissions for acute conditions  

 3.2 Emergency admissions for children with lower respiratory tract infections 

 4.5 Women’s experience of maternity services 

 5.1 Deaths from venous thromboembolism (VTE) related events 

 

mailto:enquiries@hscic.gov.uk
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Notes on February release 

 
There are some important considerations to note about the indicators in this release. 

The deprivation quintiles previously presented for indicator 1b - Life expectancy have been 
replaced with deprivation deciles following feedback from users. The 2013 single year male and 
female values have also been updated from projected to actual figures for this indicator. ONS 
only publish the single year life expectancies every two years and in the interim year, projected 
figures are used in the indicator files in the absence of the observed data.  

Where possible, historic deprivation data in the NHS OF will be updated using the new Index of 
Multiple Deprivation (IMD) published in 2015. This affects a number of indicators in this release 
and further details can be found in the IMD 2015 Updates section of the Introduction chapter. 

Some regional and local authority population counts have been updated in this release and this 
has affected some indicator and denominator values. Please see the 2013 Population Updates 
sections in the Introduction chapter for further details. 
 
There were some cause of death coding changes in 2011 and 2014 and these have affected 
some of the numerator and indicator values for indicators updated in this release. Please see 
the Coding Changes section of the Introduction chapter for more details.  
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Key findings 

The following table provides a summary of the NHS OF indicators with new national data points in the February 2016 release.  
 
Figure 1: Key Findings February 2016 

 

Latest 

data 

available

Indicator 

value
Unit  Latest findings

2014 11.5
Normally improves by a small amount each year. Has improved by 1.8 per cent over the 

latest year and by 3.6 per cent over the last 5 years. 

2014 13.3
Normally improves by a small amount each year. Has improved by 1.5 per cent over the 

latest year and by 3.1 per cent over the last 5 years. 

Indicator value was decreasing between 2007/08 and 2011/12 but has fluctuated in more 

recent years.

Small increases over last two years, indicator value has increased by 3.7 per cent since 

first data point in 2011/12. 

4.5 Women’s experience of maternity services 2015 79.7
score out of 

100

Small increases over the last two years from 77.0 in 2010. Only three years data 

available for analysis.

Indicator has increased significantly in the majority of years in the time series. The first 

data point was 839.7 in 2003/04. 

3.2 Emergency admissions for children with lower 

respiratory tract infections
2014/15 382.2

per 100,000 

population

Indicator can fluctuate year on year but over the whole time series it has significantly 

increased by 22.5 per cent. The first data point was 311.9 in 2003/04. 

The gap has been generally decreasing since Q2 2011 when the indicator was at 43.1 

per cent.

2.6.i Estimated diagnosis rate for people with dementia 2014/15 61.4 %
Indicator value has increased by at least 1.6 percentage points each year. The year on 

year increase was larger than normal in 2014/15, a change of 8.9 percentage points. 

The indicator value tends to fluctuate by a small percentage between years but over the 

last ten years, the number has reduced significantly by 11.3 per cent. 

2.3.ii Unplanned hospitalisation for asthma, diabetes and 

epilepsy in under 19s
2014/15 326.4

per 100,000 

population

The indicator value can fluctuate between years by up to 10.7 per cent but over the last 

ten years, the number has reduced significantly by 8.0 per cent. 

Indicator generally increasing over time since 1990 although values fluctuate by year.

2.2 Employment of people with long-term conditions Jul-Sep 15 14.1 % gap
The gap was generally decreasing up to 2010 and has generally increased since then. 

Lowest value was 11.2 in Q1 2010. 

1.6.ii Five-year survival from all cancers in children 2014 80.9 %

2.3.i Unplanned hospitalisation for chronic ambulatory 

care sensitive conditions (all ages)
2014/15 807.4

per 100,000 

population

5.1 Deaths from VTE related events within 90 days post 

discharge from hospital
2014/15 67.8

per 100,000 

admissions

3.7.ii Tooth extractions due to decay for children admitted 

as inpatients to hospital, aged 10 years and under
2014/15 462.2

per 100,000 

population

3a Emergency admissions for acute conditions that should 

not usually require hospital admission
2014/15 1,277.1

per 100,000 

population

2.5.i Employment of people with mental illness Jul-Sep 15 36.0 % gap

Indicator title

1b.i Life expectancy at 75 - Males period 

expectations 

of life - years1b.ii Life expectancy at 75 - Females
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Introduction 

This commentary provides information about the NHS Outcomes Framework (NHS OF) and the 
indicators which have been updated in the February 2016 release.  

Report structure 

This Introduction chapter contains information about what is included in this report, background 
information about the framework and some important information about the data in this release. 

The Executive Summary section of this report gives a brief overview of the NHS OF and the new 
information that has become available in the present release.  

The Key Findings table summarises the new national indicator values updated in this release 
and a summary of the trends for each. The Commentary chapter expands on this and provides 
more detailed analysis on some of the updated indicators.  

This publication has an appendix which includes full details about the time periods and 
breakdowns added to the indicator data files in this release.  

Framework background 

The NHS Outcomes Framework (NHS OF) is a set of indicators which were developed by the 
Department of Health (DH) in December 2010, following publication of the Equity and 
Excellence: Liberating the NHS1 white paper, which outlined the Government’s intention to shift 
the NHS from a focus on process targets to a focus on measuring health outcomes.  

The indicators are selected by the DH in collaboration with stakeholders. For the very first 
framework, the government put forward a set of proposals in the public consultation 
Transparency in Outcomes – a framework for the NHS2. The consultation set out how an NHS 
Outcomes Framework might be developed and sought the views of those working in the NHS, 
Strategic Health Authorities, Primary Care Trusts, Local Authorities, patients and members of 
the public about how this might be achieved. The feedback from that consultation was used to 
create the first framework.  

The indicators included in the framework are reviewed annually to ensure that they continue to 
reflect the current landscape of the health and care system and the many challenges that the 
system faces. 

In autumn 2014, the DH ran a further consultation3 to determine how the NHS Outcomes 
Framework could be improved. It was recognised that since it was first published in 2010, there 
had been several developments in both the NHS and the wider health and social care system. 
These developments are reflected in the 2015/16 framework, which came into effect as of April 
2015. Further details about the 2015/16 framework can be found on the DH website at the link 
below: https://www.gov.uk/government/publications/nhs-outcomes-framework-2015-to-2016 

The 2016/17 NHS OF is due to be published shortly. 

                                            
1
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf 

2
 http://webarchive.nationalarchives.gov.uk/20130107105354/ 

3
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/ 

https://www.gov.uk/government/publications/nhs-outcomes-framework-2015-to-2016
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_122952.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/383102/What_we_heard_and_the_goverment_s_response_-_NEW_FINAL.pdf
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Once DH decide which indicators are to be included, they work with the HSCIC to develop a 
methodology and source the appropriate data sets. This process is currently managed through 
the Indicator Methodology and Assurance Service (IMAS) which was set up to strengthen 
confidence in health and social care indicators. The IMAS process involves completing a 
detailed application form which is reviewed by panels of experts against a set of criteria. Once 
the indicators are approved, they are published by the HSCIC in the appropriate quarterly 
release. Indicators are re-assessed at suitable intervals to ensure that they remain relevant and 
robust.  
 
For more details about this process please see the IMAS website at the below link: 
http://www.hscic.gov.uk/article/1674/Indicator-Assurance-Service 

Details about the types of people who use the NHS OF indicators can be found in our Users and 
Uses Statement on the NHS OF home page at the following link: http://www.hscic.gov.uk/nhsof 
 

Framework structure 

 
The framework is structured around the outcome domains shown below, which set out the high-
level national objectives for the NHS. The key focus is around improving health outcomes and 
reducing health inequalities.  
 
Domain 1 - Preventing people from dying prematurely  
This domain captures how successful the NHS is in reducing the number of avoidable deaths.  
 
Domain 2 - Enhancing quality of life for people with long-term conditions  
This domain captures how successfully the NHS is supporting people with long-term conditions 
to live as normal a life as possible.  
 
Domain 3 - Helping people to recover from episodes of ill health or following injury  
This domain captures how people recover from ill health or injury and wherever possible how it 
can be prevented.  
 
Domain 4 - Ensuring that people have a positive experience of care  
This domain looks at the importance of providing a positive experience of care for patients, 
service users and carers.  
 
Domain 5 - Treating and caring for people in a safe environment and protecting them 
from avoidable harm  
This domain explores patient safety and its importance in terms of quality of care to deliver 
better health outcomes. 
  

http://www.hscic.gov.uk/article/1674/Indicator-Assurance-Service
http://www.hscic.gov.uk/nhsof
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Notes on February release 

 
There are some important considerations to note about the data and commentary in this release 
and this section outlines the key points. More detail on data quality can be found in the data 
quality statements on our indicator portal: https://indicators.hscic.gov.uk 
 

2013 Lower super output area (LSOA) population updates 

An error was found in the first release of the Office for National Statistics (ONS) 2013 mid-year 
population estimates (MYPE) and these data are used extensively in the NHS OF. The error 
was due to individuals being included within the wrong geographical area and therefore it 
affected regional, local authority and lower super output area (LSOA) estimates but did not 
affect national estimates. Further details about this error can be found at the link below: 
http://www.ons.gov.uk/ons/guide-method/method-quality/quality/quality-
information/population/quality-and-methodology-information-for-annual-mid-year-population-
estimates.pdf 

Where the incorrect MYPEs have been used in NHS OF indicators, all affected figures will be 
updated using the revised data files published by ONS. This will be done in stages; the 2013 
figures will be updated at the same time as the next data period is released for each indicator.  

In this release, corrected 2013 LSOA population figures from ONS have been used to calculate 
the 2013 deprivation breakdowns for indicators : 

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

 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 

 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 

 3.2 Emergency admissions for children with lower respiratory tract infections 

New Index of Multiple Deprivation (IMD) data were also used to calculate the 2013 deprivation 
figures. The overall effect of both of these changes on the indicator data files is discussed in the 
IMD 2015 Updates section.  

2013 Local authority and regional population updates 

The corrected 2013 local authority and regional MYPE released by ONS have also been used to 
update figures in this release. These data have been used to revise the HSCIC 2013/14 local 
authority and regional breakdowns for the following indicators: 

 2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive conditions 

 3a Emergency admissions for acute conditions  

The scale of these changes is discussed in the following pages. 

 

https://indicators.hscic.gov.uk/
http://www.ons.gov.uk/ons/guide-method/method-quality/quality/quality-information/population/quality-and-methodology-information-for-annual-mid-year-population-estimates.pdf
http://www.ons.gov.uk/ons/guide-method/method-quality/quality/quality-information/population/quality-and-methodology-information-for-annual-mid-year-population-estimates.pdf
http://www.ons.gov.uk/ons/guide-method/method-quality/quality/quality-information/population/quality-and-methodology-information-for-annual-mid-year-population-estimates.pdf
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Figure 2 summarises the changes to the 2013/14 denominator values for the indicators noted 
above. The denominators are the same for both of these indicators and therefore the changes 
are the same for both indicators. 

The table shows that 105 values were revised in each data file and the scale of change relative 
to the size of the denominators is small. The greatest change was for Forest Heath council and 
the 2,100 individuals represent only 3 per cent of the previous figure. 

Figure 2: Extent of changes to HSCIC 2013/14 denominator values for indicators 2.3.i and 3a 

Breakdown Number of values 
revised 

Extent of change 

Lower tier local 
authority 

60 -2,100 to +500 

Upper tier local 
authority 

30 -1,400 to +900 

Region 15 -300 to +200 

Sources: February 2015 indicator data files, February 2016 indicator data files 

Figure 3 summarises the changes to the 2013/14 indicator values for the indicators noted 
above. The table shows the revised MYPEs had very little effect on the indicator values for the 
two indicators affected. The largest change of +12.5 is for Forest Heath council in indicator 3a. 
This equates to only a 1.2 per cent change from the previous indicator value. The population 
changes had no effect on region level indicator values.  

Figure 3: Extent of changes to HSCIC 2013/14 indicator values for indicators 2.3.i and 3a 

Indicator Breakdown Number of 
values revised 

Extent of 
change 

2.3.i Unplanned hospitalisation for 
chronic ambulatory care sensitive 
conditions 

Lower tier local 
authority 

Upper tier local 
authority 

47 

 
12 

 -0.9 to +6.8 

  
-0.2 to +0.3 

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

Lower tier local 
authority 

Upper tier local 
authority 

60 

 
25 

-2.1 to +12.5 

 
 -0.4 to +0.7 

Sources: February 2015 indicator data files, February 2016 indicator data files 
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Index of Multiple Deprivation (IMD) 2015 updates 

Many of the deprivation breakdowns in the NHS OF are calculated by the HSCIC using Index of 
Multiple Deprivation (IMD) data4 from the Department of Communities and Local Government 
(DCLG). The indices of deprivation are based on 37 separate indicators and these are combined 
to calculate a single index of multiple deprivation score for each LSOA in England.  

The IMD data are usually refreshed every three years. The HSCIC update the indicator data 
each time a new IMD version is released, applying the latest IMD to all years of indicator data to 
ensure a consistent time series. New IMD data was released in 2015 and this has been used to 
revise the deprivation figures for all years for the following indicators as part of the February 
2016 NHS OF release: 

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

 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 

 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 

 3.2 Emergency admissions for children with lower respiratory tract infections 

This has affected the counts of people within deciles but not the overall yearly totals. Almost all 
of the deprivation decile figures from the key columns have now changed; there have been 
changes to numerators, denominators, indicator values and confidence intervals. A summary of 
the changes can be found in the following tables. Information about confidence interval columns 
are not included in these tables because although many values have changed, the patterns of 
change are the same as those shown for the indicator columns. 

These changes do not affect the comparability of the deprivation data over time since all years 
have been updated using the same methodology. However, the latest data points should not be 
compared to older data points taken from earlier versions of the data files as these were 
calculated using different IMD scores which are not comparable to figures calculated using  IMD 
2015 scores.  

The following tables look at the percentages of deprivation records that have changed and by 
how much, for each of the three main columns in each of the respective data files. There were 
both positive and negative changes in equal proportions so to simplify the tables, the findings 
are based on the absolute value of change, i.e. they show the size but not the direction. The 
analysis takes account of data for all years available in the data files since all years have been 
updated using the new IMD 2015 scores.  

The changes for indicator 1a.i are summarised in figure 4. 

 

 

 

                                            
4 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015 

 

https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015
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Figure 4: Potential years of life lost (PYLL) from causes considered amenable to healthcare for 
adults (NHS Outcomes Framework Indicator 1a.i)                                               

Changes to deprivation records as a result of revising data with IMD 2015 

Indicator Percentage of records 
Indicator 
column 

Years lost 
column 

Population 
column 

1a.i 

        

With no changes 0  0  0  

With changes of <= 2% 64  65  95  

With changes of > 2% 36  35  5  

        

Sources: November 2015 indicator data file, February 2016 indicator data file 
 

All deprivation figures in the three main columns have been updated in the February 2016 
release. The indicator and years lost columns were affected in a similar way with 64 per cent 
and 65 per cent of records changing by 2 per cent or less respectively. The remainder of the 
changes for these columns were greater than 2 per cent but not more than 8 per cent. Almost all 
changes to the denominators were small, with 95 per cent of values changing by 2 per cent or 
less. Figure 5 shows the changes for the mortality indicators 1.1 to 1.4. 
 
Figure 5: Under 75 mortality from cardiovascular disease, respiratory disease, liver disease and 
cancer (NHS Outcomes Framework Indicators 1.1 to 1.4) 
Changes to deprivation records as a result of revising data with IMD 2015 

 
Sources: November 2015 indicator data files, February 2016 indicator data files 

Almost all deprivation figures in the three main columns have been updated in the February 
2016 release.  

The denominators are the same for all of these indicators and for 94 per cent of these records, 
the changes were very small (2 per cent or less). 

The indicator columns were all affected in similar ways to the numerator columns. For indicators 
1.1 and 1.4, the majority of changes were very small with maximum changes of 13 and 7 per 

Indicator Percentage of records
Indicator 

column

Numerator 

column

Denominator 

column

With no changes 3 1 0

With changes of <= 2% 59 55 94

With changes of > 2% 39 44 6

With no changes 5 1 0

With changes of <= 2% 35 37 94

With changes of > 2% 61 61 6

With no changes 3 1 0

With changes of <= 2% 34 39 94

With changes of > 2% 63 60 6

With no changes 3 1 0

With changes of <= 2% 74 69 94

With changes of > 2% 23 30 6

1.1

1.2

1.3

1.4
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cent respectively. For indicators 1.2 and 1.3, the majority of changes were more substantial 
(greater than 2 per cent), with maximum changes of 12 and 15 per cent respectively. 

Figure 6 shows the same summary of changes for the emergency admissions indicators. 

Figure 6: Emergency admissions (NHS Outcomes Framework Indicators 2.3.i, 2.3.ii, 3a and 3.2) 
Changes to deprivation records as a result of revising data with IMD 2015 

 
Sources: November 2015 indicator data files, February 2016 indicator data files 
 

Almost all deprivation figures in the three main columns have been updated in the February 
2016 release.  

The vast majority of population column values (between 96 and 98 per cent) have seen very 
small changes of 2 per cent or less. 

For indicators 2.3.i and 3a, the vast majority (80 per cent or more) of indicator and observed 
value changes were very small (2 per cent or less). The maximum change for any value within 
these columns or indicators was 4 per cent. 

For indicators 2.3.ii and 3.2, between 60 and 65 per cent of the indicator and observed value 
changes were very small (2 per cent or less). The maximum change for any value within these 
columns or indicators was slightly higher at 8 per cent. 

Coding Changes 

There have been some changes to the source data used in the following indicators which may 
affect the time series for the deprivation breakdowns presented in this report: 

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

 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 

Indicator Percentage of records
Indicator 

column

Observed 

column

Population 

column

With no changes 1 0 2

With changes of <= 2% 83 80 96

With changes of > 2% 16 20 2

With no changes 1 0 0

With changes of <= 2% 62 60 98

With changes of > 2% 37 40 2

With no changes 0 0 2

With changes of <= 2% 86 99 96

With changes of > 2% 14 1 2

With no changes 0 0 0

With changes of <= 2% 62 65 98

With changes of > 2% 38 35 2

2.3.i

2.3.ii

3a

3.2
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Death registration data are sourced from ONS who receive death registrations electronically and 
then allocate ICD-10 codes to each record to represent the cause of death for use in reporting 
and analysis. ICD-10 is the tenth revision of an internationally used coding system managed by 
the World Health Organization (WHO). It contains codes for diseases, signs and symptoms, 
which are grouped into 'chapters' of similar conditions. 

Indicators 1a.i, 1.1, 1.2, 1.3 and 1.4 are all based on counts of individuals who died from 
particular causes and the relevant individuals are identified by selecting records with particular 
ICD-10 codes. 

ONS occasionally make updates to the way cause of death is coded. This means that some 
circumstances are allocated to a different ICD-10 code and this can change the number and 
characteristics of the people that are selected by the HSCIC code lists. ONS have made coding 
changes in January 2011 and January 2014.  

ONS have carried out studies of the coding changes on small samples of records and at chapter 
level only. Some of these analyses can be used to make inferences about the HSCIC figures 
when the lists of codes used by the HSCIC relate to the whole of an ICD-10 chapter.  

For indicator 1.1, ONS estimate that there was a 5.0 per cent decrease in deaths coded to 
cardiovascular diseases as a result of the 2011 changes and a further 0.7 per cent decrease as 
a result of the 2014 changes.  

For indicator 1.2, ONS estimate that there was a 2.0 per cent increase decrease in deaths 
coded to respiratory diseases as a result of the 2011 changes and a decrease of 2.5 per cent as 
a result of the 2014 changes.  

For indicators 1a.i, 1.3 and 1.4 the coding lists do not focus on a specific chapter so it is more 
difficult to infer how these figures might have changed from the ONS coding studies. We have 
looked at the national indicator values over time for these indicators to investigate whether there 
are any unusual changes in the same years as the methodology changes.  

For 1a.i and 1.3 there are no unusual changes in either 2011 or 2014 and therefore it is unlikely 
that these indicators have been substantially affected by the coding changes. For indicator 1.4, 
the year on year change in 2011 was slightly smaller than in all of the previous years and 
therefore it is likely that this has been influenced by the ONS coding change. The 2014 year on 
year change for this indicator was similar to other years and therefore it is unlikely that the 2014 
ONS changes had an impact. 

Users are advised to bear the coding changes in mind when comparing annual figures across 
the years of change. 

For more information on the 2011 changes, please see the full ONS report: 
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 
 
For more information on the 2014 changes, please see the full ONS report: 
http://www.ons.gov.uk/ons/dcp171778_373602.pdf 

 

 

 

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
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
http://www.ons.gov.uk/ons/dcp171778_373602.pdf
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Commentary  
 
The following sections provide more detailed commentary on some of the indicators updated in 
this release. The following indicators are included:  

 1a.i Potential Years of Life Lost (PYLL) from causes amenable to healthcare -  Adults 

 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 

 1b Life Expectancy at age 75 

 1.6.ii. 5 year survival from all cancers in children 

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

 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 (LRTI) 

 3.7.ii Tooth extractions due to decay in children admitted as inpatients to hospital, aged 10 
years and under 

 4.5 Women’s experience of maternity services 

 5.1 Deaths from VTE related events within 90 days post discharge from hospital 

 

Domain 1 - Overview 

Domain 1 of the framework focusses on preventing people from dying prematurely. The 
indicators in this area monitor how successful the NHS has been in achieving this objective and 
look at different areas which may have contributed to progress.  

This area is important because the rates of premature death in England are worse than those in 
many other European countries for diseases like cancer, heart and liver disease5 and also 
because there are significant inequalities between different communities and groups within 
England for both overall life expectancy and the quality of health people can expect towards the 
end of their life5.   

Some of the indicators in this area relate to all types of the diseases and other indicators relate 
to just the diseases considered amenable to healthcare. 'Amenable' in this context relates to 
premature deaths that should not occur in most cases in the presence of timely and effective 
healthcare. The list of causes used to calculate the Potential Years of Life Lost (PYLL) indicators 
and the age groups they are applied to, can be found in the specification document for this 
indicator. 

                                            
5
 https://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-1/ 

https://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-1/
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The NHS can contribute to improving outcomes for people with both amenable and non-
amenable diseases, and therefore to improvements in all of the domain 1 indicators. However, 
the relative contributions of healthcare, prevention activity and other external factors in 
delivering improvements to health outcomes are difficult to disentangle. The types of activities 
that can contribute are discussed below. 

Healthcare contribution 

The NHS contributes to improvements in domain 1 indicators through prompt diagnosis and 
effective management of conditions and treatments. They can help to prevent or slow the 
process of chronic conditions and encourage healthy behaviours and uptake of screening or 
vaccination. 

Public health and social care contribution 

Prevention, early identification and management of risk factors including cholesterol, blood 
pressure, diabetes, chronic kidney disease and transient ischemic attack interventions can affect 
domain 1 indicators. Smoking, lack of physical activity, diet, salt and alcohol consumption, 
obesity, vaccination rates and the quality of care people receive will also have an influence.   

Other contributions 

The predominant external driver of outcomes in domain 1 is the incidence of the diseases 
themselves and incidence is greatly affected by demographic and environmental effects. For this 
reason, it is important to consider the impact of factors external to healthcare, public health and 
social care organisations when reviewing the progress of these indicators. 

The World Health Organisation state that:  

Many factors combine together to affect the health of individuals and communities. Whether 
people are healthy or not, is determined by their circumstances and environment. To a large 
extent, factors such as where we live, the state of our environment, genetics, our income and 
education level, and our relationships with friends and family all have considerable impacts on 
health.  

The NHS has a responsibility to work with public health and social care services to improve 
outcomes for current patients by improving health behaviours, but it must be recognised that the 
full benefit of many such interventions will not be apparent in mortality data for many years or 
even decades. 

The statistical test used to describe changes in this section is the overlap of confidence 
intervals. Where confidence intervals overlap, differences are categorised as statistically similar 
and where there is no overlap, differences are categorised as significantly different. Confidence 
intervals are not currently available for all indicators. 

 

Domain 1 - Deprivation data updates 

There are five indicators from domain 1 (1a.i, 1.1, 1.2, 1.3 and 1.4) which have been updated 
with new deprivation data for 2014 and revised deprivation data for all historic values. The 
historic data have been revised due to the release of new Index of Multiple Deprivation (IMD) 
data, which are used in the calculation of deprivation deciles. Please see the IMD 2015 updates 
section for further details on these changes. The following commentary is based on the new and 
revised values only.   
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Indicator 1a.i - PYLL rates from causes amenable to healthcare - Adults  

Indicator 1a.i is an overarching indicator in domain 1 which measures the potential years of life 
lost (PYLL) from causes considered amenable to healthcare for adults and is expressed as a 
rate per 100,000 population. This indicator allows the Secretary of State to review how 
successful the NHS has been in preventing people from dying prematurely from amenable 
causes. 

PYLL rates estimate the average years a person would have lived if he or she had not died 
prematurely. For example if a person’s life expectancy is 75 but they die at 55 due to a 
cardiovascular disease then this person would have lost 20 years of life. The rate is a measure 
of premature mortality and is commonly used as an alternative to mortality rates. When 
comparing PYLL and mortality rates the difference is that the PYLL rate gives more weight to 
deaths that occur among younger people which could inform research.  

Figure 7 looks at the relationship between PYLL rates and the new deprivation data included in 
this release. The bars show the PYLL rate for people in the given decile, decile 1 is the most 
deprived decile and decile 10 is the least deprived.  

Figure 7:  Potential years of life lost (PYLL) from causes amenable to healthcare - Adults (NHS 
Outcomes Framework Indicator 1a.i)  
Directly age standardised PYLL rate per 100,000 population by deprivation decile, 2014. 

 

The chart shows that as the deprivation level increases (from decile 10 to decile 1), so does the 
PYLL rate. There is a statistically significant difference between the most and least deprived 
deciles, from 5,092.5 to 1,763.4 years of life lost per 100,000 people respectively. This means 
there were almost 3 times more years lost per 100,000 people from the most deprived group 
compared to the least deprived group in 2014. Similar patterns can also be seen when looking 
at the relationship between deprivation deciles and mortality indicators 1.1 to 1.4.  
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Figure 8 plots the PYLL rates over time for the most and least deprived deciles. 

Figure 8:  Potential years of life lost (PYLL) from causes amenable to healthcare - Adults (NHS 
Outcomes Framework Indicator 1a.i)  
Directly age standardised PYLL rate per 100,000 population for the national, most deprived and least 
deprived indicator values by year, 2009 to 2014. 

 

There are large significant differences between the PYLL rates of people in the most and least 
deprived deciles for all years of the time series.  

For people from the most deprived decile, the rate appears to have been decreasing between 
2009 and 2013, but for the first time in 2014, it appears to have increased from 4,899.9 to 
5,092.5 years lost per 100,000 people. This change is statisically similar, therefore further years' 
data will be needed before the direction of change can be confirmed.  

A similar pattern can be seen for the 2014 national figure. The national PYLL rate increased 
from 2,809.0 to 2,816.8 years of life lost and this was also a statistically similar change. 

Life expectancy data are used to calculate PYLL rates and therefore changes to life expectancy 
can affect the PYLL rates. For example, if the number and distribution of deaths from amenable 
causes remained constant but general population life expectancy increased, PYLL would 
increase. Comparing the 2013 and 2014 life expectancies from the 2014-based ONS period life 
tables6, life expectancies have increased for all ages and both genders between age zero and 
100 and this is likely to have influenced the increase in PYLL rates in 2014. There were also 
changes to the cause of death coding methodology in 2014 which could have influenced the 
2014 changes. Further details about this are included in the Coding Changes section of the 
Introduction chapter.  

                                            
6
 http://www.ons.gov.uk/ons/rel/lifetables/past-and-projected-data-from-the-period-and-cohort-life-tables/2014-

based/rft-a4-1.xls  

http://www.ons.gov.uk/ons/rel/lifetables/past-and-projected-data-from-the-period-and-cohort-life-tables/2014-based/rft-a4-1.xls
http://www.ons.gov.uk/ons/rel/lifetables/past-and-projected-data-from-the-period-and-cohort-life-tables/2014-based/rft-a4-1.xls
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-394848
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-394848
http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-394848


NHS Outcomes Framework: February 2016 Quarterly Publication 

20  Copyright © 2016, Health and Social Care Information Centre. All rights reserved. 
 

Indicators 1.1 to 1.4 - Mortality rates from major causes of death  

Indicators 1.1 to 1.4 show the under 75 mortality rates from the major causes of death. These 
are cardiovascular disease, respiratory disease, liver disease and cancer.  

For adults, cardiovascular disease (indicator 1.1), respiratory disease (indicator 1.2) and cancer 
(indicator 1.4) account for around 90 per cent of the disease burden amenable to healthcare and 
trends in these indicators therefore provide an initial analysis of what might have caused 
changes to the domain 1 overarching indicators, 1a.i and 1a.ii. 

However, not all deaths from these diseases are considered amenable to healthcare. It is 
estimated that 77 per cent of cardiovascular disease, 27 per cent of respiratory disease and 23 
per cent of cancer deaths are considered amenable7. Only 2 per cent of deaths from liver 
disease (indicator 1.3) are considered amenable.  

These mortality indicators include deaths from all types of the diseases, regardless of whether 
they are amenable or not. All types are included because the NHS can contribute to reducing 
deaths from amenable and non-amenable causes. 

The codes used to select deaths from the mortality database can be found in the domain 1 
specification document on the HSCIC Indicator Portal. 

The deprivation breakdowns for these indicators have been updated in this release. All other 
breakdowns for these indicators were updated in the November 2015 release and further details 
on national, age, gender and geographical trends can be found in the November NHS OF 
report.  

 

  

                                            
7
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385751/NHS_Outcomes_Tech_Appendix.pdf 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385751/NHS_Outcomes_Tech_Appendix.pdf


NHS Outcomes Framework: February 2016 Quarterly Publication 

 
Copyright © 2016, Health and Social Care Information Centre. All rights reserved.  21 
 

The following chart looks at the trends in mortality rates over time for the most deprived 10 per 
cent of people in England.  

Figure 9: Under 75 mortality from cardiovascular disease, respiratory disease, liver disease and 
cancer (NHS Outcomes Framework Indicators 1.1 to 1.4) 
Directly age and sex standardised mortality rates per 100,000 population for people in the most deprived 
decile by indicator, 2009 to 2014. 

 

 

For the most deprived 10 per cent of people in England, there have been statistically significant 
decreases in mortality rates for cardiovascular disease and cancer between 2009 and 2014. The 
indicator values have decreased by 16.8 and 5.5 per cent respectively over this time frame.  

There were cause of death coding changes in 2011. This could explain the dip in cardiovascular 
mortality between 2010 and 2011 and also account for some of the 16.8 per cent decrease over 
the time series. ONS estimate that there was a 5.0 per cent decrease in deaths coded to 
cardiovascular diseases as a result of the 2011 changes and this is likely to have affected the 
national indicator value to a similar extent. 

Mortality rates for respiratory disease and liver disease have not significantly changed over the 
time series for the most deprived group. The liver disease mortality rate is the only rate which 
appears to have increased between 2013 and 2014. This change is not statistically significant 
and could be related to the cause of death coding changes which took effect in 2014. 

The trends over time for the most deprived decile are very similar in shape to those for the 
national indicator values.  
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The next chart shows the same figures for the least deprived decile. 

Figure 10: Under 75 mortality from cardiovascular disease, respiratory disease, liver disease and 
cancer (NHS Outcomes Framework Indicators 1.1 to 1.4) 
Directly age and sex standardised mortality rates per 100,000 population for people in the least deprived 
decile by indicator, 2009 to 2014. 

 

The trends over time for the least deprived decile are very similar in shape to those for the 
national and most deprived decile values, although the mortality rates for each disease are 
much lower in this chart compared to the previous chart. For cancer in 2014 for example, figure 
9 shows the mortality rate for the most deprived decile was 207.0 deaths per 100,000 population 
and this is almost twice the value shown for the least deprived decile (104.0) in figure 10.  

Respiratory and liver disease have the biggest disparities in mortality rates between these  
deciles. The rates for the most deprived decile were 5.8 and 4.6 times higher respectively than 
the rates for the least deprived in 2014.  

Over the time series, there were significant decreases for the least deprived decile in 
cardiovascular (21.8 per cent) and cancer (9.1 per cent) mortality rates. Mortality rates for 
respiratory disease and liver disease have not significantly changed over the time series for the 
least deprived group. 
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Although the shape of the trends are similar for the national, most deprived and least deprived 
indicator values, the rates of change over time are quite different. The following chart looks at 
the percentage change in mortality rates between 2009 and 2014. 

Figure 11: Under 75 mortality from cardiovascular disease, respiratory disease, liver disease and 
cancer (NHS Outcomes Framework Indicators 1.1 to 1.4) 
Percentage change in mortality rates for the national, most deprived decile and least deprived decile by 
indicator, between 2009 and 2014. 

 

The chart shows how the pace of change differs between the national, most deprived and least 
deprived indicator values.  

At a national level, mortality rates for cardiovascular disease, respiratory disease and cancer 
have been falling between 2009 and 2014. The chart shows that the equivalent rates for the 
most deprived decile have fallen over the period but at a slower pace than the national figures. 
Conversely, the rates for the least deprived decile have fallen at a faster pace than the national 
figures for these indicators.  

The biggest difference in rate of change was for respiratory disease. While the mortality rate for 
the least deprived decile fell by 12.4 per cent between 2009 and 2014, there was no change at 
all in the rate for the most deprived decile over this period. This is the reason why no grey bar 
appears on the graph for this group. 
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Indicator 1b - Life Expectancy at age 75 

Indicator 1b is an overarching indicator for domain 1. Only a small number of conditions are 
considered amenable above the age of 75. This is largely because of the difficulty in determining  
the cause of death in people aged 75 and over when people often suffer from a number of 
conditions which may have contributed to their death. However, many deaths at age 75 and 
over can still be considered premature. In order to address concerns that the framework 
neglects premature or avoidable deaths in older people, life expectancy at age 75 is presented 
as a complementary indicator to amenable mortality (indicator 1a.i and 1a.ii) and neonatal 
mortality and stillbirths (indicator 1c).   

This indicator has two data sources:  

 The ONS England period life expectancy table 

 The ONS England interim life tables 

Both of these data sources are designated as National Statistics. 

The ONS England period life expectancy table is used to provide single year estimates at 
national level only. For both males and females, the single year estimates normally improve by a 
small amount each year. For males, it has improved by 1.8 per cent over the latest year and by 
3.6 per cent over the last 5 years. For females, it has improved by 1.5 per cent over the latest 
year and by 3.1 per cent over the last 5 years.  Confidence intervals are currently unavailable for 
these estimates, therefore it is not possible to test the statistical significance of this change. 

The ONS England interim life tables are used to provide life expectancies for 3 year periods at 
national level and by local authority, region and deprivation decile. Confidence intervals are 
available for these estimates so significance testing can be carried out.  
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Figure 13 compares life expectancies at age 75 for males and females: 

Figure 13: Life expectancy at 75 (NHS Outcomes Framework Indicator 1b)  
Life expectancy at 75 by 3 year period and gender, 2003-05 to 2012-14 

 

Male life expectancy at age 75 has risen significantly between most of the sequential 3 year 
periods in the time series. Between 2011-13 and 2012-14, the life expectancy for males aged 75 
rose significantly from 11.5 years to 11.6 years (an increase of 0.9 per cent). Over a 10 year 
period between 2003-05 and 2012-14 there was also a significant increase from 10.1 years to 
11.6 years (an increase of 14.9 per cent).  

Female life expectancy at age 75 has also risen over the 10 year period 2003-05 to 2012-14, 
although by a smaller rate than for males, increasing significantly from 12.0 years to 13.3 years 
(an increase of 10.8 per cent) over the period. This smaller rate of increase has meant the gap 
between males and females has decreased over the whole time series from 2.6 years in 1991-
93 to 1.7 years in 2012-14 (a decrease of 34.6 per cent). 
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Indicator 1.6.ii - 5 year survival from all cancers in children  

This indicator is an improvement area in domain 1 of the framework and has been included to 
capture the success of the NHS in preventing children (aged 0 to 14) dying of cancer once they 
have been diagnosed with the condition. The indicator value shows the percentage of children 
diagnosed with any type of cancer in a year who are still alive 5 years after diagnosis. 

The following chart shows the indicator values and their confidence intervals over the last 
decade. More data can be found in the indicator data file but for clarity only 10 years have been 
included in the graph.  

Figure 14: 5 year survival from all cancers in children (NHS Outcomes Framework Indicator 1.6ii) 
Percentage of children still alive 5 years after being diagnosed with cancer, 2000 to 2009. 

 

There were 1,270 children diagnosed with cancer in 2009 and of these 80.9 per cent were still 
alive 5 years later in 2014. The graph shows that the indicator value has generally increased 
over time although values fluctuate by year. The yearly changes are small and statistically 
similar but over the whole time series between 1990 and 2009, the survival rate has grown from 
67.0 to 80.9 per cent which is a significant change. 
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Domain 2 - Overview 

Domain 2 of the NHS Outcomes Framework seeks to capture how successfully the NHS is 
supporting people with long-term conditions to live as normal a life as possible. A long-term 
condition is any condition that cannot, at present, be cured but can be controlled by medication 
and/or therapy. This includes any condition that people live with over a period of time whether it 
is a physical or mental condition, or is associated with a disability.  

NHS England estimates that 15.4 million people in England (over a quarter of the population) 
have a long-term condition, and an increasing number of these have multiple conditions. The 
number of people with three or more long-term conditions is expected to increase from 1.9 
million in 2008 to 2.9 million in 2018. People with long-term conditions use a significant 
proportion of health care services (50 per cent) of all GP appointments and 70 per cent of days 
spent in hospital beds), and their care accounts for 70 per cent of hospital and primary care 
budgets in England8.  

The NHS supports people with long-term conditions to be as independent and healthy as 
possible by helping them to get the skills to manage their own health, agreeing care plans that 
are based on their personal needs and making sure their care is well coordinated. 

The statistical test used to describe changes in this section is the overlap of confidence 
intervals. Where confidence intervals overlap, differences are categorised as statistically similar 
and where there is no overlap, differences are categorised as significantly different. Confidence 
intervals are not currently available for all indicators. 

 

Indicator 2 - Health-related quality of life for people with long-term conditions - 
Health inequality data (area deprivation) 

 
Indicator 2 measures the health-related quality of life for people who identify themselves as 
having a long-term condition. This indicator allows the Secretary of State for Health to monitor 
whether health-related quality of life is improving over time for this group of people. New data 
covering the period July 2014 to March 2015 was published in November 2015 and in February 
2016 we publish, for the first time, summary measures describing the extent of health inequality 
relating to area deprivation in the context of this indicator. 
 
In order to monitor the extent of health inequalities the Department of Health proposed to 
introduce summary health inequality measures in a number of indicators contained in the NHS 
Outcomes Framework9. The release of the summary health inequality measures for indicator 2 
represents the first time such summary measures have been released in the NHS Outcomes 
Framework. 
 
The relationship between area deprivation (measured using the Index of Multiple Deprivation10 
[IMD]) and average health-related quality of life for people with long-term conditions is 
approximately linear, i.e. it’s possible to draw a straight line through the data points when we 
plot deprivation against average score. In the following chart deprivation is plotted as the 

                                            
8
 http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-2/  

9
 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/417897/Indicators_acc.pdf  

10
 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015  

http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-2/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/417897/Indicators_acc.pdf
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015
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cumulative proportion of the population at the mid-point of each deprivation decile, see domain 2 
specification document for more information. 
 
Figure 15: Health-related quality of life for people with long-term conditions (NHS Outcomes 
Framework Indicator 2)  
Slope index of inequality (SII) for average health-related quality of life score (indicator value) by relative 
rank of deprivation, 2014/15. 

 

 
 
From the chart above you can see that those living in areas with high deprivation score a lower 
average health-related quality of life than those living in less deprived areas. When a straight 
line is drawn through the data points it passes close to all data points and there is no significant 
pattern in the data points deviating from the straight line. 
 
A commonly used method of measuring the extent of inequality in such cases is the slope index 
of inequality (SII), which is a measure of the social gradient in health-related quality of life, i.e. 
how much this varies with deprivation. It takes account of health inequalities across the range of 
deprivation deciles and summarises this in a single number. This represents the range in health- 
related quality of life across the social gradient from most to least deprived, based on a 
statistical analysis of the relationship between health-related quality of life and deprivation 
across all deprivation deciles. 
 
The SII is the gradient of the slope, i.e. in the chart above the slope line intercepts the y-axis at 
0.670 and rises to 0.820 at minimum deprivation, the SII is the difference between these values, 
i.e. 0.150. An SII value of 0.150 shows that the range in average health-related quality of life 
score for those with a long term condition across the social gradient from most to least deprived 
is 0.150. Reducing the SII value is desirable, a value of zero indicates equality.  
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The SII measures the absolute extent of difference in health-related quality of life for those with 
long-term conditions between the most and least deprived deciles and is related to the mean 
health score of the population. For example, if health scores for all deprivations deciles 
increased by 10 per cent, then the SII would increase by 10 per cent, i.e. the absolute difference 
between the most and least deprived decile has widened. 

The Relative Index of Inequality (RII) provides a different perspective on the level of health 
inequality by considering how the level of health inequality compares with the overall level of the 
indicator.  

In the example above, where all values increase by 10 per cent, the RII would remain constant, 
indicating that while the absolute extent of inequality has increased, the relative inequality is 
stable. 

An increase in the RII value indicates that the extent of the inequality is increasing as a 
proportion of the overall indicator value. A reduction of the RII over time is therefore desirable. 

 
The calculation of the SII and RII is performed using the inequalities calculation tool supplied by 
Public Health England (PHE)11. Further details on the construction of the indicator are available 
in the specification document which accompanies the data file. 

The SII and RII both showed an apparent reduction between 2011/12 and 2012/13 but have 
remained stable since then. 
 
Figure 16: Health-related quality of life for people with long-term conditions (NHS Outcomes 
Framework Indicator 2)  
SII and RII, 2011/12 to 2014/15 

 

 
 
The error bars represent 95 per cent confidence intervals; it can be seen that the confidence 
intervals are wide so it is important to interpret changes with caution, i.e. the apparent reduction 
observed is within the bounds of the confidence interval so is not considered statistically 
significant. Work is underway to review the confidence interval calculation methodology and an 
update may be made in the future. 
 
  
 
  

                                            
11

 http://www.apho.org.uk/resource/item.aspx?RID=132634  

http://www.apho.org.uk/resource/item.aspx?RID=132634
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Indicators 2.3.i and 2.3.ii - Unplanned hospitalisation for chronic ambulatory care 
sensitive conditions and for asthma, diabetes, epilepsy in under 19s  

Indicators 2.3.i and 2.3.ii look at rates of unplanned hospitalisation as part of the improvement 
area “reducing time spent in hospital by people with long-term conditions”. An unplanned 
hospitalisation is a type of hospital admission that is unpredictable and at short notice because 
of a clinical need.   

Ambulatory Care Sensitive (ACS) conditions covered in indicator 2.3.i are those where effective 
community care and case-management can help prevent the need for hospital admission. ACS 
conditions accounted for 8 per cent of all emergency admissions in 2014/15.  

Providing effective ambulatory care for these conditions will lead to better patient care and case 
management, and a reduction in avoidable emergency admissions, which are costly and expose 
patients to otherwise avoidable clinical risks such as health care acquired infections.  

Indicator 2.3.ii focuses on insulin-dependent diabetes, asthma and epilepsy for young people 
under the age of 19. These conditions were selected due to the volume of admissions they are 
associated with. Of the unplanned admissions included in indicator 2.3.i for those aged under 
19, 97 per cent were for 1 of these 3 conditions in 2014/15. 
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Overall, both indicators have seen significant falls in the unplanned hospitalisation rate in the 
past 10 years, although the rates have fluctuated year on year. Between the latest time periods, 
2013/14 and 2014/15, both rates saw small but significant increases. Figure 17 shows this in 
more detail. 

Figure 17: Unplanned hospitalisation for chronic ambulatory care sensitive conditions (NHS 
Outcomes Framework Indicators 2.3.i and 2.3.ii)  
Indirectly standardised rate (ISR) per 100,000 population, 2005/06 to 2014/15. 

 

The unplanned hospitalisation rate for all ACS conditions for all age groups (indicator 2.3.i) 
increased significantly between 2013/14 and 2014/15 from 799.6 admissions per 100,000 
population to 807.4 (an increase of 1.0 per cent). The rate tends to fluctuate by a small 
percentage between years but over the last 10 years (between 2005/06 and 2014/15) the 
admission rate has fallen significantly by 11.3 per cent.  

For unplanned hospitalisations for asthma, insulin-dependent diabetes and epilepsy in young 
people aged under 19 (indicator 2.3.ii) there was also a significant increase in the latest year 
with the rate increasing from 313.4 in 2013/14 to 326.4 in 2014/15 (an increase of 4.1 per cent). 
As with the overall rate (indicator 2.3.i) there have been small percentage fluctuations in the 
indicator value between years but over the last 10 years the rate has fallen significantly by 8.0 
per cent.  
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For the first time in the 12 year time series the overall unplanned hospitalisation rate (indicator 
2.3.i) was significantly higher for females when measured against the male rate when, for much 
of the time series males have had a significantly higher rate. Figure 18 shows this in more detail. 

Figure 18: Unplanned hospitalisation for chronic ambulatory care sensitive conditions (NHS 
Outcomes Framework Indicator 2.3.i)  
Indirectly standardised rate (ISR) per 100,000 population by gender, 2005/06 to 2014/15. 

 

The unplanned hospitalisation rate for males has fallen significantly in most years of the time 
series with the only increase in the past 6 years seen between 2011/12 and 2012/13. In 
contrast, the female rate has fluctuated in recent years and this has allowed the male rate to fall 
below the female rate for the first time. Overall, the unplanned hospitalisation rate for females 
has still fallen significantly over the 10 year period 2005/06 to 2014/15 going from 859.8 to 820.1 
admissions per 100,000 population (a fall of 4.6 per cent). In the same period, the rate for males 
fell from 965.1 to 794.5 (a fall of 17.7 per cent). 

Indicator 2.3.ii shows that for young people under 19 with 1 of the 3 conditions previously stated, 
males had significantly higher rates than females in all years of the time series with both 
genders seeing similar trends to the national rate over the course of the time series.  
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Figure 19 compares unplanned hospitalisation rates at lower tier local authority level to the 
national rate for 2014/15. 

Figure 19: Unplanned hospitalisation for chronic ambulatory care sensitive conditions (NHS 
Outcomes Framework Indicator 2.3.i)  
Comparison of lower tier local authority confidence intervals with the national confidence intervals for the 
indirectly standardised rate (ISR) per 100,000 population, 2014/15. 

 
Source: Hospital Episode Statistics (HES), Office for National Statistics (ONS) mid-year population estimates 

As rates are indirectly standardised they cannot be compared with each other at geographical 
level and must be compared with the national rate only. This classes local authorities as either 
significantly higher or lower than the national rate or “unable to determine significance” when a 
local authority’s confidence interval overlaps with the national confidence interval.  

115 local authorities had significantly higher rates while 171 local authorities had significantly 
lower rates. The remaining 40 local authorities had a rate that was statistically similar to the 
national rate. Large areas of local authorities with significantly higher rates than the national 
average can be seen across the North West, North East and Yorkshire and the Humber. 
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Figure 20 examines the difference in rates by age group for 2013/14 and 2014/15: 

Figure 20: Unplanned hospitalisation for chronic ambulatory care sensitive conditions (NHS 
Outcomes Framework Indicator 2.3.i) 
Indirectly standardised rate (ISR) per 100,000 population by age group, 2013/14 and 2014/15. 

 

 

When comparing unplanned hospitalisation rates by age group, a trend of increasing rates with 
older age groups is seen with every age group from 35 to 39 to 90+ having a significantly higher 
rate than the preceding group. Age groups under 35 are not shown in Figure 20 as these groups 
had relatively small rates compared to older age groups. The 50 to 54 age group was the only 
group to see a significant fall in the rate between 2013/14 and 2014/15. The 35 to 39 and 85 to 
89, as well as some of the under 35 age groups saw significant increases. As the 85 to 89 age 
group has a much higher rate than the other groups it can be seen as a bigger contributor to the 
overall increase in the rate. The rate for this age group increased from 4,921.2 in 2013/14 to 
5,098.1 in 2014/15 (a 3.6 per cent increase).  
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Figure 21 looks at the changes by age group for single year of age for children with asthma, 
diabetes and epilepsy. 

Figure 21: Unplanned hospitalisation for asthma, diabetes and epilepsy for under 19s (NHS 
Outcomes Framework Indicator 2.3.ii)  
Indirectly standardised rate (ISR) per 100,000 population by single year of age, 2013/14 and 2014/15. 

 

Figure 21 shows that children aged 3, 4 or 5 had significantly higher rates of unplanned 
hospitalisation for the 3 conditions than any other ages in 2014/15. Those aged 7 saw the 
largest percentage increase between 2013/14 and 2014/15 with the unplanned hospitalisation 
rate for the 3 conditions (indicator 2.3.ii) increasing from 312.7 to 362.2 (an increase of 15.8 per 
cent). 
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Figure 22 shows how the unplanned hospitalisation rates differed by condition for under 19s. 

Figure 22: Unplanned hospitalisation for asthma, diabetes and epilepsy for under 19s (NHS 
Outcomes Framework Indicator 2.3.ii)  
Indirectly standardised rate (ISR) per 100,000 population by condition, 2005/06 to 2014/15. 

 

It can clearly be seen that asthma has the highest rate of unplanned hospitalisation for under 
19s. The rate is seen to fluctuate year on year, with a significant reduction over the time series. 
In contrast, the rates for epilepsy and diabetes show no significant change in most years. 
Despite this, all 3 conditions have seen a significant fall in the unplanned hospitalisation rate 
over the 10 year period 2005/06 to 2014/15. In this period the rate for asthma fell from 220.0 to 
202.5 (8.0 per cent), the rate for epilepsy fell from 75.9 to 69.9 (7.9 per cent) and the rate for 
diabetes fell from 58.9 to 54.1 (8.1 per cent).  
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Domain 3 - Overview 

Domain 3 of the NHS Outcomes Framework reflects the importance of helping people to recover 
from episodes of ill health or following injury. There are two key objectives of this domain: 
preventing conditions from becoming more serious (wherever possible), and helping people to 
recover effectively.  

NHS England reports an ever-increasing demand on hospitals over the past 10 years with a 35 
per cent increase in people being admitted to hospital as an emergency and a 65 per cent 
increase in the number of episodes of care in hospitals for over 75s. Patients in hospitals are 
older and frailer, and around 25 per cent have a diagnosis of dementia. Care that is not joined 
up, particularly between health and social care services is causing increased admission and 
readmission amongst those with long-term conditions and the elderly12. 

The statistical test used to describe changes in this section is the overlap of confidence 
intervals. Where confidence intervals overlap, differences are categorised as statistically similar 
and where there is no overlap, differences are categorised as significantly different. Confidence 
intervals are not currently available for all indicators. 

 

Indicators 3a and 3.2 - Emergency admissions for acute conditions that should 
not usually require hospital admission and for children with lower respiratory 
tract infections 

 

Indicator 3a is an overarching indicator for domain 3 and focuses on emergency admissions for 
acute conditions that should not usually require hospital admission. An emergency admission in 
this case has the same definition as an “unplanned hospitalisation” in domain 2 which is “a type 
of hospital admission that is unpredictable and at short notice because of a clinical need.” The 
same filters are used on the Hospital Episode Statistics (HES) data to define the type of 
admission but a different list of conditions is used.  

Indicator 3.2 is part of the domain 3 improvement area “preventing lower respiratory tract 
infections (LRTI) in children from becoming more serious”. LRTI in children are focussed on as 
they lead to a high number of emergency bed days. 

Where an individual has been admitted for one of these conditions, it may indicate that they 
have deteriorated more than should have been allowed by the adequate provision of healthcare 
in primary care or as an outpatient in hospital. 

It should be noted that while many of the LRTI conditions are considered conditions that should 
not usually require hospital admission, not all of them are included in this category so indicator 
3.2 is not a complete subset of indicator 3a but will have some effect on it.  

 

  

                                            
12

 https://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-3/  
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Figure 23 looks at the national trend for these indicators over the course of the time series 

Figure 23: Emergency admissions for acute conditions that should not usually require hospital 
admission and for children with LRTI (NHS Outcomes Framework Indicators 3a and 3.2)  
Indirectly standardised rate (ISR) per 100,000 population, 2003/04 to 2014/15. 

 
 
Both indicators saw a significant increase in the latest year, between 2013/14 and 2014/15.  
For the rate of emergency admissions for all conditions that should not require hospital 
admission (indicator 3a) the rate increased from 1,195.7 to 1,277.1 (an increase of 6.8 per cent). 
In the same period, the rate for children with LRTI (indicator 3.2) increased from 355.7 to 382.2 
(an increase of 7.5 per cent). 95 per cent confidence intervals are calculated for these indicators 
and these are shown in the indicator data files. The  confidence intervals are  relatively small in 
this case.  
 
For indicator 3a there has been a significant increase of 52.1 per cent from the first data point, 
which was 839.7 admissions per 100,000 population in 2003/04. For children with LRTI 
(indicator 3.2) the indicator value has fluctuated year on year but over the whole time series it 
has significantly increased by 22.5 per cent from 311.9 admissions per 100,000 population in 
2003/04. 
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Figure 24 shows how the rate varies by age for the overall emergency admission rate. 
 
Figure 24: Emergency admissions for acute conditions that should not usually require hospital 
admission (NHS Outcomes Framework Indicator 3a)  
Indirectly standardised rate (ISR) per 100,000 population by age group, 2014/15. 

 
 

It can be seen that those aged 0 to 4 years have a significantly higher rate than all other age 
groups between 5 and 79 years. Other than this a similar trend to indicator 2.3.i is seen with 
emergency admission rates tending to increase with age. 

The emergency admissions rate for children with LRTI (indicator 3.2) is significantly higher for 
those aged under 1 year than for all other ages between 1 and 18 years. The under 1 year age 
group had a rate of 4,975.4 emergency admissions for LRTI per 100,000 population in 2014/15 
and this may be part of the reason for the relatively high rate for this group overall (indicator 3a) 
although it should be noted again that 3.2 is not a complete subset of 3a. Those aged under 1 
year accounted for 73% of the total emergency admissions for children with LTRI.  
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Figure 25 compares unplanned hospitalisation rates at lower tier local authority level to the 
national rate for 2014/15. 

Figure 25: Emergency admissions for acute conditions which should not usually require hospital 
admission (NHS Outcomes Framework Indicator 3a)  
Comparison of lower tier local authority confidence intervals with the national confidence intervals for the 
indirectly standardised rate (ISR) per 100,000 population, 2014/15. 

 

 
Source: Hospital Episode Statistics (HES), Office for National Statistics (ONS) mid-year population estimates 

As with indicator 2.3.i rates are indirectly standardised and cannot be compared with each other 
at geographical level. They must be compared with the national rate only. Local authorities are 
classed as either significantly higher or lower than the national rate or “unable to determine 
significance” when a local authority’s confidence interval overlaps with the national confidence 
interval. 

107 local authorities had significantly higher rates while 171 local authorities had significantly 
lower rates. The remaining 48 local authorities had a rate that was statistically similar to the 
national rate. As with indicator 2.3.i, large areas of local authorities with significantly higher rates 
than the national average can be seen across the North West, North East and Yorkshire and the 
Humber. 
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The conditions with the highest emergency admission rates for children with LRTI (indicator 3.2) 
were acute bronchiolitis, lobar pneumonia and pneumonia unspecified. These conditions had 
significantly higher rates than all other conditions in all years of the annual data. Figure 26 looks 
specifically at the rates for these conditions over the course of the time series. 
 
Figure 26: Emergency admissions for children with LRTI (NHS Outcomes Framework Indicator 
3.2) Indirectly standardised rate (ISR) per 100,000 population by condition, 2005/06 to 2014/15. 

 
 

Acute bronchiolitis has the highest rate of emergency admissions of all LRTIs in children and the 
rate has increased significantly in the 10 year period from 2005/06 to 2014/15 having risen from 
211.4 admissions per 100,000 population to 292.4 (38.3 per cent). Bronchiolitis is a condition 
that usually only affects children under the age of 213, which may explain why children under 2 
have the highest rates of LTRI in general. Lobar pneumonia and pneumonia unspecified have 
both seen significant falls in the rate over the same 10 year period. 
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 http://www.nhs.uk/Conditions/bronchiolitis/Pages/introduction.aspx  
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Indicator 3.7.ii - Tooth extractions due to decay in children admitted as inpatients 
to hospital, aged 10 years and under  

The February 2016 release of the NHS Outcomes Framework includes, for the first time, 
indicator 3.7.ii - measuring the level of hospital inpatient periods of care where a child age 10 
years or under had one or more tooth extracted, due to tooth decay.  

This indicator captures those who have most likely been missed in primary care dentistry as the 
tooth decay is severe enough that they need hospital treatment, therefore it is likely that they 
have not regularly attended the dentist. It is a measure of a poor outcome for those not receiving 
care from NHS primary dental services - if they had gone to the dentist their tooth decay should 
have been picked up earlier and not reached the stage of extraction. The treatment occurring in 
secondary care implies the children are having their teeth extracted under general anaesthetic 
and means that tooth decay has reached extreme levels. 

The rate of tooth extractions was 462.2 per 100,000 population in 2014/15 (33,871 episodes of 
care). This is statistically similar to 2013/14 (455.5 per 100,000 population, 32,741 episodes), 
but a significant increase since the start of the time series in 2011/12 (445.7 per 100,000 
population, 30,761 episodes). 
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Figure 27 shows the variation in rates by region. The errors bars on the chart represent 95 per 
cent confidence intervals for the crude rate. 

Figure 27: Tooth extractions due to decay in children admitted as inpatients to hospital, aged 10 
years and under (NHS Outcomes Framework Indicator 3.7.ii)  
Crude rate, per 100,000 population by region, 2014/15. 

 

Source: Hospital Episode Statistics (HES), Office for National Statistics (ONS) mid-year population estimates 

There was wide regional variation in the level of tooth extractions; in 2014/15 the rate of tooth 
extractions in Yorkshire and the Humber (894.5 per 100,000 population, 6,413 episodes) was 
more than 5 times that in the East of England (164.5 per 100,000 population, 1,328 episodes). 
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Figure 28 looks at the rates of extraction by deprivation decile. 
 
Figure 28: Tooth extractions due to decay in children admitted as inpatients to hospital, aged 10 
years and under (NHS Outcomes Framework Indicator 3.7.ii)  
Crude rate per 100,000 population by deprivation decile, 2014/15. 

 
 
Nationally, there is a strong correlation between area deprivation and the rate of tooth 
extraction. As deprivation increases so does the rate of tooth extraction. The rate of tooth 
extraction in the most deprived decile is almost 5 times that in the least deprived decile (808.7 
compared to 167.5 per 100,000 population) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



NHS Outcomes Framework: February 2016 Quarterly Publication 

 
Copyright © 2016, Health and Social Care Information Centre. All rights reserved.  45 
 

At local authority level, the relationship between deprivation and the rate of tooth extractions is 
less clear. Since deprivation ranks are calculated for each Lower Super Output Area (LSOA), it 
is possible to calculate the average IMD rank for higher geographies including local authority14. 
It should be noted that the IMD rank is not linear, i.e. the difference in deprivation between IMD 
rank 1 and IMD rank 100 is not the same as the difference between IMD rank 101 and IMD rank 
200. However, average IMD rank per local authority indicates the relative extent of deprivation in 
an area and this is used in the following graph. 
 
Figure 29: Tooth extractions due to decay in children admitted as inpatients to hospital, aged 10 
years and under (NHS Outcomes Framework Indicator 3.7.ii)  
Scatter plot of average IMD 2015 rank per local authority against rate of tooth extractions, 2014/15. 

 

 
 
 
There is only a weak positive correlation (coefficient15 = 0.3) between average deprivation and 
rate of tooth extraction at local authority level. The highest rates of extractions are observed in 
more deprived areas, but there are many relatively deprived areas with low rates of extractions 
and conversely some areas with relatively low average deprivation have high rates of 
extractions. Issues such as diet, dental care in the home and the accessibility of NHS primary 
dental services also affect this indicator. 
  

                                            
14

 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/464464/File_10_ID2015_Local_Auth
ority_District_Summaries.xlsx  
15

 Spearman’s rank order correlation 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/464464/File_10_ID2015_Local_Authority_District_Summaries.xlsx
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/464464/File_10_ID2015_Local_Authority_District_Summaries.xlsx
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Domain 4 - Overview 

Domain 4 is concerned with ensuring people have a positive experience of care. The indicators 
in domain 4 provide a picture of changes in patients’ experience of NHS care, including access 
to care. They are based on information obtained directly from patients or their carers using 
patient surveys. 

Knowledge of patient experience can highlight poor care and lead to service improvement (NHS 
Confederation, 2010)16. The Mid-Staffordshire NHS Foundation Trust Public Inquiry17 highlights 
that the quality of patient experience is an important indicator of the underlying performance of a 
service provider. 

Personal experience and the experience of friends and family have been identified as important 
considerations when patients have a choice over service providers. As such, information about 
other patients’ experience increases transparency, and can help to support and increase patient 
choice and control. 

Use of nationally coordinated surveys facilitates benchmarking over time and across the country 
where sample sizes allow. With this information, local clinicians and managers can understand 
the experience of local patients, and can assess where improvements could be made. 

 

Indicator 4.5 - Women's experience of maternity services   

This indicator is included in the framework because the experience of these services is 
important to patients and therefore consultation responses strongly supported its inclusion. 

The indicator value shows a score out of 100, which reflects the average score of six survey 
questions from the Care Quality Commission (CQC) Maternity Services Survey. These 
questions focus on the user experience with regards to choice, information, confidence in staff 
and clinical care. The survey is conducted approximately every two years. 

Figure 30 shows the indicator values for the last three surveys. 

 

Figure 30: Women's experience of maternity services (NHS Outcomes Framework Indicator 4.5) 
Average score from the Maternity Services Survey, in 2010, 2013 and 2015 

 

Source: CQC Maternity Services Survey 

 

The table shows that there have been some small increases over the period from 77.0 in 2010, 
however confidence intervals are not currently available to test for significance. 

 

                                            
16

 
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Feeling_better_Improving_patient_
experience_in_hospital_Report.pdf 
17

 http://www.midstaffspublicinquiry.com/report  

Year Indicator value

2010 77.0

2013 78.9

2015 79.7

http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Feeling_better_Improving_patient_experience_in_hospital_Report.pdf
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Feeling_better_Improving_patient_experience_in_hospital_Report.pdf
http://www.midstaffspublicinquiry.com/report
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Domain 5 - Overview 

This domain focusses on treating and caring for people in a safe environment and protecting 
them from avoidable harm. This domain has been included in the framework because it is 
recognised that patient safety is of paramount importance in terms of quality of care and to 
delivering better health outcomes. There is a long history of efforts to embed patient safety more 
systematically in the NHS and recognition of this among clinicians, managers and policy makers 
has steadily increased over the last decade. However, it is also widely recognised across the 
health system that the pace of change has been too slow and that there are still barriers to 
ensuring that patients are as safe as they could be. 

These barriers are wide ranging and include fear of the ‘blame game’ in dealing with safety 
issues, health system design, training, resources, staffing numbers and leadership. Therefore 
improving safety is broader than just reducing the number of incidents – it includes having an 
understanding of how safety can be continuously improved and a culture that supports 
improvement. 

The predominant external driver of outcomes in domain 5 is the volume and severity of need to 
which the NHS has to respond. Volume will affect outcomes for all domain 5 indicators through 
its impact on the likelihood of engagement with the healthcare services and on the availability of 
resources relative to caseload. Increased severity of need will increase the likelihood that an 
individual will require care and complicate the delivery of safe care. 

Indicator 5.1 - Deaths from venous thromboembolism (VTE) related events within 
90 days post discharge from hospital 

This indicator is an improvement area in domain 5 and was selected as a particular safety issue 
which needed attention.  

Indicator 5.1 measures the number of adults (19 years or over) who were admitted to hospital 
for any reason (not just episodes where VTE had been diagnosed) and subsequently died up to 
90 days post discharge with VTE being 1 of the conditions leading to, or directly causing death. 
This is measured per 100,000 adult hospital admissions. 

VTE is a collective term for deep vein thrombosis (DVT) – a blood clot that forms in the veins of 
the leg; and pulmonary embolism (PE) – a blood clot in the lungs. It affects approximately 1 in 
every 1000 of the UK population and is a significant cause of mortality, long term disability and 
chronic ill-health problems18.  

Around half of all cases of VTE are associated with hospitalisation, with many events occurring 
up to 90 days after admission. Global estimates of the burden of disease vary but the total cost 
to the UK of managing VTE is estimated at £640 million18. 

NHS England considers VTE to be a clinical priority for the NHS. The National VTE Prevention 
Programme has been set up in order to help reduce avoidable harm and death from hospital-
associated thrombosis. The programme involves assessing patients for the risk of developing 
VTE so that appropriate preventative treatment can be given to improve health outcomes. Since 
June 2010 the rate of patients receiving a VTE assessment has gone from 45 to 96 per cent18. 

The codes used to select deaths from the mortality database can be found in the domain 5 
specification document on the HSCIC Indicator Portal. 

 

 

                                            
18

 https://www.england.nhs.uk/patientsafety/venous-thromb/ 
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The following chart shows the national values for indicator 5.1 over time.  
 
Figure 31: Deaths from venous thromboembolism (VTE) related events within 90 days post 
discharge from hospital (NHS Outcomes Framework Indicator 5.1)  
Crude rate per 100,000 (adult) hospital admissions    

 

The indicator value has decreased between 2007/08 and 2011/12 but has fluctuated in more 
recent years. Over the whole time series, the indicator has reduced by 6.0 per cent from 72.1 to 
67.8 deaths per 100,000 hospital admissions. Confidence intervals are not currently available to 
test for significance. 
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Appendix – Release details 

The below table shows the time periods and disaggregations which have been added or 
updated in the indicator data files for this release. Data files for all indicators can be found on 
our indicator portal at the following address: https://indicators.hscic.gov.uk 
 

Title Updates 

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

New deprivation data for 2014 
Revised deprivation data for all other years 

1b Life expectancy at 75 -  
i. Male and ii. Female 

 

 
New data for 2012-14: 
National 
Local authority 
Region 
Deprivation quintiles replaced with deprivation deciles 
Revised deprivation data for all other years 
 

1.1 Under 75 mortality rate from 
cardiovascular diseases 

 
New deprivation data for 2014 
Revised deprivation data for all other years 

1.2 Under 75 mortality rate from 
respiratory diseases 

 
New deprivation data for 2014 
Revised deprivation data for all other years 

1.3 Under 75 mortality rate from liver 
diseases 

 
New deprivation data for 2014 
Revised deprivation data for all other years 

1.4 Under 75 mortality rate from 
cancer 

 
New deprivation data for 2014 
Revised deprivation data for all other years 

1.6.ii. 5 year survival from all cancers 
in children 

 
New data for 2014 follow up period: 
England 
Age group  
 

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

 
New health inequality summary measures: 
England level only, all years 
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2.2 Employment of people with long-
term conditions 

 
New data for Q3 2015 (July to September): 
England 
Gender 
Age group 
Ethnicity 
Region 
Unitary authority/local area 
NS-SEC category 
Religion 
 

2.3.i Unplanned hospitalisation for 
chronic ambulatory care sensitive 
conditions in adults 

 

 
New data for 2014/15: 
England 
Gender 
Age 
Lower tier local authority 
Upper tier local authority 
Region 
Deprivation decile 
Condition 
 
Revised deprivation data for all other years 
 

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

 
New data for 2014/15: 
England 
Gender 
Age 
Lower tier local authority 
Upper tier local authority 
Region 
Deprivation decile 
Condition 
 
Revised deprivation data for all other years 
 

2.5.i Employment of people with 
mental illness (formerly 2.5) 

 
New data for Q3 2015 (July to September): 
England 
Gender 
Age group 
Ethnicity 
Region 
Unitary authority/local area 
NS-SEC category 
Religion 
Condition 

2.6.i Estimated diagnosis rate for 
people with dementia 

 
New data for 2014/15: 
England only 
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3a Emergency admissions for acute 
conditions 

 
New data for 2014/15: 
England 
Gender 
Age 
Lower tier local authority 
Upper tier local authority 
Region 
Deprivation decile 
Condition 
 
Revised deprivation data for all other years 
 

3.2 Emergency admissions for children 
with lower respiratory tract infections 

 
New data for 2014/15: 
England 
Gender 
Age 
Lower tier local authority 
Upper tier local authority 
Region 
Deprivation decile 
Condition 
 
Revised deprivation data for all other years 
 

3.7.ii Tooth extractions due to decay 
for children admitted as inpatients to 
hospital, aged 10 years and under 

 
Brand new indicator 
Time periods available: 2011/12 to 2014/15 
Breakdowns available: 
England 
Gender 
Age 
Deprivation decile 
Lower tier local authority 
Upper tier local authority 
Region 

4.5 Women’s experience of maternity 
services 

 
New data for 2015: 
England level only 

5.1 Deaths from venous 
thromboembolism (VTE) related 
events within 90 days post discharge 
from hospital 

 
New data for 2014/2015: 
England level only 

5.5 Admission of full-term babies to 
neonatal care 

 
Revision to England 2012 full term live births figure 
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