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9
Summary
The Trust Board should note that in Quarter 3 the sum of ‘performance on target’ and ‘close to meeting target’ is 17 (52%). This appears to give a general upward trend in targets where we predict achievement.
In Quarter 2 we advised a weakness on Standards for Better Health.  The Trust Board is advised both these standards now appear to be compliant.
The Trust Board may wish to seek assurance from responsible Directors about the action been taken to address poor performance on any of the targets.
Finally, the Trust Board may wish to note that of all the targets within the Annual Health Check dataset the Trust is anticipating meeting all of these subject to the special measures being taken on the Crisis resolution team and confirmation of the thresholds that will be applied for the new targets this year.
The Trust board is asked to approve the recommended exception report at the end of February for indicators where we appear to be weak at quarter 3.
Nick Morris

Director of Strategy and Nursing
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Performance  is on or above target


[image: image26.png]




Performance is not meeting target
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Performance is close to meeting target/on track to meet target 
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  Target to be determined

HEALTH WARNINGS DONATE CONCERNS RE DATA QUALITY

 SHAPE  \* MERGEFORMAT 


The content of this report has been derived from Trust and Health Community based information systems. The information is reported accurately but due to differences in recording practices and variable data quality correct interpretation can sometimes be difficult. 
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	Performance is not meeting target
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	Target not determined
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	Total number of targets for quarter
	16
	21
	28
	25
	34
	33
	33


Key and Abbreviations
AMH – HC
Adult Mental Health – Health Care
AMH – SC
Adult Mental Health – Social Care
CAMHS
Child and Adolescent Mental Health Services

HCF

Health Care Facilities

LD – HC
Learning Disabilities – Health Care
LD – SC 
Learning Disabilities – Social Care
MHMDS 
Mental Health Minimum Data Set
NIHME
National Institute for Mental Health (England)
LDP

Local Delivery Plan

JCG

Joint Commissioning Group

CSIP

Care Services Improvement Partnership
1
Healthcare Commission Annual Health Check
1.1
New and Existing Targets
Indicators for Mental Health Trusts
	Name
	Target
	Projected 
	Comment
	Target

	Crisis resolution team implementation 

Stuart Hatton
	The number of teams in place against the trust’s share of the target that achieve the required fidelity to the model
	Not assured
	Trust board have approved at risk additional resources to improve the performance - this combined with rewriting the model will increase episodes and number of people receiving home treatment.
	[image: image33.jpg]Bradford District m

Care Trust






	Audit of suicide prevention: A measure of a trust's progress in auditing their systems and processes for suicide prevention 

Simon Baugh
	Compliance with national audit standards
 5 -Timetable agreed with clinical teams to address any standards not yet fully met

6 - Re-audit to ensure remedial action has been effective or, if no remedial action was required, there is an agreed date for a re-audit to ensure continued compliance with the eight standards.

	Achieve
	Previously scored level 4 (The findings of the audit presented as both a written report and as an oral presentation to managers and clinicians.)  Work should be undertaken to reach level 6 by March 2008.  This will be included in the Trust Audit Plan.

	

	Care in the Community

Staurt Hatton/Andrew Gunnee
	To improve health outcomes for people with long term conditions by offering a personalised care plan for vulnerable people most at risk; and to reduce emergency bed days by 5% by 2008 (from the 2003/2004 baseline) through improved care in primary care and community settings for people with long term conditions.

	Not assured
	The constructor was published in December and is in two parts:

Part 1 - Take up data from MHMDS on discharged clients with a CPA Care-co-ordinator
Currently it is not possible to identify the threshold applied by the Healthcare Commission.
Work is being undertaken to identify and validate client care coordinator assignment.
Part 2 - Data taken from Healthcare commissions mental health service user survey
Service user survey undertaken January – March 2008
	

	CMHT integration (older people)

Stuart Hatton
	To improve the quality of life and independence of vulnerable older people by supporting them to live in their own homes where possible by: increasing the proportion of older people being supported to live in their own home by 1% annually in 2007 and 2008; and increasing by 2008 the proportion of those supported intensively to live at home to 34% of the total of those being supported at home or in residential care.
	Achieve by March 2008
	By March 2008 we should be able to conform to the current integration standards, i.e. all CMHTs (OP) will have health and social care staff, joint assessment and recording process.
Health and social care teams in all areas covered by the Trust have been integrated.  Previously they were not in Bradford, just Airedale and Craven

Our single assessment and recording process is CPA.
	

	Data quality on ethnic group: completeness of trust coding for ethnicity in patient data sets
Stuart Hatton/ Andrew Gunnee

 
	Reduce health inequalities by 10% by 2010 as measured by infant mortality (from a 1997 - 1999 baseline) and life expectancy at birth (from a 1995 - 1997 baseline).

	Not assured

	The Constructor was published in December 2007 and is in two parts:

The number of FCE’s on hospital episode statistics with a valid ethnic code

The number of care spells for inpatients recorded on MHMDS with a valid ethnic code
Considerable effort has been put into the % of Ethnic codes reported. Training material and guidance have been circulated with the intention of reducing the number of patients with ethnic codes of “not stated”.
	


	Drug misusers sustained in treatment: Increase in the percentage of users sustained in treatment for 12 weeks

Stuart Hatton
	Increase the participation of problem drug users in drug treatment programmes by 100% by 2008 (from a 1998 baseline); and increase year on year the proportion of users successfully sustaining or completing treatment programmes.
	Achieve
	The information is collected by the teams and forwarded via the PCT to the NTA- it includes data from the Advantage system, finance info and narrative information from the services on issues in the teams.

Q2 information showed
ACDAT 70%
BCDAT 81%
 

Following an agreed action plan for ACDAT the Nov data showed
ACDAT 77%
BCDAT 85%
 

The Q3 data has not been released and discussed with the teams as yet and the overall Bradford data for Q3 is also not yet available.
	

	Experience of patients

Director formally Chris Bielby – to be reassigned (Nick Morris covering)
	Secure sustained national improvements in NHS patient experience by 2008, ensuring that individuals are fully involved in decisions about their health care, including choice of provider, as measured by independently validated surveys.

	Achieve
	2008 patient survey issued in March 2008

	


	Infection control

Nick Morris
	Achieve year on year reductions in methicillin resistant Staphyloccus aureus (MRSA) levels, expanding to cover other health care associated infections as data from mandatory surveillance becomes available.
As at March 31st 2008, has the trust a local target for Clostridium difficile infections, agreed with the appropriate PCT commissioners? 

Trusts should answer yes or no.


	Achieve

Achieve
	No outbreaks of MRSA  or Clostridius Diff
New target in 2007/08


	


	Obesity: compliance with NICE guidance 43
Andrew Gunnee
	Tackle the underlying determinants of ill health and health inequalities by halting the year on year rise in obesity among children under 11 by 2010 (from the 2002/2004 baseline) in the context of a broader strategy to tackle obesity in the population as a whole.
	Constructor now published under review


	i) The Trust continues to develop and improve the staff menus in conjunction with the dietry service and "Healthy Heart" initiative.

ii) Cycle to Work - A feasability report has been undertaken to introduce the Governments "Cycle to Work" iniative .  To promote cycling to and from the workplace through the subsidised purchase of a cycle and accessories.

iii) Lunchtime walks are supported across the Trust with pathways identified and available across various Trust sites.  A previous scheme for a footpath intended for Lynfield Mount Hospital will be re-visited to see if alternative routing would allow the iniative to progress.
	

	Schizophrenia – compliance with NICE guidelines

Simon Baugh
	Substantially reduce mortality rates by 2010 (from the 'Our healthier nation' baseline, 1995 -1997) from suicide and undetermined injury by at least 20%.
	Constructor now published; under review


	Need to conduct an audit in accordance with the criteria published by NICE; to be included in the Trust Audit Plan for 2007/08

Schizophrenia NICE guidelines not due out until 2008-09, last one was 2002,we have data on the old guideline. Plus suicide data by diagnosis.
	



1.2 Standards For Better Health - Core and Developmental Standards
Exception Report – half year assessment:

Standard C9  relates to Records management
C9: Health care organisations have a systematic and planned approach to the management of records to ensure that, from the moment a record is created until its ultimate disposal, the organisation maintains information so that it serves the purpose it was collected for and disposes of the information appropriately when no longer required.
The Trust received a report from the Internal Auditors – West Yorkshire Audit Consortium in July 2007 which summarised that at this stage it had ‘Limited Assurance’ on the compliance with acceptable Records management. 

The Director of Facilities and Informatics has taken a paper to EMT that details an action plan to comply with the requirements of the standard.  It has been discussed with Internal Audit and is now within a detailed audit plan to be ready for October 2008.
Standards C4a and C21Infection Control
The Trust is aware that the Healthcare Commission will be revising its guidance regarding the Standards relating to Infection Control. As such, the Trust anticipates that compliance will be required to closely match expectations of meeting the ‘Heath Act’ – Code of Practice as regards Infection prevention and Control.
The Trust is working with the Infection Control team to identify improvements in ‘surveillance’ and accountability arrangements to ensure compliance. The Trust is confident that compliance will be met but until final wording of the Standard is received wishes to note the work required against this Standard.
It is important to note that addressing the increasing requirement in year should constitute assurance against the Standard as there is no evidence of failure of systems to date.
1.3 Use of Resources
This section will be covered by Finance Papers to the Trust Board and by separate assessment under ‘ALE’ – Auditors Local Evaluation.
2
SHA Indicator Set

2.1
IM&T Indicators 
Director – Simon Baugh

There are six IM&T indicators monitored by the SHA based on the local IM&T Plan, which was included in the IM&T Strategy.  The Trust currently complies with five indicators and plans are in development to meet the remaining indicator.

Indicator not met:
· To have a clear data handling policy for staff that reflects the requirements of the care records guarantee, with disciplinary policies that adequately reflect its’ importance.  This action is due to be completed by the end of February 2008.
This indicator relates closely to HCC Standard C9 and C13c on Records Management and Information Governance.

Whilst meeting 5 of the 6 elements the final indictor is due to be met March 2008.
3
Service Delivery Strategy
3.1
Local Delivery Plan and Joint Commissioning Group Targets
Director – Stuart Hatton

These are indicators set by the Primary Care Trust and the Council with the Trust.  The PCT are currently performance managed by the Department of Health. Trust performance is assessed via the Local Delivery Plan and Service Level Agreements. They represent important targets for the Trust. 

3.1.1
Number of people seen by Assertive Outreach


Commissioning of assertive outreach services

Target - Substantially reduce mortality rates by 2010 (from the “Our Healthier Nation” baseline 1995-1997) from suicide and undetermined injury by at least 20%.

The annual target is indicated by the blue dot on the chart below.  The target will remain the same for 2007/08 as it is based on the statistical prevalence of severe and enduring mental health problems in the population and is not based on the assessed needs of the population.
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Issues:
A.O.T. Initial work to ensure users who require AOT are seen by the service has resulted in significant improvement in performance in Q3.  

Action:
The actions taken to remedy performance should produce a sustainable upward trajectory

3.1.2
Enhanced CPA - Seven day follow up

Director – Stuart Hatton








The target for this indicator is 100%

Substantially reduce mortality rates by 2010 (from the “Our Healthier Nation” baseline 1995-1997) from suicide and undetermined injury by at least 20%.
This is an important indicator. Evidence from the ‘Confidential Inquiry into Homicides and Suicides’ – L Appleby et al indicates that a significant number of suicides occur with this client group – follow up within 7 days is seen as an intervention aimed at reducing such risk/incidence. The standard is that services make ‘face to face’ contact with every person within 7 days of discharge. Currently the indicator allows for contact being made either by telephone or in person. Good practice is that all contacts should be in person and the exception should be by telephone.

The table below shows the number of people on enhanced CPA who were discharged from hospital who received a contact within 7 days of discharge. 

Quarterly Overview
	Time Period

	Number of discharges
	Number followed up
	Percentage followed up

	Q1 2005/06
	97
	67
	69%

	Q2 2005/06
	98
	50
	51%

	Q3 2005/06
	90
	54
	60%

	Q4 2005/06
	77
	66
	86%

	Total for 2005/06
	362
	237
	66%

	Q1 2006/07
	113
	77
	68%

	Q2 2006/07
	122
	81
	66%

	Q3 2006/07
	138
	107
	78%

	Q4 2006/07
	167
	158
	95%

	Total for 2006/07
	548
	410
	75%

	Q1 2007/08 
	172
	146
	85%

	Q2 2007/08
	213
	198
	93%


Q3 2007 Month on Month Overview

	Time Period

	Number of discharges
	Number followed up
	Percentage followed up

	October 2007
	83
	79
	95%

	November 2007
	76
	72
	95%

	December 2007
	56
	42
	75%


Note: The December figure is low as not all contacts were entered into TotalCare when the extract was done, a list is sent to the teams for manual commentary to create a final percentage which is higher
Issues:
Significant improvement in data entry discipline has seen a positive impact on performance in Q3
Actions:
Further work is ongoing to ensure this discipline is maintained
3.1.3 Ethnic Category Data quality
Directors – Stuart Hatton and Andrew Gunnee





The Healthcare Commission Key Performance Indicator on data quality for ethnic group is based on the Hospital Episode Statistics.
This table is compiled from community contact data for all services for June 06 to December 07 and shows the number of contacts and the percentage with ethnicity coding recorded as ‘not stated’.
National comparative figures will be included when up-to-date figures are available.

	Month
	Number of contacts
	Number not stated
	% of not stated

	June 06
	4427
	488
	11%

	July 06
	3816
	394
	10%

	August 06 
	3082
	353
	11%

	September 06 
	3197
	272
	9%

	October 06 
	2585
	268
	10%

	November 06
	4997
	524
	10%

	December 06
	4822
	350
	7%

	January 07 
	9738
	863
	9%

	February 07
	7649
	506
	7%

	March 07
	8643
	658
	8%

	April 07
	7172
	335
	5%

	May 07
	7747
	563
	7%

	June 07
	7862
	471
	6%

	July 07
	9750
	736
	8%

	August 07
	9207
	624
	7%

	September 07
	12082
	647
	5%

	October 07
	16834
	670
	4%

	November 07
	11396
	488
	4%

	December 07
	9767
	464
	5%


The target was to have 95% valid ethnicity by the end of December 2006 and 100% by the end of March 2007, for new contacts.
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Issues:
There has been a significant increase in the number of contacts recorded in the 12 months shown in the table above.  This is due to the inclusion of CAMHS and LD information.  Although, most areas are showing an improvement, there are still some “teething problems” in these areas.  If not for this, the overall rate would be around 98% with a valid code.

Action:

1. Work has been done in regard to the ethnicity coding processes in CAMHS.  This has identified that ethnicity is rarely included on referrals and has to be collected once the young person has engaged with our services.  Collection of ethnicity can only be improved with the cooperation of GPs.
2. All teams have been asked to review their current caseloads to update the details on ethnicity and discharge clients who are no longer receiving services.  This will ensure that the information is based on accurate data.
3.1.4
Consultant Out Patient Did Not Attend (DNA) rate

Director – Simon Baugh
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First consultant DNA rate.

· The chart is an “aggregate” for the whole Trust, including data from all adult sectors, elderly and LD services, so is hard to interpret, as improvements in one area may be masked by another area.

· It will include clients who have DNA ed their first appointment and are sent a second appointment which is also a DNA.
· The chart shows no statistically significant change over the reporting period. There is no evidence of any improvement or worsening of the overall DNA rate.

The Consultant DNA rate for both new and follow-up clients was audited by 3 doctors, the audit included a postal survey of non-attenders. (41% response rate) and reported to the November 2007 Medical Audit Group. Key findings were:-

1. National all speciality first episode DNA rate was 11.5%. National Psychiatry rate was 26.5%. The Care Trust first episode DNA rate is 22.1% (below national MH average).

2. From the audit sample, 20% of the sample were first episode DNAs. It also showed 40% of first episode DNAs were from an ethnic minority background, and twice as many males than females failed to attend their first appointment.

3. The DNA rate varied by care group and sector (from 7% to 54%).

Action. 
A new policy for the management of all DNAs based upon national best practice and local audit findings is being produced by one of the AMDs. 

The impact of this policy will be monitored by reporting on the DNA rate by sector and care group. It will be re audited six months after implementation.
3.1.5
Waiting times for Out Patient Appointment

Director – Simon Baugh








Waiting times calculated from GP referral to first consultant outpatient appointment as at the end of December 2007.

	Outpatient Waits
	Specialty
	Total

	
	
	

	 
	Elderly
	12
	57

	0 to 4 weeks
	Memory Assessment
	0
	

	 
	Mental Health
	45
	

	 
	CAMHS
	0
	

	 
	Learning Disabilities
	0
	

	 
	Elderly
	3
	16

	4 to 8 weeks
	Memory Assessment
	0
	

	 
	Mental Health
	13
	

	 
	CAMHS
	0
	

	 
	Learning Disabilities
	0
	

	 
	Elderly
	0
	0

	8 to13 weeks
	Memory Assessment
	0
	

	 
	Mental Health
	0
	

	 
	CAMHS
	0
	

	 
	Learning Disabilities
	0
	

	 
	Elderly
	0
	0

	13 to17 weeks
	Memory Assessment
	0
	

	 
	Mental Health
	0
	

	 
	CAMHS
	0
	

	 
	Learning Disabilities
	0
	

	 
	Elderly
	0
	0

	 
	Memory Assessment
	0
	

	17+ Weeks
	Mental Health
	0
	

	 
	CAMHS
	0
	

	 
	Learning Disabilities
	0
	



Issue:

There were no breaches of waiting times targets during quarter 3 and no potential breaches of either the 13 or 18 week targets are forecast.
Action: 

1. As a result of more stringent Department of Health targets, the monitoring periods are now 5, 11 and 13 weeks.  
3.1.6
Number of people using Crisis Resolution

Director – Stuart Hatton








The activities carried out by Crisis Resolution Team which are monitored nationally, up to the end of quarter 3, are as follows:

	Crisis Team
	Total assessments carried out
	People receiving Crisis Resolution services (cumulative)
	Accepted referrals

	 
	06/07
	2007/08
	06/07
	2007/08
	06/07
	2007/08

	 
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3

	City & South West Team
	139
	116
	108
	110
	268
	52
	115
	186 
	98
	52
	91
	 99

	North & Airedale Team
	138
	138
	119
	115
	165
	58
	93
	120
	61
	71
	56
	61

	BDCT Total
	277
	254
	227
	225
	433
	110
	208
	 306
	159
	123
	147
	 160


The table above outlines the total number assessments carried out by the Crisis Resolution teams, (whether or not the person was then accepted for service), the count of people receiving Crisis Resolution services and the number of referrals accepted into the service.  It is possible for one person to have several accepted referrals but the person will only be counted once.  The number of people is cumulative from the beginning of the financial year.

Issues:
Bradford and Airedale tPCT has a target of 1298 accepted referrals in the year.  The current total is 430, the predicted year end figure based on the last three quarters is 573.
Trust board has recently approved a recovery plan linked to system redesign and increased resources.  Implementation plan linked to a target trajectory is being established to ensure improved performance.
Action:

Discussions are taking place at the highest level with the PCT regarding the funding and staffing of Crisis Resolution services.

3.1.7 Admissions and Bed Occupancy of Young People
Director – Stuart Hatton

             



Table 1 and Table 2 show the number of admissions to adult wards in respect of clients who are aged less than 16, those aged 16 to17 and those aged 18.

The trust is monitoring admissions of under 16 year olds into Adult wards against its target of zero admissions.

Table 1:  Clients known to the CAMHS service
	Age Group
	Under 16 years
	16 to 17 years
	18 years old

	Time Period
	Admissions
	Bed days
	Admissions
	Bed days
	Admissions
	Bed days

	Q3 2005/06
	1
	5
	2
	20
	0
	0

	Q4 2005/06
	1
	16
	1
	24
	0
	0

	Q1 2006/07
	1
	3
	0
	0
	2
	16

	Q2 2006/07
	0
	0
	0
	0
	1
	24

	Q3 2006/07
	0
	0
	0
	0
	3
	23

	Q4 2006/07
	0
	0
	1
	11
	0
	0

	Q1 2007/08
	0
	0
	1
	28
	0
	0

	Q2 2007/08
	0
	0
	4
	86
	0
	0

	Q3 2007/08
	0
	0
	1
	2
	0
	0


Table 2: Clients from other services/ specialties
(i.e. Adult, Forensic, Learning Disabilities)
	Age Group
	Under 16 years
	16 to 17 years

	Time Period
	Admissions
	Bed days
	Admissions
	Bed days

	Q3 2005/06
	0
	0
	5
	36

	Q4 2005/06
	0
	0
	2
	15

	Q1 2006/07
	0
	0
	1
	17

	Q2 2006/07
	0
	0
	3
	30

	Q3 2006/07
	0
	0
	4
	79

	Q4 2006/07
	0
	0
	3
	5

	Q1 2007/08
	0
	0
	1
	13

	Q2 2007/08
	0
	0
	2
	50

	Q3 2007/08
	0
	0
	0
	0


Issues:
The Mental Health Act Commission, the Trust and our partners would not wish to see children admitted to adult wards. For 2007/08:-

· There have been no admissions of children under 16 years since Q1 2006

· There are a small number of 16-17 year olds admitted from other service areas into the Adult wards.  Under the current definitions, anyone aged over 16 who has left school is classed as an adult.  The 16 and 17 year olds who are admitted come under Adult services because they have left school.
There are NO locally available commissioned and accessible CAMHS specialist beds. A ‘regional review’ is examining the required provision and commissioning structure.

These figures have been monitored internally for some time.  It is now understood that this information will be required nationally in the near future.  The Department of Health and SHA have confirmed that admissions of 16 year olds or younger will constitute an SUI and require investigation by the responsible PCT.
Action: 
1) The Young Adult Mental Health Service (YAMHS) project is looking at the provision of age appropriate services for young people aged up to 25 years.
3.1.8 Readmission Rate (All specialties)





Director – Simon Baugh

This represents inpatient readmissions within a period of 28 days within the trust. This does not include individuals who are readmitted within 28 days to other providers. This represents activity for all specialities, excluding Learning Disabilities.
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	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sept
	Oct
	Nov
	Dec

	Discharges
	163
	165
	172
	135
	156
	 174
	 158
	147 
	124
	151
	122
	107

	Re-admissions
	4
	3
	2
	2
	4
	 6
	 7
	 9
	8
	7
	8
	3

	Readmission rate
	2.5
	1.8
	1.2
	1.5
	2.6
	 3.5
	 4.43
	 6.12
	6.45
	4.64
	6.56
	2.8


Analysis of Readmissions. All Specialities.

General Comment
· The Trust overall average 28 day readmission rate is 3.3%.

· The rise of 7 points from March to September is a statistically significant variation, as is rise in the period from August to November, with 4 out of 5 data points above 1 standard deviation.

As the chart is a combination of data from separate operating systems, the rate of 28 day readmissions have been further analysed by care group & sector.

Elderly
Comment/Discussion:- 

· The elderly care group readmission rate is in control.

Adult Sector analysis:-

Comment/Discussion:
· The adult care group follows the profile of the Trust total graph, suggesting the rise in 28 day readmissions lies within the adult care group.

· The mean readmission rates for the adult sectors are

· City

3.3%

· SW&W 
3.6%

· North

4.7%

· Airedale
5.9%

· Craven
 6.6%

· There is a probability that the rate in the Airedale sector is rising (56% probability).

· There have been 2 peaks of readmission in the City & SW sectors in August & September which appear to have contributed to the overall trust rise in readmissions.

1. Further work needs to be done to identify & remedy the causes of the 2 readmission “spikes” in City & SW sector, identifying if possible any specific causes.

2. The different rates of readmission between sectors needs further investigation.

3. regular monthly reports of readmission rates by sector & care group should be produced for review in Care Group teams.

3.1.9 Direct Payments
Director formally Chris Bielby – To be reassigned





Direct payments are a device to encourage empowerment of service users to make their own choices in health and social care. It involves an agreement to allow a service user direct access to a budget which they can then use to purchase elements of support. The initiative is part of the broader government agenda to shift the balance of power towards the consumer.

The performance reporting process for this target is under development. The following details indicate the number of individuals who are currently engaged in a Direct Payment agreement set against the target for 2007/08002E
	Category
	Target

07/08
	Q2 position
	Target 07/08
	Q3 position

	Mental Health 
	17
	25
	17
	19

	Learning Disabilities

	62
	76
	62
	94


NB: Team figures from September 2007 (End of Q2)  onwards will be calculated according to source of Referral, rather than Financial Code from Commcare, this should provide a more accurate reflection of ongoing work across all Adult Services to promote Direct Payments in Bradford.

3.1.10
Campus Beds (LD) Indicator






Director – Stuart Hatton
	Category
	Target
	Q1 position
	Q2 position
	Q3 position

	Campus beds
	0
	0
	0
	0

	Campus beds Average length of stay
	0
	0
	0
	0

	Assessment and Treatment beds
	
	10
	10
	10


Campus beds are what were previously defined as “old long-stay” beds.  The beds in the Highfield Unit are all Assessment and Treatment beds.  

Whilst the Trust have no Campus beds clients who remain in a treatment bed fit the campus client criteria.
A campus client is where the client has been in an Assessment and Treatment ward for over 18 months.
Issues:

Length of stay is normally calculated on discharge.  There were no LD discharges in the quarter; therefore no length of stay has been calculated
Action:
Calculate length of stay for unfinished episodes.

3.1.11 Bradford Council Performance Indicators



These are the KPI’s agreed with the Local Authority earlier in the year The data needs to be verified and the  year to date  activity will be presented to the board in February.
	CARE TRUST - KEY PERFORMANCE INDICATORS

	PERIOD: 2007/08 to 2009/10

	PI REF
	Definition

	CT2 a
	No. of LD service users in receipt of direct payments

	CT2 b
	No. of MH service users in receipt of direct payments

	CT3
	No. of residential & nursing home placements for Mental Health service users 

	CT4 a
	Respite Care in LD - No. of clients who are using respite services across all providers. 

	*CT4b (NEW)
	Respite Care in LD - Total No. of overnight stays provided as a percentage of of the total number of nights available 

	CT5
	No. of referrals to crisis resolution team 

	CT6 a
	Ethnic monitoring - the % of LD users where we have accurate ethnic code recorded 

	CT6 b
	Ethnic monitoring - the % of users MH where we have accurate ethnic code recorded 

	*CT6 c (NEW)
	Ethnic monitoring - the % of new referrals to MH where we have accurate ethnic code recorded 

	CT7
	Number of carers over 65 for people with LD who have received an assessment during the year

	CT8
	FACS assessments for people with MH as from 1st April 2007 

	CT9
	No. of full needs assessments completed for those identified as having moderate needs in LD 

	CT10
	No. of New Clients per the RAP Definition with a completed new assessment during the year.


Action:  The Trust is actively working with the Local Authority to assess performance against target.   The data will be produced through Information Services to ensure accuracy and triangulation with other data returns.

3.2 Internal targets
3.2.1 Information Governance

Director Simon Baugh








The following graph shows the number of requests received under the Data Protection Act in the previous 12 months. There were 24 outstanding requests at the end of December 2007. 

Data Protection Act
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The following graph shows the number of requests received under the Freedom of Information Act in the previous 12 months. There was 1outstanding request at the end of December 2007.

Freedom of Information Act
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General comment
Whilst these two graphs give an indication of the requests and completions it does not give detail of compliance with the reporting requirements.  The presentation will be amended in the April performance report.
3.2.2
Bed Occupancy and Admissions
[Airedale In-patient units]

Director Stuart Hatton









This indicator was included in performance reports to ensure we were tracking likely demand for beds against the available capacity in the Airedale Services.

As the services have now been transferred to the new unit the data is no longer relevant as previously captured.
3.2.3
Home Treatment Service
As previously indicated, the SHA have commissioned CSIP and NIMHE to review Crisis Resolution and Home Treatment services across the SHA.  They have indicated that they will be looking at 

· Data collection, reporting, counting definitions

· Gateway function

· Fidelity to model (and model in flexibility) and associated resources

· Relationship with A & E (and conversion / pathway)

· Typical processes

· Review of original formula (weighting)

· National picture of progress

· Current Targets – current reporting

N.B. The following four control charts all relate to the Home Treatment Service.


[image: image8]
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[image: image10]
These three graphs indicate that, while occupancy rates are low (Home Treatment in Bradford has a notional 20 beds), the number of admissions is fairly constant.  This indicates that admissions are of a shorter duration than was previously recorded.

[image: image11]
The actual target which the SHA is not achieving relates to Home Treatment episodes, which equates to discharges.  The graph above for weekly discharges shows that the number has been fairly static since the beginning of the financial year.

The target set would indicate either that there should be more activity or that the target has been incorrectly set.

Action: 

Participate in the SHA review and take appropriate action.

3.2.4       User Involvement in Staff Recruitment




Consistent with its belief about empowering service users and carers and involving them in all levels of decision making, the Trust has set itself a target for engagement of service users in recruitment interviews for relevant staff. Target set is 50% by October 2007.

Mental Health

	Time Period


	Number of interviews
	Number of service users
	Percentage compliance

	Q4 2007/08
	55
	11
	20%

	Q1 2007/08
	28
	8
	29%

	Q2 2007/08
	47
	10
	21%

	Q3 2007/08
	31
	7
	23%


Learning Disabilities

	Time Period


	Number of interviews
	Number of service users
	Percentage compliance

	Q4 2006/08
	82
	24
	29%

	Q1 2007/08 
	26
	9
	35%

	Q2 2007/08
	31
	5
	16%

	Q3 2007/08
	36
	9
	25%


3.3
Workforce Indicators


3.3.1
Staff Turnover
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The data for this quarter indicates that Labour Turnover is running at approx. 2% over the NHS West Yorkshire average.
Analysis of the reasons for leaving for the period to October to December 2007, indicates that ‘Voluntary Resignation’ and ‘Retirements’ were the largest groups of leavers at 64.44% and 30% respectively.

Employees recorded as remaining within the NHS showed as 14.44% of the overall total of leavers.  This is compared to 15.55% of leavers stating that they were leaving the NHS.  53.33% however, did not disclose their destination on leaving. 
Action: 
· The number of leavers and the reasons for leaving will continue to be monitored to establish any major trends.
· Data on the stability of the workforce and will be looked into for the next report.

Note:

A more sophisticated method of data collection is to be considered.  This will enable future reports to include data on involuntary and voluntary leavers in a more detailed format.

3.3.2 Sickness and Absence Rates
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The sickness figures over the last quarter show an overall increase compared to the percentage for the previous quarter.  

At present, this is due to some technical issues with the reports available on the ESR system.  The reports are not calculating correctly and the end results appear to be approx. 1% to 1.5% higher across all Trusts using ESR.

 Even allowing for this anomaly however, the figures still show an increase of approx 0.5% over the 3 months, and shall therefore be monitored more closely for any trends or underlying issues.
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Issue:

The above chart shows the sickness absence rates from Apr 06 to November 2007 in a Process Control Chart.  This indicates that the Trust mean sickness rate is  6.63%. 

Actions: 
· The revised Attendance policy has been processed through the Policy Group.  The Personnel and Development department has carried out a series of Management Development workshops which included practical advice and support for managers in dealing with absence issues.
· The Personnel team are also targeting support to managers in areas where absence is above the Trust average. 

· Areas with the highest levels of sickness are being analysed along with related data to see if any themes emerge (for example capability procedures, incident data, complaints and the number of staff without a ROAD) to demonstrate further progress towards an integrated performance report and allow the Trust to triangulate data to identify service area ‘hot-spots’.
Recommendation:
The Trust will benchmark sickness rates relating to comparable public sector service providers, e.g. MH Trusts nationally or Health or Social care providers in Bradford in order to determine whether a different target level should be set as an appropriate benchmark. 
3.3.3
ROAD Status
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At any one time, there are approximately 5% of staff considered to be ‘new starters’, ‘leavers’ or people on long term leave/absence e.g. maternity. As a result the Trust Board agreed to re-set the Target to 95% compliance as indicated in the chart above.

The chart shows data up to the end of December 2007 the overall figures for the number of staff having a ROAD meeting recorded on the ESR database. 

There has been a steady increase this quarter in the figure for current ROAD information being recorded on the system; however, results from the staff survey indicate that 79% of staff have stated they have had an appraisal. This may be indicative of a paperwork issue as opposed to no reviews being held.

Action: 
1. Outstanding ROAD information to be provided as part of a quarterly Care Group report. Continued performance reporting of ROAD at departmental level to be managed via the Directors for those areas.

2. KSF gateway information is now being input to the ESR system and should be ready to be incorporated in next quarters report.
3.3.4
Consultant Appraisals


Appraisals for Consultants stand at 100% for this round.


3.3.5
Staff Ethnicity
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This information is updated every 6 months.

Issue:

The data for the last 6 months indicates a decline in the number of staff from BME backgrounds. Previously the Trust set a target of a 1% increase year on year in order to mirror the overall BME population figures by 2011. The Trust has consistently not met this target and the target figure has not been revised to reflect this. Further discussion and action needs to be agreed in order to address this and to ascertain the reasons for this worsening the picture.

Action: 

1. The Executive Management Team to discuss and agree revised targets and positive actions for increasing the BME workforce within the Care Trust. Particular attention to be made to specific BME communities and working towards ensuring the future workforce is truly representative of these local communities.

2. The funding for the Employability Programme (a programme focusing on enhancing skills and confidence of local people) ceased in March 2007 and further funding is now being sought via regeneration monies and a Trust business case. Such projects aim to increase the representation of minority/disadvantaged groups within the Trust but do not specifically focus on BME groups. 

3. The FIS project is currently underway in collaboration with Bradford PCT. An element of this project is to make sure all necessary steps to attract and retain a diverse workforce which reflects our local population are undertaken by the Trust. This issue will be discussed at the next FIS HR group in order to agree what positive actions can be taken forward collaboratively.

4. Continued use of legal drivers (Race Relations Act 1976, Disability Discrimination Act 1995, etc.), policy drivers (NHS plan, Vital Connection, Ten point action plan, etc), and the HR strategy.
3.3.6
Agency Expenditure
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Please note that, now that figures are being looked at on a rolling 12 months basis, there may be questions raised about individual month's variances in March, April and May that were not necessarily highlighted when reports were on a quarterly basis.

The pattern of unusually high, low then high costs for March, April and May respectively is mainly due to year end procedures and the fact that Finance do not report at Month 1 (April) in the new financial year.

In a normal month, invoices paid plus any invoices in the system (but not yet paid) will be included in the figures. Any charges due that were not in the system would be picked up in the following month.

At year end, the timetable allows longer for outstanding invoices to be picked up and charged to the correct financial year and this is what often leads to a higher cost for March.

Because we do no formal reporting for April, there are no accruals done for unpaid invoices, leading to low costs in that month. Consequently, May figures will include these, together with the usual accruals, giving a higher than usual cost.

3.3.7
Trust Vacancies










More accurate data has been gathered for this quarters report and is shown in the chart below.  The percentage of vacancies against establishment is also shown in readiness to benchmark like for like data with other trusts.  Current vacancies total 154.11 WTE and the vacancy percentage against establishment stands at 6.82%.
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The vacancies are split down below into vacancies by staff group:

Senior Manager – 4 wte

Admin & Clerical – 14.51 wte

Ancillary Staff – 5 wte

Qualified Nurses – 4.6 wte

Allied Health Professionals – 1 wte

Health Care Assistants – 125 wte

A piece of work is currently underway between Finance and HR to implement the current work structure onto the ESR system.  This will include funded establishments indicated by the team budget settings; and would then   enable more accurate and information data to be obtained for future reports.
Action: 

· Work structures to be clarified and replicated within the ESR system

· Funded establishments to be agreed with Finance
Recommendation:

· Benchmarking data to be obtained from other Trusts for comparison and performance measuring.

3.4
Finance and Estates targets

In line with the future development of Foundation Trust status, the Trust is exploring what finance efficiency ratios would be usefully reported to the Board on a quarterly basis. It is possible these will be reported elsewhere (in the monthly Finance reports) in which case this area would then be left blank.
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