[image: image2.jpg]race for health

B B



                          


                                          [image: image3.jpg]




Annex A – Pledges and KPI report letter
	To:
Programme Leads


Thinking Partners


	Race for Health 

NHS Liverpool

1 Arthouse Square

Seel Street

Liverpool 

L???


	
	Tel: 0151 296 ????
enquiries@raceforhealth.org 


Dear Colleagues,

DRAFT letter: Reports on Pledges

This is a reminder that all Trusts are expected to produce a written report against the Pledges and Key Performance Indicators [KPIs] for the year to 31st March 2010.  These reports will go to the Programme Board for consideration at its meeting on ??th May. This means that the latest possible date for submission is 31st May 2010. 

Particular attention should be paid to Page 2 of Paper B??? [since these are the pledges we have undertaken] and page 4?? since these are the questions we need to answer. 
It’s worth noting that the template should be regarded as a guide to the information data required in answering questions 1 – 5, it need not be regarded as a rigid format.
We recognise that some reporting systems that are in place may not readily deliver some data/information. Where this is the case the Race for Health Programme would welcome proposals or suggestion of how individuals Trusts would plan to rectify this. This would help with the sharing of good practice.  

In the report each Race for Health Trusts should also address development activities against the identified condition areas; diabetes, coronary heart disease, mental health and so on. 
This is a complex task. Producing reports that demonstrate robust achievements in all areas with no missing data is unlikely. However, this is something that, as Race for Health Trusts, we judged to be a useful way of driving through change and demonstrating tangible outcomes. I would therefore urge you all to produce as detailed reports as you can, reflecting outcomes as well as your plans.

To assist you with this, I am proposing that we use the next Programme Leads meeting, scheduled for ???? in ???, to give some focussed attention to the pledge reports, and it would be most useful if this were to be a joint meeting with Programme Leads and Thinking Partners. The event will run from 10.30am until 3.00pm.

With best wishes,
Yours sincerely,

[image: image1.emf]
Helen Hally

National Director – Race for Health

Mob: 07725 345 053

helen.hally@manchester.nhs.uk
Annex B – Guidance on Reporting

DRAFT: 

Guidance for Race for Health PCTs: why and how to use the key performance indicator reporting template

Introduction

The purpose of the key performance indicator (KPI) reporting template is to help PCTs and other trusts to reduce health inequalities. It has been developed by Race for Health with support from colleagues at Matrix and has been subject to peer review and comment from the Race for Health Programme Board.

The starting point for the template is the commonly agreed assertion that BME communities experience unequal: 

· Access – timely and appropriate access to health information and health services

· Experience – culturally appropriate and sensitive health services

· Outcome – by standardised morbidity and mortality rates 

It is recognised of course that the nature and impact of these inequalities is subject to significant variation, so Race for Health has focussed on specific areas where there is common agreement that that inequalities are most pronounced, for example:

· Diabetes

· Coronary Heart Disease

· Mental Health

It is recognised that many trusts are already undertaking significant work in these areas and the template has been designed to complement and not duplicate existing work streams. It is also recognised that many trusts are struggling to get the basic data (particularly in primary care) that will allow them to develop a meaningful response and that the template may involve considerable ‘stretch’.   

This document describes the intended purpose of and universal guidance on how to populate the Race for Health KPI reporting template. It is recognised that the following is general information, and as such trusts may chose to adapt the template to reflect their local circumstances. Furthermore, where trusts are not collecting data, for example at a primary care level, it is recognised that initially the completed template is likely to contain a number of empty fields.

Why use the template?

The aim of the template is to signpost trusts to available information and data that will allow them to answer the following questions (with PCTs used as an example):

1. Where are we now? What is our baseline position?

· What is the level of disease in my PCT for conditions that commonly affect BME groups? 

· What is the difference in the level of disease in the BME sub-population and the PCT population as a whole?

· Does the BME group have poorer access to health services or a worse patient experience?

2. How do we compare to other PCTs?

· What is the level of disease in similar PCTs? 

· Is my PCT better or worse than its “peer group”?

3. What does my PCT currently spend on healthcare?

· What is the spend per head on the BME population?

· What is the spend per head on the general population?

· How does the level of expenditure differ between the two groups?

4. Where do we need to get to?

· What targets exist for these conditions of interest nationally?

· What targets exist locally?

5. How are we going to get there?

· What local social and medical interventions are in place to improve the level and severity of disease in the population as a whole and specifically for the BME sub-population?

· What is the rationale for these interventions?

· What is the expected outcome of each intervention?

· What is the expected return on investment? E.g. persons benefited or reduction in prevalence per £1,000 expenditure

How to use the template?

Description of cells in template

The cells in the PCT template are populated with a mixture of data sources e.g. FfP reviews, and definitions e.g. perinatal mortality is defined as still births and deaths of infants under 7 days old. Where the cell is populated with a data source, PCTs are advised to gather the relevant data relating to their PCT. The descriptions below define the information the listed sources will provide.

Condition areas

The template is designed to provide PCTs with information on conditions that are commonly thought to affect BME communities. Four are used as examples – diabetes, CHD, mental health and perinatal mortality – but PCTs may decide to monitor other conditions more appropriate for their BME population. For each condition the template defines one or more suitable measures that can be used to assess and monitor prevalence, severity or incidence for the PCT population as a whole and for the BME sub-population. For example, for diabetes the suggested prevalence measure is the number of diabetes patients registered with GPs per 1,000 population, and it is suggested that severity of the condition for these patients can be assessed via HbA1C (a measure of glucose control), blood pressure, and/ or cholesterol levels.

Baseline position for the BME population

This is the starting position for the PCT and can be used to track progress over time. Ideally, for each of the above measures of prevalence, incidence and severity PCTs should aim to gather information for the PCT population as a whole, the BME population and the white population.

Where data is collected from the National Centre for Health Outcomes Development follow the link to the website, www.nchod.nhs.uk, go to ‘compendium indicators’, ‘data – spreadsheets’, ‘tables and graphics’, ‘expand all’. Then search below for tables relating to the specific condition.

Variance from general population/non BME or white population

In order to clearly understand the situation between BME and non-BME/whole PCT population prevalence, the preceding figures need to be compared. Where the age distribution of the BME population differs significantly from that of the non-BME population it may be necessary to age-standardise measures to allow a fair comparison.



Comparison of baseline outcome position to that in similar PCTs

In addition to comparing health outcomes for the BME population relative to the non-BME population in Race for Health PCTs, it is of interest to benchmark these PCTs against other PCTs with similar characteristics (their peers) and against the national position. This type of comparison will allow PCTs to measure their progress over time relative to the progress of other organisations. 

Comparable PCTs may be those with a similar BME population, area characteristics such as level of deprivation, health outcomes (Spearhead PCTs) or Fitness for Purpose (FfP) review commissioning diagnostic. Information on Spearhead PCTs can be found via the following web link http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Dearcolleagueletters/DH_4138963 and PCT FfP wave one and wave two results can be found at 

FfP results spreadsheet v4 updated 10-10-06.xls
Crude prevalence or mortality rates in each PCT provide an indication of workload, however, if significant differences exist in the age distribution of the populations it will be necessary to standardise some of the outcome measures to allow a fair comparison between a PCT and its peers.

Once a suitable group of ‘peer’ PCTs has been identified, prevalence and mortality rates for these PCTs can be gathered from the sources listed above. In general, BME prevalence and mortality rates for ‘peer’ PCTS, will only be available by contacting each PCT directly. However, in the case of diabetes, the YHPHO PBS model may be used as an indicator of BME prevalence.

Access and patient experience

As well as experiencing poorer outcomes (incidence, prevalence and severity of disease), the template seeks to test the hypothesis that BME groups have poorer access to health services and, furthermore, when accessing these services sustain a poorer patient experience. Reduced access in comparison to other groups and poorer experience may in part explain, or at the very least will not serve to improve, health outcomes for the BME group. Poorer access and patient experience could be measured by GP consultation rates, levels of prescribing and secondary care referral rates, and by information from patient surveys such as whether the patient felt they were treated with dignity ands respect and their overall rating of the care they received. 

However, some studies on access and socio-economic position have shown that patients in low income groups may have access in terms of being able to see a GP, and indeed in some cases may consult more often than wealthier patients, but may not have important symptoms recognised as such. Thus, it might be better to compare key interventions by ethnic group e.g. are there differences in clot busting treatment by ethnicity in patients presenting with cva's, or access to angiography to determine need for bypass surgery for those with ihd.
Expenditure 

Monitoring total expenditure on health services, separated for the BME and non-BME population if available, and spend per head will allow PCTs to examine any existing inequalities and to monitor increases in expenditure for the different groups over time.

If a comparison of total expenditure or spend per head is made across different PCTs, care will be required to ensure that the same definitions of expenditure have been used in each PCT; a comparison of different measures may lead to erroneous conclusions.  

National and local targets
National targets, taken from Departmental Public Service Agreements (PSAs) or National Service Frameworks (NSFs), and local targets, taken from LPSAs or LDPs, set out the position the PCT is trying to attain in the medium to long-term. Race for Health PCTs can compare their baseline outcome position for the PCT as a whole and for the BME population to these future goals to assess the change in outcome necessary and furthermore can use these goals to plan an improvement trajectory.

Local interventions

Collating information on local social and medical interventions aimed at BME groups and their intended outcomes will allow the PCT to examine the balance of social to medical interventions, whether the expected outcomes will progress the PCT towards the relevant local and national targets and whether further targeted interventions are required. If it is possible to collect figures of the cost of interventions and the benefit they are expected to bring to the BME community it will be possible to estimate a return on investment for each intervention. 

Annex C – Board Reporting Template
DRAFT – Trust Board

Reporting Template 2010
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Message: 
Race equality in health is everyone’s business.

We need to develop an approach focussing on measureable and accountable outcomes.

Task:
To complete the attached reporting template (as effectively as possible), highlighting successes, challenges, risks and opportunities within the programme; and for the Trust Board to sign off this report.

[image: image3.jpg]
OUTLINE OF REPORTING TEMPLATE
1. Introduction

a. Purpose of the report

b. Measuring success

c. What to do…

2. Cover Sheet and Instructions

3. Review of Pledges

4. Levels of Legal Compliance

5. Outcomes

6. Progress towards Race for Health’s KPI Pledges

7. Links with other NHS Change Programmes (e.g. Pacesetters)
Appendix I – KPI Pledges

1. INTRODUCTION 






Purpose of Report

All Programme Leads report regularly as part of the Race for Health programme, through Programme Leads meetings as well as through working with their associated Thinking Partner. This Board reporting template is designed to complement and strengthen the existing performance monitoring, to increase the accountability and credibility of the Race for Health programme. 

The template sets out measures on which the programme is required to report on, in line with the requirements of the Department of Health, and is designed to act as a learning tool to:

a. effectively capture the work of Trusts which are members of the Race for Health programme;

b. effectively capture the work of the Programme Leads and ensure that they are effectively supported;

c. increase the communication between Programme Leads and Race for Health;

d. identify common issues, planning for future development and change within the programme.

The report is designed not to be prescriptive but to clarify what reporting information is required, and to do so in a consistent manner for all Trusts participating in the programme. 

Measuring Success

Success is measured through the work of PCTs/Trusts towards achieving Race for Health’s Key Performance Indicator (KPI) Pledges (outlined in Appendix 1). This Board report is designed to complement the KPI reporting template by capturing the journey of the Trust and highlighting successes, challenges, risks and opportunities; as well as highlighting and championing best practice. 

What to do…
Attached is a template that programme member Trusts are encouraged to complete two times a year (although you may choose to use this document more frequently). It should be submitted along with the KPI reporting template. Some Trusts may be fairly new members of Race for Health and so able to fill in only part of the report. Although the Programme Lead might coordinate completion of this report, this is meant to reflect a whole-Trust approach to participation in the programme. It is also recognised that information required for the report is likely to reside with a number of Trust’s individual employees and functions, rather than just with the Programme Lead.

All Programme Leads are encouraged to fill out the attached template, and the KPI reporting template, as best as they can. The report will be due by 31ST May 2010.
2. ANNUAL MONITORING REPORT



(instructions)


	Programme Lead:
	

	PCT/Trust:
	

	Contact Information
	Address:

Tel:

Email:

	Period Covering:
	1 April 2009 – 31 March 2010


In relation to the Trust(s) you work within please identify specific examples of the successes, challenges, risks and opportunities you have encountered.  The focus on outcomes are around making significant improvements in race equality in: a) improved access, greater choice, better outcomes and experience for patients and communities, and b) increased representation, recruitment and retention through workforce development. 
Please use the following case study format to frame the outcome stories requested below. Try to give a narrative of 200-400 words, with some measurables, setting out:

· the nature of the problem you are attempting to address 

· the intervention made or action taken
· the short and medium term objectives  of this intervention in terms of process (e.g. collecting data, engaging with newly emerging communities)
· the short and medium term objectives in terms of outputs (e.g. numbers being seen)
· the outcomes of the intervention in terms of reduced health inequality
· how engagement with BME communities has impacted on the intervention.

If you cannot spell out the results of the intervention, perhaps because it takes several years of effective action to achieve a measurable reduction in health inequality, please say what you hope the outcome will be, or what you suspect the outcome has been from anecdotal evidence etc. If you have not been able to measure any outcomes yet, please identify any methods you have set up to measure these in the future.

The key performance indicator reporting template which accompanies this Board report refers to local medical and social interventions. Where possible, it would be useful to relate at least some of your outcome stories to these interventions, to describe the work being undertaken to reduce the differentials in prevalence, severity or incidence in your chosen condition areas.
You might not be able to provide an example of every outcome story requested but we would expect all trusts to be able to complete a majority of these.
3. Review of pledges 

	Please give a brief review of your performance against/ progress towards your Race for Health pledges.
Pledge 1: race equality scheme

Pledge 2: race equality impact assessments

Pledge 3: Board development

Pledge 4: plans for activity and improvement (as reported more fully in the KPI template)




4. Levels of Legal Compliance

	Pledge 1: Comment on how effective or comprehensive your race equality scheme is, ie to what extent you can evidence:

· Board sign-off of the scheme

· an action plan, reviewed within the last 18 months

· a link between BME community consultation/engagement and the priorities in the action plan

· workforce data, disaggregated in a way consistent with current national Census ethnic monitoring codes

· a comparison of the workforce to the local population profile

· a commentary about what the workforce data is suggesting about workforce representation at different grades or occupational groups

· actions arising from your race equality impact assessments, consultation, engagement, service and employment monitoring activities

Pledge 2: 

Comment on how specific race equality impact assessments have influenced:

· commissioning decisions

· service design or delivery

· workforce policy development or implementation

Pledge 4: 

Comment on:

· any data gaps you have identified preventing you from completing the KPI template more fully
· what action is being taken to address these data gaps and how you are monitoring progress
· how your oganisation has used community intelligence and feedback from community engagement to complement the available quantitative data 
Overall assessment of legal compliance: 

Are there any issues around legal compliance that were highlighted during this period? How far is your trust compliant with Race Relations legislation? Are there particular challenges that need addressing/further support? 



5. Outcomes

Challenging discrimination, promoting equality and respecting human rights
	Summary: Please provide one example of an organisational or cultural change story that has challenged discrimination, promoted equal opportunity and respect for human rights. Please attach further information as necessary. 
Suitable evidence would be the outcomes of a race equality impact assessment or a similar process; or a change to procurement or contractual arrangements to secure change in another organisation.



Supporting staff through organisational and personal development programmes

	Summary: Please provide one example of a workforce development story that has increased representation, recruitment and retention of black and minority ethnic employees. 

Or:

Please provide an example of how staff engagement in general has informed race equality in the workforce. Referring to the Care Quality Commission’s most recently published NHS Staff Survey, demonstrate positive movement on at least one workforce indicator relevant to race equality. Please attach further information as necessary. 



Making information available to patients and the public on your services, providing patients with suitable and accessible information on the care and treatment they receive and, where appropriate, informing patients on what to expect during and after their care and treatment
	Summary: Please provide one example of an information improvement story that has improved access, choice, outcomes and experience for patients and communities. Please attach further information as necessary. 



Seeking the views of patients, their carers and others and taking these into account in designing, planning, delivering and improving healthcare services

OR

Consulting and involving the local population
	Summary: Please provide an example of how community engagement has informed patient-focused, race equality work and how this has:

· helped (or will help) to tackle health inequality
· demonstrated equality of participation and shown that you listened
· impacted on prioritisation and business planning decisions (eg. commissioning plans within PCTs, strategic planning within SHAs and business plans within provider Trusts)
Please attach further information as necessary. 



Enabling all members of the population to access services equally, and offering choice in access to services and treatment equitably

	Summary: Please provide one example of a service improvement story that has improved access, choice, outcomes and experience for patients and communities. Please attach further information as necessary. 



Shared Learning and Peer Challenge
	Summary: Please provide an example of how learning has been successfully shared (or how peers have been successfully challenged around tackling health inequality) within the local health economy, SHA area or wider; for example, through networks, partnerships or contractual arrangements. Please attach further information as necessary. 



6. Progress Towards Race for Health’s KPI Pledges

	Previous challenges: Please describe the key race equality challenges identified in your last Race for Health Board report and peer review. 



	Current race equality objectives: Please list and describe the race equality objectives, as agreed with your Thinking Partner, which you have been working towards during this reporting period.



	Successes: In addressing your key race equality challenges and objectives, what have been the key achievements during this reporting period? What were the outcomes of such interventions in terms of health inequality and/or employment?



	New race equality objectives: Please list and describe the race equality objectives, as agreed with your Thinking Partner, which you will be working towards during the next reporting period.




7. Links with other Equality Change Programmes (e.g. Pacesetters)

	Please list other NHS or other equality change programmes that your trust has effectively engaged/participated in during the reporting period.




8. Signed on behalf of the Trust Board
Signature:

Name:

Position:

Date:

Appendix 1 – Key Performance Indicator (KPI) Pledges

Race for Health

Performance Indicators for Member NHS Trusts

NHS Trusts that are members of the Race for Health programme are committed to achieving real and measurable improvement for people from black and minority ethnic communities in relation to health, health services, health outcomes and employment within the NHS. To demonstrate this, all Race for Health PCTs commit to a set of universal and trust-specific pledges

Universal pledges

All members pledge to:

1 Achieve 100% compliance with the Race Relations Amendment Act with regards to:

a. Producing and publishing an effective and comprehensive Race Equality Scheme;

b. Collecting, analysing and publishing workforce data and ethnicity relating to selection, access to training, career progression,  grievances and disciplinaries;

c. Undertaking race equality impact assessments and publishing the results and related activities.

2 Undertake and publish the results of race equality impact assessments of:

a. Local Delivery Plan;

b. Commissioning strategy;

c. Workforce strategy.

3 Demonstrate that race equality is effectively addressed at Board level through the PCT’s Board development programme.

Individual pledges

Each member commits to develop detailed plans for activity and improvement on at least two condition areas, using the Race for Health performance indicator template, or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

At least one condition area should be selected from Group A and one from Group B.  It is commonly agreed that health inequalities are most pronounced in all of the Group A condition areas, so members are strongly encouraged to develop and report on detailed plans on all of these.

	Group A
	Group B

	· Diabetes

· Coronary heart disease and stroke

· Mental health
	· Perinatal mortality

· Sickle cell anaemia and thalassaemia

· Cancer

· Tuberculosis


Annex D – Programme Lead Reporting Template

DRAFT – Programme Leads

Reporting Template 2010


Task:
To complete the attached reporting template to describe the Programme Lead’s involvement in the programme and the individual and organisational challenges and opportunities arising from this involvement.  This report is not for Board approval.

9. Introduction





Purpose of Report
This Programme Leads report is to be treated as a sensitive document, for discussion between the Programme Lead and the core Race for Health team only.  Its aim is to complement the Board report, giving further information, from the Programme Lead’s perspective, about the challenges faced by the organisation and the learning, development and support needs arising from these challenges.

What to do…

All Programme Leads are encouraged to fill out the attached template as best as they can. The report will be due by 31ST May 2010.
	Programme Lead:
	

	PCT/Trust:
	

	Contact Information
	Address:
Tel:

Email:

	Period Covering:
	1 April 2009 – 31 March 2010


10. Outputs of Programme Lead’s Involvement

	Attendance at Programme Leads’ Meetings:  Please delete as appropriate. ‘Yes’ includes attendance where someone has attended on behalf of the Programme Lead.


Date 
      
          yes/no


Date


yes/no


Date


yes/no


Date       

yes/no 

Please describe your arrangements for feeding back to your trust.




	Other meetings/events attended as part of Race for Health: Please list other meetings attended e.g. seminars, conferences, training, away days etc. 




11. Individual learning and development

	Please use this space to report on any individual learning and development needs or support required in relation to your effective participation in the programme.




12. Organisational learning and development

	Please use this space to report on any organisational learning and development needs or support required in relation to your trust’s effective participation in the programme. These could include the learning, development and support you feel that your key colleagues might benefit from.




13. 
Other Issues

	Please use this space to mention any other issues/items for consideration, including any ideas for future seminars/workshops, feedback, areas highlighted for improvement. 




Annex E – KPI Template for PCTs
DRAFT: Race for Health

Key Performance Indicators for Member NHS Trusts

NHS Trusts that are members of the Race for Health programme are committed to achieving real and measurable improvement for people from black and minority ethnic communities in relation to health, health services, health outcomes and employment within the NHS. To demonstrate this, all Race for Health PCTs commit to a set of universal and individual, trust-specific pledges.
Universal pledges

All members pledge to:

2 Achieve 100% compliance with the Race Relations Amendment Act with regards to:

a. Producing and publishing an effective and comprehensive Race Equality Scheme;

b. Collecting, analysing and publishing workforce data and ethnicity relating to selection, access to training, career progression,  grievances and disciplinaries;

c. Undertaking race equality impact assessments and publishing the results and related activities.

4 Undertake and publish the results of race equality impact assessments of:

a. Local Delivery Plan;

b. Commissioning strategy;

c. Workforce strategy.

5 Demonstrate that race equality is effectively addressed at Board level through the PCT’s Board development programme.

Individual pledges

Each member commits to develop detailed plans for activity and improvement on at least two condition areas, using the Race for Health key performance indicator template, or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

At least one condition area should be selected from Group A and one from Group B.  It is commonly agreed that health inequalities are most pronounced in the Group A condition areas, so members are strongly encouraged to develop/report on detailed plans on all of these.  Group B options are not relevant to mental health trusts.

	Group A
	Group B

	· Diabetes

· Coronary heart disease and stroke

· Mental health
	· Perinatal mortality

· Sickle cell anaemia and thalassaemia

· Cancer

· Tuberculosis


Key Performance Indicator Template: Group A

	
	Condition (1)
	Diabetes

	
	Credible prevalence measure/care management measure
	Prevalence: Patients diagnosed with condition (& registered with GP). [Practices record on their register whether it is Type 1 or Type 2 (DM19) and the QMAS system (Quality Management Analysis System) which nationally collects practice data from practice clinical systems, splits into Type 1 and Type 2]. 

Three benchmarking indicators to measure severity: HbA1C (a measure of glucose control), blood pressure, and cholesterol levels. (2)  


	
	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (separate tab in workbook). Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence: diabetes mellitus by PCT (04-05)] 


	
	Baseline BME prevalence (3)
	Use local BME prevalence data if available, otherwise, use YHPHO PBS model.

	
	Variance from population/non BME
	1) Gather "non-BME" prevalence data if available locally. 

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	
	Benchmarked (age-standardised) prevalence compared with similar PCTs
	Use local population and BME prevalence data if available. Otherwise PBS prevalence model for BME v population benchmarking indicators. [QOF does not provide ethnicity data]

	
	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	
	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH


	
	Spend per head
	FFP review

	
	
	 

	
	National targets
	Diabetic Retinopathy Screening - Existing Commitment / NSF     

	
	Local targets
	LPSAs; LDPs

	
	 
	 

	
	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	
	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	
	Expected ROI
	Will require calculation/consultancy. Could try to calculate cost per "benefit point".


	
	

	Condition (1)
	Coronary Heart Disease

	Credible prevalence measure/care management measure
	Prevalence: percentage of all patients with CHD in a GP registered population.    Benchmarking: Indirectly standardised mortality ratio (SMR), mortality <75 yrs olds

	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (attached table).     Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence of CHD by PCT]

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally.

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data


	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are.
2) Gather local data from those PCTs re BME prevalence and population prevalence. 
3) Carry out age-standardisation for benchmarking [e.g. for PCT population standardised rates, see (www.nchod.nhs.uk) Sheet: Mortality from CHD: 2003-2005; SMR, <75]


	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	Substantially reduce mortality rates by 2010 (from 1995-1997 baseline) from heart disease (PSA01) by at least 40% in people under 75 (PSA01)

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 

	
	

	Condition (1)
	Mental Health (primary care trusts)

	Credible prevalence measure/care management measure
	Prevalence: percentage of all patients with severe and long term mental health needs in a GP registered population. [GP data will split into 'dementia'/'depression'/'schizophrenia, bipolar and other psychoses' from 06-07 data - data due Sept 07].



	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (attached table). Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence: Mental Health by PCT (04-05)]

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally. 2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 

2) Gather local data from those PCTs re BME prevalence and population prevalence. 

3) Carry out age-standardisation for benchmarking [e.g. for PCT population standardised rates, see (www.nchod.nhs.uk) Sheet: Mortality from suicide and injury undetermined: 2003-2005; SMR, <75]

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	 

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 


Performance Indicator Template: Group B

	Condition (1)
	Perinatal mortality

	Credible prevalence measure/care management measure
	

	PCT Population baseline prevalence
	

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data


	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 

2) Gather local data from those PCTs re BME prevalence and population prevalence.

3) Carry out age-standardisation for benchmarking

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 


	Condition (1)
	Cancer

	Credible prevalence measure/care management measure
	

	PCT Population baseline prevalence
	

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 

2) Gather local data from those PCTs re BME prevalence and population prevalence.

3) Carry out age-standardisation for benchmarking

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 


	Condition (1)
	Tuberculosis

	Credible prevalence measure/care management measure
	

	PCT Population baseline prevalence
	

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 

2) Gather local data from those PCTs re BME prevalence and population prevalence.

3) Carry out age-standardisation for benchmarking

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 


	Condition (1)
	Sickle Cell Anaemia and/or Thalassaemia

	Credible prevalence measure/care management measure
	

	PCT Population baseline prevalence
	

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally

2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 

2) Gather local data from those PCTs re BME prevalence and population prevalence.

3) Carry out age-standardisation for benchmarking

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
	 


Annex F – KPI Template for Mental Health Trusts
DRAFT: Race for Health

Key Performance Indicators for Member NHS Trusts

NHS Trusts that are members of the Race for Health programme are committed to achieving real and measurable improvement for people from black and minority ethnic communities in relation to health, health services, health outcomes and employment within the NHS. To demonstrate this, all Race for Health mental health trusts commit to a set of universal and individual, trust-specific pledges

Universal pledges

All members pledge to:

3 Achieve 100% compliance with the Race Relations Amendment Act with regards to:

a. Producing and publishing an effective and comprehensive Race Equality Scheme;

b. Collecting, analysing and publishing workforce data and ethnicity relating to selection, access to training, career progression,  grievances and disciplinaries;

c. Undertaking race equality impact assessments and publishing the results and related activities.

6 Undertake and publish the results of race equality impact assessments of:

a. Local Delivery Plan;

b. Commissioning strategy;

c. Workforce strategy.

7 Demonstrate that race equality is effectively addressed at Board level through the mental health trust’s Board development programme.

Individual pledges

Each member commits to develop detailed plans for activity and improvement on at least two condition areas, using the Race for Health key performance indicator template, or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

It is commonly agreed that health inequalities are most pronounced in particular condition areas.  The template is focused on mental health in relation to the Trust’s patients and service users; as well as on the physical health needs of the Trust’s inpatients.

	Disease/condition areas

	· Mental health 
· Diabetes

· Coronary heart disease and stroke


Key Performance Indicator Template: mental health trusts

	Condition (1)
	Mental Health (mental health trusts)

	Credible prevalence measure/care management measure
	Prevalence: number of all inpatients with severe and long term mental health needs within the trust population. [HES and Count Me In census data will split into dementia/ depression/ schizophrenia/ bipolar and other psychoses'].

	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (attached table). Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence: Mental Health by PCT (04-05)]

	Baseline BME prevalence (3)
	No. of BME inpatients: Count Me In survey?? 



	Variance from non BME inpatients
	1. Gather non BME prevalence data at Trust level

2. Compare Trust overall prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar Trusts
	1) Gather information on who your Trust peers are

2) Gather local data from those Trusts re BME prevalence

3) Carry out age-standardisation for benchmarking

	Access and experience of health service (4)
	DRE Dashboard indicators for BME communities on:

1. Access to services

2. Experience of services



	National targets
	 

	Local targets
	DRE work plan

	Local medical and social interventions
	DRE Dashboard indicators for:

1. Community engagement

2. More appropriate and responsive services

3. Better use of information

PCT development plans, mental health strategies, Race Equality Impact Assessment, CDW or DRE local/ regional programme

	Expected outcome as result of intervention
	DRE Dashboard indicators for:

Outcomes for people - DRE Recovery Star pilot, Black Wellness Initiative, PCT data and confidential inquiries into suicides and deaths, deliberate self harm multi centre monitoring programme, PCT development plans, mental health strategies, Race Equality Impact Assessment, CDW or DRE local/ regional programme


	
	
	

	
	Condition (1)
	Diabetes (mental health inpatients)

	
	Credible prevalence measure/care management measure
	Prevalence: mental health inpatients diagnosed with condition. 

Three benchmarking indicators to measure severity: HbA1C (a measure of glucose control), blood pressure, and cholesterol levels. (2)  


	
	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (separate tab in workbook). Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence: diabetes mellitus by PCT (04-05)] 


	
	Baseline BME prevalence (3)
	

	
	Variance from non BME inpatients
	1) Gather "non-BME" prevalence data if available at Trust level

2) Compare inpatient prevalence data and/or non-BME inpatient prevalence data with BME prevalence data


	
	Benchmarked (age-standardised) prevalence compared with similar Trusts
	1) Gather information on who your Trust peers are

2) Gather local data from those Trusts re BME prevalence

3) Carry out age-standardisation for benchmarking 

	
	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.


	
	National targets
	Diabetic Retinopathy Screening - Existing Commitment / NSF     

	
	Local targets
	LPSAs; LDPs

	
	Local medical and social interventions
	Hospital “inreach” diabetic services, Race Equality Impact Assessment

	
	Expected outcome as result of intervention
	PCT development plans, mental health strategies, Race Equality Impact Assessment, CDW or DRE local/ regional programme


	
	

	Condition (1)
	Coronary Heart Disease 

(mental health inpatients)

	Credible prevalence measure/care management measure
	Prevalence: mental health inpatients diagnosed with CHD 



	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (attached table).     Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence of CHD by PCT]

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from non BME inpatients
	1) Gather "non-BME" prevalence data if available at Trust level

2) Compare inpatient prevalence data and/or non-BME inpatient prevalence data with BME prevalence data


	Benchmarked (age-standardised) prevalence compared with similar Trusts
	1) Gather information on who your PCT peers are. 2) Gather local data from those PCTs re BME prevalence and population prevalence. 
3) Carry out age-standardisation for benchmarking [e.g. for PCT population standardised rates, see (www.nchod.nhs.uk) Sheet: Mortality from CHD: 2003-2005; SMR, <75]


	Access and experience of health service (4)
	Metrics for BME inpatients on GP consultation rates, referral rates, patient experience, GP interventions.


	National targets
	 

	Local targets
	LPSAs; LDPs

	Local medical and social interventions
	PCT development plans, CHD strategies, Race Equality Impact Assessment

	Expected outcome as result of intervention
	PCT development plans, mental health strategies, Race Equality Impact Assessment, CDW or DRE local/ regional programme


	
	


Annex G – Members Handbook Inserts
DRAFT inserts for Members Handbook

Your commitments as a programme member

· Peer reviews

· Race equality objectives

· Universal pledges

· Individual pledges and KPIs

· Annual, interim and ad hoc reporting

· Meetings of Programme Leads and board

Universal pledges 

All members commits to 3 universal pledges around:

· compliance with the publication requirements of the RRA

· race equality impact assessments on 3 specified topics
· Board development

Individual pledges - detailed plans

Each member commits to develop detailed plans for activity and improvement on at least two disease/condition areas (Appendix 1), using the Race for Health performance indicator template (Appendix 2), or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

The reporting cycle

The reporting cycle for 2010-2012 is as follows:

	Reporting period
	Report submission deadline

	April 2009 to March 2010 (annual report)
	31st May 2010

	April 2010 to September 2010 (interim report)
	30th November 2010

	April 2010 to March 2011 (annual report)
	31st May 2011

	April 2011 to September 2011 (interim report)
	30th November 2011

	April 2011 to March 2012 (annual report)
	31st May 2012


Reporting templates

Performance indicator templates and guidance on how to complete them, are produced at Appendix???  In summary, the templates required are as follows:

	Reporting period
	Templates
	Inclusions and comments

	Annual report
	· Board reporting template

· Programme leads reporting template

· KPI reporting template (spreadsheet)
	Board report to be supported and endorsed by a Thinking Partner’s report
Programme leads report is to be treated as a sensitive document, for discussion between the Programme lead and the core Race for Health team only

	Interim report
	· Board reporting template
	Informed by an interim progress meeting between the Programme Lead, Thinking Partner and senior associate coordinator (at least)


Advice

1. using Thinking Partners and  senior associate coordinators as a resource (eg interim progress meeting)

2. tips on internal organisation of a reporting structure (involving key stakeholders)

Appendix 1
Performance Indicators for Race for Health Trusts

NHS Trusts that are members of the Race for Health programme are committed to achieving real and measurable improvement for people from black and minority ethnic communities in relation to health, health services, health outcomes and employment within the NHS.  To demonstrate this, all Race for Health members commit to a set of universal and trust-specific pledges

Universal pledges

All members pledge to:

1 Achieve 100% compliance with the Race Relations Amendment Act with regards to:

a) Producing and publishing an effective and comprehensive Race Equality Scheme;

b) Collecting, analysing and publishing workforce data and ethnicity relating to selection, access to training, career progression,  grievances and disciplinaries;

c) Undertaking race equality impact assessments and publishing the results and related activities.

2 Undertake and publish the results of race equality impact assessments of:

a) Local Delivery Plan;

b) Commissioning strategy;

c) Workforce strategy.

3 Demonstrate that race equality is effectively addressed at Board level through the PCT’s Board development programme.

Individual pledges

Each member commits to develop detailed plans for activity and improvement on at least two condition areas, using the Race for Health performance indicator template, or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

At least one condition area should be selected from Group A and one from Group B in the table below.  It is commonly agreed that health inequalities are most pronounced in the Group A condition areas, so members are strongly encouraged to develop/report on detailed plans on all of these.
	Group A
	Group B

	· Diabetes

· Coronary heart disease 

· Mental health
	· Perinatal mortality

· Cancer

· Tuberculosis

· Sickle cell anaemia and/or thalassaemia


The table below indicates which pledges will be relevant to which types of trust. Group B options are not relevant to mental health trusts.

	
	Type of Trust

	Group
	Disease area
	PCTs and SHAs

(population level data)
	Acute Trusts (trust level data)
	Mental Health Trusts (trust level data)

	A
	Diabetes
	Y
	Y
	Y

	
	Coronary heart disease
	Y
	Y
	Y

	
	Mental health
	Y
	Y
	Y

	B
	Perinatal mortality
	Y
	Y
	

	
	Cancer
	Y
	Y
	

	
	Tuberculosis
	Y
	Y
	

	
	Sickle cell anaemia and/or thalassaemia
	Y
	Y
	


Appendix 2: example of a key performance indicator template

	Condition (1)
	Coronary Heart Disease

	Credible prevalence measure/care management measure
	Prevalence: percentage of all patients with CHD in a GP registered population.    Benchmarking: Indirectly standardised mortality ratio (SMR), mortality <75 yrs olds

	PCT Population baseline prevalence
	See QOF Unadjusted PCT population prevalence rate 05-06 (attached table).     Also see: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence of CHD by PCT]

	Baseline BME prevalence (3)
	If available, use local BME prevalence data.

	Variance from population/non BME
	1) Gather non BME prevalence data if available locally. 2) Compare PCT whole population prevalence data and/or non-BME population prevalence data with BME prevalence data

	Benchmarked (age-standardised) prevalence compared with similar PCTs
	1) Gather information on who your PCT peers are. 2) Gather local data from those PCTs re BME prevalence and population prevalence. 3) Carry out age-standardisation for benchmarking [e.g. for PCT population standardised rates, see (www.nchod.nhs.uk) Sheet: Mortality from CHD: 2003-2005; SMR, <75]

	Access and experience of health service (4)
	Metrics for BME communities on GP consultation rates, referral rates, patient experience, GP interventions.

	 
	 

	Total spend
	Possible data source: FfP reviews; need to contact SHAs - not available at PCT level from DH

	Spend per head
	FFP review

	 
	 

	National targets
	 substantially reduce mortality rates by 2010 (from 1995-1997 baseline) from heart disease (PSA01) by at least 40% in people under 75 (PSA01)

	Local targets
	LPSAs; LDPs

	 
	 

	Local medical and social interventions
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected outcome as result of intervention
	Local authority community plans, PCT development plans and Local Development Frameworks, Race Equality Impact Assessment

	Expected ROI
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