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Foreword – Data Analyst Project

The January 2005 publication of the “Delivering Race Equality in mental Health Care – An Action Plan for Reform Inside and Outside Services” heralded a new way of working within metal health services. This combined the recommendations of the Blofeld Inquiry and delivering race equality in mental health services set out three building blocks for mental health services to meet along with twelve characteristics to action plan against.

The identified building blocks were: 

· Better information

· Appropriate and Responsive Services

· Community Engagement

Armed with Ministerial backing and a national programme team to oversee its implementation, Strategic Health Authorities were requested to submit Focused Implementation site bids.

On notification of a successful South Yorkshire bid, key partners from Barnsley, Doncaster, Sheffield, and Rotherham came together as a SY FIS. Dr. Gillian Fairfield was nominated as the Chief Executive Lead for the SYFIS; In August Sarwar Khan was appointed as Project Manager.

Mr. Jan Sobieraj (Chief Executive of Sheffield PCT) is now the Chief Executive Lead for SYFIS.

What is a FIS?

The Focused Implementation Site is in essence a focused demonstration site looking to assist in the identification of best practice developed locally and spread across the FIS area.  It will assist in developing the evidence base and facilitate the dissemination of the DRE Action plan; it will demonstrate that change can be achieved through collaborative ways of working.

The FIS aims to achieve equality and tackle discrimination in mental health services across South Yorkshire for all people from black and ethnic minority background, this will include people who are of Irish, Mediterranean and East European descent, and any other group who are classed as invisible and non visible minority groups such as Gypsy and traveller groups.

Purpose

· To demonstrate that a whole systems approach does improve mental health services for black and Minority Ethnic Groups (BME), for this the FIS will draw upon collaborative approaches which have been evaluated as being successful within a health care setting.

· FIS will facilitate and guide the change process.

· FIS will build capacity and intelligence to support further change

· Develop and sustain strategic partnerships between key stakeholders and build capacity 

· Provide leadership and raise the profile of the national BME programme

Overview of South Yorkshire

SYFIS covers Barnsley, Doncaster, Rotherham and Sheffield, within the locality there are 4 Primary Care Trust’s, 3 mental health Provider trust’s 5 foundation trust hospitals and 4 prisons (in Doncaster). These areas have very different distribution of BME groups in terms of both size and ethnic composition.

Justification

The SYFIS had attempted to gain an insight into local data analysis and establish local patterns and trends of service delivery for BME mental health service users; this has proven difficult as all four localities operate differently, patterns of analysis is patchy as is data collection and its use.

Outcome sought 

It was thus agreed through the SYFIS Board meeting that the SYFIS Project Manager would appoint a data analyst on a fixed 3 month contractual basis to deliver the following:

1. Collate the available data on BME service users from each audit department based within the 4 PCT’s and the 3 Provider Trusts  

2. Establish how their statistics inform service developments in their localities, and

3. What are the patterns and trends for accessing mental health services from a BME perspective

This report provides a summary of that work, indicating areas for improvement but also establishing good practice initiatives that can be shared across areas.

1. Introduction – Description of task

The purpose of the Focused Implementation Site is to demonstrate and assist in identification of best practice in delivering race equality in mental health services. The data analyst project is based upon the need for improved understanding of local patterns and trends of service delivery for Black and Minority Ethnic mental health service users. This, in turn, is based upon one of the three building blocks for DRE in Mental Health Care - better information – without which there can be little hope of effective monitoring of success. 

In essence the project aim was to facilitate thought, and action, for intelligent data use;

· Collate data relating to BME mental health service users

· Understand and rationalise differences in methods of data collection

· Interpret data to address good practice and highlight areas of potential concern

· Initiate problem solving for data collection and indentify potential areas for service improvement

· Find examples of good practice were data was used to shape, inform or change existing or new services

· Establish appropriate networks and/or forums for information sharing, dissemination of  good practice and problem solving

The project was designed by the post-holder to be as collaborative and consultative as possible, given the time constraints. The approach was to utilise the fact finding and consultation process as an empowering method of working; capitalises upon the existing good practice, skills base and motivating for change. 

The process for the project was;

· Seek formal support at Chief Executive level in each of the 4 PCT’s and 3 provider trusts

· Establish contact with key stakeholders;

· Commissioners

· Information Department

· Clinical governance/Audit departments

· DRE Leads

· Mental Health Leads

· Establish contact at the earliest possible stage with the nominated Caldicott Guardian for the Trust to ensure issues of data protection are clearly understood

· Establish contact with key clinicians who have good practice pieces of audit

· Pull information together, feedback to trusts and report write

· Provide final report to FIS, disseminated to all active stakeholders

· Create sustainable links between departments and stakeholders across and within trusts

The results of the fact finding and consultation process are presented within the following sections and a further commentary on process issues is made within the conclusions and recommendations section.

2. The Notion of ‘Clean Data’

At the highest level of consultation for this project there was a marked scepticism about the usefulness of all available data (research and core NHS information system data). There was a rhetoric about the limits of the data, with little suggestion or thought about how such problems might be overcome. This dialogue reflected an almost entrenched attitude where the ‘complexity’ of the data made it ‘too difficult’ to use’ – without an accompanying critical commentary about this pessimism of approach. This was especially true of discussion about ethnicity data, but also true of data in relation to mental health data.

It seemed quite difficult to find those people with the highest level of authority and influence who wanted to have a straightforward conversation about data on ethnicity and what it might mean, but especially, when you asked how the data might be used to change things. It is paradoxical that the Blofeld report, based on a single man’s death has had such huge impact, whereas engaging people to think about using available collated or aggregate data that can continue to push through the DRE agenda is a task of such difficulty.

Luckily, I did also meet a good number of very sensible and helpful people and hence was able to finish this project! But, in case you’re wondering how reliable the data is I’m about to present, here is the pragmatic position adopted in order to complete task;

· A dataset will never be perfect or ideal - because the world changes – investing endless effort to create such a dataset may mean valuable opportunities are missed

· If I focused this report to include critiques of ethnicity data sets I’d be writing for years and critique without solution is part of the problem

· I have tried to make clear my sources for reported data wherever reasonably possible, but have balanced this against readability

· All data is dirty – all data has problems and constraints, whether that is inputting error, issues of interpretation, issues of sufficient categories etc

· We must always work to make data meaningful and we do this by comparing datasets and by simply looking around us and seeing if the numbers makes sense in terms of the observed reality

· We have a reasonable idea that our statistics tell us something – so let’s do something about it

· The fact that we have missing data is an important part of the story, but the most immediate meaningful action may not be to create projects to collect data to fill the gap but to genuinely (collaboratively) understand the barriers that have led to this position

I make no apologies for mixing and matching across datasets to provide some baseline numbers. Yes, the datasets are designed differently and have different categorisation, age range etc – but they’re not that different, not when our aim is basic improvements in the design, delivery and experience of mental health services for people from a BME background. 

What is intelligent data?

Finally, what this report aims to do is promote the idea of ‘intelligent data’ – but what is meant by this? This project would argue that, what we all really need to get used to doing, is using data from different sources – understand, and then implement it for change. The data is good enough, and the meaning is there to be had, its usefulness is up to us. 

Intelligent data is, therefore;

· Information we understand

· Information set in context

· Information in partnership

· Reliable, coherent, consistent information that is meaningful within locality

And, most importantly, intelligent data is;

· Data we use

There is a wealth of available data from national bodies and local authority websites that provides description and detail on BME populations and useful links are provided in Appendix 1. 

 

3. Context Setting - Ethnicity

3.1 Black and Minority Ethnic Profiles in Yorkshire and The Humber

The Commission for Race Equality provide a very useful site from which the following information has been collated;

“Yorkshire and The Humber ranks fifth of the nine English regions in terms of its proportion of ethnic minority residents. About one in 12 people living in the region are from ethnic groups other than White British.

Although there are many large cities and towns in the region, large areas of Yorkshire and The Humber are very rural. This means that the degree of ethnic diversity varies considerably throughout the region, with the vast majority of people from ethnic minority groups concentrated in urban areas. For example, while the three major cities of Leeds, Sheffield and Bradford account for just a third of the region's total population, they are home to 65% of all Asians and 70% of all black people.

There are almost as many Asian people - 222,000 - living in this region than all other ethnic minority groups combined. This figure represents 4.5% of the total population. Only London (12%) and the West Midlands (7.3%) have a greater proportion of Asian residents, although both have far larger Asian populations in numerical terms.”

Of further note is the following commentary;

“Yorkshire and The Humber is one of only three English regions with more Pakistani residents than Indian ones, and the ratio here - nearly three to one - is far greater than in the North West and the North East. The main reason for this is the remarkably large Pakistani population in Bradford; nearly 68,000 - almost half of all people from this group living in the entire region - live here, where they make up one in seven of all residents. This is the highest proportion of Pakistanis in the total population of any city in Europe. Across the entire region, there are nearly 150,000 people of Pakistani descent; only the West Midlands has marginally a greater number.

The proportions of non-Asian ethnic minority groups in the region are quite small. People from the White Other group make up the second most populous ethnic minority, but form just 1.2% of the population; this is the third lowest proportion among the nine English regions. The proportion of Chinese residents is the joint lowest in England, at just a quarter of one percent of all residents. 

Black people make up the third largest ethnic minority group in Yorkshire and The Humber. Proportionally, the Black groups make up 0.7% of the population; this is lower than all but three of the other eight English regions. Out of a total of 34,000 black people in the region, two-thirds are of Caribbean origin. Nearly a third of all black people in the region live in Sheffield, where they form nearly 2% of the local population. Leeds also has a sizeable black population, about 1.5%, but elsewhere numbers are very small - Barnsley, for example, has just 164 black residents out of a total population of 220,000”

3.2 South Yorkshire in Detail

At the national level there are well demonstrated inequalities in health for those from a BME background. In terms of mental health incidence and prevalence issues include:

· BME populations are at increased risk of physical health, mental health and wellbeing problems

· Increased prevalence rates is in the context of the myriad factors associated with social exclusion (high rates of unemployment, lack of qualifications, low levels of social support and problems in the areas they live)

· Experience of health services is often poor

Considering these national patterns it is then useful to understand and consider local data relating to ethnicity. If we compare the South Yorkshire sites, using information from diverse sources, the following information is useful to consider in terms of whole population and mental health provision;

Table 1: Basic Ethnicity Data for South Yorkshire FIS Areas

	
	Barnsley
	Sheffield
	Rotherham 
	Doncaster

	Population Size**
	218,063
	513,234
	248,175
	286,866

	BME population**
	2%

4,109


	10.9%

55,506
	4.1%

10,080
	3.5%

10,038

	Key

Commentary
	Is the least diverse of SYH region. 
	Most ethnically diverse of South Yorkshire sites. Between the 1991 and 2001 census, the ethnic minority population of Sheffield grew by almost 80%. 
	Is considerably less diverse than its near neighbour Sheffield. 
	Ranks near the bottom third in the list of England's most diverse local authorities. 

	Diversity Index Score1
	0.04
	0.20
	0.08
	0.07

	
	1The Office for National Statistics' diversity index is calculated as the probability that two people chosen at random from a given area would be from different ethnic groups, even if neither of them were white. For example, a score of .30 would mean that there would be a 30% probability.


From Table 1, we can immediately see that there are significant differences between sites in terms of population size for Black and Minority Ethnic groups. This means that locality is paramount in considering, developing and achieving strategies and outcomes to enhance the mental health and wellbeing of those from a minority ethnic group. This also means there are significant challenges in terms of resource allocation and competition for resources – considering that in some areas ethnicity may have low perceived relevance to stakeholders. However, small population size may have paradoxical effects - increasing visibility for ‘difference’ and hence heightening visibility itself. Whereas, increased ethnic community size may lead to perceived ‘self-sufficiency’ of community and promote complacency about need.

Table 2: Expanded detail for Ethnicity data – South Yorkshire FIS Areas

	
	Barnsley
	Sheffield
	Rotherham 
	Doncaster

	BME population1
	2%

4,109


	10.9%

55,506
	4.1%

10,080
	3.5%

10,038

	Key

Commentary
	The largest ethnic minority populations are the Other White group (1,351 people, or 0.6%) and White Irish (764, or 0.4%).
	Its Asian population (23,000, or 4.6%, about the average for England as a whole) is nearly three-quarters Pakistani
	The largest ethnic minority group, Asians, form just 2.2% of the population - half the national average.
	Only one ethnic minority group - Asians - constitute more than 1% of its total population

	Basic Breakdown

BME Groups1
	White Irish 0.35%

White Other 0.61%

Mixed 0.34%

Asian 0.31%

Black 0.07%

Chinese 0.11%
	White Irish 0.65%

White Other 1.39%

Mixed 1.6%

Asian 4.55%

Black 1.78%

Chinese 0.42%
	White Irish 0.42%

White Other 0.53%

Mixed 0.48%

Asian 2.22%

Black 0.16%

Chinese 0.12%
	White Irish 0.51%

White Other 0.66%

Mixed 0.61%

Asian 1.07%

Black 0.36%

Chinese 0.18%

	Increasing Detail
	

	
	
	

	Largest BME Groups1 (within overall population)
	White Irish 0.35%

N=764

White Other 0.61%

N=1351

Mixed 0.34%

N=756

Indian 0.18%

N=412

Chinese 0.11%

N=246


	White Irish 0.65%

N=3337

White Other 1.39%

N=7152

Indian 0.59%

N=3030

Asian Pakistani 3.08%

N=15844

Black African Caribbean 1%

N=5171

Black African 0.64%

N=3294

Mixed 1.6%

N=8228
	White Irish 0.42%

N=1063

White Other 0.53%

N=1305

Asian Pakistani 1.89%

N=4704

Mixed 0.48% 

N=1210


	White Irish 0.51%

N=1491

White Other 0.66%

N=1920

Indian 0.43%

N=1247

Pakistani 0.52%

N=1503

Black African Caribbean 0.25%

N=736

Mixed 0.61%

N=1759




From Table 2, we can see that the level of detail for analysis is important because highest level data is likely to mask need. Whilst, no single group will comprise a homogenous set of needs, they are more likely to share some social, economic, cultural and health characteristics. For instance, the routes of migration and the associated wellbeing issues for Black African Caribbean will be different and many of the Black African groups are distinctly different for the majority of individuals within groups. Further, the gross census grouping of Black African hides a plethora of political, economic and social issues for the very different groups subsumed within this category that will impact upon identity and health.

Tables 3 & 4 below show increasing detail for ethnicity (hidden populations, indicators of deprivation/social exclusion and skews in age distribution) that adds further examples of the importance of appropriate level for context setting.

Table 3: Increasing detail for ethnicity - issues for consideration

	
	Barnsley
	Sheffield
	Rotherham 
	Doncaster

	‘Hidden’ populations of significance 
	White Other
	Yemeni

Somali
	Kosovon

Yemeni

Gypsy Traveller
	Gypsy/Travellers

White Eastern Europe

	
	’Hidden’ populations are those which the census monitoring would not identify but group into larger aggregate minority category

‘Hidden’ populations have been identified from locality reports and in consultation dialogue

All areas report significant increases in ‘white other’ categories due to economic migration from Eastern Europe and in Doncaster, Rotherham and Barnsley population projections estimate by 2011 this will be the ‘majority’ minority group.

	Proportion of all BME under 16 years 

(UK proportion across all ethnic groups 20.1%)
	21.9%

N=9001
	29.5%

N=16,3921
	37.7%

N=3,8002
	30.9%

N=3,1002

	
	Aside from Barnsley, and the Irish population In Rotherham BME groups have a younger age structure.

	Concentration in Neighbourhoods

(Identified from key reports by Local Authorities and based on locality driven assessment of % thresholds within ward or neighbourhood)


	Not available/ Not valid
	Applefield

Firshill

Firvale

Tinsley

Darnall

Housteads

Woodside
	Boston Castle

Rotherham East

Rotherham West
	Hyde Park

Lakeside

Lower Wheatley

High Melton

	
	The low proportional rate for BME groups in the Barnsley area means concentration in neighbourhoods  is  not a valid descriptive tool

Whilst people from BME groups will have representation across all neighbourhoods, there are higher proportions in specific neighbourhoods (and these in turn are often wards/neighbourhoods with higher deprivation rankings/score)


Table 4:  Increasing detail for ethnicity - issues for consideration

	
	Barnsley
	Sheffield
	Rotherham 
	Doncaster

	Economic Activity

1Source: Office for National Statistics; Neighbourhood Statistics – April 06/March 07

2Source: Suckling R. (2008) BME Population; Mental Health Needs Assessment in Doncaster

3Source: Know Your Place! Rotherham Metropolitan Borough Council FactSheet

4Source: Dale C (2005) Analysis of the Irish Population in Rotherham

5Source: Sheffield City Council (2003) 2001 Census Topic Reports; Ethnic Origin


	Economically Inactive – 

All Persons1

24.8%

BME Economic Activity:

No reports found that referenced economic activity for BME groups
	Economically Inactive – 

All Persons1

26.1%

BME Economic Activity:

“With the exception of the Chinese and Indian ethnic groups, unemployment rates are generally higher for the BME groups....All of the BME groups have higher proportions of students than the average except for the Black Caribbean group. The Chinese, Indian and Other Ethnic groups have the highest proportions of students...Other forms of economic inactivity – including looking after the home or family – are highest for the Pakistani, Bangladeshi and Other Asian groups.... The Black Caribbean group experiences the highest unemployment rates for the younger adults.”5
	Economically Inactive – 

All Persons1

23.3%

BME Economic Activity:

“The unemployment rate in the 2001 Census the ‘white’ population was 6% compared to 14.6% for the ‘non-white’ population. For Pakistanis, unemployment was 20.2%”3

“Half of all the 16-74 year olds of the Irish population are economically active (50.4%) which is much lower when compared to the Economic activity rate of the total Borough population (64%). The low rate of economic activity by the Irish population could be explained by the disproportionate number of older Irish people in the Borough.”4
	Economically Inactive – 

All Persons1

23.4%

BME Economic Activity:

“38.1% all adults (18-74) economically inactive

...Indian and Chinese groups lower economic inactivity...Pakistani, Bangladeshi and Black Africans higher rates economic inactivity”2

“Inactivity among ethnic minority groups in Doncaster however is only 17%, which is less than half the inactivity rate for this group in Yorkshire and Humber as a whole and lower than for the working age population as a whole.”

	
	Comparison Inactivity Rates1;   Yorkshire and The Humber 22.2%;  England 21.4%


4. Locality Data – Ethnicity and Mental Health

4.1 Selecting Data: Core Health Information Systems - Data Sources for Mental Health and Ethnicity

There are numerous projects (i.e. research, audit, service evaluation, needs assessment, community focus groups etc) within voluntary, statutory and academic settings that provide extremely useful information about ethnicity in locality. Many of these projects also provide, directly or indirectly, information about wellbeing and mental health dimensions. However, there are many issues with a ‘project’ based approach to information (the following is not an exhaustive list);

	Pro’s
	Con’s

	Can be motivated by problems on the ground and be a mechanism to highlight problem areas and engage people for change

Often needs assessment focused – can ‘prove a point’ and initiate change
	Lack of continuity and sustainability;

· Projects are time-limited and either don’t measure change or measure sustained changes

· Data ‘falls apart’ when funding stream ends and engagement, commitment and motivation ebbs 

	Address and inform about specific problem topics
	Often have narrow focus;

· single ethnic group

· data may only focus on specific subgroup i.e. dual heritage adolescents

	Complement existing data sources, or provide data that would otherwise never be available
	Tight constraints, with lack of broader information dataset to enable useful comparison or generalisation

Data may only be in one form or another i.e. qualitative or quantitative

	Provide highly detailed data by focusing on small subgroup/population or focus area
	Small numbers

	Often have independence and autonomy from core information systems and can innovate and gap-fill

Are not constrained by methods/parameters of measurement that have poor clinical, academic or ‘intuitive’ sense
	Separate from existing information structures;

· little reference to core information systems

· fail to feed into design of core information systems (or lack feedback routes to do so)

· fail to build capacity of core information systems

· do not map onto parameters of existing data systems


The focus of this project - to provide intelligent information about ethnicity and promote intelligent data use – demanded a focus on core information systems and pragmatically this was limited to statutory health providers. This is not to overlook the contribution of other data sources, or the extremely valuable contribution of targeted information projects, but it is core information systems that can measure and monitor change in the long term. There is a critical need for enhanced use of core information systems and an investment for capacity building when those systems cannot answer key clinical and strategic questions of service function. There has to be creative solution finding to ensure that capacity building for core information systems can also be used to enhance community relationships (i.e. the additional advantage of ‘projects’ is that they are often ‘community’ based and therefore have positive benefits beyond the provision of information, often contributing to the engagement and enhancement of relationships between providers and communities).

In terms of core information systems used by statutory providers that can provide information about either ethnicity and/or mental health, the following table summarises the available data sources and issues;

Table 5: Summary overview of core health information systems for ethnicity and/or mental health

	Data Source
	Brief Description
	Monitoring for Mental Health
	Monitoring for Ethnicity
	Issues/Comments

	Spine
	The Spine is a national, central database where summary patient records are held. The Spine holds a summary record of important details both demographic (i.e. name, address) and medical (i.e. allergies, medication, test results etc). The full local record is held on computer where treatment is provided (such as the GP surgery or hospital). When fully implemented, local records will automatically upload important information to the summary patient record on the Spine.
	Not appropriate to Spine
	Not included to Spine
	The importance of the DRE agenda and the demonstrated health inequalities would suggest that ethnicity should be considered a core demographic for the Spine. Whilst ethnicity is not a core demographic to the Spine, reinforcing the importance of ethnicity monitoring at the local primary provider level presents additional challenges for commissioners.

The Department of Health Equality Monitoring Group commissioned NHS Connecting for Health to produce a report summarising capture of equality fields, future milestones and costing, IT and strategic infrastructure and negotiation issues. This report states;

“Ethnicity is currently only mandated in the admitted patient dataset...Given that the aim is to monitor quality of access to services...it would seem sensible to consider mandating the collection of ethnicity data for all activity types”

Equality Monitoring and NHS Care Records. (2008). J. Thorpe, National Programme for Information Technology


Table 5: Summary overview of core information systems (continued)

	Data Source
	Brief Description
	Monitoring for Mental Health
	Monitoring for Ethnicity
	Issues/Comments

	Quality and Outcomes Framework (QOF)
	QOF has been part of GP contracts since 2004. QOF data is extracted from the national database system called the Quality Management and Analysis System (QMAS) following adjustments. GP surgeries use a variety of direct information systems that interface to QMAS, using up to 4 different systems across each area locality.

QOF is not a totally comprehensive source of data on quality of care – but it is a potentially rich and valuable source of information.

Published QOF tables provide healthcare analysts, analysts and researchers with a potentially rich source of information about the provision of primary care services. However, published tables need to be set in local context and do not take account of such things as; practice workload issues, social, clinical and demographic characteristics of served population, individual general practice infrastructure, co-morbidity, issues with individual/local IT systems in use. 
	Measures achievement against a range of evidence based clinical indicators and indicators covering practice organisation and management. 

Specific to mental health;

· Mental health (schizophrenia, bipolar disorder and other psychoses) prevalence (%)*

· % patients on the register with review in last 15 months*

· % patients on lithium therapy with record of serum creatinine and TSH in preceding 15 months

· % patients on lithium therapy with record of lithium levels in therapeutic range in last 6 months

· % patients on the register with comprehensive care plan documented*

· % patients on the register who do not attend the practice for their annual review identified and followed up by practice team within 14 days of non-attendance*

* new/revised 2006/07 indicators are marked with an asterisk - no trend data available


	QOF data cannot be broken down by demographics
	Participation by practices is voluntary.

For participating practices local arrangements may affect data integrity – so comparative analysis must be carefully undertaken.

Extraction problems associated with different databases being used within GP surgeries, where some domains of information cannot be automatically extracted and are manually submitted and therefore do not comprise a ‘true record’.

Whilst practices score points according to their level of achievement against indicators and practice payments are calculated from points achieved, the incentives can be relatively small offset against administrative and clinical effort for recording compliance alone.

The QOF indicators have changed over time and some have become discontinued.


Table 5: Summary overview of core information systems (continued)

	Data Source
	Brief Description
	Monitoring for Mental Health
	Monitoring for Ethnicity
	Issues/Comments

	Mental Health Minimum Data Set (MHMDS)
	The mental health minimum dataset (MHMDS) is a collection of records documenting the care received by all patients of specialist mental health services in England. The MMHDS collects detailed data including;

· all types of includes all types of community and inpatient care

· assessments

· use of the mental health act

MMHDS is intended to provide;

PCT’s with a more detailed understanding of the services they commission. Supports detailed, population bases analysis of who is using mental health services, and what care packages they are getting. It can be related to GP lists, small areas of the PCT, such as electoral wards, or even mapped by the users places of residence. PCT's can use this source to compare the care their population is using with that received by similar populations in other areas. In their role of service developers, data can be used to identify areas in need of particular developments.

Trusts with information to support local clinical audit. A number of national benchmarks are likely to be based on it, including readmission, follow up after hospital discharge, and the use of new specialist teams. The data can also give detailed breakdowns of areas of heavy service demand, or apparently inefficient practice.

Strategic Health Authority with a detailed picture of clinical work in mental health care on a comparable basis across areas served by more than one Trust and several PCT's and social services authorities. This will be valuable for strategic planning and performance management. Detailed analysis of service demand should provide a solid basis evaluating and location services provided by specialist commissioning teams. 
	Covers all types of Trust services, including:

• inpatient;

• outpatient;

• community care

• residential services.

Provides data for a reporting period that can describes;

· Characteristics of the patient, including where they live

· The health and local authority organisations involved

· The nature of the problems suffered by the patient, including their range and severity i.e. Diagnosis and measures of clinical function

· The number of different interventions delivered to the patient i.e. who provides what type of intervention

· The way these are combined as packages and scheduled over time i.e. provision of CPA

· How the patient’s condition changes over time  i.e. episodes in different within Trust services
	Ethnicity is core data to MHMDS

Ethnicity is ‘mandated’ for all inpatient care episodes, although local arrangements may mandate ethnicity for other care spells, dependent on area
	Significant extraction problems have been identified and are being currently worked on (see following commentary from local secondary information departments)


5. Good Practice in Process for Submitting Information Data Requests

Following communication with the Chief Executives within each trust, the process for obtaining locality data for ethnicity and mental health was as follows;

1. Letter explaining project and setting project parameters sent to Caldicott Guardian (see Appendix 2)

2. Establish contact and arrange meetings with individual heads/lead for information departments (note; not information governance departments, not clinical audit and governance departments)

3. Meetings with individual leads to explain project brief and rationale for data request and consult and develop understanding of local issues. These interviews were based on a semi-structured interview with key questions and anchors of ethnicity and mental health;

· What core information systems are used locally?

· How well do these systems enable information capture regarding ethnicity and/or mental health?

· What regular reports are produced that have an ethnicity and/or mental health focus and who do these reports go to?

· Are there problems with available ethnicity and/or mental health data (including inputting, barriers to compliance with monitoring targets, efforts to address problem areas, estimates of margins for data)?

· What are the coding conventions for ethnicity and are expanded categories used and what are these?

· Where is the Information department represented in hierarchy of meetings 

· Degree of collaboration between information department with clinicians, other departments, public health, other agencies, other providers, commissioners?

· Views on critical changes that could make a difference to intelligent information within core system for ethnicity and/or mental health?

· Do they have any examples of good practice for intelligent information?

· Who else is useful to speak to?

4. Letter sent to Caldicott Guardians with data capture request (see Appendix 3)

This process is an important one and the point(s) of entry is worth further commentary.

5.1 Point of Entry for External Data Requests

Entry via the Caldicott Guardian is rationalised in the following way;

“A Caldicott Guardian is a senior person responsible for protecting the confidentiality of patient and service-user information and enabling appropriate information-sharing. The Guardian plays a key role in ensuring that the NHS, Councils with Social Services responsibilities and partner organizations satisfy the highest practicable standards for handling patient identifiable information.”

HSC 1999/012 Caldicott Guardians

Considering the above definition the Caldicott Guardian is a critical stakeholder for external data request feeds. It is both courteous and good practice to ensure that they have at least an awareness of data sharing requests, to ensure that these are compliant with core standards of information governance.

Entry via the Information Department is rationalised in the following way;

There is only one department within a trust that has direct access to interrogate in detail the core information system and that is the information department. Information Departments will typically have responsibility for;

· Producing regular and ad-hoc management reports (and local and national data reports and submissions)

· Overseeing the implementation of the Data protection Act and the Freedom of Information (FOI) Act in relation to the core system

· development of Information Governance policies and guidance relating to core system

· Ensuring data quality through identification of problems, monitoring and provision of training, policy and guidance in relation to data quality for the core system. Ensuring data quality will also include ensuring data is entered in timely and accurate fashion and resolving omission or inconsistencies by working directly with system users and/or their managers

· Work closely with and/or co-ordinate Information Governance initiatives and work with other departments trust-wide to improve data quality relating to the core system

The primary focus of the information department is the administration of the core information systems and management of information governance directly in relation to these systems. Whilst, many individuals within an organisations will have some strategic or direct responsibility for information governance, outside the information department these responsibilities will be across diverse areas and not specific to the core information system. Whilst, key clinical and strategic leads can often be the most appropriate entry point for information requests from external agencies (providing broader context setting and dialogue) if requests are for core information – then not including information departments at early negotiations can lead to delays and problems.

Whilst key informants in other departments can provide core information (by a request to the information department on the commissioners behalf), this is a less effective method of gaining intelligent information. Including the information department early can have critical positive benefits;

· Increase understanding of what data is actually available from the core system ( and what isn’t available)

· Increase understanding of possible data constraints in relation to your query

· Ensure that you have an informed view of what the data provided means and are able to interpret provided reports considering the limits of the core system

· Reduce time delays by ensuring the information department is;

·  Aware of the compliance of the request with Data Protection and other information governance issues

· The request is appropriate to the core system and appropriate to the work of the department

And, by

· Building a relationship with a key department

So, in simple terms, if you want to understand core system data and ensure you have submitted a reasonable and appropriate request then early involvement of the Caldicott Guardian and the Information Department should be a good practice standard for external (and internal) data requests.

6. Findings from Consultation with Information Department Leads

All the consultation meetings were extremely useful and informative. There was a positive sense of openness, transparency and co-operation. The process partly contributed to this, with one Lead commenting how refreshing it was to be consulted “and actually understand what a request landing in my lap is about”. It was obvious from the consultations that these leads did not view the information collected by their department simply as ‘data’ – they had good awareness and knowledge of the importance and meaning of diversity indicators and had a sophisticated view of the importance of quality issues relating to this.

There were common and specific themes that arose within each consultation. The issues raised should not be regarded as an exhaustive list, and is in the context of core information systems recording of ethnicity and mental health;

6.1 Primary Care Providers - Common Themes across Localities

Core Data - Ethnicity

· GP practices run different systems within locality area (i.e. TPP, EMIS, Vision), that cannot be easily accessed or interrogated and no standard reports or data extractions that include ethnicity.

· Ethnicity data is uniformly reported as ‘patchy’ and meaningful extraction would only be possible at the individual practice level. Few areas were able to provide any hard data about access to primary services by ethnicity. One locality area provided more detailed feedback regarding ethnicity monitoring, having run an extraction query a couple of years prior, that found only 1% of patients within practices had their ethnicity recorded. Additional evidence, from primary care sources, found ethnicity recording as a low as 5%. Although there may be examples of good practice within individual practices, and initiatives in all localities to improve monitoring, there was no evidence to suggest that these low monitoring rates might not be representative of data quality issues for ethnicity across localities. 

· Whilst, most trusts have initiatives to improve data quality in terms of ethnic monitoring within primary providers, there needs to be commensurate efforts to then make the links to other indicators. For example, performance monitoring of ethnicity recording (reporting %  of completed targets), in isolation, does not address issues of equity although it is an essential foundation for equality work

· Reporting on systems tends to mask issues of monitoring compliance (depending on extraction methods, but also critically in terms of accuracy of reporting) – where there is frequently a lack of distinction between ‘Not Recorded’ and ‘Not Asked’.

· Ethnicity is not a mandatory category for majority of contracting/reports

· Absence of ethnicity as core demographic on Spine reinforces GP’s reluctance to improve monitoring quotients. If it’s on the Spine then it is perceived that there is then sufficient weight to get GP’s to do monitoring.

6.1 Primary Care Providers - Common Themes across Localities (Cont)

Core Data – Mental Health

· Prescribing and QOF extractions cannot be split down by any of the demographic diversity indicators

· In terms of mental health extraction/ core reports for prescribing data and QOF did not allow break down by ethnicity (or other key demographics).

· The reporting standards for QOF – i.e. reporting over a whole year period , means data integrity is often cleaned up last minute rather than being a focus for data quality in integrated and routine way

Collaboration

· Whilst the profile of involvement to meetings was different for each Information Department (information governance being a key meeting), the Department was likely to be represented at a higher strategic level only indirectly. There were exceptions to this with some Departments having direct representation just below Board level.

· There were variable relationships between PCT and Secondary Information Departments, the relationship could be strained because of lack of contact, lack of shared forums/meeting structures, problems with data flow, and lack of transparency about decisions for restriction of data flow and so on. Those that either had or had had close working relationships reported these as useful and beneficial – aiding clarity of understanding about constraints, developments and future plans for information.

· All localities reported only occasional projects for mental health that collaborate to Information Department. But, generally, departments felt that people knew where to come and that a good networks of contacts existed within their trust.

· There were variable relationships with Public Health.

Executive Support

· Departments highlighted how clarity at Executive/Board level in understanding and respecting the importance of information facilitated the work of the department

Overall the learning from Primary Care Providers is that, when ethnicity is not mandated the recording is poor, with ethnicity monitoring being as low as 1-5%

6.2 Primary Care Providers – Specific Locality Themes 

	Barnsley
	

	Sheffield
	· Data Quality Management Group currently in process of picking up issue of ethnicity recording – initiative to get 99% recorded but not linked to other indicators.

· Currently working to increase regular reporting – process, quality, frequency and cycle.

· Good example of close relationship between PCT and Secondary provider Information Departments – but this less so due to restructuring of shared forums/meetings

	Rotherham
	· Has a Primary Care Mental Health Service, but ethnicity not mandatory category for their reporting.

· Previous system (EPEX) used expanded categories , but within new system there are problems of aggregates not mapping onto library

· Examples of collaboration for intelligent information outside of ethnicity and mental health that could be utilised (i.e. childhood obesity project, Safer Rotherham Partnership work)

· Example of good relationship with Public Health, new development - have responsibility for Public Health Analyst based within their team – who feeds into LEA, provides data from ONS and assists in analysis/ interpretation of QOF

	Doncaster
	· Close links to public health, swap notes on work-streams, joint projects (i.e. emergency admission by locality – avoidable admissions that has data by ethnicity, but need critical mass within data as small numbers lead to issues in interpretation)

· Building a critical mass of quality data in terms of prescribing that they anticipate will lead to improved information about mental health 

· Only using core categories at current time

· Have recently held sessions to improve quality and quantity of ethnicity recording within practices and received positive feedback


6.3 Secondary Care Providers - Common Themes

Core Data Ethnicity and Mental Health

· All departments have information systems compliant to MHMDS, which has ethnicity as a mandated category and have capacity to generate internal reports regarding access and patterns of use with a high level of detail.

· Departments were at different places in terms of strategy and consolidation of approach to ethnicity recording, extraction, and use of data. But all had developmental strategies and a positive view of the importance of diversity monitoring.

· Departments reported issues in managing old data and strategies for data cleaning in relation to new categories (i.e. many patients would still have ethnicity recorded as old category of ‘White’ – and this presents problems in terms of mapping onto new categories of ‘White British’, ‘White Irish’, ‘White Other’)

· Most departments reported that the inpatient data set had the highest compliance for ethnicity reporting, with community services having poorer compliance

· All department leads talked about their efforts to increase data quality in relation to ethnicity and highlighted issues of;

· trying to get people to record, 

· trying to get people to increase accuracy, 

· trying to get people to ask,

· the need for mapping exercises to find out if people (patients and clinicians) understand the categories to mean the same thing we do (i.e. do people confound religion with ethnicity)

Information leads saw attitudinal issues of reluctance and ignorance as pertinent to barriers to ethnicity recording. For those trusts further on in process of improving data quality the feedback was that the impact of initiatives was good, but there needs to be a rolling process of reminding, cajoling and persuading. 

· Further to this issue, department leads talked about ‘who owns the data’. Information leads described a ‘constant battle’ to get clinicians and administrators to have a sense of ownership of the data. Best practice for training initiatives was commonly viewed as one which emphasised data collection as clinically valid rather than contractually valid and having reinforcing strategies that placed responsibility for data quality with clinicians.

· Reluctance to ask is reflected in the fact that compliance monitoring for ethnicity in new episodes has much lower rates of completion than episodes which have been open for longer. This was explained as reflecting clinician fears of the impact of asking for ethnicity information early on the therapeutic relationship. However, as the evidence base tells us that patients from a BME community need packages of care tailored to their religious and cultural needs, then not asking about ethnicity from the outset is counterintuitive to best practice.

6.3 Secondary Care Providers - Common Themes (cont)

Technical Issues

· Technical issues of feeding data to central SUSS (nationwide clearing service for all secondary service information)

· Issues of extraction  - known problems with assembler (i.e. under-reporting regarding number of episodes/care co-ordination when care coordinator signs off case prior to formal discharge from service date)

· All departments gave positive view of national teams effort and level of consultation to resolve problems and good listening to issues raised by information departments

Reporting

· Level of analysis in reports varied across areas, different starting points and different resource allocations

· Some departments produced regular internal reports that included ethnicity as demographic for breakdown of activity others didn’t – 

· At ‘starting blocks’ ethnicity reports focused solely at level of data quality (i.e. for ethnicity how many ‘Not Stated’, ‘Not Known’) which then generated associate data ‘cleaning’ projects).

Collaboration

· Level of representation variable, some leads directly represented at variety of meetings including just below Board level, but many only indirectly represented at higher level performance and strategy meetings

· Direct involvement to ‘Performance Assurance’ meetings  was reported as facilitating effective support service role - collaborative integration of department function, and fewer ‘last minute’ demands

· Generally there were good links with other internal departments, but the range of partners within the organisation could vary and would sometimes be clinician short 

· At best occasional projects with public health, ‘stuttering’ contacts and or initiatives 

Executive Support

· Having responsible executive leadership, with solid understanding and clarity about the seriousness and importance of data, was highlighted as facilitative of department work

· This support enabled information departments to be’ signed off’ as a support service, but recognised for core collaborative role across areas/departments (‘not over there’ or ‘out there somewhere’ but ‘appreciated within’)

6.4 Secondary Care Providers – Specific Locality Themes 

	Barnsley
	· Started to look at ethnicity in terms of data quality and have programme to increase monitoring – on starting blocks, but sense of commitment and coherent progressive strategy to improve across board

· Currently developing Policy re data quality

· Collaborating with PCT at outset, significant  improvements in relationship with commissioners and sense of shared purpose in attaining quality data 

	Sheffield
	· Currently developing comprehensive range of performance indicators - main drivers are in relation to how we get measured, how we get rated 

· Recent project collaborating between Clinical Governance, Clinical Leads commissioning report to examine in detail use of service by ethnicity across service levels (teams) and locality areas.

· Use expanded codes to include hidden populations of Somali, Yemeni

	RDASH
	· Currently major project for data quality i.e. cleaning ‘not stated’ code for ethnicity and old ethnicity codes

· Difference in level of detail in data requests from 2 PCT areas served

· Use expanded codes to monitor hidden population of Gypsy Traveller

· Involved in clinical reference group looking at service realignment where IT and Information being mapped from outset and working hand in hand with clinicians. Already completed number of projects with involvement for fully Integrated Care Pathway mapping clinical, administration and information needs for specific provider services.


7. Primary Care - Locality QOF Data

The changes to QOF data meant that data requests were submitted based on 2005/2006 QOF parameters and some of the most up-to-date QOF indicators were missed in the request (i.e. new revised 2006/2007 indicators are: 1. Patients on the register with comprehensive care plan documented; 2. % patients on the register who do not attend the practice for their annual review identified and followed up by practice team within 14 days of non-attendance). Within this report, what is reported is what was requested, rather than all indicators that were available. This was an oversight on the author’s part and reflects the complexity of learning involved for a professional skilled in data analysis. However, due to the high level aggregate function of QOF this oversight has little impact in terms of the overall findings and conclusion of this report. This is also an active example of the learning and communication issues that arise in formulating and completing data requests.

All departments provided data returns, barring Barnsley, which is simply explained in terms of resource issues. Due to resource issues within the project, a clarification meeting with the Barnsley Information Department could not be scheduled. Further, for Barnsley, the 2007/2008 data had not yet been ‘signed off’. QOF data for Barnsley was therefore obtained from simple internet searches, linking into Public Health sites. The data reported for Barnsley PCT is therefore not provided through the consultation process but from internet searches and therefore dialogue and context-setting commentary is not available.

Rotherham provided a very full dialogue to accompany the data. Additional information from Rotherham included;

· 39 practices

· All practices in area signed up to QOF

· For 2007/2008 data, full details of achievements by QOF points rating and exception data, that included national comparison indicators 

Sheffield also provided commentary to accompany the data;

· 39 practices

· All practices in area signed up to QOF

Doncaster provided the basic data without supplementary commentary.

What is obvious from the QOF data – is the very fact that it is target orientated and provides very limited information about primary mental health provision. However, aside from prescribing information (which would have necessitated another raft of consultations and fact findings to underpin a data request – and which also in not available broken down by ethnic group) this is the main source of information about mental health in primary care. 

The locality QOF is presented in Table 6 below and shows that, typically, across South Yorkshire, performance on these targets is high.

Table 6: To show Primary Care QOF data across South Yorkshire by year

	
	GP Registered Population
	Sum of Mental Health Register Count
	% of GP Registered Population with Mental Health Problems
	% Severe mental health patients with review in last 15 months
	% Patients on lithium therapy with record of lithium levels in last 6 months
	% Patients on lithium therapy with record of serum creatinine and TSH in preceding 15 months
	% Patients on lithium therapy with record of lithium levels in therapeutic range in last 6 months

	Barnsley1
	Not provided
	Not provided
	
	
	
	
	

	2005/2006
	
	
	0.4%
	94.4%
	95.3%
	95.8%
	92.4%

	2006/2007

2007/2008


	
	
	0.6%
	87.6%

Not available
	Not reported

Not available 
	93.3%

Not available 
	80.1%

Not available 

	Sheffield1
	548707

552779

557798


	2509

3687

3909
	
	
	
	
	

	2005/2006
	
	
	0.46%
	94.4%
	95.3%
	95.8%
	92.4%

	2006/2007
	
	
	0.67%
	88.9%
	Not available
	96.7%
	89.6%

	2007/2008
	
	
	0.7%
	91.49%
	Not available
	95.73
	89.43%

	Rotherham
	
	
	
	
	
	
	

	2005/2006
	202982
	1157
	0.57%
	94.69%
	96.28%
	97.17%
	90.95%

	2006/2007
	205256
	1601
	0.78%
	Discontinued
	Discontinued
	96.73%
	87.08%

	2007/2008


	206867
	1717
	0.83%
	Discontinued
	Discontinued
	94.40%
	88.58%

	Doncaster
	
	
	
	
	
	
	

	2005/2006
	305623
	1421
	0.46%
	93.05%
	97.03%
	97%
	94.2%

	2006/2007
	306732
	1915
	0.62%
	94.07%
	Not Available
	98.01%
	92.58%

	2007/2008
	307697
	1978
	0.64%
	94.48%
	Not Available
	92.58%
	93.26%


1 Barnsley data was obtained from regional publication sources – Yorkshire and Humber Public Health Observatory

8. Secondary Care - Locality Data 

Information departments from secondary providers all supplied data returns. All returns were in, the majority, compliant to the request submitted. Due to volume of data, each local area’s data return is presented separately (see Tables 7-17). Aggregate data, which provided detail for each ethnic group monitored received from each locality, was further reduced to increase readability. Information was configured to address 2 key questions;

1. What are the access rates for BME population 

2. What issues in monitoring rates do the data show.

The first of these questions is addressed by examining episode data (i.e. the patient receives a package of care) and the latter by examining both episode data and a time-slice of referrals. A ‘time-slice’ gives us a snap shot view of monitoring rates across a tie period. Individual departments were given lee-way to report a meaningful time-slice for their area (i.e. when your ethnic population is very small a 1 month time-slice would have little meaning). This was used to examine information lead reports that workers often struggle to ask the question of ethnicity early in the care episode, but that monitoring rates improve the longer the patient is in the service.

The data is presented only reporting individual ethnic groups when their proportional representation in mental health services is 1% or more. This proportional representation includes missing data, as there is anecdotal evidence that the question is not less likely to be asked when the client is from a BME group, than a White UK group and may in fact be the converse.

Information departments were asked to supply data partitioned by age, as this is a known factor in proportional representation of ethnic groups. However, for some locality areas, or for some service areas, partitioning by age lead to such small numbers in each group that the age partitions were collapsed again. Data partitioning by service area was also requested due to known issues with proportional representation in acute or specialist secondary as compared to standard community secondary services. Again, in some cases this data was collapsed due to small numbers when partitioned by service area. These decisions are commented upon throughout.

8.1 Barnsley

The first locality to be considered is Barnsley, who provided a very high level of detail as requested within the request. Table 7 shows the external referral rates by ethnicity (i.e. completely new potential episode for patient within secondary care). Table 7 provides a recent ‘time-slice’ indicative of recording rates at point of contact. Although the data was supplied, as requested, broken down by age and by service area, the small numbers in subcategories made this nonsensical to report.

Table 7: To show external referral data for Barnsley January – March 2008 (Census Population Proportion- BME 2%)

	Barnsley
	External Referrals1

Total N=1403

	White British
	n=457

32.57%

	BME
	n=7

0.5%

	Not Known

Not Specified

Not Stated
	n=39 

2.78%

n=317

 22.5%

n=583

41.55%


1 All community and specialist teams, does not include inpatients

From Table 7 we can clearly see that Barnsley is on the starting blocks for intelligent information as the proportional rates for missing data in the time-slice are high in relation to ethnicity (collectively > 60%). However, as already stated Barnsley Information Department are aware of this issue and have it as a clear priority, with strategy and commitment for change in place and with a good sense of support through the organisation for increasing data quality.

In the following tables 8 & 9, data for service contacts (episodes) for Barnsley is presented. Again, due to the very small numbers when data is partitioned by age, this level of detail is not included. It should be noted that some clients may be repeated across service area within a team, as some clients are seen across multiple services.

Table 8: Number of clients accessing Barnsley specialist mental health services – January to December 2007

	Barnsley
	Core Specialist Services
	Other Specialist Service

Criminal

Justice Liaison

N=216

	
	Early Intervention Psychosis

N=64
	Assertive Outreach

N=98
	Crisis Resolution/ Home Treatment

N=920
	

	White British
	n=35  54.68%
	n=86  87.75%
	n=467  

50.76%
	n=111  

51.4%

	BME
	n=2  

3.13%
	n= 4 

4.08%
	n=5  

0.54%
	n=1  

0.46%

	Not Known

Not Specified

Not Stated
	n=2  3.13%

n=4  6.25%

n=21  32.5%
	n=8  8.16%
	n=11  1.2%

n=125 13.59%

n=312 33.91%
	n=5  2.31%

n=24  11.11%

n=75  34.72%


Table 9: Number of clients accessing Barnsley community mental health services – January to December 2007

	Barnsley
	Community Services
	Inpatient

N=253

	
	Community Contacts

N=2373
	Outpatients – 

Consultant Led

N=2170
	Outpatient – Nurse Led

N=1728
	

	White British
	n=1156  48.71%
	n=1493  68.8%
	n=640  

37.04%
	n=242  

95.65%

	BME
	n=27

1.14%
	n= 27 

1.24%
	n=16

0.93%
	n=5  

1.98%

	Not Known

Not Specified

Not Stated
	n=29  1.22%

n=247 10.4%

n=914 38.5%
	n=14  0.65%

n=59  2.71%

n=577 26.59%
	n=35  2.02%

n=140  8.1%

n=897 51.91%
	n=2  0.79%

n=4  1.58%


From table 8 and 9 above, we can see that, aside from Assertive Outreach and Inpatient services in Barnsley the proportion of missing data for service contacts (episodes) continues to be high. For inpatient services the proportional rate is just below to census rate of 2%. For assertive outreach the proportional rate is twice the census population rate, which correlates to national data showing the higher incidence of Severe Mental Illness in BME populations. Due to the high rates of missing data, in the other services areas it is therefore difficult and imprudent to interpret the reliability and accuracy of the proportional rates of BME representation further.

8.2 RDASH

RDASH provided a data return based on referrals rather than episodes and whilst clarification of the request was (re)submitted and additional service data asked for, this was not received in time for inclusion to the report. The RDASH data is presented in the following tables (tables 10-12). 

Examining the ‘Not stated’, ‘Not known’ rates across years gives an indication of improvement recording rates the longer the patient is in the service. This shows year on year improvements in ethnicity reporting in specialist services (missing: 2005 18%, 2006 16%, 2007 12%, variable performance for outpatients (missing: 2005 21%, 2006 15%, 2007 17%) and static performance for community services (missing: 13-14%).

In terms of referral, excluding ‘age 65 plus’, whose overall numbers are too low to enable meaningful interpretation, the proportional rate for BME groups for RDASH outpatients and specialist services is;

· For all BME groups referral is elevated by between 1.5 to 2 times the census population rate (across Rotherham and Doncaster calculated as 3.7%), this is not strongly effected by age

· For RDASH outpatients and specialist services there is strong proportional representation for ‘other white background’ across ages and is elevated up to 11 times the census population proportions

· For RDASH, despite ‘white Irish’ and ‘Pakistani’ groups having a high proportional representation within BME groups overall, there is variable access across years and age groups, sometimes having near census proportional rates of access and sometimes having elevated referral rates

In table 10, for referral’s to CMHTs, where Rotherham and Doncaster are partitioned we can see that;

· Rotherham had better performance for monitoring in years 2005 and 2006 (although, monitoring rates will improve the longer the person is in the service, so this is supporting evidence that monitoring at the initial point of contact tends to be low) as compared to 2007 and as compared to Doncaster rates overall

· Doncaster has a referral rate for BME groups around 8%. This is 2.5 times the census population rate.

· Rotherham has wide variance in referral rate for BME groups between 14% and 20%. This is an elevation of between 3.5 and 5 times the census population rate.

· The numbers of ‘other white background’ referrals for Rotherham has progressively diminished since 2005. This latter point is also true of Doncaster. However, this is the largest proportion of referrals for any BME group.

· For Doncaster, ignoring ‘over 65’s’, there are few discrete ethnic groups whose referral rate is above 1% but there is proportional variance across age. There is more diversity in the proportional referrals for the younger age group, with Any other Asian group having increased proportional representation (above 1%) for the last 2 years.

Table 10: To show Outpatient Referral data return for RDASH (Census Population Proportion across Rotherham and Doncaster - BME 3.78%)

	RDASH
	Referrals - Outpatients

	By Age Group

By Year
	Age 16-34


	Age 35-64


	Age 65 Plus



	2005

All Ages

N=1164

White UK (821) 70.55%

BME (97) 8.33%

Not Known=(3) 0.25%

Not Stated (243) 20.88%
	N=303

White UK 69.3%

White Irish 1.32%

Other White Background 3.63%

All other ethnic groups (< 1% each)

2.32%

Not Stated 23.43%
	N=825

White UK 71.15%

Other White Background 3.88%

Pakistani 1.09%

All other ethnic groups < 1%

3.52%

Not Known 0.24%

Not Stated 20.12%
	N=825

White UK 66.67%

Other White Background 11.11%

Pakistani 2.77%

No other groups reported

Not Known 2.77%

Not Stated 16.66%

	2006

All Ages

N=1949

White UK (1535) 78.76%

BME  (128)  6.56%

Not Known (6) 0.31%

Not Stated (278) 14.26%
	N=513

White UK 75.24%

White Irish < 1%

Other White Background 3.89%

Pakistani 1.09%

All other ethnic groups (< 1% each)

1.66%

Not Known 0.58%

Not Stated 17.54%
	N=1367

White UK 79.59%

White Irish < 1%

Other White Background 3.07%

All other ethnic groups (< 1% each)

3.66%

Not Known 0.22%

Not Stated 13.46%
	N=69

White UK 88.4%

Indian 2.89%

All other ethnic groups (< 1% each)

2.91%

Not Stated 5.8%

	2007

All Ages

N=1858

White UK (1391) 74.87%

BME  (138)  7.43%

Not Known (129) 6.94%

Not Stated (200) 10.76%
	N=640

White UK 73.13%

Mixed – White and Black African 1.56%

Other White Background 3.43%

All other ethnic groups (< 1% each)

4.54%

Not Known 6.56%

Not Stated 10.78%
	N=1160

White UK 76.29%

Other White Background 2.84%

All other ethnic groups (< 1% each)

3.46%

Not Known 6.81%

Not Stated 10.6%


	N=58

White UK 65.52%

Other Black Background 1.72%

Other White Background 3.45%

Any other ethnic group 1.72%

No other ethnic groups reported

Not Known 13.79%

Not Stated 13.79%


Table 11: To show Specialist Referral data return for RDASH (Census Population Proportion- BME 3.78%)

	RDASH
	Referrals - Specialist Services

	2005
	Age 16-34


	Age 35-64


	Age 65 Plus 



	All ages

N=633

White British (458) 72.36%

Irish (9) 1.42%

Any Other White Background (30) 4.73%

Other Groups (<1%)  3.16%

Not stated (116) 18.33%
	N=220

White British  69.54%

Any other black background   1.82%

Any other white background  3.63%

All other groups (<1% each)

2.7%

Not Stated 22.27%
	N=373

White British   73.73%

White Irish   1.61%

Any other white background   5.63%

All other groups (<1% each)

1.89%

Not Stated 15.82%
	N=40

White British   75%

White Irish   2.5%

Any other white background   2.5%

No other groups reported

Not Stated 20%

	2006
	N=580

White British  72.24%

Mixed White and Black African

1.03%

Any other White Background 6.72%

All other groups (<1% each)

1.38%

Not Stated 18.62%%
	N=962

White British   78.59%

Any other white background

4.05%

All other groups (<1% each)

3.33%

Not Stated 14.03%
	N=63

White British   76.19%

Any other white background

7.94%

No other groups reported

Not Stated 15.87%

	All ages

N=1605

White British (1223) 76.2%

Any Other White Background (83) 5.17%

Other Groups (<1%)  2.67%

Not stated (253) 15.76%
	
	
	

	2007
	N=993
	N=1360
	N=127

	All ages

N=2480

White British (1907) 76.89%

Any Other White Background (191) 7.7%

Other Groups (<1%)  3.46%

Not known (157) 6.33%

Not stated (139) 5.6%
	White British 

74.72%

Any other white background

7.85%

Pakistani 1.61%

All other groups (<1% each)

2.82%

Not Known 7.45%

Not Stated 5.54%
	White British 

78.53%

White Irish 1.03%

Any other white background

7.28%

All other groups (<1% each)

1.84%

Not Known 5.66%

Not Stated 5.66%
	White British 

76.38%

Any other white background

11.02%

All other groups (<1 each)

2.36%

Not Known 4.72%

Not Stated 5.51%


Table 12: To show CMHT Referral data for RDASH (Census population proportions across Rotherham and Doncaster – BME 3.78%)

	RDASH
	Referrals – CMHT’s

	
	Doncaster (Census Rate 3.5%)
	Rotherham (Census Rate 4%)

	2005
	Age 16-34
	Age 35-64
	Age 65 Plus 
	N’s to small for partition by Age

	Doncaster

All ages - N=1932

White British (1484) 76.81%

Any Other White Background (109) 5.64%

All other Groups <1% (68) 3.51%

Not Known (5) 0.26%

Not Stated (66) 13.77%
	N=696

White British  74.7%

Any other white background   5.6%

Any other ethnic group 1.01%

All other groups (<1% each)

2.58%

Not Known 0.14%

Not Stated 15.95%
	N=1157

White British   77.53%

Any other white background   5.79%

All other groups 

(<1% each)  3.55%

Not Known 0.26%

Not Stated 12.87%
	N=67

White British   84.8%

Mixed White & Black African 1.27%

Any other white background   3.8%

Indian 1.27%

No other groups reported

Not Known 1.27%

Not Stated 7.59%
	All Ages - N=161

White British   78.89%

White Irish 3.11%

Any other white background   11.18%

Pakistani 4.97%

All other groups <1% 1.24%

Not Stated 0.62%

	2006
	N=690

White British  76.23%

Any other White Background  3.33%

Any other Asian background 1.74%

All other groups (<1% each)

3.32%

Not Stated 15.36%
	N=1016

White British   78.35%

Any other white background

3.94%

All other groups (<1% each)

3.4%

Not Known 0.1%

Not Stated 14.17%
	N=63

White British   94.34%

Pakistani 1.89%

No other groups reported

Not Stated 3.77%
	N=244

White British   80.74%

Any other white background   6.15%

Any other Asian background 2.87%

Pakistani 3.69%

Indian 1.23%

White Irish 0.82%

Not Known 0.41%

Not Stated 4.1%

	All ages - N=1759

White British (1372) 77.99%

Any Other White Background (63) 3.58%

Other Groups <1% (71) 4.02%

Not Known (1) 0.06%

Not stated (252) 14.33%
	
	
	
	

	2007
	N=575
	N=854
	N=25
	N=267

	All ages

N=1454

White British (1139) 78.33%

Any Other White Background (44) 3.03%

Any other ethnic group (23) 1.58%

Other Groups <1% (54) 3.71%

Not Known (60) 4.13%

Not Stated (134) 9.22%
	White British 

74.26%

Any other white background

3.3%

Any other ethnic group 3.3%

Any other mixed background 1.04%

Any other Asian group 1.57%

All other groups (<1% each)

2.79%

Not Known 4.35%

Not Stated 9.39%
	White British 

81.26%

Any other white background

2.81%

All other groups (<1% each)

2.81%

Not Known 3.75%

Not Stated 9.37%
	White British 72%

Any other white background 4%

Any other ethnic group 4%

Pakistani 4%

No other groups reported

Not Known 12%
	White British   66.29%

Any other white background   3%

Any other ethnic group 2.62%

Any other mixed background 2.62%

Pakistani 4.87%

Indian 1.23%

Not Known 5.62%

Not Stated 14.61%


The referral data for RDASH inpatient services is not presented, as including only new patients; it did not provide sufficient numbers to be meaningfully interpreted.

8.3 Sheffield

Sheffield also provided a full and comprehensive data set, with no exclusions.

The following table shows ethnicity data by team type for May 2008, which provides a time-slice indicative of recording rates at point of contact. Although the data was supplied, as requested, broken down by age and by service area, the small numbers in age subcategories made this nonsensical to report and the table is broken down by service areas alone. Further, the fact that inpatient episodes for this time-slice had no missing data, meant this service area was excluded, but is clearly indicative of the impact on recording when ethnicity is a mandated information requirement.

Table 13: To show Sheffield referral data by ethncity by team type for May 2008

	Sheffield
	Standard1

N=315
	Specialist

N=423
	Outpatient

N=85

	White British
	n=153

48.57%
	N= 274

64.78%


	N=43

50.59%

	BME
	n=41

13.01%
	N=60

14.18%
	N=14

16.47%

	Old White category
	n=10

3.18%
	N=14

3.31%
	N=3

3.52%

	Not Asked

Unable to answer


	n=111 35.24%


	n=74
 17.49%

n=1    0.24%
	n=25    29.4%


1 Standard Services: CMH Sector Services, CMH Continuing Needs Services, Continuing Care and Rehab Services, Howard Road Community Support, North East Support Service

2 Specialist Services: A & E Liaison Team, Aman Counselling Service, Aspergers Service, Psychotherapy Services, Crisis Assessment and Home Treatment, Early Intervention Services, Homeless Assessment Support Service, Liaison Psychiatry, Perinatal Mental Health, Assertive Outreach, Transcultural Team, Transplant Liaison, User Employment Service, Women’s Therapy Service

From table 13 we can see that Sheffield, like other localities, has issues with ethnic monitoring at the initial point of contact. This is further validated by examining missing data figure for 2005-2007 (tables 14-16), where the highest missing across ages is 17% and by specifically examining data for 2007 age16-34 (clients who are more likely to be new to service), who have the highest proportion of missing data (19%). This indicates particular attention in monitoring, across all localities, needs to address hesitancy or fear of addressing ethnicity as a core information requirement, which is clinically valid, at the earliest opportunity.

For community and specialist teams, in analysing proportional access rates, the age 65 plus category has been ignored due to low numbers, which make meaningful analysis of this group impossible. From table 14-16 we can see that;

· In standard community teams, across all ages the proportional representation of BME groups is 7-12%, increasing year by year. This is near the census rate (10.9%).

· In specialist teams there is a higher proportional representation of 14-16%

· There are different proportional rates of access across age groups across services. Overall there is higher proportional representation of BME groups in the age 16-34 category. Further, there are a higher proportion of BME groups represented within the 16-35 category whose representation is greater than 1%. 

· For standard community teams, across the 16-35 and the 35-64 age group, the proportional representation of ‘Pakistani’ group is under the census proportions across all years. The ‘black Caribbean’ representation is close to census proportions.

· For specialist community teams the proportional representation of ‘Pakistani’ group is under the census proportions for the 35-65 but is elevated by up to 1 ½ times the census rate for 16-34 age groups. The ‘black Caribbean’ representation is double that of census proportions across both age groups (although this is less true for the younger age group in years 2005 & 2006).

.

.

Table 14:  To show 'Standard Team' Episode data return for Sheffield by year

	Sheffield
	Episodes – Standard Community Teams

	2005
	Age 16-34


	Age 35-64


	Age 65 Plus 



	All ages

N=4257

White British (3155) 74.11%

Pakistani (72) 1.69%

Black Caribbean (57) 1.33%

Other Groups (<1%)  3.16%

Old White Category (81) 1.9%

Not Asked (518) 12.17%

Refused to Answer (1) 0.02%

Unable to Answer (4) 0.09%
	N=1794

White British  70.35%

White Other 1%

Pakistani 2.28%

Black Caribbean 1.17%

Black African 1.28%

Somali 1.06%

Old White Category 1%

All other groups (<1% each)  7.46%

Not asked 14.21%

Refused to answer 0.06%

Unable to answer 0.11%
	N=2354

White British   76.93%

Pakistani   1.23%

Black Caribbean 1.33%

Old White Category 2.42%

All other groups (<1% each)  7.22%

Not asked 10.6%

Unable to answer 0.08%
	N=104

White British   75%

White Irish   1.92%

Pakistani   1.92%

Old White Category 5.76%

All other groups (< 1%each) 2.88%

Not Asked 12.5%

	2006
	N=2023

White British  68.76%

White Other 1.24%

Mixed White & Caribbean 1.04%

Pakistani 2.42%

Somali 1.14%

Old White Category 0.69%

All other groups (<1% each) 8.45%

Not asked 16.21%

Unable to answer 0.04%
	N=2576

White British   77.14%

Pakistani 1.9%

Asian Other 1.09%

Black Caribbean 1.32%

Old White Category 1.55%

All other groups (<1% each) 5.63%

Not asked 11.25%

Refused to answer 0.08%

Unable to answer 0.04%
	N=76

White British   78.94%

Pakistani 1.32%

Asian Other 2.63%

Black Caribbean 2.63%

Black Other 1.32%

Yemeni 1.32%

No other groups reported

Not Asked 11.84%

	All ages

N=4675

White British (3438) 73.54%

Pakistani (99) 2.12%

Black Caribbean (56) 1.2%

Other Groups <1% (397)  8.49%

Old White Category (54) 1.15%

Not Asked (627) 13.4%

Refused to Answer (2) 0.04%

Unable to Answer (2) 0.04%
	
	
	

	2007
	N=1881
	N=2156
	N=26

	All ages

N=4063

White British (2864) 70.49%

Pakistani (81) 1.99%

Black Caribbean (45) 1.11%

Other Groups <1%  (370) 9.1%

Old White Category (64) 1.57%

Not Asked (633) 15.58%

Refused to Answer (3) 0.07%

Unable to Answer (3) 0.07%
	White British  64.7%

White Irish 1.01%       White Other 1.06%

Pakistani 2.23%

Black Caribbean 1.06%

Black African 1.06%      Somali 1.06%

Old White Category 1.38%

All other groups (<1% each) 7.23%

Not asked 19.09%

Refused to Answer 0.05%

Unable to answer 0.05%
	White British  75.3%

Pakistani 1.76%

Black Caribbean 1.16%

Old White Category 1.72%

All other groups (<1% each)

7.14%

Not asked 12.71%

Refused to Answer 0.09%

Unable to answer 0.09%
	White British 

88.45%

Pakistani 3.85%

Bangladeshi 3.85%

Old White Category 3.85%

No other groups reported




Table 15:  To show 'Specialist Team' Episode data return for Sheffield by year

	Sheffield
	Episodes – Specialist Teams

	2005
	Age 16-34


	Age 35-64


	Age 65 Plus 



	All ages - N=4864

White British (3383) 69.55%

Pakistani (134) 2.76%

Black Caribbean (84) 1.73%

Somali (67) 1.38%

Other Groups <1% (436) 8.96%

Old White Category (96) 1.97%

Not Asked (658) 13.55%

Refused to Answer (2) 0.04%

Unable to Answer (3) 0.06%
	N=2224

White British  65.33%

Pakistani 4.09%

Bangladeshi 1.12%

Asian Other 1.21%

Black Caribbean 1.26%

Black African 1.30%

Somali 2.34%

Old White Category 1.03%

All other groups (<1% each)  6.78%

Not asked 14.34%

Refused to answer 0.05%

Unable to answer 0.09%
	N=2585

White British   73.04%

Pakistani   1.62%

Black Caribbean 2.09%

Old White Category 2.82%

All other groups (<1% each)  7.47%

Not asked 12.88%

Refused to Answer 0.04%

Unable to answer 0.04%
	N=104

White British   76.36%

White Irish   1.81%

White Other 2.64%

Pakistani   1.81%

Black Caribbean 3.64%

No other groups reported

Not Asked 12.73%

	2006
	N=2023

White British  68.04%

White Other 1.03%

Mixed White & Caribbean 1.4%

Pakistani 4.71%       Asian Other 1.36%

Black Caribbean 1.73%

Black African 1.47%     Somali 2.25%

Old White Category 0.7%

All other groups (<1% each) 7.18%

Not asked 10.02%

Refused to Answer 0.04%

Unable to answer 0.07%
	N=3230

White British   78.27%

White Irish 1.14%

Pakistani 2.69%

Black Caribbean 1.8%

Old White Category 1.18%

All other groups (<1% each) 6.41%

Not asked 8.29%

Refused to answer 0.06%

Unable to answer 0.15%
	N=107

White British   82.24%

Asian Other 1.86%

Old White Category 0.93%

All other groups (<1%) 3.74%

Not Asked 11.21%

	All ages - N=6053

White British (4464) 73.74%

Pakistani (216) 3.57%

Black Caribbean (106) 1.75%

Somali (73) 1.21%

Other Groups <1% (574)  9.48%

Old White Category (58) 0.95%

Not Asked (552) 9.12%

Refused to Answer (3) 0.05%

Unable to Answer (7) 0.12%
	
	
	

	2007


	N=3041
	N=3238
	N=97

	All ages - N=6376

White British (4768) 74.78%

Pakistani (245) 3.84%

Black Caribbean (124) 1.94%

Black African (71) 1.11% 

Somali (80) 1.25%

Other Groups <1%  (515) 8.08%

Old White Category (68) 1.07%

Not Asked (501) 7.86%

Refused to Answer (1) 0.02%

Unable to Answer (3) 0.05%
	White British  67.84%

White Other 1.58%

Indian 1.02%

Pakistani 4.87%

Black Caribbean 2.14%

Black African 1.48%     
Somali 2.07%

Old White Category 0.62%

All other groups (<1% each) 8.65%

Not asked 9.7%

Unable to answer 0.03%
	White British  80.94%

Pakistani 2.93%

Black Caribbean 1.82%

Old White Category 1.48%

All other groups (<1% each)

6.45%

Not asked 6.27%

Refused to Answer 0.03%

Unable to answer 0.06%
	White British 86.6%

Irish 3.09%

Pakistani 2.06%

Bangladeshi 1.04%

Other Asian 1.04%

Black Other 1.04%

Yemeni 1.04%

Old White Category 1.04%

Not Asked 3.09%


Because of relative size, for Sheffield, of numbers attending outpatient clinics is small, data is presented by year only, ignoring age. From table 16 below we can see the ‘Pakistani’ group has proportional representation near to census (Pakistani population census = 3.08%). The ‘black Caribbean’ group has over representation for 2005 & 2006 as compared to census but near census proportions for 2007 (black Caribbean census = 1%). The Somali and emerging ‘black African’ and ‘Asian other’ groups have consistent proportional representation across years.

Table 16: To show 'Outpatient' Episode data return for Sheffield by year

	Episodes -

Sheffield Outpatients
	2005

N=2043
	2006

N=1554
	2007

N=1499

	White British


	n=1518

74.3%


	n=1208

77.73%


	n=1089

72.65%

	Largest BME Groups within Year


	Pakistani n=50 2.45%

Black Caribbean n=39 1.91%

Somali n=27 1.32%


	White Other n=18 1.16%

Pakistani n=48 3.09%

Asian Other n=24 1.54%

Black Caribbean n=38 2.44%

Black African n=21 1.35%

Somali n=19 1.22%


	Pakistani n=56 3.74%

Asian Other n=18 1.2%

Black Caribbean n=25 1.67%

Black African n=18 1.2%

Somali n=22 1.47%



	Other BME
	n=180

8.81%
	n=60

14.18%
	n=102

6.8%

	Old White category
	n=26

1.27%
	n=7

0.45%
	n=11

0.73%

	Not Asked
	n=203   9.94%


	n=58
 3.73%
	n=158  10.54%


Sheffield submitted both average length of stay and admission data for acute inpatient services. Only admission rates will be presented here, as no other trusts provided both. The data is shown in table 17 below and shows the proportional representation of BME groups for inpatient admission has had small incremental increases from 2005-2007 (2005=23%, 2006=24%, 2007=27%). From table 17 we can also see;

· There are different proportional rates of admission across age, proportional rates of admission of those from a BME background are far higher for the 16-35 age group. 

· Overall there is higher proportional representation of BME groups in the age 16-34 category. Further, there are a higher proportion of BME groups represented within the 16-35 category whose representation is greater than 1%.

· There is increasing proportional representation of ‘white other’ across years for the 16-35 year group

· ‘White Irish’ is variably proportionally represented across age groups across years

· There is variable but increased Mixed ‘white and Asian’ and ‘white and black Caribbean’ proportional representation within the 16-35 as compared to the 35-65 age group

· The proportional rate of Pakistani admissions in the 16-34 age group is elevated up to 3 times the overall census rate 

· The proportional rate of ‘black Caribbean’ admissions across both age groups is elevated up to 4 times the census rate 

Table 17: To show Inpatient Admission data return for Sheffield by year

	Sheffield
	Adult Mental Health Inpatient Admissions

	2005
	Age 16-34


	Age 35-64


	Age 65 Plus 



	All ages - N=723

White British (553) 76.48%

White Other (10) 1.38%

Pakistani (33) 4.56%

Black Caribbean (26) 3.6%

Black African (14) 1.94%

Somali (19) 2.63%

Yemeni (5) 1.24%

Other Groups <1% (11) 8.16%


	N=258

White British  61.63%

White Other 1.16%

Mixed White & Black Caribbean (5) 1.94%

Mixed White & Asian 2.32%

Pakistani 10.46%

Bangladeshi 1.94%    Asian Other 1.16%

Chinese 1.16%

Black Caribbean 2.71% 

Black African 2.71%  Black Other 1.16%

Somali 5.43%   Yemeni 1.94%

All other groups (<1% each)  4.26%


	N=452

White British   84.73%

White Irish 1.11%

White Other 1.55%

Indian 1.33% Pakistani   1.33%

Black Caribbean 3.76%

Black African 1.55%

Somali 1.11%

All other groups (<1% each)  3.53


	N=13

White British   84.62%

Black Caribbean 15.38%



	2006
	N=274

White British  62.41%

White Other 2.19%

Mixed White & Caribbean 4.01%

Mixed White & Asian 1.46%

Indian 1.82%   Pakistani 6.56%     

Bangladeshi 1.09%   Asian Other 1.82%

Chinese 1.09%

Black Caribbean 4.38% 

Black African 2.19%     Black Other 1.09%  Somali 6.21%

All other groups (<1% each) 3.65%


	N=465

White British   82.8%

White Irish 1.08%

Pakistani 3.44%

Black Caribbean 3.87%

Black African 1.51%

Somali 1.51%

All other groups (<1% each) 5.58%

Refused to answer 0.21%
	N=107

White British   94.74%

Black Caribbean 5.26%

	All ages - N=758

White British (274) 75.72%

White Other (13) 1.71%

Mixed White & Asian (8) 1.06%

Pakistani (34) 4.49%

Black Caribbean (31) 4.09%

Black African (13) 1.72%

Somali (24) 3.17%

Other Groups <1% (60)  7.91%

Refused to Answer (1) 0.13%


	
	
	

	2007


	N=290
	N=381
	N=97

	All ages - N=683

White British (499) 73.06%

White Irish (9) 1.32%

White Other (11) 1.61%

Pakistani (48) 7.03%

Black Caribbean (27) 3.95%

Black African (14) 2.05% 

Somali (22) 3.22%

Yemeni (9) 1.32%

Other Groups <1%  (44) 6.44%
	White British  59.31%

White Irish 2.07%    White Other 2.41%

Mixed White & Black Caribbean 1.03%

Mixed White & Asian 1.72%

Indian 1.72%   Pakistani 10.34%  

Bangladeshi 1.38%   Asian Other 1.72%

Chinese 1.72%

Black Caribbean 3.79%

Black African 3.45%     
Somali 4.83%

All other groups (<1% each) 4.49%
	White British  83.2%

White Other 1.05%

Pakistani 4.72%

Black Caribbean 4.2%

Black African 1.05%

Somali 2.1%

Yemeni 2.1%

All other groups (<1% each)

1.57%
	White British 83.33%

White Irish 8.33%

Bangladeshi 8.33%




9. Other Issues and Stakeholders

9.1 The Role of Community Development Workers in Intelligent Information

Background

The role of the Community Development Worker (CDW) is complex and diverse and is therefore necessari9ly developmental across time to meet all targets and objectives. In summary Community Development Workers (CDW's) are charged to;

· work with and support communities including the Black and Minority Ethnic (BME) voluntary sector

· help build capacity and capability within communities and ensure their views are taken into account by the statutory sector during planning and delivery of services

· work at senior level and alongside the regional Race Equality Leads (RELs) within health and social care, focusing on improving commissioning, access, experience and outcomes of all ethnic minority communities as defined within the DRE Action Plan

These overarching aims will enacted within a community development model, based on the assumption that reform ‘inside’ the mental health system must take place in tandem with investment and developments ‘outside’ the service in order for this to be meaningful and successful. The CDW role is therefore conceptualised as strategic rather than a simple support or link worker whose focus is concentrated on the individual service user.

CDW’s have a key role in intelligent information as they are expected to identify are local (strategic) trends or themes then, working with others, take action to help resolve them, thereby driving the agenda forward. This involved information gathering, analysis of reasons for observed trends or patterns and identification and liaison to appropriate others to develop effective change strategies.

CDW’s are expected to ‘harness’ relevant data/statistics/contacts that may include:

· information from Public Health e.g. morbidity and mortality data;

· local libraries e.g. local surveys, reports, research, details of local support groups/networks;

· the local NHS Trusts;

· the appropriate SHA;

· the LA;

· local voluntary sector organisations;

· local Department for Work and Pensions office(s);

· Local Implementation Teams (LITs) – e.g. DRE Sub-Groups;

· LSPs; GP surgeries – Local Medical Committees;

· appropriate publications such as Annual Reports or Consultation documents;

· census and demographic data to include numbers, their age, sex, and ethnic breakdown; deprivation data; information on languages spoken;

· Job Centres;

· the internet; and

· local education and training providers, local Learning and Skills Councils etc.

CDW Role - Commentary and Consultation Feedback

The tasks that CDW’s are charged with, in terms of intelligent information, and contribution to information sources is onerous. It should be commented that the banding of these workers is arguably incongruent to the level of expectation within Policy documentation. Further, as enactment will necessarily be within a developmental framework and these remain relatively new posts (and a new way of working) it is unrealistic to expect that CDW’s at this point in time would be key informants for trend data (although, they will undoubtedly be key informants for missing data).

It is also pertinent, that expectations, principles and philosophy of the CDW role held by the DoH are not, necessarily, shared by local areas. A report focused on the Yorkshire and Humber area of a CDW Learning Research Project found that:

“many organizations, who are defining themselves as undertaking CDW, are actually more concerned with the development of voluntary and community organizations. This reflects the national picture where the concept of community development is used very

Broadly to describe any interventions and working within communities, rather than the definition of community development as an occupation in its own right”

Federation of Community Development Learning

Dr Val Harris and Nicky Gelder (August 2006)

This work concluded that, amongst other things, there was a need to;

· improve the understanding and awareness of community development work as an occupation.

· raise the profile of the contribution and impact that community development can have delivering on government policies and targets for community engagement, community cohesion, community safety, strategic partnerships amongst others

· demonstrate the skills shortage of community development workers equipped to deliver quality and effective community work

· ensure that all the routes within the CD learning and qualifications framework are available to people within Yorkshire and Humber Region

At the time of this report being prepared, it was not the case that CDW’s could act as key informants for baseline data on ethnicity and mental health. CDW’s were sent emails by the project lead asking them to provide a descriptive summary of the following;

1. In what ways have you been able, as a team, or as individuals been able to serve the DRE objective of ‘better information’?

2. What have been the major issues in terms of available data in understanding the populations you serve?

3. What problems (in terms of served community, need, access etc) does the existing data mask, if any?

4. Have there been any barriers to gaining useful baseline data on population, need, access etc?

5. Have you initiated any projects to improve or collect information?

6. Have there been key players in your area that have facilitated ‘better information’ and/or supported projects to improve monitoring?

7. Are you aware of any projects, or utilised particular data sources that have been very useful?

Only one locality area provided feedback to this request, but from informal contacts and collateral information about CDW performance in this area, this feedback is likely to be indicative of the broader South Yorkshire picture. In summary CDW’s reported;

· Specific projects targeted to BME subpopulations have been conducted (frequently qualitative and/or needs assessment focused). These are highly useful projects for statutory and voluntary providers are they often represent unmet need, hidden populations and provide supplementary data to help make sense of core information data sets.

· Local authority data has been useful.

· Core data is not easy to access or to understand and is sometimes out of date (particularly with reference to asylum seekers, migrant workers and refugees). 

· Data is often patchy and/or too basic.

· Available data often requires ‘manipulation’.

· Very small numbers and issues of data quality in terms of accurate ethnicity reporting in core data sets for services masks need.

· Comprehensive/strategically focused data projects have not as yet been initiated by CDW groups

· Links to information departments are not in place

· Links to people who can ease data analysis and promote understanding are patchy or absent

In conclusion, improved links and support from CDW’s to statutory organisations to devise complementary information strategies needs to occur, this includes public health departments.

9.2 Commissioner Perspectives and Issues

A small number of PCT commissioners, with a remit for mental health, provided input following requests for descriptive feedback regarding commissioning processes. The feedback and level of cooperation was transparent, honest and acknowledging of problematic issue areas in integration of DRE agenda to commissioning process. The awareness of commissioners was high, with an expression of serious commitment to improvement, but this was accompanied with a dialogue of conflict in prioritisation of agenda in the face of rapid changes in the landscape of mental health provision (e.g. implementation of IAPT programs) and commissioning processes as a whole (e.g. Darzi report and ‘World Class Commissioning’).

Many of the issues raised by commissioners reflected the concerns of primary and secondary providers, in terms of data quality (e.g. small numbers impacting on meaningful interpretation, quality of monitoring, availability). For readability these issues will not be repeated in this section of the report. The following issues and debate areas, specific to this part of the consultation process, were raised by commissioners;

· Data available for commissioning process is often limited and at a very ‘high’ level – issue with census data not reflecting existing populations (e.g. new migrant populations).

· Whilst Race Equality Impact Assessments were frequently in place and, typically, strategically being rolled out across the commissioning process this was by no means complete. Further, it was recognised that Equality Impact Assessments, whilst extremely valuable to the agenda, do not provide an absolute solution to overall issue of raising standards in commissioning and contracting process. Contracts themselves are not routinely, at this point in time, subject to Equality Impact Assessments (although strategy plans are in development in at least one locality).

· Where ethnicity is written systematically into contracts this does not, automatically, overcome data quality issues and reporting compliance is patchy and problematic 

· Importance of Voluntary Care Forum’s (VCF’s) – often seen as best provider for engagement, but often have poor core data and intelligent information not available to determine how appropriate investment is in addressing equality issue. Raises lots of questions for commissioners about whether VCF’s are being appropriately and adequately commissioned.

· What service specifications are relevant to the Equality and Diversity agenda e.g. is a monitoring target a meaningful method of measuring equality? 

· Diverse opportunities need to be better utilised for diversity and equality and mental health agenda i.e. regeneration funds & agenda – working neighbourhood monies as a potential tool for supporting, consolidating and implementing diversity and equality infrastructure, Local Authority joint-commissioning process in terms of ‘Supporting People’ agenda, Local Education Authority in relation to employment and mental health agenda.

· Introduction of IAPT programmes was, variably, providing a means of scoping mental health within primary care, but with, also variable, attention to diversity issues within this process.

· Multiple, small, time-limited projects can distract resources and attention from development of integration strategy to essential change initiatives within mainstream working. 

· Getting the basics, with regard to diversity agenda, into routine thinking of the commissioning process is a challenge, but is also contrasted by the fact that you can’t (appropriately) mainstream everything. 

·  The views and experiences of Social Care Commissioners for this topic area would be a useful addition to the consultation process.

Each of these issues comprises a complex area for debate and solution generation that is beyond the remit of this project to address. This, however, does appraise us of the dilemmas faced and breadth of challenges presented within the commissioning task. As a commissioner, balancing priorities and reaching pragmatic solutions, which are mindful and serve well the DRE agenda is, without doubt, a difficult task.

In summary, the impression from the consultation and feedback to commissioners was that, overall there was an acknowledgment of patchy and/or poor links between planning, developing and contracting within commissioning process and available data for BME and mental health. There was recognition of a serious need for increased attention to diversity within contracting arrangements and associated data demands needs to be made by commissioners, with patchy strategy to address this. Commissioners raised the issue of the need for intelligent information around diversity issues and recognised the need for this to be prioritised within contracts, but highlighted that they often felt they had to take a pragmatic stance in contracting (e.g. mandating ethnicity in addition to a raft of new/amended ‘must be done’ targets within a contract is one request too many). Commissioners highlighted that direction on what is a ‘must be done’ in the area of ethnicity monitoring is vague or contradictory (e.g. Spine doesn’t mandate, so how can they mandate within contract).

9.3 The Role of Public Health

It has already been significantly highlighted within this report, that liaison and working relationships with Public Health are very variable and patchy across and within locality. Within the resources of this project the level of consultation to public health was relatively limited. However, common issues were identified during the consultation and feedback process that can be assumed to have relevance across areas but cannot be assumed to be entirely representative of issues and perspectives encountered within the Public Health arena.

Issues identified, that have not already been addressed else where in this report, and of specific relevance to Public Health include;

Practically

· Data feeds to public health are problematic due to known interface issues with databases

Strategically

· Public Health priority agenda is focused on Saving Lives that does not have a direct or overt mental health remit

· Public health agenda does not prioritise mental health and persuasive arguments need to be formulated, making clear links between mortality and mental health. The ‘hidden’ mental health issues underpinning priority physical health targets for Public Health needs to be articulated.

· Currently, therefore, Public Health lacks cohesive strategy in relation to mental health 

· Further, Public Health lacks cohesive strategy in knowing what to do with data they might receive in relation to mental health 

· These issues are not reflective of a lack of interest

Joint working and liaison needs to significantly increase between Public Health and providers to map out the ‘hidden’ mental health needs that significantly underpin mortality and physical health. Mental health providers have an advantage of having an accessible high risk population with significant physical morbidity and mortality risks that can be of advantageous for effective delivery of priority Public Health initiatives. Creative and effective deployment of resources is a real and current opportunity for all potential partners to utilise that can potentially increase effective working with diversity integrated from the outset.

10. Intelligent Data – Examples of Good Practice Initiatives

From the relatively restricted consultation exercise undertaken a number of good practice initiatives were found in each area. Opportunities for area wide learning forums in order to share initiatives and resources and skills developed in the process of undertaking these projects should be put in place. These examples do not indicate that other locality areas do not have similar initiatives, nor, do these examples necessarily represent the ‘best’ of the projects across locality. These examples simply serve to indicate the range of projects and initiatives that occur across provider levels and localities.

	Example 1: Report

	Black and Minority Ethnic Population; Mental Health Needs Assessment in Doncaster. (2008). 

Author: Rupert Suckling on behalf of BME Focussed Implementation Site.

	Because; 

· This report shows positive liaison and supportive working practice from Public Health in helping providers understand local picture in terms of ethnicity and mental health.

· The report utilises ‘EMPIRIC’
 which is a large-scale dataset on mental health incidence by ethnicity which can be used to provide estimates of current (and projected) need within a local area. This approach is extrapolable method that could be used across localities. 

	


	Example 2: Report

	Adult Mental Health; Ethnicity Report. Sheffield Health and Social Care Foundation Trust. (2008). 

Authors/Collaborators: Phil Jonas, Tracey Green, John Wostenholme, Guy Hollingsworth, Liz Johnson.

	Because;

· Comprehensive examination of use of services across all secondary tiers and across sectors by detailed BME groups. 

· Full consideration of data limitations and parameters. 

· Joint working from clinical information, information and clinical leads departments.



	Example 3: Training Scheme

	Ethnicity Data Collection – Training Programme for Primary Care Providers including GP’s 

Authors/Trainers: Suras Castelbranco, Commissioning And Strategic Development, Laurie Mott, Public Health Intelligence Unit, Jonathon Briggs, Assistant Director (Performance and Information), Doncaster PCT

Because:

· Provides clear rational to primary providers of the importance of ethnicity monitoring 

· Demonstrates cross-departmental working to enable intelligent information links between clinical and strategic drivers (including performance standards)

	

	Example 4: Internet Resource

	Ethnicity Community Profile Reports. Commissioned by Sheffield City Council to which provide population profiles. Available at:

http://www.sheffield.gov.uk/your-city-council/policy--performance/equality-and-diversity/race/community-profiling

	Because;

· Sheffield City Council has a particularly interesting set of community profiling reports, with a high level of detail for specific minority groups and with some reference to wellbeing and mental health. Profiles are provided for the African, African Caribbean, Bangladeshi, Chinese, Eastern European, Indian, Irish, Kurdish/Middle Eastern, Mixed Race, Pakistani, Somali and Yemeni populations.  

· The intention of the community profiles is to “assist Councillors, Council officers, Sheffield First partnership boards, voluntary community and faith sector organizations and other agencies; to plan future services to better meet the needs of Sheffield’s BME communities”.

	


	Example 5: Clinical Pathway (including audit report)

	Enhancing Pathways into Care for Pakistani Patients. Sheffield Crisis Assessment and Home Treatment Service and Inpatient Wards. Sheffield Heath and Social Care Foundation Trust. Audit Report. (2007).

Authors Jo Nicholson, Rashna Hackett, Nayla Mahmood, Penny Eve and Simon Mullins.

	Because; 

· Uses data set that is uploaded from core information system, close liaison to information department for project success

· Builds upon pre-existing robust equality focused baseline audit programme

· Award winning pilot scheme



	Example 6: New Posts

	1x Information Support Officer - Information Health Records Post, Barnsley PCT

2x Health Information Analyst Post - Information Services Department, Barnsley PCT

	Because;

· Building capacity and capability to improve the quality of data available to all GP's and Practice staff.

· Recruitment team looking to ‘harness enthusiasm’ of post-holder to assist GP's, Practice staff and the PRIMIS team in the extraction, analysis and reporting of data from GP clinical information systems while also demonstrating an understanding of Data Quality.

· Whilst, these posts are not diversity or mental health focused they represent essential investment in core information services without which planned improvements for ethnicity monitoring are unlikely to occur

	Example 7: Report  - Public Health/PCT Mental Health Equity Audit 

	Hull and East Riding Mental Health Equity Audit. (March 2007).

Authors: M. Porter and A. Taylor. 

	

	Because:

· PCT, Commissioners, Public Health, Clinician Leads and Information Departments working together to examine and explore support effective deployment of mental services according to need and to reduce inequalities

· Recognizing and utilizing performance targets that underpin the work and articulating these to strengthen partnership working

· Recommendations ranging across clinical and information areas, but promoting intelligent information by drawing diverse professionals together to develop improvement strategies

· Sets review which strengthens commitment in specified time-frame

· This work is an extrapolable model for the South Yorkshire area


11. Conclusions and Recommendations

A wealth of information and data has been presented and discussed within this report. In order to summarise this work it is worth reminding ourselves of the 3 outcomes on which the project was commissioned;

1. Collate the available data on BME service users from each audit department based within the 4 PCT’s and the 3 Provider Trusts  

2. Establish how their statistics inform service developments in their localities, and

3. What are the patterns and trends for accessing mental health services from a BME perspective

In summary the project broadly found that;

Process Observations -

1. Data is available. But, data quality is an issue. However, data quality is not an excuse for not reporting or utilising available data. 

2. Core data is a necessary focus when considering the DRE agenda and most significant areas of impact e.g. if core data is not available, supporting time-limited projects lack a context

3. When ethnicity is mandated within contracts then it is available, when it isn’t, it isn’t! Although this does not guarantee quality it enables good practice initiatives to be more meaningful than simply increasing the numbers reported.

4. Good practice protocols need to be used in asking for data, but these don’t guarantee the journey will be smooth

5. Increased liaison and joint working across all tiers needs to occur in order to support improvements in core data, make time-limited project data to be set in context and more available for utilisation by core information providers, improved good practice sharing and understanding of functions, roles and available data itself

Reported Data

6. PCT’s have only high level aggregate data for mental health and poor data quality for ethnicity that is also hard to access

7. Secondary providers have consistent data due to Minimum Mental Health Data Set. However, this doesn’t mean there is uniformity in data quality e.g. recording rates for missing data vary and initiatives for good practice in monitoring are at different developmental stages across areas and within trusts.

On the basis of these process observations and the reported data the following recommendations can be made:

	Aim/Outcome
	Action/Initiative
	Strategy/ 

Strategy Leads

	1. Promote intelligent information for diversity and mental health
	Establish networks for information providers across trusts in order to provide opportunity for data sharing, improved understanding of data flow (across and within provider units), sharing of good practice and strategic development of information needs in relation to diversity and mental health
	· SY-FIS



	
	Establish diversity champions within Information Departments
	· SY-FIS

· Internal DRE Leads



	
	Improve joint working initiatives within Trusts


	· Disseminate report findings to appropriate Trust forums and ‘recruit’ responsible professional(s) to take forward recommendations



	
	Increase awareness of potential within CDW role in relation to intelligent information

Improvements in links and support from CDW’s to statutory organisations to devise complementary information strategies
	· SY-FIS

· Trusts

· CDW Leads

· Public Health Leads

	
	Improve joint-working initiatives with Public Health and Trust Providers

and, 

Articulation of mental health agenda that is coherent within Public Health priority targets (Saving Lives)


	· SY-FIS

· Dissemination of report findings to key Public Health professionals

· Joint events between Public Health and Trusts that are mental health focused




	1. Promote intelligent information for diversity and mental health (continued)
	Where rates of missing data are high, it is not possible to comment on proportional rates of representation and the priority strategy for the trust must be to increase data quality and/or look for other interim methods of exploring proportional access/episode rates
	· Information providers

· DRE leads within Trusts

· CEO’s

· CDW’s

· Public Health



	2. Improve data collection relating to ethnicity within PCT’s
	Tackle the issue of ethnicity not being a mandated area on the ‘SPINE’

Increase awareness of developments and milestones for inclusion of equality monitoring for national systems and provide supportive dialogue to address the issue of data capture for ethnicity being included on the Spine
	· Disseminate findings of this report to appropriate regional leads and DoH departments/ forums

	
	Continue to invest in existing strategies to enhance performance on ethnicity monitoring


	· Collaborative training schemes within locality (across professional groups)

· Solution focused workshops that include Public Health that are South Yorkshire area wide to find robust/viable  strategies 

	3. Maintain and continue to develop strategy initiatives in relation to ethnicity monitoring secondary providers
	Establish networks for information providers across trusts in order to provide opportunity for data sharing, improved understanding of data flow (across and within provider units), sharing of good practice and strategic development of information needs in relation to diversity and mental health
	· SY-FIS



	4. Improve understanding of information issues within Local Authorities and Non-statutory providers


	Establish diversity champions within Information Departments
	· SY-FIS

· Local Trusts in collaboration with CDW workers

	5. Promote good practice in external (and internal) data requests


	Use/consider good practice framework within this report for both internal and external data requests
	· Dissemination of report to broadest stakeholders

	6. Put diversity in heart of commissioning and contracting
	Clarify performance targets in relation to ethnicity monitoring for commissioners/contractors

Learn that when ethnicity monitoring is mandated it is reported, then other quality initiatives in relation to monitoring can be invested in


	· SY-FIS

· DRE Leads

· Commissioning and contracting leads

	
	Seize the opportunity within newly emerging IAPT programmes to ensure diversity monitoring is clearly specified performance target
	· CEO’s

· Commissioning/Contract Leads


Whilst Trust based Governance Departments have not been specified within these recommendations, they are assumed to play a key role in any developments which improve or promote intelligent information. Governance departments should provide a central resource or co-ordination function for all data initiatives.
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c/o Sheffield Care Trust 

Crisis Assessment and Home Treatment 

7 Edmund Road

Sheffield

S2 7EA

Tel: 07980 733148


	Your ref:
	
	

	Please ask for:
	Dr Jo Nicholson
	

	Direct Line:
	07980733148
	

	E-mail:
	jo.nicholson@sct.nhs.uk
	

	To Caldicott Guardian, South Yorkshire

PCT and Provider Trusts

24th April 2007 


	


Dear Colleague

Re:  3 Month Data Analyst Project
South Yorkshire Focused Implementation Site (FIS) has recently expanded its portfolio of projects to commission a data analyst project.  This work has been supported by your lead and is in preparation for the transition of this work into mainstream activity from September 2008. 

The purpose of the South Yorkshire FIS is to demonstrate and assist in identification of best practice to delivering race equality in mental health services. The data analyst project is based upon the need for improved understanding of local patterns and trends of service delivery for Black and Minority Ethnic mental health service users. This, in turn, is based upon one of the three building blocks for Delivering Race Equality (DRE) in Mental Health Care - better information – without which there can be little hope of effective monitoring of success. The project will be delivered across a three month period and, in approach, will be as collaborative and consultative as possible.

The commissioned project lead, Dr Jo Nicholson, is a clinical psychologist, with an extensive background in audit, research and clinical provision. Across the 3 months she aims to;

· Collate data relating to BME mental health service users

· Understand and rationalise differences in methods of data collection

· Interpret data to address good practice and highlight areas of potential concern

· Initiate problem solving for data collection and identify potential areas for service improvement

· Establish appropriate networks and/or forums for information sharing, dissemination of  good practice and problem solving

The process for the project will be;

· Establish contact with key stakeholders;

· Information Department

· Clinical governance/Audit departments

· DRE Leads

· Mental Health Leads

· Establish contact at the earliest possible stage with the nominated Caldicott Guardian for the Trust to ensure issues of data protection are clearly understood

· Establish contact with key clinicians who have good practice pieces of audit

· Pull information together, feedback to trusts and report write

· Provide final report to FIS, disseminated to all active stakeholders

· Create links between departments and stakeholders across and within trusts

I am writing to you as Caldicott Guardian to assure you that requests for data will be appropriate to purpose and observe the highest standards to preserve patient confidentiality and trust.  All data requests associated with this project are for aggregate data. As you are no doubt aware, this work is core business and we hope that you can support it, ensuring appropriate access for the post-holder to information sources and the co-operation of staff to facilitate timely project completion. 

It is hoped that this project may strengthen future opportunities for both internal and external collaborations promoting intelligent data use both within your Trust and across South Yorkshire. I will be contacting information departments directly in the next week to arrange meetings and negotiate information requests, but in the initial stage simply to understand better the data that is available.

If you have any concerns or queries, or wish to direct me to key stakeholders within your organisation please do not hesitate to contact me – Mobile: 07980 733148; email: jo.nicholson@sct.nhs.uk. If you are no longer the Caldicott Guardian, I would be very grateful if you could contact me with details of delegated individual for this important role.

Yours sincerely

Dr Jo Nicholson

Chartered Clinical Psychologist

Commissioned Lead – Data Analyst Project for SYFIS
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c/o Sheffield Care Trust 

Crisis Assessment and Home Treatment 

7 Edmund Road

Sheffield

S2 7EA

Tel: 07980 733148


	Your ref:
	
	

	Please ask for:
	Dr Jo Nicholson
	

	Direct Line:
	07980733148
	

	E-mail:
	jo.nicholson@sct.nhs.uk
	

	To Caldicott Guardian & Information Department Leads

South Yorkshire Primary Provider Trusts

21st May 2007 


	


Dear Colleague

Re:  3 Month Data Analyst Project
I had written in April to inform you about the South Yorkshire Focused Implementation Site (FIS) commissioned data analyst project and map out process. I have now consulted with Information Department Managers across all providers and am writing to request a data capture report, based on my understanding of available baseline data relating to ethnicity and mental health service use.

In the next three weeks could you please provide the QOF information as requested on the following pages. Bear in mind the following notation and comments for reporting conventions:

*For ethnicity - Please ensure all ‘missing’ categories are provided in detail (not recorded, not provided, not asked etc). Please use the most detailed level of ethnicity data – if applicable, reporting locality specific expansion categories versus Census reporting conventions - but please add note to explain convention for reduction to 16.

** For age – please use age groupings 16-34, 35-64 and 65 and over years.

Please use your usual locality specific inclusions and exclusions to provide this data – but, please let me know what parameters and assumptions have been made in extracting the data so that I can provide a framing dialogue.

If there is a critical dataset I have missed, or a problem in the format of the request please contact me urgently so I can amend/account for critical problems across all primary provider returns. I’ve had a lot to learn in a short space of time and hence I hope that the request format makes sense!
Aggregate Report 1: QOF across PCT area by year period (1st April – 31st March).

	Year Period
	QOF Indicators for Mental Health

	
	Sum of Mental Health Register Count
	% of GP Registered Population diagnosed with Mental Health Problems (Mental Health Unadjusted Prevalence)
	Proportion of CDD/Diabetic Patients screened for Depression in previous 15 months and, where depressed, the proportion who have had an assessment of severity

	2007/2008

By *Ethnicity by **Age
	
	
	2006/2007 onwards data only


	2006/2007

By *Ethnicity by **Age
	
	
	

	2005/2006

By *Ethnicity by **Age
	
	
	


Aggregate Report 2: QOF across PCT area by year period (1st April – 31st March).

	Year Period
	QOF Indicators for Mental Health

	
	% severe mental health patients with review in last 15 months (medication check, physical health, co-ordination arrangements with secondary care
	% patients on lithium therapy with record of lithium levels in last 6 months
	% patients on lithium therapy with record of serum creatinine and TSH in preceding 15 months
	% of patients on lithium therapy with record of lithium levels in therapeutic range in last 6 months

	2007/2008

By *Ethnicity by **Age
	
	
	
	

	2006/2007

By *Ethnicity by **Age
	
	
	
	

	2005/2006

By *Ethnicity by **Age
	
	
	
	


Aggregate Report 3 – QOF Context

	QOF Context

	No of practices in area
	No of practices NOT signed up to QOF
	Achievement Levels
	Exception Reporting


Commentary about the following QOF issues is welcomed, that provide a context for interpretation;

· Level of effort to improve case finding in your area

· Locality specific social and demographic characteristics that may explain the QOF 

· Heightened population prevalence in your area

· Issues of ‘exception reporting practice’ in your area

· Extraction issues and accurate reporting in relation to QMAS

If data is available about the % of patients on register who receive care from Primary Provider only that would also be very useful.

Specific only to Rotherham PCT, could a further aggregate report be provided for the Primary Mental Health Team activity. I leave it to your discretion what will constitute a reasonable/sensible data report. For secondary providers I had requested information by year period reporting for referrals and caseloads by ethnicity by age.
Once more I reiterate, that I am writing to you as Caldicott Guardian to set good process and ensure that data requests are transparently appropriate to purpose and observe the highest standards to preserve patient confidentiality and trust.  The data requests are for aggregate data only. As you are no doubt aware, this work is core business and we hope that you can support it, ensuring appropriate access for the post-holder to information sources and the co-operation of staff to facilitate timely project completion. 

I will be collating the data into a report chapter and this will be made available to the providers before dissemination to ensure accurate representation of data and dialogue attached to data. I expect to be contacting providers to précis my summation in mid/late June. 

Thank you so much for your time and assistance with this project. If you have any concerns or queries, or wish to direct me to key stakeholders within your organisation please do not hesitate to contact me – Mobile: 07980 733148; email: jo.nicholson@sct.nhs.uk. 

Yours sincerely

Jo Nicholson
Dr Jo Nicholson

Chartered Clinical Psychologist

Commissioned Lead – Data Analyst Project for SYFIS
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7 Edmund Road
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Tel: 07980 733148


	Your ref:
	
	

	Please ask for:
	Dr Jo Nicholson
	

	Direct Line:
	07980733148
	

	E-mail:
	jo.nicholson@sct.nhs.uk
	

	To Caldicott Guardian & Information Department Leads

South Yorkshire Primary Provider Trusts

21st May 2007 


	


Dear Colleague

Re:  3 Month Data Analyst Project
I had written in April to inform you about the South Yorkshire Focused Implementation Site (FIS) commissioned data analyst project and map out process. I have now consulted with Information Department Managers across all providers and am writing to request a data capture report, based on my understanding of available baseline data relating to ethnicity and mental health service use.

In the next three weeks could you please provide the QOF information as requested on the following pages. Bear in mind the following notation and comments for reporting conventions:

*For ethnicity - Please ensure all ‘missing’ categories are provided in detail (not recorded, not provided, not asked etc). Please use the most detailed level of ethnicity data – if applicable, reporting locality specific expansion categories versus Census reporting conventions - but please add note to explain convention for reduction to 16.

** For age – please use age groupings 16-34, 35-64 and 65 and over years.

Please use your usual locality specific inclusions and exclusions to provide this data – but, please let me know what parameters and assumptions have been made in extracting the data so that I can provide a framing dialogue.

If there is a critical dataset I have missed, or a problem in the format of the request please contact me urgently so I can amend/account for critical problems across all primary provider returns. I’ve had a lot to learn in a short space of time and hence I hope that the request format makes sense!
Aggregate Report 1: QOF across PCT area by year period (1st April – 31st March).

	Year Period
	QOF Indicators for Mental Health

	
	Sum of Mental Health Register Count
	% of GP Registered Population diagnosed with Mental Health Problems (Mental Health Unadjusted Prevalence)
	Proportion of CDD/Diabetic Patients screened for Depression in previous 15 months and, where depressed, the proportion who have had an assessment of severity

	2007/2008

By *Ethnicity by **Age
	
	
	2006/2007 onwards data only


	2006/2007

By *Ethnicity by **Age
	
	
	

	2005/2006

By *Ethnicity by **Age
	
	
	


Aggregate Report 2: QOF across PCT area by year period (1st April – 31st March).

	Year Period
	QOF Indicators for Mental Health

	
	% severe mental health patients with review in last 15 months (medication check, physical health, co-ordination arrangements with secondary care
	% patients on lithium therapy with record of lithium levels in last 6 months
	% patients on lithium therapy with record of serum creatinine and TSH in preceding 15 months
	% of patients on lithium therapy with record of lithium levels in therapeutic range in last 6 months

	2007/2008

By *Ethnicity by **Age
	
	
	
	

	2006/2007

By *Ethnicity by **Age
	
	
	
	

	2005/2006

By *Ethnicity by **Age
	
	
	
	


Aggregate Report 3 – QOF Context

	QOF Context

	No of practices in area
	No of practices NOT signed up to QOF
	Achievement Levels
	Exception Reporting


Commentary about the following QOF issues is welcomed, that provide a context for interpretation;

· Level of effort to improve case finding in your area

· Locality specific social and demographic characteristics that may explain the QOF 

· Heightened population prevalence in your area

· Issues of ‘exception reporting practice’ in your area

· Extraction issues and accurate reporting in relation to QMAS

If data is available about the % of patients on register who receive care from Primary Provider only that would also be very useful.

Specific only to Rotherham PCT, could a further aggregate report be provided for the Primary Mental Health Team activity. I leave it to your discretion what will constitute a reasonable/sensible data report. For secondary providers I had requested information by year period reporting for referrals and caseloads by ethnicity by age.
Once more I reiterate, that I am writing to you as Caldicott Guardian to set good process and ensure that data requests are transparently appropriate to purpose and observe the highest standards to preserve patient confidentiality and trust.  The data requests are for aggregate data only. As you are no doubt aware, this work is core business and we hope that you can support it, ensuring appropriate access for the post-holder to information sources and the co-operation of staff to facilitate timely project completion. 

I will be collating the data into a report chapter and this will be made available to the providers before dissemination to ensure accurate representation of data and dialogue attached to data. I expect to be contacting providers to précis my summation in mid/late June. 

Thank you so much for your time and assistance with this project. If you have any concerns or queries, or wish to direct me to key stakeholders within your organisation please do not hesitate to contact me – Mobile: 07980 733148; email: jo.nicholson@sct.nhs.uk. 

Yours sincerely

Jo Nicholson
Dr Jo Nicholson

Chartered Clinical Psychologist

Commissioned Lead – Data Analyst Project for SYFIS

NHS








�	 EMPIRIC – Ethnic Minority Psychiatric Illness Rates, Commissioned by Department of Health by the National Centre for Social Research and the Department of Epidemiology and Public Health at the Royal Free and University College Medical School)






