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Abstract  

Governance by targets assumes an explicit normative standard against which organisational 

performance can be evaluated as “good“ or “bad“. In healthcare, critics have argued that most 

performance indicators are at best “tin openers“: they lack a normative standard and hence 

require further analysis before any assessments of performance can be made. However, ambiguity 

about normative standards might change over time. In this paper, we explore the construction of  

normative standards for infection control (IC) and emergency care for older people (ECO) in 

Scotland. Analysis of local and national planning documents and interviews with actors involved 

in developing and implementing targets shows that perceptions of targets are not static. For IC, 

despite a continuing “ideal“ of zero infections, in practice, the model for setting targets has 

continued to change both structurally and parametrically in response to performance 

improvements in the system. As target values continue to decrease, national standards are 

challenged by local managers in terms of controllability of outcomes. In contrast, for ECO, target 

values were developed bottom-up from local past trajectories, defying the belief into a single 

normative standard. Nevertheless, the switch from targets on emergency admissions to 

emergency bed days reframed the nature of the problem. This problematises the notion of ‘fixed’ 

normative standards of performance issues. It suggests that ambiguity around normative 

standards is socially and politically constructed and that their constituent dimensions may evolve 

over time.  
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1. Introduction 

Many OECD countries use performance targets to drive improvements in the quality of healthcare 

(Wismar et al., 2008). Quality and performance are concepts rooted in relativity (Buetow and 

Adams, 2006) – “high“ and “low“ quality compared to what? Governance by targets hence assumes  

an explicit normative standard against which organisational performance can be read off – as 

from a “dial“ – as “good“ or “bad“ (Carter, 1989). In healthcare, however, critics have argued that 

most performance indicators are at best “tin openers“ (Carter, 1989, Bevan and Hood, 2006a): 

they lack a normative standard and hence require further analysis before any statements about 

quality and performance can be made. This suggests that it is important to identify the ‘type‘ of 

performance indicator planners are dealing with and specify targets only if a clear normative 

standard exists. This assumes, however, that characteristics of performance indicators are ‘fixed’, 

enabling relatively clear distinctions between (more and less) ambiguous indicators.  

 

In this paper we question the assumption that the presence or absence of a normative standard is 

an ‘intrinsic‘ feature of the performance issue (and target). The following research questions 

guided the study: How are normative standards underlying performance targets created? To 

what extent and why do they change over time? Taking an interpretivist stance, we posit that 

perceptions of targets are socially constructed and may evolve in relation to changes in context; in 

particular, in relation to the degree of ambiguity over goals and over means for change in the 

wider health system.  

 

Using a comparative case study, we explore the construction of normative standards for 

healthcare targets in the Scottish NHS, and changes in their constituent dimensions over time, for 

two policy issues: one with an apparently “clear“ normative standard (infection control, where 

“zero is best“) and another with a more ambiguous notion of a “balance of care“ (emergency care 

for older people, where optimal care is the result of an unknown balance between community and 

hospital care). Although the former issue seems to suggest a classic “dial“ and the latter a “tin 

opener“, we find that targets for both issues evolved in a process of continual change, and 

challenge by local stakeholders, of what “good“ and “bad“ performance meant. 

 

The next section sets out an analytical framework. Subsequent sections provide background on 

the institutional context and the HEAT target system in Scotland, and present the methods and 

findings. We close with some possible implications for policy. 

 

 

2. Analytical framework  

In healthcare, there is a perception that performance indicators differ in the degree of ambiguity 

over what they measure. This is illustrated by Carter (1989)’s famous distinction between the use 

of performance indicators as “dials“ or as “tin openers“. Dials have an explicit normative standard 

of what constitutes “good“ and “bad“ performance. Consequently, they can be used for setting 

targets and holding organisations to account for their performance. Tin openers, in contrast, lack 

such an explicit normative standard. They might point to potential deficits in service delivery, but 

require further analysis before any conclusive assessments of the quality of care can be made. 

 

Carter’s model was informed by the findings of a large cross-sector, comparative project of 

performance management in public services in sectors such as health, police and water in the UK 
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in the 1980s.  Since then, the model has been cited to challenge the unquestioning use of 

performance indicators in healthcare as “dials“ to evaluate organisational performance when, in 

fact, they might more meaningfully be understood as “tin openers“, stimulating further inquiry 

without a definitive assessment of performance (see e.g. Bevan and Hood, 2006a, Raleigh and 

Foot, 2010). 

 

While Carter (1989) recognises that the tin opener-dial (in short, TO-D) model was not intended 

as a conclusive classification system, the model seems to suggest the somehow “fixed“ presence or 

absence of a normative standard underpinning any performance indicator – and thus, its 

defensible use as a tin opener or dial. We, in contrast, explore a different line of reasoning: that 

normative standards underpinning performance targets are socially constructed. A focus on social 

construction stems from a tradition in the sociology of knowledge that studies how people 

interpret and create social phenomena (rather than assuming that these are inherent features; 

(Best, 1995, Searle, 1995)). Social construction refers to the process and product of interaction 

between stakeholders as they make sense of problematic situations, devise solutions and thereby 

reveal their definitions of the underlying problem (Best, 1995, Searle, 1995, Payne, 2001).  

 

What makes a normative standard? In healthcare performance assessment, we suggest that the 

construction of normative standards underpinning performance targets can be explored with 

reference to four dimensions (Figure 1): 
 

• Choice of indicator: What indicator is chosen to represent the policy issue? 

• Target population: Who is the target population (see also Schneider and Ingram, 1993)? 

• Model for determining the standard: How is the target value determined? 

• Target value: Where are Boards expected to be in x years time? 

 
 

The performance management literature also points to a number of factors which may help to 

understand why normative standards are constructed in different ways for different targets, and 

why they might change over time. These can, broadly, be subsumed under two dimensions: 
 

• Goal ambiguity. The problem of multiple, vague and often conflicting objectives is endemic 

to the study of public services and has long been discussed in policy analysis and public 

administration (see e.g. Rittel and Webber, 1973, Matland, 1995, Carter, 1989). In 

decentralised health systems, an obvious question is what high “performance“ and “quality of 

care“ actually means. This involves, in particular, the tension between two system objectives: 

ensuring equal outcomes and access to care across regions, while also allowing for 

responsiveness to local needs and capacities. National performance management systems 

will need to address this centre-local tension in some way (Klein, 2010). 
 

• Means ambiguity. Governance by targets also assumes that the means for achievement are 

known by and under the control of local ‘street-level‘ organisations tasked with improving 

performance (Bird et al., 2005, Carter, 1989). In practice, however, organisations may have 

only partial ownership of key influencing determinants (Jacobs et al., 2006). Such means 

ambiguity may arise for a number of reasons. Chief among these are the presence of multiple 

stakeholders who control different aspects of the production process; poor understanding of 

how multiple and complex causal layers influence performance measures; and limited 
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evidence about the impact of managerial levers to achieve a given end (e.g. Klein, 2010, 

Matland, 1995). 

 

As a result of ambiguity over goals and means, performance – that is, the alignment of observed 

healthcare activity with an expected normative standard – in public services is often contestable. 

Our initial framework for analysis (Figure 1) hence suggests that the construction of normative 

standards underpinning healthcare performance targets needs to be explored in relation to 

ambiguity over goals and over means. 

 

We might thus expect that, depending on changes in goals and controllability of means for 

performance improvement, the construction of normative standards also changes. 

 

 

Figure 1. Ambiguity over normative standards in relation to goal and means ambiguity 

 

 

Source: own framework informed by the literature given above. 

 

 

3. Performance management in Scotland  

3.1 Institutional context  

In Scotland, integrated responsibility for planning and delivering all health services – primary 

care, acute hospital care, mental health and public health and community – is delegated to  14 

territorial NHS Boards1 (with populations ranging between 1.1 million in Glasgow to less than 

20,000 people in Shetland). Budgetary divides exist to social care (which is funded by local 

authorities). 

 

                                                        
1 Nine national health bodies are responsible for services that are best provided by a single national 

organisation, such as ambulance transport, information, education and training, and quality improvement. 
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The institutional structure of the Scottish NHS is characterised by tight relations and direct lines 

of accountability between the Scottish Government and local NHS Boards. Decision making on 

services and resource allocation is the result of an evolving balance between central control and 

local autonomy. Although NHS Boards have formal powers to set priorities and shape patterns of 

the provision of local services, there is strong accountability to the Scottish Parliament via 

ministers and through scrutiny by the parliamentary Health Committee, Audit Scotland and 

Healthcare Improvement Scotland (Steel and Cylus, 2012).  

 

Following devolution in 1999, NHS trusts were merged with boards and the purchaser–provider 

split introduced by the United Kingdom Government in the 1990s was dismantled. Each board 

delegates responsibility for delivery to operating divisions for acute services and to community 

health partnerships (CHPs) for community and primary care services. There are no contracts 

between boards and their operating divisions. Most primary care providers are independent 

contractors reimbursed for the services they provide to the NHS under the terms of their 

contracts. NHS boards directly employ, on a salaried basis, the staff working in hospitals and the 

community. They also manage, through CHPs, the contracts of independent contractors in primary 

care (general practitioners (GPs), dentists and community pharmacists) (Steel and Cylus, 2012). 

 

Internationally, the Scottish NHS is remarkable for its organisational stability and continuity in 

overall objectives of the system (Steel and Cylus, 2012). Historically policy discourse has stressed 

partnership and professional leadership, mutuality and collaboration. Over recent years, the 

policy focus has been to shift resources away from hospital care to community care. These themes 

set out in the 1991 Framework for Action (Scottish Office, 1991) continued through the period of 

Labour/Liberal Democrat coalition and were reaffirmed in recent strategic documents produced 

by the SNP government. Better health, better care (The Scottish Government, 2007) set out the 

plans to develop a mutual NHS, by helping people to sustain and improve their health, particularly 

in disadvantaged communities, and by ensuring faster access to health care. The Healthcare 

Quality Strategy (The Scottish Government, 2012) established quality as the driver for health 

system improvement, through the delivery of three quality ambitions of achieving a safe, effective 

and person-centred service. Most recently, the 2020 Vision and Route Map (The Scottish 

Government, 2013b) have set out twelve priority actions to accelerate progress to achieving the 

quality ambitions, including a stronger focus on health and social care integration, personalisation 

of care and use of performance information to drive improvements in the system. 

 

 

3.2 The HEAT target system 

Targets for territorial Boards were first introduced in 2002, in the form of the Performance 

Assessment Framework (PAF). The exact number of targets was not known as the PAF referred to 

other policy frameworks; estimates range between a hundred and over two hundred targets. As a 

result, Boards could not follow how the government articulated its priorities. Moreover, there was 

a ‘fire and forget’ mentality where the Scottish government would publish and ask for the delivery 

of targets, but without putting in necessary leadership and support. The PAF was also perceived to 

be hardly visible in public (personal communication, Scottish government official, August 20, 

2014). Farrar et al (2004) observe that the PAF lacked appropriate performance structures, and 

clear incentives at individual and organisational levels to encourage innovation and change.  

From 2006, the Scottish Government introduced a new system to manage the performance of the 

14 territorial Health Boards – known as the HEAT (Health improvement, Efficiency, Access and 
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Treatment) target system. The HEAT target process is organised by a Directorate within the 

Scottish Government that agrees annual local delivery plans (LDPs) with each board and 

systematically monitors and supports improvements in performance and, when targets are not 

met, intervenes. 

The system was designed to be tougher and more sophisticated than previous efforts, with a 

strong emphasis on transparency. HEAT targets are chosen so as to reflect progress towards the 

overall national objectives set by the Scottish Government, outlined in the Healthcare Quality 

Strategy. The number of targets was substantially reduced to initially 30 and now about 15 

targets. Performance against the HEAT targets is reported publicly on the Government’s website – 

Scotland Performs – which shows comparisons with previous years and with other NHS Boards. 

The data are used to inform the NHS Board Accountability Reviews, which take place for each 

Board during the following June and July. Boards’ annual (biennial from 2011) performance 

reviews are now conducted by ministers in public and members of the public can ask questions.  

There are no explicit financial sanctions or rewards – in contrast to e.g. the English system of star 

ratings which combined ‘targets and terror’ with ‘naming and shaming’ (Bevan and Hood, 2006a). 

This is intended to reflect the partnership approach between Government and Boards in 

motivating local actors to do better. If Boards fail to meet targets, the Scottish Government sends 

expert teams to Boards to identify options for action and requests regular progress reports. 

However, consequences to organisations also differ between targets. While access and waiting 

time targets have traditionally had high public visibility and negative media reporting may pose 

reputational threats, Board managers perceive this to be less the case for health improvement and 

treatment appropriateness targets. In addition, there is some expectation of reduced career 

mobility for Chief Executives of Boards which repeatedly fail key targets (on waiting times and 

finance).  

 

4. Methods 

We compare the development of HEAT targets for two policy issues which differed in terms of a 

normative standard of good or poor performance, and also in knowledge about levers for change, 

when targets were introduced in the Scottish NHS: 

 

• Infection control: there is no way a healthcare associated infection (HAI) can be considered 

“good“ for a patient; a zero infection rate is clearly best. There was also relatively good 

knowledge of cost-effective interventions e.g. on hand hygiene when targets were introduced 

in 2007 (for Staphyloccocus aureaus bacteraemia (SABs; including MRSA and MSSA) and 2009 

(for clostridium difficile; CDI).  

• Emergency care for older people: the question when and for how long older people ought to 

be admitted to hospital was, from the beginning, linked to a more ambiguous ‘balance of care‘ 

idea. While the purpose of a health system is to provide emergency care to people when they 

need it, defining a “necessary“, “appropriate“ and “avoidable“ emergency admission is not 

obvious. There was also much less knowledge of effective interventions when targets on 

emergency re-admissions and emergency bed days were introduced in 2006 and 2009, 

respectively.  
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To compare managers’ perceptions in relation to these targets, the study uses multiple sources of 

data (summarised in Table 1) for triangulation purposes. Interviewees were invited following a 

purposive strategy of maximum variation sampling in order to capture a variety of different 

experiences (Patton, 2002). To represent diversity in local contexts in terms of socio-economic 

profiles, remoteness and rurality, population size, geographical size and location within Scotland, 

we interviewed managers from Glasgow, Lothian, Dumfries and Galloway, Forth Valley, Fife and 

Tayside (interviews in Shetland and Borders are scheduled).  

 

A rhetorical perspective (Russell et al., 2008) informed the approach to data analysis. This 

involved examining, across all sources of data, how national and local actors framed policy goals, 

perceived problems and solution strategies. To achieve this, the content of public documents and 

interview transcripts was examined thematically (Boyatzis, 1998). This is a systematic approach 

to identify patterns in the data through a process of careful iterative reading of documents and 

indexing from the data.  

 

Table 1. Data sources (Note that data collection is still in progress) 

 

 

5. Comparative analysis of targets  

Both the rates of HAI and emergency bed days have reduced considerably over the past years 

(Appendix 1). The change points occurred, approximately, when targets where introduced. 

However, at the same time, there were also other changes in national policy frameworks which 

may have influenced these trends.  The trend does clearly show that these are not just “paper“ 

targets: Boards have in fact taken these targets seriously and are implementing actions designed 

to improve performance.  

 

The comparative analysis of targets for infection control and emergency care for older people 

(summarised in Table 2) focuses on three areas: the national policy context; the dimensions of 

Data source Role in analysis 

112 Annual Local Delivery Plans (from 2006/07 over 

seven years for all 14 Boards) and other local plans  

 

 

Historical perceptions at the time: public 

documents agreed with the Government in 

which Boards set out risks and 

management strategies for each HEAT 

target 

 

14 interviews (4 more interviews scheduled) 

- 5 with Scottish government officials and 

representatives from the national level (Health 

Protection Scotland, Joint Improvement Team) 

- 9 with local Health Board managers from  (Chief 

executives, Heads of performance management, 

Medical Directors, Infection Control managers,  and 

operational managers) 

 

National policy documents 

Perceptions and issues not addressed in 

public documents 

 

 

 

 

 

 

 

Policy context and developments 
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normative standards underpinning national targets (from Figure 1); and local perceptions of 

control over levers for change over time. 

 

 

5.1 Infection control: “zero is best“? 

National policy context  

Although guidance on infection control in hospitals has existed since the 1980s, the issue of 

healthcare-associated infections (HAI) climbed the policy agenda in 2002 when a salmonella 

outbreak and associated deaths at a Glaswegian hospital resulted in a commissioned review (the 

Watt report) and Ministerial Action plan to prevent HAIs (Scottish Executive, 2002). 

 

At a national level there was, from the beginning, an attempt to frame the issue broadly as a 

problem of healthcare as a whole rather than one solely of hospitals. While the Watt report, 

commissioned to investigate HAI in the context of a specific outbreak in a specific hospital, had 

focused on hospital-acquired infections, the subsequent Ministerial Action plan extended the 

problem frame towards “Preventing Infections Acquired While Receiving Healthcare” (added 

emphasis). Subsequent guidance published by Health Protection Scotland has also successively 

widened its focus beyond acute hospitals towards adult care homes (2005); children daycare 

settings (2011); as well as generic guidance with sections on community-acquired CDIs in the 

National Infection Prevention and Control Manual (Health Protection Scotland, 2012). A 

healthcare setting was thus defined inclusive of locations such as care homes, general practice and 

dental surgeries (SPICe, 2011). 

 

An outbreak of clostridium difficile (CDI) at the Vale of Leven Hospital between December 2007 

and June 2008 led to an unprecedented review of infection prevention and control processes, 

structures and practices across Scotland. A Ministerial action plan established the Scottish 

Government’s HAI Task Force to oversee and co-ordinate the development and implementation of 

national strategy. Three taskforce sub-groups focus, respectively, focus on national policy; 

independent advice and horizon scanning; and local implementation. To date, the Task Force has 

published three delivery plans for tackling HAIs. Key strategies have included: 

• surveillance 

• development of educational programmes 

• hand hygiene policy 

• MRSA patient screening programme 

• prudent use of antibiotics. 

 

In 2008, action on HAI was also embedded in the newly launched Scottish Patient Safety 

Programme, a large improvement Collaborative aimed at improving patient safety across a wide 

range of healthcare settings and issues.2 In this context, national policy documents framed HAI as 

an issue requiring a multimodal approach to change, funded with £56 million ring-fenced for 

three years. The HAI Task Force Delivery Plan 2008 to 2011 (HAI Task Force, 2008) set out 

specific actions and timescales for key stakeholders across five broad areas: 

• patient safety, practice and culture 

• education 

                                                        
2 See http://www.scottishpatientsafetyprogramme.scot.nhs.uk/. 
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• surveillance, information and audit – for instance, since 2009, the Healthcare Environment 

Inspectorate has carried out regular audits of compliance with infection control practices 

• guidance and standards 

• changes in the physical environment. 

 

 

 

Normative standards underpinning national targets 

Choice of indicators. Starting in 2008, the HAI Task Force also recommended the introduction of 

a national HEAT target on Staphylococcus aureus bacteraemia (SABs, including MRSA and MSSA). 

This was because SABs met three prerequisites set out by the Scottish Government for a new 

target: (1) its potential to support the Government’s strategic objective to ensure safe care for 

patients, based on the knowledge (at that time) that SABs represented a dominant cause of 

infection; (2) the availability of routine data (based on mandatory surveillance since 2003); and 

(3) a known potential for prevention. A HEAT target on CDI followed in 2009, once one year of 

baseline data from mandatory surveillance (since 2008) was available.   

 

Model to determine the target value. The process for setting a quantitative value for the 

national targets evolved in two phases. For both targets on SABs and CDI, the initial goal was to 

reduce numbers of infection by 30% over a five-year period. This was informed by a seminal 

study on the prevention of nosocomial infection in the United States (Haley et al., 1985) which had 

found that a third of hospital infections was preventable with a set of interventions (including 

organised surveillance, having trained infection control staff, and a system for reporting infection 

rates to practicing surgeons). Subsequently, following the logic of achieving equal standards of 

safety across the nation, a single uniform target value was set. This was intended to be based on a 

“best in class“ approach. However, as some Boards argued that the nationally lowest rate would 

not be achievable for all Boards, given differences in local contexts, the roughly 75th percentile 

was chosen. 

 

Target population. Given that Boards have integrated responsibility for planning and delivery of 

services across all settings of healthcare, the HAI Task Force decided to count all cases of HAI – 

those acquired in hospitals and those acquired in the community.  

 

Since then, changes in both the numerator and the denominator have redefined the target 

population and the ‘problem‘ to be tackled. Since 2011/12, HAI is measured relative to acute 

occupied bed days (for SABs) and total occupied bed days and total population (for CDIs) as the 

denominator rather than percentage reductions in numbers of cases. To make Boards (whose 

population sizes range betwen 20,000 and over 1 million) comparable, dividing the number of 

HAIs by some measure of the population at risk became necessary with the new benchmarking 

model to determine the target value. Nevertheless, some Boards (whose relative performance on 

HAI now appeared much worse, in particular NHS Borders and NHS Fife) have continued to 

challenge this redefinition in their Local Delivery Plans.  

 

In 2013/14, the numerator for CDI was extended from people over 65 years to all patients over 15 

years. Rates of CDI in younger patients had not seen the same level of improvement as those in 

older patients (see Appendix, Table 2). As a clinical lead in Health Protection Scotland noted, this 
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extension to a broader age group made sense since the levers for control were expected to be 

similar across age groups: 

 

“The package of interventions Boards should implement apply to all age groups (...) including 

surveillance, feedback of data and good hand hygiene, which is still seen as the single most important 

measure for to prevent infections.“ 

 

Target value. Consistent with the ‘best in class‘ benchmarking approach, and systemwide 

reductions in rates of HAI, the target value has continued to decrease.3 

 

 

Local control over means for change  

Analysis of Board’s LDPs suggests that, up to about 2009, HAI was perceived as a technically 

complicated but manageable target. HAI was perceived to require engagement mainly of hospital 

clinicians and Board managers. Insofar as these actors are directly employed by Boards and based 

in organisations with clear (physical and managerial) boundaries, determinants of infection 

control were, at least in theory, under the control of Boards. Boards focused on implementing the 

‘standard‘ set of infection control practices from Health Protection Scotland while also seeking to 

change the existing culture of marginal attention to HAI into one where “infection control is 

everyone’s business“. Boards also participated in a national campaign to promote a “zero tolerance“ 

for failures of hand hygiene.  

Paradoxically, with significant reductions in HAI over the past years (mainly in hospital-acquired 

infections), sustaining and enhancing this trend has come to be seen as increasingly complex. As 

HAI experiences greater success, additional improvements at the margin require greater effort. In 

this context, local managers and clinicians in charge of leading and coordinating action on HAI we 

interviewed challenged the policy ambition towards increasingly lower and comprehensive 

meanings of “quality” in the control of HAI. As two key informants commented: 

 

“The easy things have now been done (...) sustaining this and getting to the residual group of cases is 

very, very hard” (Medical Director, July 20, 2014). 

 

“We’re stuck (...) How low can we go in practice? We can get lower, but we can never get to zero“ 

(Infection Control Manager, July 31, 2014). 

These perceptions were related to several concurrent changes:  

 

First, managers perceived the group of “residual“ cases to require disproportionate effort. New 

infections tended to be randomly scattered across different surgical and medical wards, rarely 

sharing the same pathways of causation and similar patient characteristics such as age and social 

background (and thus potential for “standard” solutions). As one Medical Director told us, “for 

these non-standard cases, you cannot say “do ABC”, and then you prevent them”. Key informants 

                                                        
3 From March 2011 to 2013, the target was to reduce SABs to 0.26 or less per 1000 acute occupied bed days; 

and the rate of CDIs in patients aged 65 and over to 0.39 cases or less per 1000 total occupied bed days. 

By March 2014, rates were to be 0.24 or less per 1000 acute occupied bed days for SABs; and the rate of 

CDIs in patients aged 15 and over was to be 0.25 or less per 1,000 total occupied bed days. 
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noted that, without similar root causes, these residual cases tended to be hard to eradicate. As a 

result, small unpredictable fluctuations would risk missing national targets. 

 

 

Second, the rising proportion of community-acquired infections (CA-HAI)4  presented a 

concern. Mentioned by three Boards in 2007/08 (the year when the SAB target was introduced), 

by 2013/14, all Boards identified the increasing proportion of community-onset SABs as a key 

risk to meeting national targets. For instance, whereas Tayside’s 2006/07 Local Delivery Plan 

records that 22% of SABs (29% of MSSA and 14% of MRSA) were present on admission to 

hospital, this proportion had increased to about half of SABs by 2013/14. 

 

As SABs are now measured in relation to acute occupied bed days, some key informants hence 

pointed to a mismatch between national targets and what was happening locally. Yet, the 

epidemiology of CA-HAI is hardly understood and no routine data exists so far at a national level 

(Health Protection Scotland, 2014). As a clinical lead in Health Protection Scotland noted, 

 

“there is a perceived unfairness due to community-acquired infections (...) but the current approach 

allows for national consistency in reporting, and this goes over accuracy (...) and in the end, even 

community-acquired infections are healthcare-acquired infections“. 

 

Since Boards have integrated responsibility for acute, primary and community care, the national 

target includes all cases of HAI – irrespective of where they have been acquired. However, at a 

local level, CA-HAI was perceived as a phenomenon that it is “difficult to predict and prevent and it 

is unlikely that we will be able to directly influence it.” (Infection Control Manager, July 18, 2014). 

For HAIs detected in patients admitted from care homes (which are funded through a mixed 

system where some are local authority-run, others are privately funded), local Board managers 

would seek to trace these infections back to the initial setting of care, refer staff to existing 

national guidance and, thereby, hope to prevent future infections. However, challenging the 

notion of a “healthcare acquired” infection, some interviewees also referred to infections without 

any apparent link to healthcare. This included infections found in intravenous drug users, and 

other hard-to-reach populations with little or no contact to primary care. Managers noted that 

some cases could not be attributed at all: “what we call “true” cases, without any obvious healthcare 

link such as spontaneous blood stream infections (…) where we simply do not know how patients 

acquired them, then there is little we can do.” (Medical Director, July 20, 2014). 

 

From the Local Delivery Plans, it appears that a rising number of Boards has started to reach out 

beyond the hospital – for example, through pan-Board surveillance of HAI across primary and 

acute care sectors and subsequent broader public health programmes targeted at identified high-

risk groups (such as needle exchange programmes for intravenous drug users). Boards also note 

that they increasingly refer GPs, district nurses and care home staff to central guidance on 

infection control, published by Health Protection Scotland.  

 

Nevertheless, in interviews, local managers comment that the intensity of managerial actions still 

concentrates on hospital staff, guidelines and the design of hospital environments. Boards 

recognise this ‘hospital fixation‘ as a problem in their Local Delivery Plans. As a result, some 

Boards perceive a misalignment between risks posed by the rising proportion of community-

                                                        
4 Community-acquired infections are defined as infections that develop within 48 hours after patient 

admission to hospital. 
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acquired infections and their largely hospital-focused improvement strategies. However, in spite 

of a shift in the location of key risks, the argument is that the focus of Board action is shaped by 

the levers that are under direct control i.e. located in hospitals.  

 

 

Finally, while interviewees emphasised the core role of formal guidance by Health Protection 

Scotland and the status of infection control as a highly “rule-based“ set of practices, a national 

clinical lead from Health Protection Scotland, and local managers from some Boards, also noted 

increasing concerns about the robustness of the available evidence – and, by implication, 

Boards‘ ability to “control“ rates of HAI. For instance, key informants pointed to recent 

international reviews that challenge the quality of the existing evidence base in infection control 

(e.g. Fatkenheuer et al., 2014). By 2013/14, all Boards also documented, in their Local Delivery 

Plans, rising concerns over how to sustain past improvements. Established infection control 

practices, such as the six-step hand hygiene technique, were seen as highly complicated but of 

questionable effectiveness. Several key informants raised questions over how to simplify existing 

practices, in a context where lower rates of WTE staff and competing demands on clinical time 

would risk shifting clinical priority to areas other than infection control.  

 

 

 

 

5.2 Emergency care for older people: a question of “balance“? 

National policy context  

Shifting care out of hospitals into the community has been a key policy focus since the 1998 Acute 

Services Review, which highlighted the growing number of emergency admissions, in particular 

among older people, as a key challenge to the sustainability of the Scottish NHS. From the outset, 

national policy discourse emphasised local diversity. Intended mechanisms for change explicitly 

argued against central directives, stressing instead the active engagement of staff and 

stakeholders. In 2005, the Scottish Government launched the Unscheduled Care Collaborative5 as 

the overarching approach to engage health professionals, service users and carers. This also 

provided earmarked national funding to create local infrastructures, including funding for clinical 

leads and information managers. The Unscheduled Care Collaborative framework (Scottish 

Executive, 2005) set out the principle that:  

 

“…change will not be delivered by issuing guidance and directives and (…) one size does not fit all. 

Solutions must meet local need and circumstance and more importantly actively engage staff in the 

change process if significant and sustainable improvement is to be achieved.” (p.3) 

 

Renewed emphasis came with the Scottish Government’s (2009) strategic framework, Shifting the 

balance of care, which focused on the need to shift the location of care (outside hospitals), its focus 

(towards more prevention rather than acute care) and responsibility for its delivery (involving 

non-medical professionals, patients and carers following the principle of co-production).  

 

The 2010 Reshaping Care for Older People (The Scottish Government, 2010) framework  set out 

shared principles of personalisation and co-production across the Scottish NHS. It also established 

                                                        
5 See http://www.scotland.gov.uk/Publications/2007/10/23093529/0 
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a £70 million Change Fund to provide ‘bridging finance’ and a catalyst for local partnerships. The 

Change Fund guidance requires involvement of stakeholders across acute, community, third and 

independent sectors to develop strategic joint commissioning strategies for 2012-2020. These 

plans require stakeholders to identify where and how resources should shift from current 

services to integrated arrangements – including the ability to de-commission services. To build 

consensus across stakeholders on the way forward, a National Reference Group for Older People’s 

Care was created with representation from government, users, carers, providers and 

commissioners of care.  

 

National policy has placed a continued emphasis on a range of initiatives, including:  

• Anticipatory care plans to prevent emergency admissions 

• A national risk prediction tool (SPARRA) to predict emergency re-admissions6 

• Telehealth and telecare 

• Intermediate models of care to provide specialist assessment, rehabilitation and re-

enablement 

• Flow in acute care and discharge planning. 

 

 

Normative standards underpinning national targets 

Choice of indicators. To serve as strategic measure in  support of these policies, in 2006, a HEAT 

target on reducing multiple re-admissions to hospital for people aged 65 and over was introduced. 

After three years, a national stakeholder event including clinical providers and Boards concluded 

that a focus on emergency admissions ignored that some admissions might be unavoidable and 

that the target provided a perverse incentive to prevent even necessary admissions (although 

“necessary“ was not formally defined). In 2009, the target was replaced with a target on the 

reduction of emergency bed days for people aged 65 and over. Achievement of the target is 

sensitive to changes in emergency admissions, lengths of stay and delayed discharges. In contrast 

to the previous target on emergency re-admissions, there seemed to be a clearer direction of 

preference and even a “minimisation“ idea:  

 

“The target is not about avoiding emergency admissions (...) but about the success in minimising the 

time spent in hospital for older people (...) patient experience of care and health status often suffers 

as a result of long hospital stays and many older people get confused.“ (Medical Director, July 23, 

2014). 

 

Nevertheless, in contrast to HAI, the language of targets for emergency bed days was still 

perceived as problematic in the communication between Boards, healthcare professionals, 

patients and the public. Board managers were wary of referring to targets in front of individual 

patients and clinicians, out of concerns that targets to reduce emergency bed days would be 

interpreted by patients as ‘restricting access to care when I need it‘ and, thereby, potentially 

damage public relations and trust in the health service (Interviews HB1.2; HB4.2; HB5.1). One key 

informant (from NHS Grampian which experienced a 25% reduction in rates of emergency bed 

days – the highest reduction across Scotland over the past five years) noted that, 

 

                                                        
6 Predictions are based on past healthcare use (previous admissions, A&E attendances and outpatient 

visits), number of prescriptions and age. Boards provide this data to GPs to facilitate early intervention. 
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“We never ever talked about reducing emergency bed days as a target, but as a vision for re-

enablement of older people, to enable them to stay at home and not come to harm in hospitals“. 

 

 

Model to determine the target value. Target values were, rather unusually, developed from the 

bottom-up: rather than imposing a uniform goal from above, local Boards where asked to estimate 

locally feasible reductions in emergency bed days. The incentive for Boards to define a trajectory 

themselves was, as clinical leads involved in the process note, based on the argument of Boards’ 

financial sustainability, insofar as reducing bed days would help to avoid the need to create new 

hospital beds given ever-increasing demand. A national team provided Boards with information 

on estimated future needs for hospital beds, given demographic projections. Boards’ estimated 

reductions in emergency bed days ranged from 0% (for Boards which already had a relatively low 

number of bed days and felt further reductions were not feasible) to up to 20% over a five-year 

period (in Grampian, where an ambitious improvement package was under development). The 

national team then aggregated these estimates and produced a national HEAT target of achieving 

a 12% reduction in emergency bed days by 2014/15, relative to 2009/10. 

 

 

Target population. The target was designed to focus on older people. In contrast to HAI, the 

target population was, in 2011/12, even narrowed (from people aged 65 and over to people aged 

75 and over). As a clinical lead from the Scottish Government commented, 

 

“We wanted to focus on the age group for whom long hospital stays are particularly harmful (...) 

more recent analyses showed that this concerns mostly people in their seventies and eighties“.  

 

However, despite the success of the target in achieving substantial reductions nationally 

(Appendix 1, table 3), a problem is that the beds “saved“ through faster discharge of older people 

are not empty: they are filled with the rising number of elective admissions and emergency 

admissions for people under 75. While in the context of the HEAT target investments were made 

into community care – and these investments may have prevented the need for additional beds – 

there was no process for disinvestment of existing hospital beds. Nevertheless, so far, this has not 

led to an expansion of the target population to include all age groups (as for HAI) as well as 

elective admissions:  

 

“This target was linked to a particular improvement programme for older people (...) because this is 

the age group which gets the highest benefit out of reduced emergency bed days (...) also, for other 

age groups interventions may be very different (...) performance management does not work if the 

target becomes too broad“ (Scottish government representative, September 1, 2014). 

 

 

Target value. Target values differ between Boards as a result of local perceptions about capacity 

for improvement. This approach has not changed since targets were first introduced in 2006. 

 

 

Local control over means for change 

Targets were from the beginning framed by Boards as requiring the active participation of local 

authorities, primary and specialist physicians, patients and the public. Boards did not have perfect 
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ownership over the delivery of targets. In particular, financial pressures on local authorities, and 

resulting constraints on social care capacity, were perceived to restrict Boards‘ability to reduce 

emergency bed days. As a local manager noted,  

 

“The NHS budget was protected from cuts nationally but social care was not (...)  There is less 

capacity in social care and then patients who are clinically fit to be discharged continue to occupy 

beds.“ (Planning manager, July 29, 2014). 

 

National data supports this experience: as of July 2014, the main reasons for delayed discharges in 

Scottish hospitals are waiting for a community care assessment (about 40% of cases) or waiting 

for place availability in a care home (about 28% of cases) (ISD, 2014). 

 

In addition, accounts from Local Delivery Plans suggest that evidence of ‘what works’ was 

contested, not available or not perceived as applicable to local circumstances. Although 

interventions at the hospital backdoor (improved discharge planning) have led to a decreasing 

number of bed days, rising rates of emergency admissions – particularly for short-stay admissions 

of less than two days (Steel, 2013) – continue to create pressure at the hospital front door. There 

was a perception among interviewees that action on emergency admissions remained a puzzle: 

“In the NHS, despite the range of things we do, we’re still not really sure what to do about rising 

emergency admissions” (Planning manager, July 31, 2014).  

 

Ambiguity over means and controllability of target achievement has emphasised the value of 

more flexible forms of learning. For both HAI and ECO, Boards have created steering groups or 

embedded HAI and ECO as agenda items in Board-level performance management groups. 

Especially for ECO, these groups were seen to provide valuable opportunities for learning as 

Scottish government leads would regularly attend and share ‘good practice‘ and more ‘tacit‘ 

knowledge from other Boards. Larger Boards (Glasgow, Lothian) also referred to more informal 

learning from UK-wide and international experience e.g. from Kaiser Permanente and Valencia. 

These developments evolved, as mentioned above, within a national policy context which 

emphasised, from the outset, local diversity, avoidance of central directives and instead active 

engagement of staff and stakeholders (Scottish Executive, 2005). 

 

Nevertheless, over the past years, there seems to have been some formalisation of levers for 

mutual learning and exchange. In particular, several national agencies and partnerships – 

including the Quality, Efficiency & Support Team (QuEST) within the Scottish government, 

Healthcare Improvement Scotland and the Joint Improvement Team (a partnership involving the 

Scottish Government, NHSScotland, the Convention of Scottish Local Authorities (COSLA), and the 

Third, Independent and Housing sectors) – have started to collect case studies from local Boards 

on various performance streams (including, amongst others, acute flow management and 

prescribing). Following a structured template, local managers we interviewed noted that these 

case studies are increasingly used as a more formalised central “repository“ of options for local 

action. 
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Table 2. Continuity and change in characteristics of normative standards underpinning national targets 

 
 Infection Control Emergency care for older people 

 
Performance 

target 

Goals linked to the 

target 

Local control over 

means for change 

Performance 

target 

Goals linked to the 

target 

Local control over 

means for change 

     

 

Choice of 

indicator 

 

 

 

 

 

 

 

 

Target 

population 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Initial focus on SABs  

From 2009/10 

onwards, 

complementary 

target on CDI 

 

 

 

 

 

 

Community and 

hospital cases 

 

2011/12: new 

denominator (acute 

occupied bed days 

rather than 

reductions in case 

numbers)  

 

2013/14: CDI 

numerator 

extended from a 

focus on age 65+ to 

include all adults 

over 15 years.  

 

 

 

 

Known potential for 

prevention using a 

particular set of 

interventions; strategic 

fit with Scottish 

government policy; 

measurability with 

routine data  

 

 

 

Intended to reflect 

Boards’ cross-sectorial 

planning mandate 

 

Seeks to approximate 

the population at 

(highest) risk of getting 

HAI 

 

Initial focus on older 

people (with greatest 

potential for 

prevention). Extension 

to younger people is 

justified since all age 

groups require a similar 

package of 

interventions.  

 

 

 

 

 

 

 

 

 

 

 

 

 

(B-D) 

Feasible in the past to 

achieve large gains in 

hospital-acquired 

infections 

Increasing effort 

required to address the 

rising proportion of 

community-acquired 

infections and residual 

“non-standard” cases 

Questions over the 

robustness of evidence 

in infection control and 

how to sustain past 

achievements 

 

 

 

 

Switch from a 

target on 

emergency re-

admissions to a 

target on 

emergency bed 

days 

 

 

 

 

EBD target was 

narrowed from a 

focus on people 

aged 65+ to people 

aged 75+.  

No extension to 

younger age groups 

 

 

 

 

 

 

 

 

 

 

 

 

Attempt to move towards 

a less ambiguous target: 

minimising hospital stays 

for older people rather 

than preventing 

(potentially “necessary” 

admissions)  

 

 

 

Focus on the age group 

with greatest potential for 

improvement 

Adults under 75 seen to 

require very different 

interventions and levers 

for change. 

 

 

 

 

 

 

 

 

 

 

 

 

(A) 

Involvement of multiple 

stakeholders and 

partners (in particular, 

local authorities) with 

no direct incentive to 

reduce hospital bed days 

 

Increasing challenges 

due to worsening 

financial context for 

local-authority funded 

social care 

 

In part mitigated with 

increasing emphasis on 

cross-regional learning 

and support networks 



17 

 

 Infection Control Emergency care for older people 

 
Performance 

target 

Goals linked to the 

target 

Local control over 

means for change 

Performance 

target 

Goals linked to the 

target 

Local control over 

means for change 

     

Model to 

determine the 

national 

target 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target value 

 

Top-down 

disaggregation of 

changes each region 

needs to deliver to 

meet centrally 

defined targets, 

based on: 

 

- External 

standards (initial 

two years): 

international 

research evidence 

of potential for 

prevention/ 

avoidability 

 

- System-wide 

internal standards 

(current model): 

cross-regional 

benchmarking (best 

in class of roughly 

75th percentile) 

 

 

 

 

Target values 

continue to be 

decreased 

 

 

Move towards a 

benchmark of feasibility, 

given what other Boards 

have achieved 

 

Equal standards of care 

across the nation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Following the best-in-

class logic 

  

Bottom-up 

aggregation of 

locally defined 

targets of feasible 

reductions  

 

No change 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target values 

change  

 

Given local capacity and 

room for improvement, 

historic trajectory and 

projected trends, cost and 

benefit of achieving 

change. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Following local estimates 

of improvement 

trajectories 
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6. Discussion and policy implications 

Healthcare targets, and other quantitative indicators that aim to measure health system 

objectives and track progress towards their achievement, are intended to focus health system 

stewardship and managerial action. However, there is a big gap between the seemingly simple 

health goals that governments put forward and the messy reality of many health systems 

(Bloom, 2014). The potential for perverse effects in healthcare targets – chief among which are 

the potential for gaming and obsession with what is measured rather than what matters from a 

patient perspective (Smith, 1995, Bevan and Hood, 2006b) –  has created a need to understand 

how systems can ensure the constructive use of performance indicators so as to reap their 

advantages while limiting their potential for adverse consequences (Mannion and Goddard, 

2003).  

 

In this paper, we have focused on one key challenge in healthcare performance assessment: the 

construction of normative standards of what constitutes “good” as opposed to ”poor” 

performance. Prompted by Carter’s (1989) distinction between prescriptive “dials“ and 

descriptive “tin openers“, we have explored the development of targets for two policy issues 

with, at face value, completely opposite degrees of ambiguity around a normative standard: a 

rather strong notion of “zero is best” (infection control); and a highly ambiguous notion of an 

optimal “balance” between community and hospital care (emergency care for older people). The 

findings allow for three observations: 
 

• First, the ways in which the targets – and the normative standards underpinning them – 

were constructed changed over time. Normative standards for IC evolved both structurally 

(in terms of the model to determine the national target) and parametrically (in terms of 

decreasing target values resulting from systemwide improvements and the benchmarking 

methodology). For ECO, the switch from targets on emergency re-admissions to emergency 

bed days reframed the nature of the problem: from one of “getting into“ hospital (which 

came to be seen as not being unambiguously bad) to one of “not getting out of“ hospital 

(which, at least at from the perspective of target designers, followed more clearly a 

minimisation logic). This suggests that neither the presence nor the nature of normative 

standards for performance targets is necessarily fixed over time. 

 

• Second, for both policy issues, local actors have continued to challenge national targets in 

terms of what ought to be the normative standard of good patient care. For HAI, concerns 

over how to tackle unpredictable residual cases and community-acquired infections, as well 

as concerns over the robustness of evidence in infection control, have raised questions over 

Boards‘ ability control HAIs. Perceived control over levers for improvement changed as 

problems that initially seemed ‘manageable‘ from the inside of hospitals were increasingly 

perceived as cutting across institutional boundaries. As levers for change available to local 

Boards did not evolve at the same pace as perceived changes in risks, this has led local 

stakeholders to challenge the normative standards – in particular, regarding the choice of 

appropriate target populations – underpinning the national targets. However, so far, this 

has not led to a redefinition of national targets. For ECO, the initial choice of indicator to 

represent the policy issue – emergency re-admissions – was also challenged by local 

stakeholders. Here, the indicator was changed to obtain a less ambiguous indicator. Limited 

target ownership, in particular due to the influence of local authority-funded social care, 
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has however continued to be a core challenge. Nevertheless, mutual learning and exchange 

with other organisations has strengthened Boards’ perceived ability to ‘carve out‘  some 

parts (e.g. discharge planning) that were more amenable to managerial control. 

 

• Third, the construction of targets illustrates contrasting approaches to managing ambiguity 

over goals concerning the meaning of “quality of care“ as equal outcomes or as local 

responsiveness. In IC, the policy goal – as revealed by the way national targets were created 

– was one of equal outcomes across the nation. In contrast, “high quality“ in ECO was not 

defined with reference to equal outcomes or outputs (i.e. identical levels of bed days) but 

with reference to local capacity and creating a process of local stakeholder engagement. 

Consequently, the central-local relationship – in terms of more top-down or more bottom-

up models how targets were constructed – evolved in different ways. 

 

 

The study is ongoing and the scheduled interviews are intended to deepen the analysis of 

central-local relationships and ambiguities in performance management. Here, we raise some 

possible implications for policy and practice. 

 

 

6.1  Refining the TO-D framework  

 

It seems worthwhile for policy-makers and researchers to examine not simply if a performance 

issue has a normative standard, but rather how such a standard is constructed in policy 

discourse and measurement systems. Hence, Carter’s (1989) framework could be refined in 

particular with regard to the model that is used to arrive at a normative standard for 

performance. 

 

The findings in this paper have pointed to a number of different models for determining such a 

standard. These include extrapolation from international research; cross-regional 

benchmarking and forecasting of local historical patterns of performance. Clearly, these and 

other models imply certain assumptions about the validity of evidence that is used. They also 

have particular merits and demerits that policy-makers and future research ought to consider. 

For instance, transferring estimates of the potential for prevention from elsewhere may enable 

high scientific rigour, but may not necessarily be applicable to a country’s specific context. 

Benchmarking, in turn, considers the feasible performance given what “best“ performers have 

achieved, but it ignores, for instance, that even currently best performers may have substantial 

scope for improvement. Finally, local estimates of room for improvement may be more likely to 

engender stakeholder support, but curiously bypass the objective of a national performance 

management system to ensure equal standards for accountability and quality of care across the 

nation.  

 

 

6.2 Being clear about the normative standard within a given health system context 

 

Clearly, the institutional context of the health system plays a role in ascertaining what a 

meaningful normative standard of performance can be. For instance, since Scottish Health 

Boards have integrated responsibility across all sectors of healthcare, it makes sense to define a 
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performance indicator (as in the case of HAI) that also covers all healthcare sectors. However, in 

the case of emergency care for older people, the replacement of a target on reducing emergency 

re-admissions with a target on reducing emergency bed days seemed,  from the viewpoint of 

communication with clinicians and patients, not necessarily a more intuitive marker of a high-

performing care system for older people. 

 

A reframing of current targets so as to be clearer about the proportion of “avoidable” cases 

might help to reduce concerns among doctors and patients of being “denied” emergency care 

when they need it. Nevertheless, the acceptability of defining explicit criteria of what constitutes 

an “avoidable” admission remains unclear. Internationally, several such attempts have been 

made; most notably through the concept of ambulatory care sensitive conditions initially put 

forward by Weissman et al (1992) in the United States. This strives to classify admissions which 

could have been prevented with timely primary and community care. The classification 

framework is however highly context-dependent – relating to the institutional structure and 

organisation of service delivery – and subsequent research7 from England, Germany, Sweden 

and other countries has adapted this list to their jurisdictions (although some studies, perhaps 

uncritically, have simply adopted Weissman et al’s original list). 

 

When the proportion of “avoidable” cases is not clear, it seems plausible to suggest that a 

supportive policy context is needed so as to emphasise that patient care – rather than the 

unequivocal delivery of targets –  is what ultimately matters. This idea is in fact one of the ten 

key performance management principles put forward by the Scottish Government (The Scottish 

Government, 2012). Nevertheless, in practice, our key informants commented that particularly 

the role of chief executives remains vulnerable as they are directly held to account for the 

delivery of (measurable) targets, whereas the notion of “good care for patients” is much less 

tangible. 

 

 

6.3 Reviewing controllability and means for change 

 

It has been suggested that targets should be limited to issues whose determinants are under the 

control of the organisations under scrutiny (Bird et al 2005; Jacobs et al 2006). While this 

principle seems sensible in theory, this study suggests that, in practice, (perceptions of) the 

“controllability“ of performance may be context-dependent and change over time. Moreover, in 

healthcare, many performance areas are composed of parts that are under managerial control 

and parts that are not, or less so. As a result, policy-makers cannot simply look at a list of targets 

and identify them as “manageable“ or “not manageable“. For designers of performance 

management systems, it hence seems worthwhile to identify what part is under the control of 

the organisation being measured and to regularly review if the controllability of drivers has 

changed. 

 

Finally, a careful balance is needed between targets that are achievable and those that are 

aspirational by setting out a broad direction of travel rather than a precise point to be attained 

(Van Herten and Gunning-Shepers, 2000, Srivastava and McKee, 2008). This could be done by, 

for instance, having a mix of targets fully under control of the organisations and more ‘reach out‘ 

                                                        
7 Over 360 studies are listed in the database Scopus as citing Weissman et al’s (1992) study. 
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targets that require wider engagement with other organisations. In Scotland, widening target 

ownership through involving local authorities in the delivery of the targets is now under 

debate as joint organisations across Boards and local authorities are to be formed in the context 

of efforts to integrate health and social care following the Public Sectors (Joint Working) Bill 

(The Scottish Government, 2013a). 
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Appendix. Trends in the performance on targets on HAI and EBD 

Table 1. Rates of staphyloccocus aureus bacteraemia (SAB, including both MRSA and MSSA; 

target was introduced in 2007)  

 
 

 

Table 2. Rates of clostridium difficile infections for people aged 65+ (CDI; target introduced in 

2009)  
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Table 3. Rates of emergency bed days for patients aged 75+ (Target was introduced in 2009)  

 

 
 
 

 

 


