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Dr Foster is committed to being as transparent as possible in our work. Dr Foster publishes the methodologies used in its publications and benchmarking tools. For the first time we are making the methodologies we intend to use available pre-publication for comment and consultation. We are delighted to be doing this in partnership with the Health Service Journal. 

In this year’s Hospital Guide we are looking at a number of new metrics measuring patient safety and clinical effectiveness. These are based on best practice and clinical guidance. 

The indicators have been developed in partnership with the Dr Foster Unit at Imperial College London and in conversation with other leading indicator development units not least Kings College London and the US Agency for Healthcare Research Quality (AHRQ). We have also involved NHS clinicians in this development.

This website gives you the opportunity to understand the indicators we propose to publish and to feedback any concerns or suggestions for improvement that you might have. In particular we ask for consideration of three questions:

1. Are there any diagnosis or procedure codes that we have included that you believe should be removed? Please give your reasons

2. Are there any diagnosis or procedure codes that we have omitted that you believe should be included? Please give your reasons
3. What are the strengths and weaknesses of this metric as an indicator
You can use the feedback box below to submit comments. Alternatively you can email us directly at HGconsult2010@drfoster.co.uk. Please submit your response by the 31st August 2010. The Dr Foster Unit will review all responses and suggest modifications to the indicators. We regret that we cannot reply to all submissions individually. 

The Hospital Guide will be published on line and in a printed report at the end of November. All Trust listed in this report will be contacted in advance with the results of the analyses in advance of publication.

At Dr Foster we take enormous pride in the innovative work that we do, and we make a considerable investment in developing new ideas, methods and techniques.  The methodologies outlined here include some new algorithms which are the intellectual property of Dr Foster, and are protected under the laws of the United Kingdom and other countries. While we are happy to allow NHS organisations to replicate any of the analyses described here for their own internal purposes. However we do not allow any use which is for commercial exploitation or third party benefit.  Use for these purposes requires our express prior written permission. We take the integrity of our work and the protection of our intellectual property very seriously, and we will take full enforcement action against any infringement. If you are unsure as to whether your intended use would be infringing, then please email HGconsult2010@drfoster.co.uk to discuss your requirements
Thank you for taking the time to offer your feedback.

About Dr Foster

Dr Foster aims to help bridge the gap between data and knowledge. We are a joint venture between The Department of Health and Dr Foster Holdings LLP, and provide a unique, innovative public service. 

One of Dr Foster’s key objectives is to promote the development of an information culture in the NHS by providing appropriate information and analysis to clinicians and managers in order to help them deliver the best quality healthcare. Dr Foster also promotes greater access to data across all public services and more intelligent use of data to understand variations in outcomes and availability of services.

The Dr Foster Unit at Imperial College London has developed pioneering methodologies that enable fast, accurate identification of potential problems in clinical performance – and areas of high achievement.
Dr Foster works to a code of conduct that prohibits political bias and requires it to act in the public interest. The code is monitored by the Ethics Committee, an independent body chaired by Sir Donald Irvine, chairman of Picker Institute Europe and former president of the General Medical Council.
Please see www.drfoster.co.uk for more information

	TURP Adjusted Average Length of Stay

	Metric

Adjusted average length of stay for patients receiving a TURP.



	Observed

Average length of stay- average of (Date of discharge- Date of admission)

· Inpatients only
· TURP Procedure Group-

Endoscopic resection of outlet of male bladder: OPCS code- M65



	Expected

Expected length of stay is adjusted to indirectly standardise for differences in co-morbidities.

· Inpatients only
· TURP Procedure Group-

Endoscopic resection of outlet of male bladder: OPCS code- M65



	Time frame

April 2009- March 2010



	Basis

Acute Trust (excluding specialists)



	Statistical methods used

Indirect standardisation

· adjusted for:

· Co-morbidities  (Dr Foster methodology, see Appendix A)




Appendix A

Charlson score

	Condition No.
	Condition Name
	Weight

	1
	Acute myocardial infarction
	5

	2
	Cerebral vascular accident
	11

	3
	Congestive heart failure
	13

	4
	Connective tissue disorder
	4

	5
	Dementia
	14

	6
	Diabetes
	3

	7
	Liver disease
	8

	8
	Peptic ulcer
	9

	9
	Peripheral vascular disease
	6

	10
	Pulmonary disease
	4

	11
	Cancer
	8

	12
	Diabetes complications
	-1

	13
	Paraplegia
	1

	14
	Renal disease
	10

	15
	Metastatic cancer
	14

	16
	Severe liver disease
	18

	17
	HIV
	2


	Cystectomy: Crude Rate

	Metric

The percentage of admissions that have a Cystectomy.



	Numerator

Cystectomy: total excision of bladder - OPCS code: M34



	Denominator

The episode with the dominant procedure was used in the analysis



	Data Source

SUS – CDS



	Time frame

SUS – April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Crude rate




	Prostatectomy open vs. closed

	Metric

The proportion of Prostatectomy carried out laparoscopically and the proportion performed closed.


	Numerator

Patients that received either a Laparoscopic Prostatectomy or an open Prostatectomy were obtained over the period 2007/08-2009/10 for analysis. The following codes were used:

Laparoscopic Prostatectomy
  OPCS codes – M61 (+ Y75)

Open Prostatectomy
               OPCS codes – M61

Logistic regression was applied to the data looking at the following factors:

· Age

· Sex

· Deprivation (not significant in the final model)

· Charlson score

· Admission type

Admissions that did not have a valid age, sex, admission type or deprivation score were excluded from the analysis.



	Denominator

· Elective admissions- Based on discharging  episode with an admission method of one of the following:
· 11, Elective - from waiting list

· 12, Elective - booked

· 13, Elective – planned
· The episode with the dominant procedure was used in the analysis (Defined in Appendix A)

Scrotal procedures: All procedures with a HRG 4 of LB34 Scrotum, Testis or Vas Deferens Open Procedures


	Data Source / Time frame

April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Case-mix adjusted using a logistic regression model.

Logistic regression

The ratio is calculated by dividing the actual number of closed Prostatectomies by the expected number and multiplying the figure by 100. It is expressed as a relative risk, where a risk rating of 100 represents the national average. If the trust has an RR of 100, that means that the number of patients who received a closed Prostatectomy is exactly as would be expected taking into account the standardisation factors. An RR above 100 means more patients received a closed Prostatectomy than would be expected; one below 100 means that fewer than expected were closed.

Logistic regression was applied to the data. Stepwise regression was also applied to the data.

Control limits

Control limits tell us the range of values which are consistent with random or chance variation. Data points falling within the control limits are consistent with random or chance variation and are said to display ‘common-cause variation’; for data points falling outside the control limits, chance is an unlikely explanation and hence they are said to display ‘special-cause variation’ – that is, where the trust’s rate diverges significantly from the national rate.




Appendix A
Dominant procedure episode-
Spell-based. The following rules were applied to all of the OPER codes in a spell in the order of preference:
	Situation
	CHOSEN_OP

	Spell has none the OPER codes listed below
	First OPER code that isn’t “&”

	AAA code in spell
	First AAA

	Both PTCA and Contrast codes somewhere in spell, but no CABG code
	First PTCA

	Both CABG plus PTCA in spell
	If the OPDAT for the PTCA is the same or one day after the OPDAT for the CABG, pick the PTCA, otherwise pick the CABG. (If OPDATs are missing, pick the CABG.)

	Both CABG plus Carotid in spell
	First CABG

	Otherwise…
	Pick the first op which has a code in the table below.


OPER codes fall into the above groups based on the following (the codes must begin with one of the appropriate values):
	Type
	Definition

	CABG
	K40, K41, K42, K43, K44, K45, K46

	PTCA
	K49, K50

	Contrast
	K63, K65

	Carotid
	L29

	AAA
	L183, L193, L203, L213, L184, L185, L186, L194, L195, L196, L204, L205, L206, L214, L215, L216

	Listed
	A01, A02, A08, A12, A38, A40, A41, A52, A65, A83, A84, B27, B28, C12, C31, C32, C33, C34, C35, C60, C71, C72, C73, C74, C75, C77, C82, D03, D15, E03, E04, E25, E29, E36, E49, E51, E53, E54, F09, F10, F22, F34, G01, G02, G03, G14, G15, G16, G17, G18, G19, G27, G28, G35, G43, G44, G45, G52, G53, G58, G69, G70, G71, G78, H01, H02, H04, H05, H06, H07, H08, H09, H10, H11, H13, H15, H20, H21, H22, H23, H24, H25, H26, H27, H28, H33, H44, H48, H50, H51, H52, H54, H56, J01, J02, J13, J14, J18, J38, J39, J40, J41, J43, J56, J69, K01, K02, K04, K05, K06, K07, K09, K10, K11, K12, K14, K18, K19, K20, K25, K26, K27, K28, K29, K30, K31, K34, K37, K40, K41, K42, K43, K44, K45, K46, K49, K50, K53, K60, K63, K65, K66, L01, L05, L06, L09, L10, L12, L18, L19, L20, L21, L29, L33, L35, L48, L49, L50, L51, L52, L53, L56, L57, L58, L59, L60, L62, L63, L85, L87, L95, M01, M02, M14, M26, M27, M28, M29, M34, M42, M45, M65, N08, N09, N17, N30, P23, P31, Q01, Q02, Q03, Q07, Q08, Q10, Q11, Q14, Q17, Q18, Q35, Q36, Q38, Q39, Q41, Q49, Q50, R17, R18, R19, R20, R21, R22, R23, R24, R25, S05, S06, T19, T20, T21, T24, T42, T43, T46, T52, T54, T59, T60, T67, V09, V22, V25, V26, V29, V33, V34, V38, V39, V43, V47, V48, V49, W15, W19, W20, W21, W22, W23, W24, W25, W26, W28, W34, W37, W38, W39, W40, W41, W42, W46, W47, W48, W59, W79, W82, W83, W84, W85, W86, W87, W88, W90, X09, X29, X33, X35, X41


The “first” OPER code is decided on an EPISODE then the number of the OPER variable - for instance, OPER2 is considered “before” OPER5 in the same episode. They are not ordered by date.

OPDATn is a HES field and reflects the date associated with OPERn.

	Scrotal procedures day case rate

	Metric

Day case rate for scrotal procedures is defined as the percentage of patients who receive their procedure as a day case.



	Numerator

· Elective admissions- Based on discharging  episode with an admission method of one of the following:
· 11, Elective - from waiting list

· 12, Elective - booked

· 13, Elective – planned
· The episode with the dominant procedure was used in the analysis (Defined in Appendix A)

· Day case- Classpat=2
Scrotal procedures: All procedures with a HRG 4 of LB34 Scrotum, Testis or Vas Deferens Open Procedures


	Denominator

· Elective admissions- Based on discharging  episode with an admission method of one of the following:
· 11, Elective - from waiting list

· 12, Elective - booked

· 13, Elective – planned
· The episode with the dominant procedure was used in the analysis (Defined in Appendix A)

Scrotal procedures: All procedures with a HRG 4 of LB34 Scrotum, Testis or Vas Deferens Open Procedures


	Data Source / Time frame

April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Crude rate




Appendix A
Dominant procedure episode-
Spell-based. The following rules were applied to all of the OPER codes in a spell in the order of preference:
	Situation
	CHOSEN_OP

	Spell has none the OPER codes listed below
	First OPER code that isn’t “&”

	AAA code in spell
	First AAA

	Both PTCA and Contrast codes somewhere in spell, but no CABG code
	First PTCA

	Both CABG plus PTCA in spell
	If the OPDAT for the PTCA is the same or one day after the OPDAT for the CABG, pick the PTCA, otherwise pick the CABG. (If OPDATs are missing, pick the CABG.)

	Both CABG plus Carotid in spell
	First CABG

	Otherwise…
	Pick the first op which has a code in the table below.


OPER codes fall into the above groups based on the following (the codes must begin with one of the appropriate values):
	Type
	Definition

	CABG
	K40, K41, K42, K43, K44, K45, K46

	PTCA
	K49, K50

	Contrast
	K63, K65

	Carotid
	L29

	AAA
	L183, L193, L203, L213, L184, L185, L186, L194, L195, L196, L204, L205, L206, L214, L215, L216

	Listed
	A01, A02, A08, A12, A38, A40, A41, A52, A65, A83, A84, B27, B28, C12, C31, C32, C33, C34, C35, C60, C71, C72, C73, C74, C75, C77, C82, D03, D15, E03, E04, E25, E29, E36, E49, E51, E53, E54, F09, F10, F22, F34, G01, G02, G03, G14, G15, G16, G17, G18, G19, G27, G28, G35, G43, G44, G45, G52, G53, G58, G69, G70, G71, G78, H01, H02, H04, H05, H06, H07, H08, H09, H10, H11, H13, H15, H20, H21, H22, H23, H24, H25, H26, H27, H28, H33, H44, H48, H50, H51, H52, H54, H56, J01, J02, J13, J14, J18, J38, J39, J40, J41, J43, J56, J69, K01, K02, K04, K05, K06, K07, K09, K10, K11, K12, K14, K18, K19, K20, K25, K26, K27, K28, K29, K30, K31, K34, K37, K40, K41, K42, K43, K44, K45, K46, K49, K50, K53, K60, K63, K65, K66, L01, L05, L06, L09, L10, L12, L18, L19, L20, L21, L29, L33, L35, L48, L49, L50, L51, L52, L53, L56, L57, L58, L59, L60, L62, L63, L85, L87, L95, M01, M02, M14, M26, M27, M28, M29, M34, M42, M45, M65, N08, N09, N17, N30, P23, P31, Q01, Q02, Q03, Q07, Q08, Q10, Q11, Q14, Q17, Q18, Q35, Q36, Q38, Q39, Q41, Q49, Q50, R17, R18, R19, R20, R21, R22, R23, R24, R25, S05, S06, T19, T20, T21, T24, T42, T43, T46, T52, T54, T59, T60, T67, V09, V22, V25, V26, V29, V33, V34, V38, V39, V43, V47, V48, V49, W15, W19, W20, W21, W22, W23, W24, W25, W26, W28, W34, W37, W38, W39, W40, W41, W42, W46, W47, W48, W59, W79, W82, W83, W84, W85, W86, W87, W88, W90, X09, X29, X33, X35, X41


The “first” OPER code is decided on an EPISODE then the number of the OPER variable - for instance, OPER2 is considered “before” OPER5 in the same episode. They are not ordered by date.

OPDATn is a HES field and reflects the date associated with OPERn.

	Standardised Readmission Ratio- Scrotal procedures

	Metric

The ratio of the observed number of readmissions to the expected number of readmissions, multiplied by 100.



	Numerator

All spells with an emergency readmission within 28 days of discharge.

Readmitting episode- Emergency admissions:

· 21, Emergency - via A&E

· 22, Emergency - via GP
· 23, Emergency - via Bed Bureau

· 24, Emergency - via Out-patient clinic

· 28, Emergency - via other means

Readmission date within 28 days of discharging spell
Group-

All procedures with a HRG 4 of LB34 Scrotum, Testis or Vas Deferens Open Procedures


	Denominator

Expected number of readmission derived from logistic regression, adjusting for factors to indirectly standardise for differences in case-mix.

Adjustments are made for:

· Sex

· Age on admission (in five year bands up to 90+)

· Admission method  (non-elective or elective)

· Socio-economic deprivation quintile of the area of residence of the patient (based on the Carstairs Index)

· Primary procedure

· Co-morbidities  (Dr Foster methodology)

· Number of previous emergency admissions

· Year of discharge (financial year)
· Palliative care (whether the patient is being treated in specialty of palliative care)

· Month of admission

· Ethnicity 

· Source of admission 



	Data Source / Time frame

April 2009- March 2010

	Basis

Acute Trust



	Statistical methods used

Logistic regression

The ratio is calculated by dividing the actual number of readmissions by the expected number and multiplying the figure by 100. It is expressed as a relative risk, where a risk rating of 100 represents the national average. If the trust has a SRR of 100, that means that the number of patients who were readmitted is exactly as would be expected taking into account the standardisation factors. A SRR above 100 means more patients were readmitted than would be expected; one below 100 means that fewer than expected were readmitted.
Control limits

Control limits tell us the range of values which are consistent with random or chance variation. Data points falling within the control limits are consistent with random or chance variation and are said to display ‘common-cause variation’; for data points falling outside the control limits, chance is an unlikely explanation and hence they are said to display ‘special-cause variation’ – that is, where the trust’s rate diverges significantly from the national rate.



	Standardised Readmission Ratio- TURP

	Metric

The ratio of the observed number of readmissions to the expected number of readmissions, multiplied by 100.



	Numerator

All spells with an emergency readmission within 28 days of discharge.

Readmitting episode- Emergency admissions:

· 21, Emergency - via A&E

· 22, Emergency - via GP

· 23, Emergency - via Bed Bureau

· 24, Emergency - via Out-patient clinic

· 28, Emergency - via other means

Readmission date within 28 days of discharging spell
Procedure Group-

Endoscopic resection of outlet of male bladder: OPCS code- M65



	Denominator

Expected number of readmission derived from logistic regression, adjusting for factors to indirectly standardise for differences in case-mix.

Adjustments are made for:

· Sex

· Age on admission (in five year bands up to 90+)

· Admission method  (non-elective or elective)

· Socio-economic deprivation quintile of the area of residence of the patient (based on the Carstairs Index)

· Primary procedure

· Co-morbidities  (Dr Foster methodology)

· Number of previous emergency admissions

· Year of discharge (financial year)

· Palliative care (whether the patient is being treated in specialty of palliative care)

· Month of admission

· Ethnicity 

· Source of admission 



	Data Source / Time frame

April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Logistic regression

The ratio is calculated by dividing the actual number of readmissions by the expected number and multiplying the figure by 100. It is expressed as a relative risk, where a risk rating of 100 represents the national average. If the trust has a SRR of 100, that means that the number of patients who were readmitted is exactly as would be expected taking into account the standardisation factors. A SRR above 100 means more patients were readmitted than would be expected; one below 100 means that fewer than expected were readmitted.
Control limits

Control limits tell us the range of values which are consistent with random or chance variation. Data points falling within the control limits are consistent with random or chance variation and are said to display ‘common-cause variation’; for data points falling outside the control limits, chance is an unlikely explanation and hence they are said to display ‘special-cause variation’ – that is, where the trust’s rate diverges significantly from the national rate.



	Standardised Readmission Ratio- Cystectomy

	Metric

The ratio of the observed number of readmissions to the expected number of readmissions, multiplied by 100.



	Numerator

All spells with an emergency readmission within 28 days of discharge.

Readmitting episode- Emergency admissions:

· 21, Emergency - via A&E

· 22, Emergency - via GP

· 23, Emergency - via Bed Bureau

· 24, Emergency - via Out-patient clinic
· 28, Emergency - via other means

Readmission date within 28 days of discharging spell
Procedure Group-

Total excision of bladder - OPCS code: M34



	Denominator

Expected number of readmission derived from logistic regression, adjusting for factors to indirectly standardise for differences in case-mix.

Adjustments are made for:

· Sex

· Age on admission (in five year bands up to 90+)

· Admission method  (non-elective or elective)

· Socio-economic deprivation quintile of the area of residence of the patient (based on the Carstairs Index)

· Primary procedure

· Co-morbidities  (Dr Foster methodology)

· Number of previous emergency admissions

· Year of discharge (financial year)

· Palliative care (whether the patient is being treated in specialty of palliative care)
· Month of admission

· Ethnicity 

· Source of admission 



	Data Source / Time frame

April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Logistic regression

The ratio is calculated by dividing the actual number of readmissions by the expected number and multiplying the figure by 100. It is expressed as a relative risk, where a risk rating of 100 represents the national average. If the trust has a SRR of 100, that means that the number of patients who were readmitted is exactly as would be expected taking into account the standardisation factors. A SRR above 100 means more patients were readmitted than would be expected; one below 100 means that fewer than expected were readmitted.
Control limits

Control limits tell us the range of values which are consistent with random or chance variation. Data points falling within the control limits are consistent with random or chance variation and are said to display ‘common-cause variation’; for data points falling outside the control limits, chance is an unlikely explanation and hence they are said to display ‘special-cause variation’ – that is, where the trust’s rate diverges significantly from the national rate.




	Standardised Readmission Ratio- Nephrectomy

	Metric

The ratio of the observed number of readmissions to the expected number of readmissions, multiplied by 100.



	Numerator

All spells with an emergency readmission within 28 days of discharge.

Readmitting episode- Emergency admissions:

· 21, Emergency - via A&E

· 22, Emergency - via GP

· 23, Emergency - via Bed Bureau

· 24, Emergency - via Out-patient clinic

· 28, Emergency - via other means

Readmission date within 28 days of discharging spell
Procedure Group-

Total excision of kidney- OPCS code: M02



	Denominator

Expected number of readmission derived from logistic regression, adjusting for factors to indirectly standardise for differences in case-mix.

Adjustments are made for:

· Sex

· Age on admission (in five year bands up to 90+)
· Admission method  (non-elective or elective)

· Socio-economic deprivation quintile of the area of residence of the patient (based on the Carstairs Index)

· Primary procedure

· Co-morbidities  (Dr Foster methodology)

· Number of previous emergency admissions

· Year of discharge (financial year)

· Palliative care (whether the patient is being treated in specialty of palliative care)

· Month of admission

· Ethnicity 

· Source of admission 



	Data Source / Time frame

April 2009- March 2010



	Basis

Acute Trust



	Statistical methods used

Logistic regression

The ratio is calculated by dividing the actual number of readmissions by the expected number and multiplying the figure by 100. It is expressed as a relative risk, where a risk rating of 100 represents the national average. If the trust has a SRR of 100, that means that the number of patients who were readmitted is exactly as would be expected taking into account the standardisation factors. A SRR above 100 means more patients were readmitted than would be expected; one below 100 means that fewer than expected were readmitted.
Control limits

Control limits tell us the range of values which are consistent with random or chance variation. Data points falling within the control limits are consistent with random or chance variation and are said to display ‘common-cause variation’; for data points falling outside the control limits, chance is an unlikely explanation and hence they are said to display ‘special-cause variation’ – that is, where the trust’s rate diverges significantly from the national rate.



	TURP reoperation rate

	Metric

The rate (expressed as a percentage) of TURP procedures that result in a second operation being performed within a year.



	Numerator

All spells that resulted in another TURP procedure being performed within a year of the last TURP procedure (the index procedure).

Procedure Group-

Endoscopic resection of outlet of male bladder: OPCS code- M65



	Denominator

Procedure Group-

Endoscopic resection of outlet of male bladder: OPCS code- M65

The episode with the dominant procedure was used in the analysis 



	Data Source

SUS – CDS



	Time frame

Discharge for the index TURP procedure must have occurred between April 2008 and March 2009.



	Basis

Acute Trust



	Statistical methods used

Crude rate expressed as a percentage. 





