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Providing quality services efficiently 

Approach to the Ownership Dimension 

Aspects of DHB performance the Ownership Dimension aims to cover
All DHBs are providers of services through their Provider Arms, and the level of investment is these services is such that most DHB staff and capital assets are located in the DHB Provider Arm.  The Crown, as the funder and owner, has an interest in ensuring these factors of production are well-utilised, and this dimension seeks to capture this perspective.

Approached in another way, this dimension is concerned with the internal organisational quality of the DHB as service provider.  Its focus is the production of an appropriate level of (largely hospital) outputs, of satisfactory quality, through effective use of resources.  This could be viewed as ‘production/technical efficiency’, and should be distinguished from ‘allocative efficiency’ – the wider system view, making choices for best outcomes – which is covered by the ‘Outputs’ and ‘System Integration’ dimensions.  Other related elements of the Ownership Dimension are ‘dynamic efficiency’ – related to innovation and change over time – and good leadership to make it all happen.

So far, this discussion has treated the Ownership Dimension as though the term is strictly synonymous with a term such as ‘Provider Dimension’.  For the most part, this implied equivalence holds true.  However, it is acknowledged that DHBs do hire staff, buy office supplies, and maintain buildings that are not used for clinical service provision.  Because of this, the term ‘Ownership’ is preferred, since it is somewhat broader than ‘Provider’.  While the focus of this dimension is on the use of DHB resources to produce clinical outputs, the relatively small ‘funding and owning’ aspects bound up in Governance and Funder Arms should not be overlooked.

The New Zealand Public Health & Disability Act 2000 (NZPHA 2000) invested DHBs with the responsibility for managing all public hospitals on behalf of the Crown, as well as devising and entering into contracts with other health service providers to provide appropriate services to their resident populations.  The Crown has a significant ownership interest in the appropriate use of assets and funding devolved to DHBs.  

Priority areas for performance management focus within the Ownership Dimension
A monitoring framework for DHBs will have to reflect the current government’s key interests.  The following two sections list the stated priorities of this government, that clearly relate to the Ownership Dimension.

1. Emerging Ministerial Priorities

Three health targets are relevant to the Ownership Dimension, primarily because they are concerned with the efficiency or efficacy of hospital treatment:

· shorter stays within emergency departments before admission, transfer, or discharge

· shorter waits for cancer treatment measured from first specialist assessment

· advice given to hospital patients to quit smoking.

In addition, the Minister’s Letter of Expectations for 2009/10 identified the following relevant priorities that DHBs should bear in mind in planning for the current year:

· hospital services

· front line services

· timeliness of service (specifically, waiting times for ED and cancer treatment)

· quality of service

· staff retention

· leadership

· productivity and value for money.

2. The Productivity Roadmap

In addition to these stated expectations already communicated to DHBs, a detailed discussion has been ongoing within the Ministry, and between Ministry and Minister, regarding improvements in hospital productivity (Productivity Roadmap).  This discussion is now broadening to include consultation with the sector over the way forward.

As part of this process, the Minister has been informed that the sector will be held accountable for delivering improved length of stay, day surgery rates, and day of surgery admission rates, and this should be taken into account in determining the measures included within the Ownership Dimension.

An Interpretive Model for the Ownership Dimension
The structuring of indicators within the ownership dimension is based on a systems model of the DHB as a provider of services.  According to this model, good performance in the Ownership Dimension means shepherding inputs appropriately, and ensuring internal processes are strong, in order to produce high levels of good quality outputs.  The main subsections of this dimension have been titled ‘stewardship of resources’, hospital throughput and production efficiency’, ‘clinical quality’, and ‘production control’.
Outputs has its own dimension dealing with the volume and coverage of services, so this is not directly addressed in the Ownership Dimension.
In addition, funding is a major input to the system, and financial control is important consideration in deciding if a DHB is shepherding its resources well.  However, in the main, financial accountability is administered outside this monitoring framework through the provision of monthly reports to decision-makers.  It is not the intent of this monitoring framework to replicate on a quarterly basis those elements already being monitored monthly through other processes.  The only element of financial (and FTE) monitoring that has been included in the framework relates to capital expenditure, as it was felt this might be best managed through a quarterly process rather than monthly.  
The Level of Detail Reported for Each Performance Measure

The level of detail chosen for a measure reflects its importance, measurability, and the level of collaboration expected between Ministry and DHBs.

Comprehensive measurement

A cluster of measures is chosen and progress reported quarterly.  Where measures are drawn from the national collections, the Ministry would establish analytical capacity to measure not only the performance indicator(s) against target, but also suitable benchmarking information at a specialty, DRG, or procedure code level.  This benchmarking information would not come with performance expectations, but would be provided to DHBs in order to assist in identifying possible areas of improvement.  

Measurement of one high-level indicator

A single measure is chosen to represent an element in the table above, and the measure reported quarterly.  There is no requirement that the Ministry or DHBs provide any national benchmarking facility.  The provision of interpretive narrative is on an exceptions basis only.

Self-Assessment and Confirmation

Measurement of performance is not based on an agreed and reported indicator.  Instead, the DHB confirms on a quarterly basis that it has taken action in line with national expectations.  If the DHB’s self-assessment is that it has failed to achieve what is required, then it should also report its remedial action plan to address shortcomings.

The Protocol for Target-Setting

The approach taken to setting targets will to a significant degree be determined by the nature of the target (quantitative/non-quantitative) and by the level of detail available.  Where a quantitative measure is involved, some of the possible approaches are:

Evidence-based target-setting against peer group

This is the preferred approach where improvement is required in a measure derived from national collections.  DHBs are placed in peer groups derived from the hospital role delineation model.  DRG-level analysis is used to show those services in which DHBs are negative outliers, and the improvement required to move these ouliers to the peer-group average is translated into an improvement in the overall measure.  This quantifiable improvement is then used to set the target.

Negotiated target-setting

In some cases, detailed information is not available (at least, not to all stakeholders) about current performance and the real scope for improvement.  In such cases, negotiated target-setting between the DHB and Minister seems appropriate.

Pre-set targets

Some of the indicators are health targets, or for other reasons have pre-existing mechanisms for setting targets.  In other instances, there may be reasonable grounds on which the Ministry can propose a nationally uniform target.

The target is to maintain at least the status quo

Some indicators are intended to act as a counterbalance to other measures, and in such cases it may be sufficient to specify that performance must remain at or above baseline.  Possible examples would be broad measures of output quality, like mortality rates or acute readmission rates.

Proposed Measures for 2010/11
The following measures are described in the subsequent pages.  Where reporting can be generated from National Collections, or based on DAP planning documents, this is asterisked (of 12 possible measures, 10 can be derived by the Ministry from this routine information, and consequently require only exception reporting).
· 1: Staff Engagement
· 2: Staff Turnover [information only]
· 3: Capital Expenditure to Plan*
· 4: Potential Attainable Bed Days*

· 5: Inpatient Average Length of Stay*

· 6: Elective and Arranged Day Surgery*

· 7: Elective and Arranged Day of Surgery Admission*

· 8: Pre-Treatment Days for Acute Conditions*

· 9: Acute Readmissions to Hospital*

· 10: Outlier Mortality*

· 11: Data Submitted to National Collections*

· 12: Output Delivery Against Plan*

Ownership 1:  Staff Engagement

Each DHB is required to implement a staff engagement survey with its Provider Arm employees.
Detail:
Self-assessment and confirmation

Target-setting:
N/A

Rationale

Research indicates that engaged employees have a positive impact on organisational performance and productivity.  Engaged employees are more likely to make additional discretionary effort to further the goals of the organisation and deliver client (patient) satisfaction.  Organisations where employees are engaged are more likely to be successful and more resilient in dealing with change.

The DHBs are intending to use a common engagement survey, tailored to the health sector context.  This will allow benchmarking of results and enable collaboration and innovation across DHBs in responding to emerging areas for improvement.  

A number of factors can impact on staff engagement including:

· Employees’ perceptions of the organisation, its management and leadership

· Employees’ experience of teamwork and the workplace

· Job satisfaction and opportunities for career development and advancement

Engagement survey responses reflect levels of employee engagement at a particular point in time, and the responses and response rate will be influenced by employees’ experience of the workplace and broader health sector environment at the time the survey is undertaken.    

Undertaking an engagement survey will not, on its own, improve employee engagement.  Staff will look for tangible actions in response to issues raised in response to the survey results before employee engagement is improved.
Deliverables

The DHB is to confirm that it has undertaken or scheduled a staff engagement survey.  If the survey has been undertaken, significant results, and actions planned and taken in response are to be described.  If the survey is scheduled but not yet undertaken, the planned process and timing should be described.
Reporting Period

Reporting is once a year, at Q4.

Expectations

Achieved: 
The survey has taken place, or is scheduled.  If the survey has occurred, adequate action planning to address significant results has taken place and implementation of plans is underway.  
Partially Achieved:
The survey has taken place, but satisfactory evidence of subsequent planning and action is not provided.

Not achieved: 
The survey has not taken place and is not scheduled.
 Ownership 2:  Staff Turnover (Information Only)
Low rates of turnover for Provider Arm staff are considered preferable, though performance expectations do not apply for this measure.
Detail:
High-level indicator

Target-setting:
No target
Rationale

Addressing clinical workforce shortages, and developing clinical leadership, have been identified by the government as two key actions that will assist the sector to deliver improved health care delivery.  Staff turnover is a measure related to both these important elements.

Improved recruitment and retention of clinicians should assist with the filling of existing workforce vacancies, and this will be expressed in lowered staff turnover.  Reducing clinical vacancies should reduce personnel costs (due to reduction in need for short-term cover for vacancies), and improve DHBs’ capacity to deliver services.  Workforce shortages caused by supply-side issues are a particular issue for senior medical staff.  

Enhanced clinical leadership across all professions should improve clinical staff morale and engagement with the organisation (refer Ownership 1), and in turn this will contribute to improved recruitment and retention, and low staff turnover.
It should be noted that DHB staff turnover (as measured by Hospital Benchmark Information) has reached historically low levels in 2009/10, and maintaining current turnover levels as the financial outlook improves will be challenging.

Deliverables

DHBs should provide the following information, which is divided according to the five main professional groups as set out in the DHB/MoH Common Chart of Accounts:

1. The number of medical personnel (employed by Provider Arm) who cease employment due to voluntary resignation during the quarter.

2. The total headcount of medical personnel (employed by Provider Arm) at the beginning of the quarter.

3. The number of nursing personnel (employed by Provider Arm) who cease employment due to voluntary resignation during the quarter.

4. The total headcount of nursing personnel (employed by Provider Arm) at the beginning of the quarter.
5. The number of AHP personnel (employed by Provider Arm) who cease employment due to voluntary resignation during the quarter.

6. The total headcount of AHP personnel (employed by Provider Arm) at the beginning of the quarter.

7. The number of management and administration personnel (employed by Provider Arm) who cease employment due to voluntary resignation during the quarter.

8. The total headcount of management and administration personnel (employed by Provider Arm) at the beginning of the quarter.

9. The number of support personnel (employed by Provider Arm) who cease employment due to voluntary resignation during the quarter.

10. The total headcount of support personnel (employed by Provider Arm) at the beginning of the quarter.

From these details the staff turnover can be calculated.

Description:

The staff turnover is the total number of employees of the Provider Arm who cease employment in the past four quarters, divided by the average total number (headcount) of clinical Provider Arm employees at the beginning of each of the past four quarters, expressed as a percentage.

Described mathematically:

staff turnover =
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Where:
resignationsi = employees who cease employment due to voluntary resignation in ith quarter (then summed over past four quarters)


headcounti = total headcount of employees at the beginning of the ith quarter (then averaged for past four quarters)

Counting should include part-time and full-time staff and counting of resignations should be based on employment termination date as recorded in payroll system.  Exclusions from counting are resident medical officers, fixed-term employees, non-medical consultants, outsourced personnel, and personnel seconded to the DHB (paid by another organisation).  Exclusions from counting of employment terminations are those resulting from transfers within the Provider Arm, redundancy, death, dismissal, or medical grounds.

The beginning of each quarter is 1 July, 1 October, 1 January, and 1 April.

As well as the overall indicator of total staff turnover, collection of turnover rates by major personnel groups has utility for limited benchmarking and identification of areas of concern by either the Ministry or DHBs, and is being collected for this reason.  

Reporting Period

Reported quarterly.
Expectations

There are no performance expectations, though low rates of turnover are considered to be preferable in most instances.
Ownership 3:  Capital Expenditure to Plan
Capital Expenditure should be delivered in line with plan.

Detail:
High-level measure
Target-setting:
Based on DHB financial plans
Rationale

DHB expenditure plans for capital should reflect the need to manage expenditure, and make appropriate capital investment decisions. 

Once capital expenditure plans have been established and reported through DAP financial templates, DHBs should attempt to match expenditure to plan, with consideration given to appropriate investment decisions.  Financial information will continue to be provided through monthly financial templates.

Deliverables

No additional financial reporting by DHBs is required beyond routine reporting provided in the financial templates.
Using financial reporting data, quarterly capital expenditure can be compared to DAP financial plans in order to determine the DHBs success in making appropriate investment decisions.  Comparison will be based on year to date capital expenditure against year to date planned expenditure.

Where DHBs are failing to hold to capital expenditure plans, quarterly reporting should establish the reasons and include any action plans in place to address issues.

In addition to the performance requirements around capital expenditure, two ratios will be monitored for information purposes only, and require no data or exceptions to be reported through the monitoring framework.  The two ratios are: baseline (replacement) capital expenditure against depreciation; and repairs and maintenance expenditure against total fixed assets.  These are intended to provide the basis for longer term assessment of asset base maintenance and adequacy of repairs and maintenance levels.

Reporting Period

Reported quarterly.
Expectations

Achieved:
DHB capital expenditure for the year to date is materially in line with the level indicated in DAP financial plans, or changed for good business reasons.

Partially achieved:
DHB capital expenditure for the year to date is out of line with the DAP financial plans, but a satisfactory action plan is in place to address issues.  This will be the case when business cases are delayed for reasons beyond the control of the DHB.
Not Achieved:
DHB capital expenditure for the year is out of line with DAP financial plans, and there is not sufficient evidence that issues are being satisfactorily addressed.

 Ownership 4:  Potential Attainable Bed Days
Each DHB is expected to reduce potential attainable bed days relative to total bed days.

Detail:
Comprehensive measurement

Target-setting:
Evidence-based

Rationale

Productivity, the ability to produce more from the same resources, or the same with less resources, has been identified as an important element in ensuring the sustainability of the New Zealand health system, and delivering increased outputs and quality within an environment of diminished funding growth.

Assuming that any production unit is running at full capacity, the key to generating more outputs within the available resource is to improve throughput, that is, the speed of processing of each individual output.  For hospital inpatients this amounts to reducing the number of bed days used by each patient, so that bed days become available for other patients.  This capacity to treat more patients is able to contribute to goals such as decongestion of emergency departments, or increases in elective surgery.  

This measure attempts to quantify the level of additional bed days that could be realised by DHBs for admitted patients, if they performed at the sector average for ALOS across all diagnosis-related groups (DRGs).

This is an overarching measure.  DHBs can seek reductions in potential attainable bed days through improvements in inpatient average length of stay (ALOS, measure 5), day surgery rates (measure 6), day of surgery admission rates (measure 7), pre-treatment days for acute conditions (measure 8), or reduced rates of acute readmissions (measure 9)
Deliverables

The measure will be calculated from information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The ALOS over 12 months to the end of the quarter (defined as bed days divided by discharges for all patients, including daycases), for the DHB is calculated for every DRG and compared to the sector average for that DRG.  For each DRG where the DHB ALOS exceeds the national average (for the 2009 calendar year
), the difference in ALOS gives a number of excess days per patient.  The sum across all relevant DRGs, of the number of patients in the DRG multiplied by the excess days per patient, gives the total potential attainable bed days.  When divided through by the total number of bed days for the 12 months to the end of the quarter, the attainable bed day ratio is derived.
Expressed mathematically:

attainable bed day ratio = 
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Where:
i = every DRG where ALOS exceeds the national average for the DRG in the 2009 calendar year


ALOSl = local ALOS over 12 months to end of quarter


ALOSn = national ALOS for the 2009 calendar year


N = number of discharges over 12 months to end of quarter


BD = total bed days for 12 months to end of quarter

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.  In addition, events coded to the maternity inpatient and neonatal purchase units (W10001 and W06003) are excluded from this measure, due to the government’s subsidiary aim of ensuring adequate lengths of stay for new mothers.

Very long stays should be truncated to 365 days.

As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  As a minimum, the contribution to excess bed days from potential subsidiary measures seven to ten, and the excess bed days by specialty or major disease group, would be calculated.

Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is 21 days after the end of the month of discharge), the quarters for this measure will be set forward by one month (i.e. quarters will run December-February, March-May, June-August, and September-November).

Expectations

Proposed targets will be established by calculating the DHB’s potential attainable bed days relative to its peers (see Appendix A for a discussion of peer groups), for the 2009 calendar year, for all DRGs where the DHB ALOS is an outlier from the mean.
DRGs with low volumes would be filtered from this target-setting analysis.  When deriving the target expressed as the attainable bed days ratio, the total bed days will be assumed to remain static from the reference year (2009 calendar year).

It will be assumed that 25% of the reduction can be made per quarter in order to reach the final year target.

Achieved:
The DHB achieves the agreed target

Partially achieved:
A reduction is achieved that constitutes over fifty percent of the total agreed reduction, but that is below target.
Not achieved:
Any reduction is less than fifty percent of the total agreed reduction.

Ownership 5:  Inpatient Average Length of Stay
The DHB is expected to reduce inpatient average length of stay (ALOS).  Some DHBs may choose not to utilise this as an accountability measure (each DHB must nominate three of the measures from Ownership 5 to 9, two can be left as benchmarking information).
Detail:
Comprehensive measurement

Target-setting:
Evidence-based

Rationale

Over time, hospitals across the developed world have succeeded in shortening the hospital length of stay for patients.  Generally speaking, it is desirable to continue making further reductions to the length of stay for inpatients (where clinically appropriate), since this allows more patients to be processed through hospitals without additional capital investment in hospital beds.  This capacity to treat more patients is able to contribute to goals such as decongestion of emergency departments, or increases in elective surgery.  As well as the improvement in throughput, shortened hospital length of stay for patients reduces risks of nosocomial infections and allows patients to return home.  In some cases it may also reflect lowered rates of patient complications, or improvements in the time clinical staff are able to give to direct patient treatment.

Reducing inpatient ALOS is one way in which DHBs can act in order to reduce potential attainable bed days (measure 4).

One complication to the ALOS indicator is that current government policy is for greater lengths of stay for new mothers after delivery.  For this reason, maternity patients are excluded from the main measure, but ALOS for maternity admissions is nevertheless calculated as a subsidiary measure, with consequent expectations.

It should be noted that situations are conceivable where improvements to services could lengthen inpatient ALOS.  In particular, treating increasing numbers of patients as day cases or outpatients, or moving less complex services into primary care setting, will raise the complexity of hospital casemix and conceivably could legitimately raise inpatient ALOS.  For this reason, it is important to consider ALOS in conjunction with other measures of hospital (and system) performance, such as day surgery rates and ambulatory sensitive hospitalisations.

Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

Total bed days for hospital patients discharged during the 12 months to the end of the quarter, divided by the total number of discharges for hospital patients (excluding day patients) during the 12 months to the end of the quarter, to give an average length of hospital stay expressed in days.

Expressed mathematically:

ALOS = 
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Where ‘total discharges’ refers to all discharges of hospital inpatients (excluding day cases, i.e., where length of stay is zero days) during the quarter, and ‘total bed days’ refers to the bed days associated with these discharges.

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.  In addition, events coded to the maternity and neonatal inpatient purchase units (W10001 and W06003) are excluded from the main measure, though ALOS for these patients is calculated separately.

Very long stays should be truncated to 365 days.

As well as the headline measure, and a subsidiary measure of ALOS for maternity inpatients, a benchmarking dataset will be developed containing detailed benchmarking information for DHBs.  As a minimum, such benchmarking would include indirectly standardised measures of ALOS taking account of population parameters and DRG casemix, and provide ALOS (and measures of variance in ALOS) at DRG level for selected key DRGs.
Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is about one month after the end of the quarter), the quarters for this measure will be set forward by one month (i.e. quarters will run December-February, March-May, June-August, and September-November).

Expectations

Proposed targets will be established by comparing the DHB’s ALOS for all DRGs against its peers (see Appendix A for a discussion of peer groups), for the 2009 calendar year.  Where the DHB is a negative outlier for a DRG, the improvement to be gained in overall ALOS from moving to the peer group average for the DRG will be quantified.  

Achieved:
The DHB achieves the agreed target

Partially achieved:
A reduction is achieved that constitutes over fifty percent of the total agreed reduction, but that is below target.

Not achieved:
Any reduction is less than fifty percent of the total agreed reduction.

With regards to the maternity ALOS, a separate requirement will exist that the ALOS should not reduce below the baseline at the beginning of 2009/10 (by which time the current government’s policy of longer stays for maternity patients was known).  This will have a simple achieved/not achieved rating.

Ownership 6:  Elective and Arranged Day Surgery
The DHB is expected to increase the proportion of elective and arranged surgery undertaken on a daycase basis.  Some DHBs may choose not to utilise this as an accountability measure (each DHB must nominate three of the measures from Ownership 5 to 9, two can be left as benchmarking information).
Detail:
Comprehensive measurement

Target-setting:
Evidence based

Rationale

One important way in which DHBs can improve attainable bed days (measure 4) and increase hospital throughput is through increasing the proportion of surgery carried out on a day surgery basis.  For planned admissions (arranged and elective) it should be possible to improve the management of surgery in order to improve day surgery rates.

In addition to the efficiency gains available through day surgery, experience from the United Kingdom has established that patient feedback around day surgery is positive, and day surgery therefore represents a quality experience from the patient perspective.

Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The number of day surgery discharges for the 12 months to the end of the quarter, for elective and arrange surgical patients, divided by the total number of discharges for elective and arrange surgical patients for the 12 months to the end of the quarter, to give the day surgery rate as a percentage.

Expressed mathematically:

day surgery rate = 
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Where ‘day surgery discharges’ refers to all discharges of elective and arranged patients from surgical DRGs for which the day of admission = the day of discharge during the 12 months to the end of the quarter, and ‘total surgery discharges’ refers to all discharges of elective and arranged patients from surgical DRGs during the 12 months to the end of the quarter.  Excluded from both numerator and denominator are discharges that have a non-routine event end type as recorded in NMDS.

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.

As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  As a minimum, day surgery rates will be indirectly standardised for population parameters and DRG, and rates calculated at DRG level.  For purposes of international comparisons, day surgery rates at procedure code level for could be calculated for the 25 procedures for which the British Association of Day Surgery (BADS) has established best practice standards.
Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is about one month after the end of the quarter), the quarters for this measure will be set forward by one month (i.e. quarters will run December-February, March-May, June-August, and September-November).

Expectations

Proposed targets will be established by comparing the DHB’s day surgery rates across all surgical DRGs against its peers (see Appendix A for a discussion of peer groups), for the 2009 calendar year.  Where the DHB is a negative outlier for a DRG, the improvement to be gained in overall day surgery rates by moving to the peer group average for the procedure will be quantified.  

Achieved:
The DHB achieves the agreed target

Partially achieved:
An increase is achieved that constitutes over fifty percent of the total agreed increase, but that is below target.

Not achieved:
Any increase that is less than fifty percent of the total agreed increase.

Ownership 7:  Elective and Arranged Day of Surgery Admission
The DHB is expected to provide 90 percent of its elective and arranged surgery on a day of surgery admission (DOSA) basis.  Some DHBs may choose not to utilise this as an accountability measure (each DHB must nominate three of the measures from Ownership 5 to 9, two can be left as benchmarking information).
Detail:
Comprehensive measurement

Target-setting:
Pre-set

Rationale

One important way in which DHBs can improve attainable bed days and increase hospital throughput is through increasing the proportion of surgery carried out on the same day the patient is admitted.  The usual term for surgery received on the same day as patient admission is ‘day of surgery admission’ (DOSA).  For planned admissions (arranged and elective) it should be possible to improve the management of surgery in order to improve DOSA rates.  The number of patients for which a pre-operative in-hospital overnight stay is clinically necessitated is relatively small.  The Ministry has been advised that even tertiary paediatric hospitals in Australia aspire to a 95 percent DOSA rate for planned admissions.
Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The number of DOSA discharges, for elective and arranged surgical patients (excluding day surgical cases) during the 12 months to the end of the quarter, divided by the total number of discharges for elective and arrange surgical patients (excluding day surgical cases) for the 12 months to the end of the quarter, to give the DOSA rate as a percentage.

Expressed mathematically:

DOSA rate = 
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Where ‘DOSA discharges’ refers to all discharges of elective and arranged surgical patients with a DOSA admission for the 12 months to the end of the quarter, and ‘total surgical discharges’ refers to all discharges of elective and arranged surgical patients for the 12 months to the end of the quarter.  Excluded from both numerator and denominator are day surgical patients.  For this measure, a surgical patient is defined as one that has received anaesthesia (and is coded to a surgical DRG), and a DOSA patient receives anaesthesia on the day of admission.
Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.

As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  

Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is about one month after the end of the quarter), the quarters for this measure will be set forward by one month (i.e. quarters will run December-February, March-May, June-August, and September-November).

Expectations

The target is that 90 percent of elective and arranged surgery patients (of those who stay for one night or more) will have a DOSA.  This target seems reasonable given that the situations in which a pre-operative in-hospital stay is clinically required are relatively few, and given that tertiary paediatric hospitals in Australia aspire to a 95 percent DOSA rate.  In future years this stretch target is expected to increase incrementally to 95 percent.
Achieved:
The DHB achieves the agreed target

Partially achieved:
The target is achieved in some major service groups in which it was not previously achieved, but overall the target is not achieved.

Not achieved:
Improvement such that the target is reached for the first time is not made in any major service group, nor overall.

Ownership 8:  Pre-Treatment Days for Acute Conditions
The DHB is expected to provide increasing percentages of definitive care for acute admissions within the first day from admission.  Some DHBs may choose not to utilise this as an accountability measure (each DHB must nominate three of the measures from Ownership 5 to 9, two can be left as benchmarking information).
Detail:
Comprehensive measurement

Target-setting:
Evidence based
Rationale

There are a number of acute conditions for which rapid intervention are indicated, such as fractured neck of femur, acute cardiac surgery and appendectomies
.  In many cases, quality of clinical care for the patient relies on rapid time to definitive treatment.
At the same time, if such conditions can be treated quickly (i.e. within one day, rather than after several days), even in the least acute instances, it is likely that length of stay for patients will be shorter, with an impact on hospital throughput and bed capacity.

Potentially, long time to treatment for such conditions could in some cases reflect long-term access block and corridor stays in emergency departments, poor co-ordination of patient care, or care that is not in line with evidence-based best practice.

Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The measure applies to a defined subset of all acute patients (defined according to diagnoses and procedures), and is calculated as: the number of discharges for which definitive interventions for acute patients that take place within one day of admission (during the 12 months to the end of the quarter), divided by the total number of discharges for acute patients during the 12 months to the end of the quarter, to give the one-day treatment rate expressed as a percentage.

Expressed mathematically:

one-day treatment rate = 
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Where: 
‘one-day treatment discharges’ = all discharges of acute patients within the defined set who received their definitive treatment within one day, i.e. pre-treatment LOS less than or equal to one.  For the 12 months to the end of the quarter.


‘total acute discharges’ = all discharges of acute patients within the defined set for the 12 months to the end of the quarter.

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.

As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  

Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is about one month after the end of the quarter), the quarters for this measure will be set forward by one month (i.e. quarters will run December-February, March-May, June-August, and September-November).

Expectations

Proposed targets will be established by comparing the DHB’s one-day treatment rate across all relevant DRGs or procedures against its peers (see Appendix A for a discussion of peer groups), for the 2009 calendar year.  Where the DHB is a negative outlier for a DRG, tolerance to be tested], the improvement to be gained in overall one-day treatment rates by moving to the peer group average for the procedure will be quantified.  

Ownership 9:  Acute Readmissions to Hospital
The DHB is expected to reduce 28 day unplanned acute readmission rates over the year.  Some DHBs may choose not to utilise this as an accountability measure (each DHB must nominate three of the measures from Ownership 5 to 9, two can be left as benchmarking information).

Detail:
Comprehensive measurement

Target-setting:
Evidence based

Rationale

Hospital unplanned acute readmission rates are a well-established measure of quality of care, efficiency, and appropriateness of discharge for hospital patients, particularly as a counter-measure to average length of stay.  International experience is that shorter lengths of stay are correlated with higher rates of acute readmissions.

Unplanned acute readmissions may imply a possible failure in patient management such as discharge too early, or inadequate support at home.  

Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The number of unplanned acute readmissions to hospital, within 28 days of a previous discharge that occurred within the 12 months to the end of the quarter, as a proportion of hospital discharges in the 12 months to the end of the quarter, is the acute readmission rate, expressed as a percentage.

Expressed mathematically:

acute readmission rate = 
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Where:

readmissions = the number of acute readmissions relating to discharges in the period.



discharges = patient discharges in the quarter.



 = a factor to adjust for changes in casemix from the baseline position at the beginning of the year.

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.  Additionally, discharges are filtered in order to remove daycase patients, non-routine event end types and transfers.  In counting readmissions, no hospital event can be counted more than once as an acute readmission (i.e., for a situation where a patient has an initial hospital stay and four subsequent acute stays in hospital within 28 days, the maximum count of readmissions is four).  Additionally, a subsequent acute event will only count as an acute readmission if the initial and subsequent events are coded to the same specialty.

As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  As a minimum, acute readmission rates for the most significant DRGs, and risk-adjusted acute readmission rates, which facilitate inter-DHB comparisons, would be calculated.

Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is 21 days after the end of the month of discharge), and due to the time lapse required in order to observe 30 day readmissions, this measure will operate one quarter in arrears.

Expectations

Proposed targets will be established by comparing the DHB’s acute readmission rates across all DRGs against its peers (see Appendix A for a discussion of peer groups), for the 2009 calendar year.  Where the DHB is a negative outlier for a DRG cluster, the improvement to be gained in overall acute readmission rates by moving to the peer group average for the procedure will be quantified.  

Achieved:
The DHB achieves the agreed target

Partially achieved:
A reduction is achieved that constitutes over fifty percent of the total agreed reduction, but that is below target.

Not achieved:
Any increase that is less than fifty percent of the total agreed increase.
 Ownership 10:  Outlier Mortality
Each DHB is expected to maintain 30 day outlier mortality at the same level, or reduce it, over the year.

Detail:
Comprehensive measurement

Target-setting:
Maintain status quo

Rationale

Mortality rates are a well-established measure of clinical outcomes for hospital patients, due to the fact that mortality is an explicit and readily available measure related to the safety and efficacy of treatment.

Overseas experience shows that systemic changes to the way care is offered to patients can lead to measurable changes in patient morbidity and mortality.  Examples are changes intended to reduce incidences of falls, pressure ulcers, pneumonia, and hospital-acquired infections in patients.  

However, in New Zealand there is no national programme of work intended to explicitly reduce hospital mortality, and the intent of this measure is to hold DHBs to account for at least maintaining the status quo, and ensure the maintenance of clinical quality standards, while at the same time seeking improvements in other areas such as productivity.

This measure expresses ‘outlier’ mortality, a similar concept to attainable bed days (measure 4).

Deliverables

The measure will be calculated for information held in the National Minimum Data Set (NMDS), and does not require a separate DHB data submission.

Description:

The mortality rate (defined as deaths within 30 days of admission, divided by discharges for all patients, including daycases), for the DHB over the 12 months to the end of the quarter is calculated for all DRGs, and compared to the sector average for that DRG.  For each DRG where the DHB mortality rate exceeds the national average (for the 2009 calendar year), the difference in mortality is expressed as the number of ‘outlier’ deaths for the DRG.  The sum across all relevant DRGs, of the number of patients in the DRG multiplied by the excess days per patient, gives the total outlier mortality.  
Expressed mathematically:

outlier mortality = 
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Where:

i = every DRG 



MPl = local mortality proportion = proportion of DHB patients who die within 30 days of admission (regardless of whether discharged or still in hospital)


MPn = national mortality proportion = proportion of New Zealand patients who die within 30 days of admission (regardless of whether discharged or still in hospital), in the 2009 calendar year.



N = number of patients

Hospital events included by the measure are those included in the NMDS dataset, with the exclusion of events excluded by the 2010/11 Weighted Inlier Equivalent Separation filter.  Appropriate exclusions will also be applied for transfers between DHBs.
As well as the headline measure, a dataset will be developed containing detailed benchmarking information for DHBs.  As a minimum, the contribution to outlier mortality by specialty or major disease group, would be calculated.

Where the DHB is not achieving in line with target, the DHB should provide information about improvement plans.

Reporting Period

Reported quarterly.  Due to the reliance on NMDS data (where the deadline for submission is 21 days after the end of the month of discharge), and due to the time lapse required in order to observe 30 day mortality, this measure will operate one quarter in arrears.

Expectations

The DHB is expected to at least maintain the status quo (taking account of changes in the number of discharges from the start of the year, or see a reduction over the year.

Achieved:
The DHB achieves the agreed target

Partially achieved:
An increase in outlier mortality is observed, but a satisfactory action plan to address this is reported.

Not achieved:
An increase in outlier mortality is observed, and a satisfactory action plan to address this is not reported.

 Ownership 11:  Data Submitted to National Collections
Each DHB is expected to have submitted 95 percent of all patient events to the NMDS national collection by the 21st day following the close of each month.

Detail:
Comprehensive measurement
Target-setting:
Pre-set

Rationale

It is commonly acknowledged that a key element in any programme to drive quality improvement within hospitals is information that allows assessment of any improvements.  Data stored in the National Collections Systems (NCS) is a shared resource for DHBs, health researchers, and the Ministry of Health, and information drawn from the NCS is key to deriving measures such as Ownership 4 to 12, along with measures in other dimensions, such as ambulatory sensitive hospitalisations.

The data within the NCS also has implications for health funding and planning, and the quality of data submitted to the NCS is therefore important.

DHBs are required to provide high quality data to the Information Directorate as outlined in the Operational Policy Framework (OPF).  DHBs also have a responsibility to develop and improve their internal processes in order to maximise data quality.  
One major dataset within the NCS is the National Minimum Dataset (NMDS).  The OPF specifies that 100 percent of NMDS data should be submitted to the national collection by 21 days following the end of the month of discharge.  However, in many instances DHBs fail to meet this requirement.
Deliverables

The following measure will be calculated by the Ministry from NMDS data, and DHBs will be asked to respond to the measures.

Description:

For each month, a measure is calculated for timeliness of data submission.  This is defined as the proportion of all publicly funded events that are loaded into NMDS later than 21 calendar days from the end of the month of discharge, expressed as a percentage.

Expressed mathematically:

timeliness of data submission = 
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Where:

Late Events = Total number of publicly funded NMDS events loaded into the NMDS more than 21 calendar days post month of discharge, as measured one quarter in arrears.



Total Events = Total number of publicly funded NMDS events in the NMDS per DHB per quarter.

DHBs should explain their improvement plans for where their ratings fall into the ‘not achieved’ or ‘partially achieved’ levels. 

Reporting Period

To be reported quarterly.  Because of the need to assess the level of late reporting, this measure will run one quarter in arrears. 

Expectations

It is expected that in each month, less than 5 percent of relevant records would be submitted more than 21 calendar days after the end of the quarter, that is, more than 95 percent of records should be submitted in a timely manner.

Achieved:
The expectation is met for all three months in the period.
Partially Achieved:
The expectation is met for at least one of the three months in the period, and the improvement plan is considered to be satisfactory.

Not Achieved:
The expectation is met for none of the three months in the period, or expectation is met for at least one month, but without a satisfactory improvement plan.

Ownership 12:  Output Delivery Against Plan
Each DHB is expected to deliver hospital outputs to a level that is within two percent of overall planned outputs stated at the year’s beginning, and within three percent of planned outputs for major areas of service delivery.

Detail:
Comprehensive measurement

Target-setting:
Pre-set

Rationale

Recent analysis of national collections, and DAP plans for hospital expenditure and activity, indicates that the DHB sector typically overdelivers outputs against the plans outlined in price volume schedules (or, conversely, underplans relative to actual outputs).  Overproduction of the hospital outputs is often accompanied by overexpenditure on Provider Arms relative to financial plans, though the nature of any causal relationship between the two has not been established.

Important and interrelated elements in managing hospital production of outputs are: the ability to forecast outputs accurately; the realism of DAP plans, specifically price volume schedules; and the ability to manage to plan during the year.

The monitoring of total Funder Arm outputs should take place through the Outputs Dimension.  Furthermore the intention of this measure is not to monitor whether planned levels of hospital outputs are appropriate, but to measure the success of DHBs in delivering outputs in line with plans.

Deliverables

Each DHB will be required to submit completed Provider Arm (and Additional) price volume schedules during the 2010/11 DAP round.

From these, the Ministry will calculate planned 2010/11 outputs for the following major groups of services.  (It is anticipated that these will fall within the hospital services Output Class, and these groupings also map to the categories proposed for monitoring in the Outputs Dimension.)

1. Inpatient medical services

2. Inpatient surgical services

3. Inpatient maternity services

4. Outpatient medical services

5. Outpatient surgical services

6. ED non-admitted events

Appendix B lists the purchase unit codes associated with these major service groups. 
As well as calculating planned outputs for these groups, total outputs across these groupings will be calculated, by using national prices as a proxy for the relative value of different kinds of output (events, attendances, and cost-weighted discharges).

Actual delivery against plans will be monitored through the NMDS and NNPAC national data collections and does not require additional DHB data submissions.  The following performance measure will be calculated.

Description:

Output delivery to plan, that is, the absolute difference between the actual hospital outputs delivered, and the proportion of planned outputs expected to be delivered during the year to date, as a proportion of the planned outputs expected in the year to date, expressed as a percentage.

This measure to be calculated for each service grouping, and overall.  For calculating the overall total measure, hospital outputs will be weighted by price.

Described mathematically:

Output delivery to plan = 
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Where:

AO = actual outputs (expressed in purchase unit code units of measure, except for overall measure, where all outputs are weighted by national price)



PO = planned outputs (expressed in purchase unit code units of measure, except for overall measure, where all outputs are weighted by national price)



YTD = a factor expressing the proportion of total outputs expected in the year to date.  This will be calculated by reference to historic patterns of delivery over the year.

Where delivery is falling outside the achievement target, the DHB should describe the factors leading to variance, and any remedial actions being taken.

Reporting Period

This will be reported at Q2, Q3 and Q4.  Due to the reliance on national collections data, the reporting in Q2 and Q3 will be based on the 5 month and 8 month position respectively.  Assessment of the final year position will be made on 12 months data.

Expectations

Achieved:
Overall output delivery is within two percent of plan, and delivery in the major groups is within three percent of plan.

Partially achieved:
Output delivery in some major groups has a variance greater than three percent from plan, though overall output delivery is within two percent of plan.  Accompanying exception reporting is satisfactory.

Not achieved:
Overall output delivery has a variance greater than two percent from plan.

Appendix A:  The use of the hospital Role Delineation Model to determine DHB peer groups

It is proposed that the hospital Role Delineation Model (RDM), applied at the DHB level, be used to determine peer groups for accountability purposes.  The principal purpose of peer grouping in this context is to provide a group for comparison when setting targets through performance benchmarking.

Two possible approaches might be used.  The first involves taking the average RDM level across the main service groupings of medical, surgical, and paediatric services, then using this to group DHBs.  The second approach is similar, but is based on taking the average RDM level across the seven service categories discussed in the RDM report (ie the calculation is done at a less aggregated level).

Based on the two approaches, the derived groupings are similar, and might, for instance, be grouped as follows:

	Grouping
	Four-group alternative
	Three-group alternative

	Complexity level A
	Auckland

Waikato

Capital & Coast

Canterbury


	Auckland

Waikato

Capital & Coast

Canterbury

Otago

	Complexity level B
	Counties Manukau

Hawke's Bay

MidCentral

Otago


	Counties Manukau

Hawke's Bay

MidCentral

Waitemata

Bay of Plenty

Taranaki

Nelson Marlborough

Northland

	Complexity level C
	Waitemata

Bay of Plenty

Taranaki

Nelson Marlborough


	Lakes

Tairawhiti

Whanganui

Hutt Valley

Wairarapa

West Coast

South Canterbury

Southland

	Complexity level D
	Northland

Lakes

Tairawhiti

Whanganui

Hutt Valley

Wairarapa

West Coast

South Canterbury

Southland


	


Appendix B:  Purchase Unit Codes Included in Counting of Hospital Outputs

The methodology that will be applied for the counting of hospital outputs will, in the first instance: use purchase unit codes where the outputs are measurable in-year from NMDS and NNPAC data collections; and of these purchase unit codes, only use those for which a national price has been calculated.  The list of purchase unit codes, grouped according to the major groupings proposed in measure 12 is given in the table below.

	Group
	PUC
	Description
	Unit of measure

	inpatient medical services
	M00001
	General Internal Medical Services - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M10001
	Cardiology  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M10005
	Specialist Paediatric Cardiac  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M15001
	Dermatology  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M20001
	Endocrinology & Diabetic  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M25001
	Gastroenterology  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M30001
	Haematology - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M34001
	Specialist Paediatric Haematology
	Cost Weighted Discharge

	
	M40001
	Infectious Diseases (incl Venereology) - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M45001
	Neurology - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M49001
	Specialist Paediatric Neurology
	Cost Weighted Discharge

	
	M50001
	Oncology  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M54001
	Specialist Paediatric Oncology
	Cost Weighted Discharge

	
	M55001
	Paediatric Medical Service (Inpatient)
	Cost Weighted Discharge

	
	M60001
	Renal Medicine  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M65001
	Respiratory  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M70001
	Rheumatology (incl Immunology) - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	M80001
	Palliative Medical Services  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	W06003
	Specialist neonates
	Cost Weighted Discharge

	inpatient surgical services
	D01001
	Inpatient Dental treatment
	Cost Weighted Discharge

	
	S00001
	General Surgery - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S05001
	Anaesthesia Services   - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S15001
	Cardiothoracic - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S25001
	Ear, Nose and Throat  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S30001
	Gynaecology - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S35001
	Neurosurgery   - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S40001
	Ophthalmology    - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S45001
	Orthopaedics  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S55001
	Paediatric Surgical Services
	Cost Weighted Discharge

	
	S60001
	Plastic & Burns - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S70001
	Urology  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	
	S75001
	Vascular Surgery  - Inpatient Services (DRGs)
	Cost Weighted Discharge

	inpatient maternity services
	W10001
	Maternity inpatient (DRGs)
	Cost Weighted Discharge

	ED non-admitted events
	ED02001
	Emergency Dept - Level 2
	Attendance

	
	ED03001
	Emergency Dept - Level 3
	Attendance

	
	ED04001
	Emergency Dept - Level 4
	Attendance

	
	ED05001
	Emergency Dept - Level 5
	Attendance

	
	ED06001
	Emergency Dept - Level 6
	Attendance

	
	M00004
	Adult Acute Assessments
	Attendance

	
	M55004
	Paediatric Acute Assessments
	Attendance

	outpatient medical services
	M00002
	General Medicine - 1st attendance
	Attendance

	
	M10002
	Cardiology - 1st attendance
	Attendance

	
	M10006
	Specialist Paediatric Cardiac - 1st Attendance
	Attendance

	
	M15002
	Dermatology - 1st attendance
	Attendance

	
	M20002
	Endocrinology - 1st attendance
	Attendance

	
	M20004
	Diabetes - 1st attendance
	Attendance

	
	M20008
	Specialist Paediatric Endocrinology - 1st attendance
	Attendance

	
	M25002
	Gastroenterology - 1st attendance
	Attendance

	
	M30002
	Haematology - 1st attendance
	Attendance

	
	M40002
	Infectious Diseases (incl HIV/Aids) - 1st attendance
	Attendance

	
	M45002
	Neurology - 1st attendance
	Attendance

	
	M45006
	Neurology - Metabolic - 1st Attendance
	Attendance

	
	M49002
	Specialist Paediatric Neurology Outpatient 1st attendance
	Attendance

	
	M50002
	Oncology - 1st attendance
	Attendance

	
	M54002
	Specialist Paediatric Oncology - Outpatient 1st attendance
	Attendance

	
	M55002
	Paediatric Medical  Outpatient  - 1st attendance
	Attendance

	
	M60002
	Renal Medicine - 1st attendance
	Attendance

	
	M65002
	Respiratory - 1st attendance
	Attendance

	
	M70002
	Rheumatology (incl immunology) - 1st attendance
	Attendance

	
	M70005
	Immunology (excludes rheumatology) - 1st attendance
	Attendance

	
	M87001
	Clinical Genetics - 1st attendance
	Attendance

	
	M00003
	General Medicine - Subsequent attendance
	Attendance

	
	M10003
	Cardiology - Subsequent attendance
	Attendance

	
	M10007
	Specialist Paediatric Cardiac - Subsequent Attendance
	Attendance

	
	M15003
	Dermatology - Subsequent attendance
	Attendance

	
	M20003
	Endocrinology - Subsequent attendance
	Attendance

	
	M20005
	Diabetes - Subsequent attendance
	Attendance

	
	M20009
	Specialist Paediatric Endocrinology - Subsequent attendance
	Attendance

	
	M25003
	Gastroenterology - Subsequent attendance
	Attendance

	
	M30003
	Haematology - Subsequent attendance
	Attendance

	
	M40003
	Infectious Diseases (incl HIV/Aids) - Subsequent attendance
	Attendance

	
	M45003
	Neurology - Subsequent attendance
	Attendance

	
	M45007
	Neurology - metabolic - Subsequent attendance
	Attendance

	
	M49003
	Specialist Paediatric Neurology Outpatient - Subsequent attendance
	Attendance

	
	M50003
	Oncology - Subsequent attendance
	Attendance

	
	M54003
	Specialist Paediatric Oncology - Outpatient subsequent attendance
	Attendance

	
	M55003
	Paediatric Medical  Outpatient - Subsequent attendance
	Attendance

	
	M60003
	Renal Medicine - Subsequent attendance
	Attendance

	
	M65003
	Respiratory - Subsequent attendance
	Attendance

	
	M70003
	Rheumatology (incl immunology) - Subsequent attendance
	Attendance

	
	M70006
	Immunology (excludes Rheumatology) - Subsequent attendance
	Attendance

	
	M87002
	Clinical Genetics - Subsequent attendance
	Attendance

	
	M30020
	IV Chemotherapy -cancer- haematology (non paediatric)
	Attendance

	
	M30021
	Oral Chemotherapy Oversight - cancer - haematology (non paediatric)
	Attendance

	
	M54004
	IV Chemotherapy - cancer - Specialist paediatric oncology
	Attendance

	
	MS02009
	IV Chemotherapy - cancer - Any health specialty
	Attendance

	
	M50005
	Oncology - Radiotherapy
	Attendance

	
	M60004
	Renal Medicine - Recurrent home based CAPD
	Number of Patient

	
	M60005
	Renal Medicine - CAPD Training
	New client

	
	M60006
	Renal Medicine - Recurrent home based Haemodialysis
	Number of Patient

	
	M60007
	Renal Medicine - Haemodialysis Training
	New client

	
	M60008
	Renal Medicine - Incentre Haemodialysis
	Attendance

	
	M60009
	Renal Medicine - Incentre self managed dialysis
	Attendance

	
	M60010
	Renal Medicine - incentre self managed dialysis training
	New client

	outpatient surgical services
	M25004
	Gastroenterology -  ERCP
	Procedure

	
	M25005
	Gastroenterology - Colonoscopy
	Procedure

	
	M25006
	Gastroenterology - Gastroscopy
	Procedure

	
	M25007
	Gastroenterology - Motility investigations
	Procedure

	
	M25008
	Capsule Endoscopy
	Attendance

	
	M65005
	Respiratory - Bronchoscopy
	Procedure

	
	MS02003
	Bronchoscopy - any health specialty
	Attendance

	
	MS02004
	Gastroscopy - Any Health Specialty
	Attendance

	
	MS02005
	Gastroscopy - Any health specialty.
	Attendance

	
	MS02006
	ERCP - Any health specialty
	Attendance

	
	MS02007
	Colonoscopy - Any health specialty
	Attendance

	
	S00004
	General Surgery - Colonoscopy
	Procedure

	
	S00005
	General Surgery - Gastroscopy
	Procedure

	
	S00002
	General Surgery (incl Vascular Surgery) - 1st attendance
	Attendance

	
	S00006
	General Surgery (excl vascular surgery) - 1st attendance
	Attendance

	
	S00009
	Breast Op Proc - 1st Attendance
	Attendance

	
	S15002
	Cardiothoracic - 1st attendance
	Attendance

	
	S25002
	Ear Nose and Throat - 1st attendance
	Attendance

	
	S30002
	Gynaecology - 1st attendance
	Attendance

	
	S35002
	Neurosurgery - 1st attendance
	Attendance

	
	S40002
	Ophthalmology - 1st attendance
	Attendance

	
	S45002
	Orthopaedics - 1st attendance
	Attendance

	
	S45004
	Fracture Clinic - 1st attendance
	Attendance

	
	S50005
	Spinal - 1st attendance
	Attendance

	
	S55002
	Paediatric Surgery  Outpatient  - 1st attendance
	Attendance

	
	S60002
	Plastics (incl Burns and Maxillofacial) - 1st attendance
	Attendance

	
	S70002
	Urology - 1st attendance
	Attendance

	
	S75002
	Vascular Surgery  Outpatient  - 1st attendance
	Attendance

	
	S00003
	General Surgery (incl Vascular Surgery) - Subsequent attendance
	Attendance

	
	S00007
	General Surgery (excl vascular surgery) - Subsequent attendance
	Attendance

	
	S00010
	Breast Op Proc - Subsequent Attendance
	Attendance

	
	S15003
	Cardiothoracic - Subsequent attendance
	Attendance

	
	S25003
	Ear Nose and Throat - Subsequent attendance
	Attendance

	
	S30003
	Gynaecology - Subsequent attendance
	Attendance

	
	S35003
	Neurosurgery - Subsequent attendance
	Attendance

	
	S40003
	Ophthalmology - Subsequent attendance
	Attendance

	
	S45003
	Orthopaedics - Subsequent attendance
	Attendance

	
	S45005
	Fracture Clinic - Subsequent attendance
	Attendance

	
	S50006
	Spinal - Subsequent attendance
	Attendance

	
	S55003
	Paediatric Surgery Outpatient - subsequent attendance
	Attendance

	
	S60003
	Plastics (incl Burns and Maxillofacial) - Subsequent attendance
	Attendance

	
	S70003
	Urology - Subsequent attendance
	Attendance

	
	S75003
	Vascular Surgery Outpatient - Subseq attend
	Attendance


� For a number of the indicators proposed in this document, a base year is required against which progress can be measured over time.  In all such cases, the 2009 calendar year has been proposed as a base year.  The 2008/09 financial year provides another legitimate possibility, but the 2009 calendar year has been preferred here as it has the closest practicable proximity to the year where performance is being measured, i.e. 2010/11 financial year.


� At the time of writing, the basket of measures relevant to this measure is still being defined.
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