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Programme Leads Meeting

17 March 2010, 10.00am – 3.00pm

Shared Intelligence, 1 Fitzroy Square,

London, W1T 5HE

Agenda

	
	Arrival and Refreshments
	10.00

	1. 
	Welcome and Introductions

	10.30

	2. 
	Minutes of Programme Leads Meeting on 21 Jan 2010 (Paper A) 
	10.40

	3. 
	Matters Arising
	10.50

	4. 
	Presenting Equalities Work (Paper B) 
– Jack O’Sullivan
	11.15

	5. 
	Completing the KPI template: Part I (Paper C)

– Errol Francis
	11.45

	
	Lunch
	12.30

	6. 
	Completing the KPI template: Part II

- Errol Francis
	13.15

	7. 
	Learning Programme - Julie Das
	13.45

	8. 
	Feedback from Programme Board Meeting on 9 Feb 2010 – Brian Colman
	14.00

	9. 
	Programme Development – Helen Hally
	14.15

	10. 
	Any other business
	14.45

	
	Close
	15.00







Minutes of Programme Leads Meeting

21 January 2010

Shared Intelligence, London

Present
Brian Colman (NHS Westminster)

Bruno Daniel (Wolverhampton City PCT)

Chino Cabon (Race for Health)

David Harris (Race for Health)

Hasham Khan (NHS Wandsworth)

Jack O’Sullivan (Race for Health)

Jackie Harrison (Shared Intelligence)

Jennie Fisher (NHS Suffolk)

Mina Jesa (NHS Luton)

Phil Seddon (NHS Brighton and Hove)

Sue Charteris (Shared Intelligence)

Sue Lee (Berkshire East PCT)

Vania Kaneva (Shared Intelligence) 

1. Welcome

Jack O’Sullivan welcomed everybody and introduced himself as chair of the meeting. Attendees introduced themselves individually. 

2. Apologies

Apologies were received from Ali-Jan Haider (Bradford), Stephen James (Ealing), Sara Geater (Hastings), Staynton Brown (Lambeth), Sharon Moore (Leeds), Karl Mayes (Leicester), Michelle Cox (Liverpool), Margaret Berry (Luton), Claudette Webster (Manchester), Nicola King (Oldham), Andrew McCorkle (Trafford), Jennifer Downie (Norfolk), Michelle Daniels (Haringey), Helen Hally (Race for Health), Louise Sinclair (Race for Health), Julie Das (Shared Intelligence), Christina Gray (Bristol) and Janet Fox (Birmingham).
3. Minutes of Previous Meeting
The minutes of the previous meeting were agreed but it was proposed that some details be clarified. These are as follows: 

a) Point 3.4 of the minutes (KPIs and Pledges) – It was suggested that the discussion was rather about community engagement and hence the title should be amended to ‘Community Engagement’.

b) It was noted that in section 6 (Cultural Competence Framework) the spelling should be amended to read QIPP instead of QUIP.

Action: Amend the minutes accordingly (LS)
4. Matters Arising

a) It was noted that Equality and Diversity contacts for the strategic health authorities (SHAs) have been identified and a list has been drawn up.

b) It was noted that the Annual Report is now complete and has been sent to the Department of Health. Copies will be available to all PCTs at the beginning of February.

c) With regard to the NHS North West guidance on Transforming Community Services, it was agreed that David will agree follow-up actions with Helen Hally.

Action: David to follow up on Transforming Community Services actions. (DH)
d) With regard to the Cultural Competence Framework, it was noted that Errol is in the process of arranging a working group. Helen took an outline to the Board and there was some discussion on it. 

e) With regard to Reverse Mentoring, Jennie said she had tried to find guidelines but her research did not return any results appropriate to the context. She said they are looking into piloting a scheme and will attempt to produce guidelines. Mina said she has participated in a Reverse Mentoring scheme and is happy to share her experience with everyone, although she has no formal guidelines. 

Action: Mina to share her experience through the Race for Health network. (MJ)
f) With regard to the website and Jessica’s mail-out, Jack said he will speak to Jessica to check on progress.

Action: Jack to check on progress with Jessica. (JO)
g) With regard to the You’re Welcome inquiry, Brian said he was awaiting a web link from Louise.
h) Chino mentioned that he has materials from the Department of Health regarding the establishment of Children’s Boards, which he will circulate.

Action: Chino to circulate materials through the network. (CC)
5. KPI Report Proposals (Paper B)
David presented a paper entitled Review of Race for Health Annual Reporting Process. It was agreed that he would put the paper, the annexes and the Reporting Template 2010 on the website.

Action: David to put materials on website. (DH)
A discussion took place on the relationship between Programme Leads and their Boards in the context of KPI reporting. It was suggested that it may be useful to have two separate reporting mechanisms – one formal Board submission and another submission for Programme Leads to feed back to the Programme Team on any challenges they face in progressing the Race for Health agenda. Used appropriately, it was agreed that such intelligence has significant potential to generate collective learning and add value to the dialogue between the Programme Team and organisational leaders. 

Action: David to follow up on the issue and present findings to the next meeting (DH)
Regarding the ‘Issues arising from the Matrix report’ (section 4 of David’s paper), Phil asked whether there is any mechanism for shared learning between PCTs with higher and lower levels of response to questions in the template. Jennie agreed that it would be useful for the Programme Leads to be able to contact those PCTs with high scores to ask for information on best practice and methods of gathering data. David said discussions have taken place about support to individual Programme Leads as the central team would like to facilitate learning and sharing information between participant PCTs. One suggestion was for some form of a league table to be introduced, with PCTs ranked according to the information provided and their progress. This could help to maintain and improve the prioritisation of race equality issues by PCT executives. 

Action: It was agreed that everyone would send their feedback on this issue and any other comments on the paper to David (david.harris@bristolpct.nhs.uk) by 31 January. Comments can be made both in ‘track changes’ or emailed separately. (All PLs)
Action: PLs are invited to test out the revised templates and feed their comments back to David who would finalise them.  

6. Update on the Programme

Jack provided an update on the Programme, highlighting the following points:

a) The Programme is now moving into its 3rd phase, which will bring changes to the membership structure and involve mainstreaming the Programme as a service to be bought with benefits exclusive to members. Jack emphasised that, during this phase, the Programme will attempt to maintain strategic alliances with all Programme Leads who have participated in the Programme thus far, although Programme Leads’ meetings will be open only to full and associate members.

b) Regarding the future activities of Race for Health, Jack said that much depends on the availability and size of Department of Health funding, although they have made it clear they see the Programme as a key player in terms of race equality. It is expected that the Programme will grow in size in the next year. However, the present uncertainty regarding funding means that staffing requirements for next year are also uncertain

During the subsequent discussion, Sue Lee reported that her PCT will be building on its race equality work to inform a holistic equality and diversity agenda. Bruno said that thought should be given on the ways the Programme can secure contributions from Programme Leads, not just the other way around. He also suggested that more involvement should be sought with other networks, such as the National NHS BME Staff Network, and agreed to send its framework to Race for Health for circulation.

Action: Bruno to send NHS BME Staff Network framework to Race for Health for distribution among PLs. (BD) 

7. How far we have come (Paper C)
Brian presented a paper entitled Reflections on Race for Health – How Far We Have Come. He emphasised the importance of community engagement and the Peer Review process, which has brought major improvements. He added that there are some weaknesses, for example in reacting to the World Class Commissioning agenda and the new equality legislation.  

8. Hopes for the Future (Paper D)

Jennie presented a paper entitled Hopes for the Future. This led to a discussion, the highlights of which were:

a) Several participants talked about the importance of European migration and non-traditional minorities (e.g. Gypsies and Travelers), issues which some feel have thus far been under-emphasised. Sue Charteris said that she and Jackie have started to think about this in terms of the Peer Review process. Mina said that it is important facilitate liaison between PCTs with similar demographic profiles. It was suggested that this should form part of Race for Health’s offer in attracting new members to the Programme, as many PCTs are working with new and emerging communities and other non-traditional minorities.

b) Vania mentioned a report she had worked on regarding the interaction between religion and healthcare, written from the unified equality perspective. It was agreed for this paper to be sent to Race for Health for circulation through the network.

Action: Vania to send the report to Race for Health for circulation. (VK)

c) Programme Leads considered the differences between rural and urban settings in terms of equality. Jennie proposed that rural networks can be a useful method of community engagement. David reported that he is in the process of organising an event on the topic in Bristol, to take place on 16 March. Another event is being planned for February on the eastern side of England. These events will focus on driving the race equality agenda forward in rural areas.

d) Jack said that Race for Health has not had strong involvement with policy making, due to the nature of its funding, but since the Programme is moving on to become a membership scheme, it may become possible to be more involved in influencing policy in the future. Sue Lee proposed that it would be particularly useful to focus on influencing SHAs and attracting them as members. Bruno said that one of the things Race for Health could do is to help in interpreting national-level directives in the light of race equality. However, he felt that a lack of official ‘teeth’ presents a challenge, impacting on the possibilities for PCTs to be held accountable for fulfilling their race equality duties. Chino replied that the Department of Health has held talks with the Equality and Human Rights Commission regarding this problem. Brian emphasised that, even if it is not possible to have ‘teeth’, Race for Health can still offer know-how and influence the national agenda in various ways. 

9. Any Other Business
a) Chino announced that the National Cancer Action Team is seeking to recruit 1,000 people from black and minority ethnic communities, who are over 16 and have had experience of cancer, to be available for research up to 4 times a year. He distributed leaflets to participants to take back to their communities. 

b) Jack closed the meeting and thanked the participants. The date of the next meeting will be 17 March 2010, with the time and venue yet to be confirmed. 





New ways of presenting equalities work for NHS organisations

Equalities work, like all aspects of NHS activity, is rightfully – and increasingly – being judged in terms of outcomes. In these straitened times, it is also, like other activities, required to justify itself in terms of the core activities undertaken by the NHS.

For both these reasons, the Race for Health programme has undertaken an exercise to give race equality in health a fresh appeal to those running NHS organisations. Race equality in health retains its imperatives based on human rights, dignity, respect and social cohesion, as expressed in the NHS Constitution and legislation. However, we also know that it is a cost-effective way for NHS organisations to deliver on a host of other objectives. In a workshop with Thinking Partners in February 2010, we set out to look at these objectives and see how Race for Health can contribute to them.

Out of this exercise emerged five key objectives for NHS organisations – efficiency, quality, World Class Commissioning registration and corporate responsibility. Each of these five objectives requires a number of competencies. So, for example, ‘Efficiency’ requires value for money/reduced costs plus a shift to preventive care and from acute to primary/community care. We then examined how Race for Health supports the development of such competencies – so we effectively mapped our services against organisations’ needs.

For example, in the case of increasing efficiency, we know that our member organisations have developed good practice to tackle preventable conditions/access issues that disproportionately effect black and minority ethnic (BME) communities – notably diabetes, heart disease, stroke, poor ante-natal health, mental health and wellbeing and late cancer diagnoses. We have knowledge and expertise on improving BME access to GP and primary care, drawing in seldom heard communities and ensuring better links between health and social care for BME communities. This knowledge and practice is life enhancing and cost saving for NHS organisations.

The boiled down results of the mapping exercise we have undertaken can be found in a new marketing brochure that Race for Health has published, entitled ‘Your Organisation and Race for Health’ and subtitled: ‘Why joining us to work on

equalities saves money, improves efficiency, supports commissioning and increases service quality.’ 

We tested our conclusions with a number of health professionals who liked the approach. You can find the document on the home page of the Race for Health website or follow this link:  http://www.raceforhealth.org/resources/publications/your_organisation_race_for_health
It would be helpful to hear the views of Programme Leads on how this approach is likely to impact in their areas. Have we spotted the key issues, established the key competencies – and are we offering what is needed to build those competencies?

Jack O’Sullivan

Communications Consultant

Race for Health






DRAFT – Trust Board

Reporting Template 2010

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.


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)
Annex A – KPI Pledges

1. INTRODUCTION 






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.

2. ANNUAL MONITORING REPORT



(instructions)


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:

Annex A:


Race for Health Pledges 

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.

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.


1. Introduction





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.

2. 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. 



3. 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.




4. 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.




5. 
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. 




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
	Stillbirths and deaths <7 days

	PCT Population baseline prevalence
	See: Compendium of Clinical and Health Indicators / Clinical and Health Outcomes Knowledge Base (www.nchod.nhs.uk) [Prevalence of Perinatal Mortality by PCT 2003-2005]

	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
	 


Some notes about completing the 

key performance indicator reporting 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. 






































Meeting:			Programme Leads – 17 March 2010





Agenda Item:			5, Paper C





Title:				Completing the Key Performance Indicators (KPI) Template





Summary:











Lead:				Errol Francis





Action Required:





Programme Leads are asked to note and comment on the general approach outlined, and to engage in discussion about the reporting process and making improvements.





Meeting:			Programme Leads – 17 March 2010





Agenda Item:			4, Paper B





Title:	New ways of presenting equalities work for NHS organisations.





Summary:





This paper summarises work over the previous months developing ways of giving  race equality a fresh appeal to those running NHS organisations. 








Lead:				Jack O’Sullivan





Action Required: 





Programme Leads are asked to consider and comment on the paper.








Meeting: 			Programme Leads  -  17 March 2010





Agenda Item: 		2, Paper A





Title:				Minutes of Previous Meeting 





Summary:





Minutes of the previous Programme Leads meeting on the 21st January 2010.





Lead: Helen Hally





Action Required: 





Programme Leads are asked:


To note, amend as necessary and approve.









































Lead:				Errol Francis
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