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Race for Health

Programme Board

Tuesday 9th February 2010

Shared Intelligence

1 Fitzroy Square, London, W1T 5HE
12.30 – 1.00 Lunch

1.00 – 4.00

Agenda

1. Welcome & Introductions





GBT
2. Apologies

3. Minutes of previous meeting





GBT 

(Paper A)
4. Matters arising
a. Feedback from Chair and Vice Chairs



GBT, JH & RA With support from Director





HH
5.
Director’s report






HH
a. Finance

b. Marketing strategy

c. Taster events

d. Membership packs

e. Services offered

f. Annual report 
(Paper B)
6.
Reporting on Key Performance Indicators



EF/CC

(Paper C by David Harris)

7.
Equalities and Diversity Council




GBT & SS
8.
National Equality Panel report




EF

(Paper D)

9.
Community Engagement





CG

(Paper E)

10.
Update from the Department of Health



SS & PH
11.
Equalities and Human Rights Commission meets DH
         
SS & PH
12.  
Communications Report





JO’S

(Paper F)
13.
Learning Programme update





SC

(Paper G)
14.
Any Other Business

15.
Date, Time, and Venue of next meeting: 

Wednesday 12th May 2010, 12.30pm – 4.00pm, Regatta, Liverpool
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Programme Board
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Minutes of Meeting

Present
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Liverpool PCT, RfH 

Anthony Berry





Department of Health

Jane Carey-Harris




Wandsworth PCT

Sue Charteris





Shared Intelligence

Brian Colman





Westminster PCT

Michelle Cox





Liverpool PCT

Helen Hally





Race for Health

Stephanie Harris




Wolverhampton City PCT 
Surinder Sharma




Department of Health

Louise Sinclair





Race for Health



Claudette Webster




Manchester PCT

	1. Welcome and Introductions 

Gideon welcomed and thanked everyone for attending and introductions were made.


	

	2. Apologies 

Apologies were received from: Nasreen Bhatti, Helen Hirst, Tara Mistry, Jackie Chin, Jonathan Bloch, Ruth Wallis, June Goodson-Moore, Tim Rideout, Margaret Berry, Evelyn Asante-Mensah, Jonathan Cook, Riaz Ahmed, Denise Price, Mike Barker, Ian Reynolds, Joe Hegarty, Usman Khan, Jack O’Sullivan, Chino Cabon, Errol Francis, David Harris and Peter Hall. 


	

	3. Minutes of Previous Meeting 

These were agreed as a correct record. 


	

	4. Matters Arising 

(a) Pledges 

Discussion ensued regarding updating the pledge content. A more supportive process was suggested, and it was agreed that amendments may be needed to tailor the process to non Primary Care Trusts.

An outline is to be taken to the February Board meeting and shall be included in the members’ handbooks. 


	

	5. Directors Report 

(a) Leading Action on Race Equality and Health 

(b) October Summit

Helen summarised attendance at the event and spoke of the  powerful presentations from the platform and the high level of engagement from the floor. Despite the absence of David Nicholson the event had achieved what it had set out to do – articulating a compelling call for action on race equality across the NHS. 

Gideon reflected that the event and the accompanying publication Leading Action on Race Equality and Health had been very well received. 

(c) Membership Intentions

Current members had been asked to indicate their intentions regarding membership for 2010/11. Responses were coming back, but the full picture would not be know until mid February.

Sue commented that some non-member peer review attendees had been very interested in the programme, and Helen spoke of the growing interest in corporate membership. 

Brighton and Hove PCT was announced as the newest member of the programme. 

(d) Member Packs

A pack will be put together to help with the application process, including information on the programme, options and benefits, and will be accompanied by a handbook including specifications, contracts and pledges. It is hoped that this will be available in both hard copies and online by mid February.

(e) Annual Report 

Work on the Annual Report is now in progress and around 100 copies will be printed. Helen thanked members for their vignette work and reflected on PCT work and pointers for further detail. 

(f) Financial Position 

Helen expressed her appreciation for the good will and support of the Department of Health. She stated that whilst finances are looking fair for this year, non essential expenditure would be curtailed until there was greater clarity about the level of funding that would be made available by the Department of Health for 2010/11.This was fully supported by members.


	

	6. The Way Ahead

It had been anticipated that the Department of Health would have been able to communicate the level of funding that would be made available to Race for Health for 2010/11 by the end of November. This had not happened. This meant that it was impossible to make informed plans about aspects of the programme, including staffing issues. Delaying essential decisions until the next Programme Board meeting was not sustainable. Therefore it was agreed that the Chair and the two Vice Chairs would confer in early January and take any decisions that were required on the basis of the best information available at that time. This would be reported back to the February Board.


	GBT

JH

RA

	7. Race Equality Framework 

A draft Race equality Framework that had emerged from joint work between the Healthcare Commission and Race for Health was shared with the Board for information and comment. It remains a work in progress that will require further work on clarity and processes, and will need to be aligned with other emerging frameworks. Work is being taken forward by a sub-group of the Programme Leads and will be brought back to the Board in its next iteration.     


	

	8. Equality and Diversity Council 

Gideon attended the first meeting of the Equality and Diversity Council. Four working groups have been established around the following topics:

· Clarifying aims and milestones;

· Setting priorities – RfH evidence is being used to support the filling in of gaps in data;

· Alignment; 

· Assurance.


	

	9. Update from the Department of Health

Surinder explained that there is still no clarity regarding funding for 2010/11. He stated that many programmes are in a similar position but that Race for Health’s demonstrable alignment with EDC puts us in a good position. 

Surinder described a cancer equality initiative that is being launched with input from a national stakeholder group that will also look into Coronary Heart Disease. 


	

	10. Communications Report

Jack was commended on the Leading Action on Race Equality and Health publication and the strong media coverage he generated. 


	

	11. Learning Programme Update

Sue Charteris gave a list of Peer Reviews for the new year and discussed the key theme analysis for the annual report. 

Wandsworth were commended on their progress over the last three years and Stafford Scott was complimented on his community engagement work and case studies. 

Board members agreed that the partnership work involved in peer reviews both inspires members and allows and understanding of equality and barriers.


	

	12 Any Other Business

Liverpool PCT were congratulated on their success in achieving the Primary Health Care Organisation of the Year Award.


	

	13. Date, Time and Venue of Next Meeting 

Tuesday 9 February 2010, 12.30pm – 4.00pm, London.
	







Director’s Report

Director’s Report
a. Finance

It is still uncertain what level of funding will be allocated to the programme from the Department of Health for 2010/11. This makes planning very difficult, but it is recognised that the DH is very supportive of Race for Health and will do whatever it can to support the work that is being taken forward through the programme and its members across the NHS. As reported to the December Board, we are working towards a slight underspend as our year end position which will allow us to deal with a modest level of financial commitment if this is not covered by the allocation.

In addition, we have secured an additional payment of £90,000 to support a marketing strategy designed to increase Race for Health’s membership base. The funding is available immediately, for commitment in this financial year and spend by the mid point of next financial year.

The current level of membership with associated fees will cover the direct provision of services to members. Additional funding is required for coordination, administration, communication, influencing, strategy and leadership. Options are being explored actively.

b. Marketing strategy

The marketing strategy has 4 component parts:

1. Taster events


£50,000

2. Membership prospectus

£10,000

3. Administration


£20,000

4. Contact time


£10,000

c. Taster events

The programme will put on a minimum of five taster events to offer non Race for Health organisations to experience the benefits that the programme can offer. A detailed plan is currently under construction and may be ready to be tabled at the meeting. It includes a mental health trust peer review, a TB seminar, 2 rural issues seminars, 3 community engagement workshops and a follow up event on the leadership summit addressing ‘must dos’, ‘can dos’, and illuminating all with examples of what has been done. Each event will be located in a different SHA area to secure national coverage.

d. Membership prospectus

In preparation for the new arrangements that will come into force in April 2010, work has been progressing on preparing a membership prospectus.  The intention is to lay out as clearly as possible the expectations and responsibilities associated with membership, to explain the various component parts of the programme and the membership options that are available, and to be explicit about the contract between Race for Health and its members. The prospectus should be available by the end of this month. It will be produced in a loose leaf format to ensure that it has the longest possible shelf life.

e. Services offered

An essential section of the membership prospectus will be an outline of the services that are offered through Race for Health membership. The latest version will be available as a tabled document at the Programme Board. It describes the services offered, the delivery partners and what is provided as standard or as an optional extra for members, corporate members, associate members and what can be purchased at market rates by non members. The current draft details 35 services items that are on offer, ranging from peer reviews to ad hoc advice, from support with compliance to coaching and mentoring. 
f. Annual report

The annual report for 208/09 was submitted to the Department of Health in early January. Printed versions will be available to Board members on 9th February.

Helen Hally

National Director – Race for Health

February 2010
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Review of Race for Health Annual Reporting Process

1. Introduction

This report aims to review the issues arising from the 2009 annual reporting process which are relevant to the way the Race for Health (RfH) pledges and key performance indicators (KPIs) are monitored.  After outlining the current pledges, KPIs and reporting processes, we go on to sketch out the issues raised by a consultant’s report in 2008 and by programme members in 2009.  Finally, the report lists proposals for responding to the issues raised.

2. Current Pledges and KPIs

Primary Care Trusts (PCTs) that are members of the RfH 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 RfH PCTs make four pledges (reproduced at Appendix 1) which are related to compliance with the Race Relations Act 1976, as amended in 2000.

Pledge 4 is about developing detailed plans for activity and improvement in four specified condition areas. For this latter pledge, the starting point 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 that the nature and impact of these inequalities is subject to significant variation, so RfH has focussed on the four condition areas where there is common agreement that inequalities are most pronounced:

· Diabetes

· Coronary heart disease

· Mental health

· Perinatal mortality (optional)

Trusts are also able to add or substitute another condition area for perinatal mortality, if they can demonstrate that it is more relevant to their particular locality.

3. The current reporting process

Annual and interim reports

Participating trusts are asked to report twice a year on their progress against the pledges.  As part of this, Programme Leads are asked to report on their individual and organisational participation in the programme. The reports gather mainly qualitative information.  The exception is reporting on Pledge 4 for which a template has been developed (available in Word and Excel formats) for respondents to provide mainly quantitative information.  Apart from this template, other documents relevant to the reporting process are:

· A letter to Programme Leads notifying them of the reporting deadline and outlining what is required
· Annual and interim reporting templates

· Pledges and KPI reporting guidance for all four pledges 

Monitoring Pledge 4: the performance indicator template
A performance indicator template has been developed, whose aim is to help PCTs to reduce health inequalities.  For each condition area, 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.

The rationale for collecting data around these areas is to develop measures that have meaning, as opposed to broad measures: demonstrating, for example, improved satisfaction or increased life expectancy, where the many variables make it difficult to ascribe outcomes to input.  It is recognised that many PCTs are already undertaking significant work in these areas and the template has been designed to complement and not duplicate existing work streams. 

4. Issues arising from the Matrix report

The Matrix consultancy published the results of a review of the RfH pledges in October 2008.  This report reviewed and explored the impact of RfH pledges, PCT levels of compliance and what improvements could be made to ensure progress towards implementing the RfH initiatives within PCTs.  It also provided suggestions and recommendations for PCTs and outlined ways in which the RfH programme could offer further support and guidance.  All PCTs self-assessed themselves to be compliant with the first and third pledges (publication duties and Board development) but Pledges 2 (race equality schemes) and 4 (KPIs) proved more of a challenge.

Matrix asked RfH PCTs to complete the Pledge 4 performance indicator template which asks for information on 96 data items.  The highest scoring PCT was able to supply information against 60 (63%) of these data items, with the lowest scorers providing none.  The questions which generated the lowest rates of response were:

· Sourcing data: to enable useful and consistent analysis and year-on-year comparisons

· Benchmarking (due to lack of centrally collated data by ethnicity)

· Return on Investment (probably due to the amount of time required to do an economic calculation and the lack of a tool to simplify this calculation)

· Local Initiative Metrics: PCT-specific data against local and national targets, such as Public Service Agreement, Local Area Agreement and Joint Strategic Needs Assessment

The report made the following key recommendations:

Short term changes

· Give Programme Leads more time (than 6 weeks) to complete the template

· Encourage use of the template 

· Ensure that the data requested is useful to PCTs, for example, by asking PCTs how they would be able to use RfH data going forward

· More detailed guidance to accompany the template, which clarifies the specification of the data request, shares best practice, highlights potential problems and signposts PCTs to possible data sources

· Encourage that the template is completed by officers who have both knowledge of data collection and availability of data  

· Encourage RfH leads to facilitate cooperation between the different people within the organisation who can assist in completion of the template 

· Improve the validity of demographic monitoring carried out by GP surgeries.  In particular, to seek to eliminate the extent to which the ethnicity of service recipients is recorded as “not stated”

Potential long term changes

· Development of a mechanism that governs data to be provided to PCTs by General Practitioners (GPs), e.g. a service level agreement

· Increased incentive for GPs to collect and provide data ethnicity data, e.g. via the Quality and Outcomes Framework

· Increasing the number of disease-based models reporting by ethnicity (currently, only diabetes has a widely available model)

Programme Leads and Thinking Partners commented that the support provided by the programme in complying with all four pledges had been extremely good.  The pledges provided a clear structure, which allowed PCTs to demonstrate what was achieved year-on-year.  They provided a unified focus that was missing before their introduction, which enabled PCTs to compare notes and share best practice.

5. Issues arising from programme members

5.1. Overview
The issues identified within the Matrix report have either been addressed or have been reinforced and added to by individual Programme Leads and by the RfH core team.  Many of these have been discussed at meetings of Programme Leads, Thinking Partners and the programme Board throughout 2009.  The issues centre mainly around:

· The need to develop a better understanding of the quality of each trust’s compliance with the pledges and the challenges to compliance
· The need to make the KPIs more relevant to acute trusts, mental health trusts and strategic health authorities to cope with the programme’s expanding membership

· The lack of integration between the reporting process and each trust’s engagement with the RfH programme, strategic plans and business planning cycles
· The need to take account of the learning, development and support needs of Programme Leads and others in relation to completing the templates/returns; and of the organisational environment in which this reporting occurs.

5.2. Pledges and KPIs: compliance and relevance

The RfH core team has noted some difficulty which PCTs have in being able to report on the quality of their compliance and progress, as the process is too rigid to allow for variation and context. 
There is a lack of clarity around which are the three must-do KPI condition areas (i.e. not perinatal mortality).  The KPIs are currently not very relevant to the core business of acute trusts, mental health trusts and strategic health authorities (SHAs), whilst there is increasing interest from these sectors in joining the programme.
There is a need and potential to improve the alignment between the KPIs relevant to mental health and the Delivering Race Equality in Mental Health DashBoard (Appendix 2), as well as other Department of Health strategic race equality frameworks.  Both sets of indicators could also be used as tools for SHAs to performance manage PCTs around race equality in mental health and for RfH to monitor the performance of SHAs.

5.3. Integration issues

The RfH core team reviewed some of the difficulties encountered by Programme Leads in preparing their pledge and KPI reports for 2009.  The review indicated that race equality considerations in general, and the RfH programme in particular, are not fully incorporated within the mainstream of NHS organisations.  For example, many of the reports were not signed off by Boards or their authorised subcommittees in time for the report submission deadline.  

The reports submitted for 2009 were generally presented as discrete entities with little evidence of reflection on the previous year’s pledge report.  There were limited indications that the causes of any process difficulties encountered in 2008 had been considered or addressed.  There was limited evidence of engagement of trusts with their RfH Thinking Partners in the preparation of the pledge report and in the reflection on the implications of the report.  

Programme Leads and Thinking Partners also reached a general agreement about the need to build a story of change, improvement, learning, community engagement and achievement into the reporting process.  The RfH archive of reports going back to 2003 was identified as a unique asset within in the NHS, enabling such pictures to be constructed at both programme and individual trust levels.

5.4. Learning, development and support needs

Most trusts regularly respond to requests to submit monitoring reports, although there has been some difficulty around personnel changes and new joiners.  Learning, development and support needs for individual trusts which might be inferred from the reports submitted centre around:

· Understanding the template, the reason it is formatted in the way it is and the importance of responding to the questions asked by the template
· Initiating an internal process which uses the KPIs and pledges as tools for managing NHS performance in tackling health inequalities

· Capacity building around data/intelligence gathering and analysis (service access, patient experience and workforce); and around embedding a programme of equality impact assessments

· Applying the results of data analysis to specific interventions to reduce ethnic health inequalities

· Managing organisational change in a way which maintains the priority given to race equality

· Identifying and/or articulating more clearly the outcomes of medical and social interventions

6. Responding to concerns and making improvements

6.1. Overview

Addressing these concerns and improving the process will require action in the following areas:

· Splitting the reporting template into one for the Board to sign off and one for the Programme Lead to submit separately
· Refining specific pledge reporting requirements to enable a better understanding of the quality of legal compliance

· Revising the KPIs and making them more relevant to the race equality work of acute trusts, mental health trusts and strategic health authorities
· Mainstreaming the reporting process into each trust’s overall business planning, race equality work and engagement with the RfH programme

· Reviewing the reporting periods and deadlines for 2010

· Reviewing the guidance and support given to Programme Leads and their colleagues on completing the reporting templates and developing best race equality practice

The proposed amendments to the reporting process and tools are outlined below and are reflected in the draft documents at Annexes A-G.  This section also contains a discussion of outstanding challenges.

6.2. Splitting the reporting template

Draft versions of separate reporting templates, for the participating trust and for Programme Leads, appear at Annexes C and D.  The first is to be signed off by the Board and is focused on assessing compliance with the trust’s four pledges.  The second is for discussion between the Programme Lead and the core RfH team only.  Its aim is to complement the Board report, giving further information, from the Programme Lead’s perspective, about the challenges facing the organisation and the learning, development and support needs arising from these.
6.3. Refining specific pledge requirements

The section of the Board reporting template (Annex C) requesting “outcome stories” has been modified.  One objective for these revisions is for the reporting template to more fully reflect process: for example, around engagement or improved access.
Firstly, the themes now match the five criteria established by the Healthcare Commission’s “Tackling the Challenge” report (2009), retaining an additional theme around shared learning.  Secondly, a more specific case study format is applied, and reporters are given a clear instruction to state the problem, solution, outcome assessment and the role of community engagement.  

Thirdly, Programme Leads are asked to relate at least one of their outcome stories to one of their trust’s key condition areas, to highlight the work being undertaken to reduce the differentials in prevalence, severity or incidence.  This potentially strengthens the link between the Board template and the KPI (Pledge 4) reporting template.

The “legal compliance” section of the Board reporting template has also been modified to test the quality of compliance with Pledges 1, 2 and 4.  For example, it asks for more specific commentary to identify the quality of workforce data collection, analysis, publication and utilisation.  This could go further, perhaps, to request evidence of data publication. 

It also requests details of what impact EIAs have had on service design, delivery or employment.  One of the “outcome stories” requests similar information in relation to community engagement and consultation activities.

6.4. Revising the KPIs and making them relevant to a wider range of trusts

The reporting requirements are being revised and will be notified to Programme Leads in the reporting templates (Annex C and D), the guidance to completing the templates (Annex B) and in the forthcoming members’ handbook (Annex G).  The KPI (Pledge 4) reporting template will be substantially revised, extended and the wording simplified, where possible (see Annex E for an early draft of this).

Pledges 1-3 are now identified as “universal” pledges, to which all participating trusts commit.  Pledge 4 is reframed as a menu of “individual” pledges from which each trust chooses its commitments, reflecting the type of trust and local/regional circumstances.  

For the individual pledges, each member will be asked to commit to developing detailed plans for activity and improvement on at least two condition areas, rather than the previous four.  The menu now includes Cancer, Tuberculosis and Sickle Cell and/or Thalassaemia which are intended to both reflect the importance of these conditions in terms of health inequalities and to increase the relevance of the KPI menu to non-PCT trusts.

At least one condition area should be selected from Group A and one from Group B in the table below, although members will be strongly encouraged to develop/report on detailed plans on all Group A condition areas.  The table indicates which pledges will be relevant to which types of trust. For example, Group B options are not considered relevant to mental health trusts.

	
	Type of Trust

	Group
	Condition 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
	


Concerns raised by one Programme Lead about the accuracy of the template regarding diabetes and mental health prevalence data are being addressed. 

For mental health and acute trusts, the questions that relate to spend and return on investment will be removed (Annex F).  Disease prevalence and patient experience will relate to trust-level data, rather than population-level data.  Some population-level KPIs could be retained in order to provide context, although it would probably not be appropriate to require trusts to do any more than cut and paste these data from their local PCT’s returns.  

For these trusts, three of the mental health KPIs have been re-worked to reflect the six areas of service covered by the Delivering Race Equality in Mental Health DashBoard (Appendix 2 to this report).  The annual Count Me In survey has been referred to as a data source.  

For mental health trusts, it might also be desirable to move from separate diabetes and coronary heart disease KPIs towards an integrated set of indicators which reports on detained patients’ access to regular health screening in relation to these other condition areas

The potential will be explored of working with the Department of Health to agree a single set of black and minority ethnic community mental health indicators for the DRE and RfH programmes, further integrating the two.
6.5. Mainstreaming the reporting process

The revised reporting templates improve mainstreaming of the reporting process into each trust’s wider race equality work and their engagement with the RfH programme.  Firstly, the reporting requirements and subheadings are aligned more qualitatively with the specific race equality duties and to Department of Health’s “Tackling the Challenge” auditing approach.

Secondly, a framework for a story of change, improvement, learning, community engagement and achievement has been woven throughout the reporting templates, specifically referring trusts back to previous reports showing development, change or progress. An outstanding challenge is how to build this story of change and improvement into the KPI reporting template.

The revised template and guidance reflect the trust’s annually-set race equality objectives and peer reviews (“progress towards RfH KPI pledges” section).  Interim progress meetings between Programme Leads, Thinking Partners and Senior Associate Coordinators are specified.  These will be an opportunity to review the achievements identified in earlier reports and peer reviews and to use these to establish organisation-specific targets and actions for enhancing achievement.  
It is proposed to include progress in reducing health inequalities, as evidenced in the annual and interim reports, as a standing item in each peer review; and to include recommendations for enabling further progress in each peer review action plan.  

6.6. Reporting periods and submission deadlines

Proposals for setting reporting periods and deadlines are intended to mainstream the process into organisational business and strategic planning cycles.  It is also proposed to establish a forward reporting cycle, published on the RfH website and in the forthcoming members’ handbook, supported by early notification of impending deadlines.

The proposed 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


Although any proposed reporting cycle would be problematic (for example in terms of using historical reports as a forward-planning tool) it is anticipated that the cycle outlined above will facilitate the analysis of year-end figures and getting Board approval of the report before it is submitted to RfH.  Bringing these dates forward by a month was considered but was thought to allow less variation in organisational business and strategic planning cycles.

6.7. Guidance and support
It is proposed to design and deliver a series of seminars around manipulating qualitative and quantitative data, completing the template and managing the environment within which this exercise takes place (for example, how to achieve continuity in the midst of personnel changes and what is expected from new members of the programme).
It is further proposed to develop or signpost self assessment tools for trusts to evaluate the quality of their EIAs and to analyse organisational competence in terms of equality, diversity and human rights.  Programme Leads would also welcome guidance around developing best practice in relation to race equality, such as how to:

· Identify/demonstrate short and long-term targets and outcomes from BME community and staff engagement

· Demonstrate the difference made to specific business decisions from such engagement activity

· Specify clearly the organisation’s work plans and targets for reducing health inequalities in chosen condition areas

7. Recommendations

7.1. Programme Board Members are asked to note and comment on the general approach outlined to responding to concerns about the reporting process and making improvements.

7.2. Programme Board Members are invited to comment specifically on the proposals to:

· Refine pledge reporting requirements 

· Revise the KPIs and make them relevant to a wider range of trusts

· Set reporting periods and deadlines for 2010-2012

Appendix1: Pledges

All Race for Health PCTs 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.

4 Develop detailed plans for activity and improvement on:

a) Diabetes;

b) Coronary heart disease and stroke;

c) Mental health;

d) Perinatal mortality (optional);

…using the RfH template or an adaptation that will deliver the same measurable outcomes; and including appropriate mechanisms for capturing and reporting on patient experience.

Appendix 2:
Aligning the mental health KPIs more closely with the “DRE DashBoard”

The DRE DashBoard was developed within the Delivering Race Equality (DRE) in Mental Health programme and was signed off by the Department of Health Mental Health Programme Board on the 26th June 2008. 

The DRE DashBoard is designed as a framework which supports NHS organisations (the Department of Health, strategic health authorities, primary care trusts, mental health trusts and provider organisations) to:

· Track their progress on race equality in mental health service delivery at local and regional levels;

· Contribute to national data around 6 identified priority areas;

· Measure the pace of change and identify areas for improvement;

· Incorporate the learning from the national and regional work streams within the DRE programme.

It is intended for use in the following contexts:

· As a detailed menu of measurement on improving access, outcomes and experiences for people from black and minority ethnic (BME) communities

· As a tool for gathering detailed narrative information on the range of work undertaken within the DRE programme.  This is intended to support service improvement and policy implementation to address 12 characteristics for service change, as set out in the DRE Action Plan

Alignment will help to make the KPIs more relevant to the work of mental health trusts and SLAs, as well as reinforcing the relevance of RfH to this major, national change programme. Both the KPIs and DRE DashBoard can become tools for SHAs to performance manage PCTs and for RfH can to monitor the performance of SHAs.

Areas of service specified in the DashBoard
Access to……

· Early intervention

· Home treatment

· Assertive outreach 

· Psychological therapies

· Referral routes

· Admissions

· Supervised community treatment (under the Mental Health Act, 2008)

· GPs QOF data

Experience

Outcomes for people………

· Self-reported mental health

· PSA targets on social inclusion

· Suicides

· Deaths in restraint

· Deliberate self harm monitoring

Community engagement

· Number of community development workers

· Community engagement (narrative)

More appropriate and responsive services

· Workforce diversity

· Cultural capability training

· Use of community development workers (SHA performance management returns)

Better use of information (narrative)



National Equality Panel Report
An anatomy of economic inequality in the UK – 
report of the National Equality Panel
Seminar to mark the launch of the report 

London School of Economics 

27 January 2010 

Background

The independent National Equality Panel was set up in October 2008 at the invitation of Harriet Harman, Minister for Women and Equality.  The report published on 27 January details findings of the Panel chaired by Professor John Hills, Director of the Centre for Analysis of Social Exclusion and Professor of Social Policy at the London School of Economics.  It looks at ‘the relationships between the distributions of various kinds of economic outcome on the one hand and people’s characteristics and circumstances on the other. It addresses questions such as: how far up or down do people from different backgrounds typically come in the distributions of earnings, income or wealth?’
The panel looked into the present economic position of social groups in terms of the six strands represented by current equalities legislation: ethnicity and religious affiliation, age, disability, sexual orientation and, additionally, occupation and social class.  

The report addresses questions such as how far up or down do people from different backgrounds typically come in the distributions of earnings, income or wealth? Specifically, the outcomes examined are:

· Educational outcomes, including the range of achievement of young people at 16 and the highest educational qualifications of adults

· Employment status of the adult population

· Earnings of those in paid employment, both hourly wages and weekly earnings

· Individual incomes, received by each adult in his or her own right from all sources, both before and after deducting direct taxes

· Incomes calculated from the total receipts of the household of which someone is a member, adjusted for the size of the household and after allowing for benefits and direct taxes 

· Wealth - the stock of assets of households taking the form of financial or housing assets, including private pension rights.

Key findings

Generally the report found that there were deep-seated and systematic differences in economic outcomes between social groups across all dimensions.

· The wealth gap has widened over the last 30 years and in 2007-2008 income inequality was at its highest over the period

· Even larger differences in median wealth when analysed by area

· The top 10% of the population is 100 times wealthier than the poorest 10% 

· Inequality in the UK is high compared with other developed countries

· Poverty in childhood shapes peoples’ future life chances and their aspirations

· Nearly all minority ethnic groups are likely to be paid less in employment than White British men and women

· There is more inequality within social groups than between them

· The increase in the wealth gap mostly occurred during the period of the Conservative government of the 1980s

The seminar at the LSE was led by Professor Hills who summarised his report and invited discussion from a panel which included Lisa Harker co-director of the Institute of Public Policy Research and Max Wind-Cowie a researcher from the Progressive Conservatism Project at Think Tank, Demos.  Lisa Harker said that ‘policy makers are willing to hear the evidence but not act on it’ and that the report ‘highlights the failure of New Labour to reverse the widening gap between rich and poor’.  Max Wind-Cowie said the report’s finding about household and inherited wealth showed that the Tory policy on inheritance tax ‘was not right’.  Professor Hills said that on the question of health inequalities, he was now ‘handing over the baton to Lord Marmot’ whose forthcoming Strategic Review of Health Inequalities in England should to be studied in relation to the findings of the National Equality Panel.

Professor Hills concluded the seminar by emphasising the importance of targeted policy interventions, aimed at the ‘key stages in people’s lives’ in order to achieve long-term effects on people’s life chances.  Policy areas highlighted were:

· Targeted help for low-income white and black Caribbean boys

· Focus on the labour market in terms of young people outside of education and differences in pay by gender

· Targeting of health inequalities

· Devolution policies that tackle regional deprivation

Lessons for equality programmes

The Findings of the National Equality Panel underlines the need for equality programmes to be more precisely targeted according to socio-economic outcomes rather than solely in relation to the area of disadvantage, eg, ethnicity, gender, disability etc.  The report also highlights correlations in inequalities that defy received wisdom about patterns of disadvantage, for example it emphasises similarities in outcomes across a number of dimensions for black British-Caribbean and White boys.  There is a further implication that public health data should be more closely interpreted in relation to socio economic factors and demographics.

There could be closer connectivity between strategies that are focused on health inequality and those concerned to tackle disadvantage in employment, housing and education.

It would also appear that equality schemes and action plans should focus on more precise groups of people within disadvantaged communities in view of the even greater differences in socio economic outcomes and life chances within rather than between social groups.

Errol Francis

Senior Associate Coordinator

Links

Report and summaries

http://www.equalities.gov.uk/national_equality_panel/publications.aspx
Government response

http://www.wired-gov.net/wg/wg-news-1.nsf/0/8CA15EC66A7B55AA802576B800268C68?OpenDocument
News

http://news.google.co.uk/news?hl=en&client=firefox-a&channel=s&rls=org.mozilla:en-GB:official&hs=Wj5&q=National+Equality+Panel&um=1&ie=UTF-8&ei=MxtgS4viB9CRjAf0w7jpCg&sa=X&oi=news_group&ct=title&resnum=4&ved=0CBwQsQQwAw
LSE news stream

http://sticerd.lse.ac.uk/_new/news/default.asp


Report on Community Engagement Development Activities

 2009- 2010
1. Purpose of paper
At its meeting in September 2009 the RfH Programme Board asked for a paper to be prepared

outlining the work currently being undertaken to develop Community Engagement within Race

for Health PCTs.

2. Context

Community engagement refers to the process of getting communities involved in decisions that affect them. This includes the planning, development and management of services, as well as activities which aim to improve health or reduce health inequalities (Popay 2006)
.  Community Engagement encompasses all elements of the  process that enables the community itself to have the greatest ability to access its own members in order to raise awareness and assess need
; needs that are then met by statutory service providers.
Community engagement is an essential ingredient in the development of race equality in health outcomes.  As a minimum, engagement, by way of consultation, is an essential requirement for meeting the specific race equality duties of Health Authorities within the provisions of the Race Relations (Amendment) Act. 

Developmental Activities

During the course of 2009/10 Race for Health has engaged in a number of activities to assist in the development of good community engagement practice.  The primary beneficiaries for these initiatives are intended to be the Race for Health participating trusts.  However, additional benefit can be provided to the programme in the manner in which the initiatives are disseminated to a wider audience as examples of the leading action carried out by Race for Health participants.

Two particular initiatives have been started through the year:

a. Research conducted among Race for Health trusts to identify existing community engagement practice and to develop exemplar case studies

b. Development of non-formal learning activities for use in training/seminar modules.

Research to identify existing community engagement practice
To ensure that Race for Health (RfH) is a source of good practice and evidence for SHAs, DoH and others, we commissioned Shared Intelligence to undertake research into current community engagement practice when commissioning services for BME groups.  The research was conducted in 2 phases.  Initially, a survey of RfH PCTs was carried out in June and July 2009.  The results of this survey, in addition to enabling a scoping of the variation in community engagement activity, helped to identify examples of high-quality practice and outcomes.  These examples were examined in closer detail in the second phase of the research (conducted from August to October 2009) to locate case-study material to validate the underlying principles of effective community engagement.  The researcher worked closely with Stafford Scott who is both a Thinking Partner with Race for Health and a community engagement consultant to the DoH.

3. Development of non-formal learning activities

Developing on the publication of “A Dialogue of Equals”, Stafford Scott has been working to develop a range of learning activities for use within non-formal PCT settings.  These materials are designed to allow officers and board members within PCTs (not just those with a direct responsibility for engagement and community education) to reflect upon the purpose and outcomes of existing community engagement activities, and to begin to recognise the benefits that arise from structured and targeted community engagement activity.  The materials and curriculum are still in the process of development.  Some elements have been “field tested” with staff teams and/or board members within particular trusts.
4.  Consolidating developments

We are intending to finalise the publication of the case study analyses of effective strategic practice in the near future and to have developed learning activities that both complement and supplement the case study material. Once these are effectively developed, we will have established a resource that will enable Race for Health to pilot a programme of learning activities to support RfH PCTs to effectively engage with BME communities in the delivery of race equality health outcomes and workforce development. 

In the late spring/early summer of 2010 Race for Health will be delivering a series of taster events to demonstrate the efficacy of our approach.  One of these events will incorporate significant elements of the community engagement materials that are currently in development.






Race for Health Communications Report

February 2010

In July 2009, we set ourselves the following goal ‘to support real progress in tackling race inequality in health in the NHS’. 

This goal lay behind the 19 October 2009 Summit and publication of our accompanying Guide and aide memoire poster on what needed to be done and why. We focussed on building the agenda, including as many leaders as possible, developing the publication and ensuring that both the Summit and the Guide gained plenty of publicity.

Many of those attending made pledges to take action. Over the next four months, we will go back to those who made pledges with a view to designing an event at which we can explore the challenges and successes there have been in making those pledges a reality.

We will disseminate news and information about this follow-up through the media and through our website, which will hopefully help us to fulfil the goals we set out previously:

· Transmit strong messages from the NHS leadership to those who can make a difference

· Provide practical support to those keen to make change in response to that leadership

· Raise our profile as an effective vehicle for change.

Some examples of the pledges are below:

NHS organisations have been asked by Race for Health to pledge one action that they will take in the next six months to promote race equality in health. 

1. Dorset HealthCare NHS
‘We will reactivate and energise achieving race equality at Dorset HealthCare NHS Foundation Trust for staff and our service users.  One element will involve developing a policy and positive actions to more effectively address racial abuse that staff from a BME background can experience from service users.’  

 

Colin Hague

Director of Human Resources
Dorset HealthCare NHS Foundation Trust

2. NHS North West 

‘NHS North West has developed a scheme for Senior Management Internships for BME staff within the North West.  This complements other national and regional programmes such as: graduate training schemes, Beacon programme and Leadership programmes.

‘We recognise our gaps particularly in our workforce composition of BME representation at senior levels.  This scheme offers opportunities for BME staff to progress and develop through a structured training and learning programme.  

‘The successful candidates will work alongside senior staff in NHS North West to gain specific skills and manage projects.  The candidates will be mentored, coached and supported through secure future senior posts either within the SHA or within the system. ‘

Shahnaz Ali, 

Associate Director of Equality, 

Diversity and Human Rights

NHS North West

From Mike Farrer, Chief Executive, NHS North West

‘I will use all my personal and professional authority to ensure that improving race equality in health sits at the heart of everything the SHA does and features centrally in our agenda to deliver QIPP, World Class Commissioning and the drive to establish Foundation Trusts in the North West.’

Mike Farrar

Chief Executive

NHS North West

3. NHS Nottingham City

‘One action which is being pursued is a commitment to the Pacesetters programme in terms of liberating the talents of BME staff from levels 1-5. Two cohorts of staff will commence a six week development programme, first intake starts Nov 2009, the next in February, this will offer shadowing, mentoring and coaching to BMS staff in order to address under representation at senior levels within the service. 

‘

Whilst this is an internal human resource initiative, greater BME representation at senior levels, will hopefully enhance recruitment and retention of BME people and in so doing make the trust more representative of the diverse population it serves and an employer of choice.

Des Morrison

NHS Nottingham City

4. NHS Bristol
· Building on the Breast Screening success (BMJ article) - we will be focusing on Cervical Screening uptake using similar methods 

· Working with Faith-based organisations who recently delivered the DH midlife health check pilot - do develop their wellbeing and health promoting role 

· Working within multi disciplinary and diverse primary care setting to facilitate a communication, engagement and improved patient experience and outcomes 

My personal actions include:

· As Chief executive lead for the core cities health improvement collaborative, I have secured agreement that the Core City PCTs will sponsor the first BME network conference on 4th June 2010

· Mentoring two senior BME staff in our organisation

· Working with our NHS Bristol BME staff network to promote equality and diversity issues amongst our workforce

Deborah Evans, Chief Executive, NHS Bristol

5. NHS Eastern and Coastal Kent

‘In NHS Eastern and Coastal Kent, we are turning our directory of “Seldom Heard Groups” into a vibrant network of individuals, groups and communities to work with us to make commissioning decisions that reflect their needs, priorities and aspirations.’

Ann Sutton
Chief Executive
NHS Eastern and Coastal Kent

6. South Essex Partnership University NHS Foundation Trust

 ‘SEPT is currently introducing Diversity Champions within the work place.  These are members of staff who are committed to the diversity agenda and who act as a point of reference for other staff in order to cascade good practice and bring areas of concern to management.’

Dr Patrick Geoghegan OBE, Chief Executive
South Essex Partnership University NHS Foundation Trust

7. NHS West Midlands 

‘I will be setting up a network in the West Midlands for future BME leaders (Band 6 and above)’

 

Caroline Wigley

Leadership Director

NHS West Midlands

8. NHS Haringey

‘In Haringey we are recruiting 12 local people to become community health trainers. Based mainly in the areas of highest deprivation, the idea is that those most in need especially from our BME communities are able to access the service easily. These trainers will act as a bridge between particular communities and health services. They will be accessible and provide signposting to appropriate health services.

Richard Sumray

NHS Haringey.

9. NHS Westminster

‘When prioritising initiatives in changed financial circumstances, we will ensure that impacts on BME groups always figure highly.

Joe Hegarty

Chair

NHS Westminster

10. NHS Sheffield

‘Over the next 6 months NHS Sheffield will champion a  programme of “patient stories” from BME patients /groups to share with commissioning staff their experiences of being a patient or user of a social health care service to ensure that specific needs of BME patients and communities are highlighted.’

11. Improvement Foundation 

The Improvement Foundation will commit to recruiting 10 PCTs to join our improvement programme that has been developed to improve access and responsiveness in general practice in BME Communities, which focuses on improving the care of BME community members with, or at risk of, cardiovascular disease including chronic kidney disease.  We intend to commence this innovative programme in early 2010 using proven methodology for improving health outcomes.  Results from the programme will be fed back to Race for Health.

Ruth Kennedy

Chief Executive

Improvement Foundation

12. NHS South Central

The two key actions that we will undertake as an SHA are the development of a regional BME Staff Network and the purchase of software for Equality Impact Assesment in order that we can effectively monitor and manage the impact assessment process.

Anjum Gray

NHS South Central

South Central Strategic Health Authority

First Floor, Rivergate House

13. NHS Lambeth

‘NHS Lambeth is committed to creating a systematic and streamlined approach to embedding equality in organisational business. NHS Lambeth will design a tool and process, followed by training, that encourages staff to not only address equality issues through the EIA process, but to consider critical questions at the earliest possible stage of policy/strategy formulation and development.’   

Caroline Hewitt, Chair, NHS Lambeth

14. NHS Oldham 

‘NHS Oldham will engage the board in the further inclusion of equality and diversity issues in our integrated governance model.  For example assurance of the consistent assessment of equality risks will be sought for all decisions, supported by enhancing the board front sheet and the way it is used.’

Nicola King
Deputy Director Corporate Performance, NHS Oldham 

15. NHS Norfolk
‘The drive for race equality will be central to everything NHS Norfolk does, from our core functions of commissioning services, to influencing partners to working with our staff.

‘Over the next six months we will implement action plans from our Race for Health Peer Review and Single Equality Scheme to achieve real and measurable improvements in the experience of people from black and minority ethnic communities, including our own staff. ‘ 

16. North Staffordshire Community Healthcare

‘I personally believe in and passionately support the whole concept of equality and diversity both within the workplace and within the delivery of services.  It is recognised in the vision of our organisation and is a key area of work for all of us.’

Derek Pamment, 

Managing Director (Interim), North Staffordshire Community Healthcare

17. Lancashire Care NHS Foundation Trust

As the Chief Executive of Lancashire Care NHS Foundation Trust I will ensure that we will build on our delivery of the Delivering Race Equality in Mental Health (DRE) agenda throughout the Trust. This will be done by the DRE multi agency steering group in Lancashire and Cumbria and evidenced through the Trust’s Single Equality Scheme Key Performance Indicators, greater involvement of Black and Minority Ethnic service users, carers and staff, and high quality Equality Impact Assessments of functions, policies and procedures.  

Heather Tierney-Moore, Chief Executive, Lancashire Care NHS Foundation Trust    






Race for Health 

Learning Programme Update
Peer Reviews 2009/10

NHS Wandsworth – 24th and 25th November 09

The theme of the NHS Wandsworth’s peer review was ‘to what extent are NHS Wandsworth’s involvement, engagement and communication practices supporting progress towards its Race Equality objectives?’ Peers were asked to explore this through three focused areas of work: stimulating the market through third sector investment; delivering of race equality through provider contracts; and involving local communities in Race for Health Pledges. At the moment, the outcome paper is being finalised and will be published on the RfH website next month.   

NHS Leeds – 2nd and 3rd February 2010

The theme of the NHS Leeds Peer Review is ‘how can NHS Leeds embed Race Equality into its commissioning processes?’ Peers will be asked to explore this research questions by comparing two of the PCT’s current commissioning models for Coronary Heart Disease and Mental Health services. The peer team will be asked whether adopting a flexible approach to commissioning is the right approach to embed Race Equality across the board. 

NHS Bristol – 24th and 25th February 2010

NHS Bristol’s peer review will focus on procurement and will ask the peer team “how can NHS Bristol improve its procurement processes to ensure that BME led voluntary and community sector organisations have the opportunity and ability to participate in the PCT’s tendering processes?” The peer team will be asked to explore this by exploring the perspectives and experiences of the PCT’s commissioning teams and local third sector organisations. 
Community engagement in commissioning 2009/10: 

In summary, three case study visits to identify best practice in community engagement and commissioning were undertaken in October 2009 (by Shared Intelligence) with volunteer Race for Health PCTs. These were NHS Bristol, NHS Suffolk and NHS Westminster.

A written summary of each case study has now been written and signed off by their relevant programme leads, case study participants and Stafford Scott. These documents are now with the Race for Health team to discuss promotional activity around the key learning points and wider dissemination. 

Recommendation

For the Board to note. 

Sue Charteris

Shared Intelligence

Meeting:			Programme Board  -  9 February 2010





Agenda Item:			13, Paper G





Title:				Learning Programme Update





Summary:





This paper updates the Programme Board on the Learning Programme. 





Lead:				Sue Charteris





Action Required: 





The Programme Board is asked:


To note


To comment on progress and proposals











Meeting:			Programme Board  -  9 February 2010





Agenda Item:			12, Paper F





Title:				Communications Report





Summary:





Our Communications focus since December has focussed on completing the Annual Report, which has now gone to the Department of Health. It has also been designed and a small number of copies will be distributed to key stakeholders. We have also been following up actions from the October Summit and are planning an event in which some of the participants will be able to discuss progress on the actions that they pledged to take.








Lead:				Jack O’Sullivan





Action Required: 





Board members are asked to take note and consider making a pledge if their organisation has not already done so.








Meeting:			Programme Board  -  9 February 2010





Agenda Item:			6, Paper C





Title:				Reporting on Key Performance Indicators





Summary:





This report aims to review the issues arising from the 2009 annual reporting process which are relevant to the way the Race for Health (RfH) pledges and key performance indicators (KPIs) are monitored.  After outlining the current pledges, KPIs and reporting processes, we go on to sketch out the issues raised by a consultant’s report in 2008 and by programme members in 2009.  Finally, the report lists proposals for responding to the issues raised.








Lead:				Errol Francis/Chino Cabon and David Harris





Action Required:





The Programme Board is asked to note and comment on the general approach outlined to responding to concerns about the reporting process and making improvements.





Meeting:			Programme Board  -  9 February 2010





Agenda Item:			5, Paper B





Title:				Director’s Report





Summary:





This paper by the Director, outlines 6 key areas for the programme:


a.	Finance


b.	Marketing strategy


c.	Taster events


d.	Membership prospectus


e.	Services offered


f.	Annual Report








Lead:				Helen Hally





Action Required: 





The Board is asked to consider, note and advise.








Meeting: 			Programme Board  -  9 February 2010





Agenda Item: 		3, Paper A





Title:				Minutes of Previous Meeting 





Summary:





Lead: Gideon Ben-Tovim





Action Required: 





The Board is asked to:


To note, amend as necessary and approve.


























Action Required: 





The Board is asked to consider, discuss and advise on implications and actions for Race for Health.








Summary:











Agenda Item:			8, Paper D





Meeting:			Programme Board  -  9 February 2010





Title:				National Equality Panel Report





Lead:				Errol Francis





Lead:				Chino Cabon





Title:	Report on Community Engagement Development Activities; 2009- 2010





Action Required: 





Board members are asked to note the content of the paper and comment on the proposals for development.














Summary:





This report presents progress in developing understanding of, and effective practice in Community Engagement among Race for Health PCTs.











Agenda Item:			9, Paper E





Meeting:			Programme Board  -  9 February 2010








� NICE “Community Engagement to Improve Public Health” 2008


� S. Scott (2008) “A Dialogue of Equals” DH Pacesetters Guide
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