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Abstract Background. Monitoring and researching
clinical care calls for comprehensive clinical databases.
In mental health care these need to cover all aspects of
the care of each patient and to accommodate the com-
plexity of care which may last from weeks to years. This
paper describes the pilot work for a mental health
clinical database intended to be implemented through-
out the English National Health Service. Methods: In
collaboration with three pilot sites, a set of data extracts
was defined which could reasonably easily be produced,
mostly using existing statistical data collection systems.
Software was designed to integrate these extracts into
patient-based records describing overall spells of mental
health care. These data were extracted from their sys-
tems for a 6-month pilot period. Results: Two of the
three sites produced data sets, which appeared to give a
reasonably complete account of the work undertaken in
the pilot period. Known differences in service design and
clinical perspective between the two sites were clearly
reflected. Conclusions: The approach to extracting and
collating the data is workable within existing resources
and produces illuminating data for clinical audit, man-
agement and planning. Completeness and accuracy of
data is likely to be a continuing problem, as for any
routine data capture exercise. However, the process of
integrating data from several channels assists this, as
inconsistencies become apparent and can be tackled.
The approach is now being implemented throughout
England.
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Introduction

Developments in both management and research are
indicating the need for a more sophisticated approach to
data collection in routine clinical practice.

Those managing and planning health services are
increasingly being called upon to ensure optimal clinical
outcomes and a good experience of treatment for
patients, while using resources parsimoniously. In
England, this new agenda is termed ‘clinical governance’
(NHS Executive 1998). In most areas of clinical practice,
routinely gathered information lacks the patient-centred
structure and clinically rich scope to monitor such goals.

At the same time, Black (1997, 1998) has recently ar-
gued that progress in clinical research work is impeded by
the inevitably limited size and scope of studies based on
specially collected data. While administrative data
sources have been the subject of research for many years,
he suggested that a new approach, combining adminis-
trative data with clinical observations, to give an analy-
sable picture of the care received by all patients, would
give a broader perspective and allow the range and
complexity of the problems of real patients treated in
‘normal’ settings to be addressed. For mental health care
research, this type of approach has particular relevance
because of the multifaceted nature of both problems and
interventions, and the substantial human elements in-
fluencing care outcomes. Conventionally structured
studies of mental health service effectiveness (for example
the UK 700 study, Burns et al. 1999) commonly produce
ambiguous or conflicting results. This suggests a need for
data sources with much wider coverage, so that patterns
of variation in rates of service usage and treatment ef-
fectiveness can be studied in their own right.

But establishing large-scale clinical databases is a
complex task, as recent American, Australian and New
Zealand publications on this issue illustrate (Leginski
et al. 1989; Morris Yates and Andrews 1997; New
Zealand Mental Health Information National Collec-
tion 1999). Detailed definitional standards covering both
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administrative and clinical aspects of recording are
needed. The data items, the conceptual framework in
which they are set, and the data extraction and trans-
mission arrangements must be relevant to the wide range
of administrative contexts, service delivery styles and
information system arrangements in which they will
need to be applied. For local health care provider or-
ganisations to make the greatest use of local data, in-
formation must also be returned from the centre in the
form of benchmarks tailored to the specific types of
clinical caseload found in different types of area.

The Department of Health in England has been
studying the feasibility of developing a national, patient-
based system for the collection of clinically focused data
about all patients seen by specialist mental health ser-
vices. This paper describes the principles underlying this
work and presents some findings from pilot work in
three sites. Its relevance is first to those developing
similar data sets in other countries and second in setting
out the issues involved in the interpretation of data from
this type of source.

Design and key considerations

Specialist mental health care in England is provided
jointly by local health service units (called ‘Trusts’),
which provide medical, nursing, psychology and other
types of treatment service, and Social Services depart-
ments of local government, which provide or organise a
range of residential, occupational and other supportive
services. Both types of agency have largely geographi-
cally defined, though seldom coterminous, areas of re-
sponsibility. Ideally, the data set should combine details
of all the types of intervention received by each service
user. In practice, in most places these are currently doc-
umented on several computer systems in both types of
provider organisation (Glover and Sinclair-Smith 2000),
necessitating a data assembly process.

The task of joining the several data streams for each
patient could either be done at the local care site or at a
central collation department (the strategy adopted in the
recent New Zealand model; New Zealand Mental
Health Information National Collection 1999). Experi-
ence in an earlier pilot study (Glover et al. 1997) indi-
cated that requiring local services (where problems could
be rectified) to undertake this linkage was more likely to
work. This made the local health services the leading
agency for the work.

The data set took as its basic record a ‘spell of care’
for a patient. This is defined as the time from when a
patient first has contact with the specialist service to the
time when they are discharged with no further care an-
ticipated. Within the period for which national data are
likely to be produced (a year), a few patients may have
more than one spell of care. These situations are clear
from the patient identifiers, and spell records can be
combined where appropriate, thus allowing for both
patient- and spell-based analyses.

The choice of data items for care spell records was
limited by practicalities of data collection. Basic socio-
demographic details and simple details of most types of
contact with Health Service staff were readily available
from existing information systems. Data relating clinical
assessments and treatments required detail from clini-
cians not currently recorded for statistical purposes.
Most difficult were data about social care interventions
(supportive accommodation, day centres, and domicil-
lary care workers), provided either by Social Services
partner agencies or by completely independent organi-
sations. Data on these were collected through the pro-
cess of Care Programme Approach (CPA) reviews. The
CPA is a quality standard, required by the Department
of Health, for patients of specialist mental health ser-
vices. The protocol, intended to improve the co-ordi-
nation of the various agencies caring for mentally ill
people, requires that all patients receive an initial as-
sessment of their care requirements, a written care plan,
an identified key worker and regular reviews. The wider
data items were obtained from databases of CPA care
reviews. A full list of the data items is shown in Table 1.

Pilot study

Pilot work was undertaken with three mental health care
provider Trusts, each responsible for a defined popula-
tion. These were chosen to reflect the range of service
and information system configurations in which the data
set would need to be viable. Trusts were required to
collect all data items routinely for a 6-month trial period
from December 1997 to May 1998 using, as far as pos-
sible, their normal information systems. Computer
software was provided to assemble it into the required
care spell format on the basis of consistent rules.
We hypothesised that:

1. Reported volumes of services delivered would rea-
sonably accurately match recent statistical returns by
the Trusts.

2. Reported volumes of activity would reflect numbers
of available staff and facilities.

3. Most activity would be linkable to individual patient
identifiers, which could in turn be linked to basic
socio-demographic data, thus providing the basic
characteristics of a large-scale case register.

4. The collated data would reflect local clinical service
patterns, intelligible in the light of local clinical policy
and experience.

Results

Hypothesis 1: comparison of reported service
volumes with national statistical returns

Volumes of the major components of activity were com-
pared with Department of Health returns for the year



Table 1 The mental health minimum data set. Each record re-
presents the part of a single Mental Health Care Spell, for a patient,
which falls within a specified reporting period, usually a year.
Where a mental health care spell lasts longer than the reporting
period, parts of it will be recorded in successive annual returns.
Where care items are marked Y /N, the item records only the pre-
sence or absence of a type of care, not the volume provided to the
patient (CPA Care Programme Approach, HoNOS Health of the
Nation Outcome Scales)

Patient details
1. Sex
2. Date of birth
3. Marital status
4. Ethnic group

Administrative details for patient
5. Local patient identifier
6. NHS number
7. Health authority of patient’s residence
8. Local authority electoral ward of patient’s address
9. GP practice code

Administrative details for care spell
10. Spell number in period
11. Mental health care spell start date
12. Source of referral
13. Mental health care spell end date
14. Code for how care spell ended
15. Days of mental health care spell in reporting period
16. Consultant’s specialty

CPA and legal status
17. CPA level at end of reporting period
18. Days of minimal CPA in reporting period
19. Days of more complex CPA in reporting period
20. Days of full multi-disciplinary CPA in reporting period
21. Key worker’s occupation code
22. Date last saw key worker
23. Days on supervision register within reporting period
24. Supervision register status at end of reporting period
25. Days liable for detention within reporting period
26. Days subject to supervised discharge within reporting period
27. Legal status at end of reporting period
28. Most restrictive legal status in reporting period
29. Care without patient’s consent under section 58 (Y/N)

Assessment and progress
30. Recent diagnoses (up to 6)
31. First HoONOS in mental health care spell (with date)
32. Most recent HONOS in mental health care spell (with date)
33. Worst HONOS in mental health care spell (with date)
34. Date of best HONOS in last 12 months (with date)
35. No. of Mental Health Act assessments within reporting
period
36. No. of community care assessments in reporting period

Care interventions
Hospital and residential
37. Psychiatric in-patient days within reporting period
38. Medium secure in-patient days within reporting period
39. Intensive care in-patient days within reporting period
40. Days of acute home based alternative to in-patient care
41. NHS community bed days
42. Non NHS funded residential or nursing home (Y/N)
43. Other accommodation where care is provided (Y/N)
44. No. of admissions to in-patent care within reporting period
45. No. of discharges within reporting period
46. In-patient stay lengths
47. Community survival times (intervals between admissions)

Day care
48. Attendances at NHS day care facility
49. Indicator of use of non-NHS day centre care (Y/N)
50. Sheltered work indicator (Y/N)
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Table 1 (Contd.)

Consultations and community contacts
51. Psychiatric consultant out-patient clinic attendances
52. Community psychiatric nursing contacts
53. Clinical psychology contacts
54. Occupational therapy contacts
55. Psychotherapist contacts
56. Physiotherapy attendances
57. Social worker contact (Y/N)
58. Social services domiciliary care (Y/N)

Treatment
59. Mental health treatment procedures
60. No. of administrations of electro-convulsive therapy within
reporting period

from 1 April 1997. This is not the totally circular com-
parison it appears to be, despite the fact that Department
of Health returns are produced in part from the same
information systems. It was designed to quantify the ex-
tent to which the computerised data capture systems were
actually supplemented by ad hoc arrangements for spe-
cific activities not conveniently recorded on the systems.
This set of Department of Health returns is also the sub-
ject of detailed scrutiny, as it is used for contract moni-
toring. Thus it forms something of a gold standard.

In the data for site A, where a new information sys-
tem had been installed relatively recently, all aspects of
clinical activity except clinic attendances to see doctors
showed a substantial (50-70%) shortfall or were wholly
absent. Data relating to nurse and day hospital contacts
showed a rapid build-up during the study period, indi-
cating that most parts of the system had not in reality
been implemented as early as system managers thought.
This data set was judged too incomplete to be useable.

For sites B and C, in-patient data showed occupied
bed numbers close to recent Department of Health re-
turns. Numbers of clinic attendances to see doctors or
contacts with psychologists and occupational therapists
recorded were 10-20% lower in the data extracted for
the study than in Department of Health returns. These
deficits resulted partly from activity in settings where
staff report contact totals on paper rather than making
computer records of individual events, and partly from
activity with children, not covered by the data set, but
which could not be separately identified in the Depart-
ment of Health figures. Day hospital activity for site C
was under-recorded by a larger margin (70%), perhaps
reflecting the need to recover these figures from hand-
written attendance books, as the computer systems did
not cover them.

Thus, with one exception, hypothesis 1 was reasonably
satisfactorily met in sites B and C, though it is clear that
sites are likely to have specific data capture issues to ad-
dress, even where systems appear to be comprehensive.

Hypothesis 2: activity in relation to staff numbers

The second hypothesis was that the reported volume of
activity would reflect a reasonable workload for the
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numbers of staff and facilities available to undertake the
work. Simple ratios of activity per staff member were
calculated. In site B, doctors (in clinic attendances) saw
5.1 patients per week, community psychiatric nurses
(CPNBs) 12.2, psychologists 7.8 and occupational thera-
pists (OTs) 18.9. Figures for the available numbers of
CPNs in this site were partly estimated, as some nurses’
time was shared between ward and community work.
For site C, corresponding figures were doctors 6.7,
CPNs 14.2, psychologists 22.7 and OTs 40.1. The figures
for doctors from both sites seem low, although it is not
clear exactly what they should be. Some junior doctors
spend most of their time working in in-patient or day-
hospital settings not attributable to specific patients, and
the figures presented here did not cover visits by doctors
to patients in their homes. It may also be that data from
some outlying clinics, perhaps in general practitioner
(GP) surgeries, was omitted. The difference in figures for
OTs is considerable, suggesting possible differences be-
tween sites in the way group sessions were recorded.
Figures for psychologists are more difficult to interpret,
since in England these staff work extensively through
secondary consultation with nurses, social workers and
other professionals — a style of activity not reflected in
patients’ contact statistics. Allowing for this, figures for
site C look plausible, those for site B look incomplete.

Bed occupancy was calculated in relation to numbers
of available beds (Department of Health 1997). In site B,
131 beds were available for patients aged 16-64. Activity
recorded in the data set accounted for 95.5 (72.9% oc-
cupancy). For older patients, 27 beds were available and
activity accounted for 25.7 (95.0% occupancy). In site C,
98 beds were available for patients aged 16-64. Activity
recorded in the data set accounted for 88.6 (90.4% oc-
cupancy). For older patients, 112 beds were available
and activity accounted for 81.5 (72.7%). These occu-
pancy rates were close to those published for the whole
year by the Department.

Thus the second hypothesis was less satisfactorily
met. In the case of in-patient activity, it mirrored other
estimates. For staff activity, the key conclusion was that
this, apparently sensible proxy measure of completeness,
was much less easy to test than anticipated.

Hypothesis 3: linkage of data to a master
patient index

The development of a master patient index is central to
linking the data where it is drawn from several sources.
Its central importance is that it provides a starting point
for consideration of the completeness of information
about all aspects of patient assessment and care.

In site B, extensive work had already been done on
marrying the two major computer systems in use as part
of the implementation of the new format National
Health Service (NHS) number (NHS Executive
Information Management Group 1993). Of the eventual
master patient index entries for the 7353 patients with a

spell of care in the relevant period, all recorded the pa-
tient’s sex, over 99% included dates of birth, 92% a
postcode (needed to assign patients to administrative
geographic areas with known population sizes), and
99% the patient’s GP. Marital status and ethnic group
were recorded only for 66% and 46% respectively. With
the exception of the patients postcode, data were gen-
erally more complete for patients using more intense
care.

In site C, data came from four information systems
with two separate numbering formats. The final master
index, to which all recorded activity linked, contained
3655 patients with a possibility that up to 5% might
have been duplicate entries. Full age and sex data were
available on 92%, postcodes on 55%, marital status on
56%, ethnic group on 59%, and GP on 67%. Marital
status, ethnic group, postcode and GP data were found
on CPA review and in-patient data. Completeness
broadly reflected patients covered by one of these
sources.

Hypothesis 3 was, again, partly satisfied. In sites B
and C it proved possible to produce a master index with
reasonable confidence that duplication was absent or
limited. In site A this issue was greatly facilitated since
the new system was centred around a single master pa-
tient index. The poorer completeness of marital status
and ethnic group data in sites B and C probably reflected
a lower perceived relevance of these data items in actual
care delivery.

Hypothesis 4: patterns of clinical care

Hypothesis 4 is more open ended. One issue is discussed
here: the numbers of people receiving a service. In site B,
7353 patients were in touch with the service, and be-
tween them received 7500 care spells in the 6-months —
prevalence of 24.1 patients per 1000 total population. In
site C, 3655 received 3692 care spells — a prevalence of
14.8 per 1000.

Table 2 shows more detail of this pattern in the two
sites for adults aged 16-64. While very different in
overall prevalence of care, the sites (which are fairly
similar in terms of deprivation characteristics) have
nearly identical rates of spells involving ‘complex’ care,
i.e. in-patient, day hospital, or ambulatory care with
more than one clinical discipline. The larger bottom-line
figure in site B arose partly from much larger numbers of
patients receiving care from a CPN alone, and partly
from the technical issue of more spells with no recorded
clinical activity. The first difference reflects site B’s local
policy commitment to accessibility, in contrast to site
C’s aim of focussing all available resources on the se-
verely mentally ill. At this simple level, hypothesis 4 is
satisfied.

These figures compare well with treatment prevalence
figures derived from psychiatric case registers. Sytema
et al. (1989) cite l-year prevalence figures of 11.1 pa-
tients for Verona and 31.5 patients for Groningen per
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Table 2 Care spells per 1000

population for patients aged Care Site B Site C Ratio B/C
16-64, by the type of case re- C : N
ceived. Figures in parentheses omplex care
are 95% confidence intervals; In-patient 1.8 (1.9-1.7) 2.4 (2.5-2.3) 0.7
figures in italics are subtotals or Day hospital care 0.3 (0.4-0.3) 0.3 (0.3-0.2) 1.2
totals Mixed consultation 4.0 (4.1-3.8) 3.3 (3.5-3.2) 1.2
All complex 6.1 (6.2-5.9) 6.0 (6.2-5.8) 1.0
Simple care®
Clinic visit to doctor 2.5 (2.6-2.4) 2.7 (2.9-2.6) 0.9
Community psychiatric nurse 9.3(9.6-9.1) 2.5(2.6-2.3) 3.8
Clinical psychologist 0.7 (0.7-0.6) 1.3 (1.4-1.2) 0.5
Occupational therapist 0.6 (0.7-0.6) 0.4 (0.5-0.4) 1.4
Other therapists 0.7 (0.7-0.6) 0.2 (0.3-0.2) 3.1
All simple 13.8 (14.1-13.5) 7.1 (7.3-6.9) 1.9
Any care 19.9 (20.2-19.5) 13.1 (13.4-12.8) 1.5
No contacts 6.9 (7.1-6.7) 1.6 (1.7-1.5) 4.4
All on books 26.7 (27.1-26.4) 14.7 (15.0-14.4) 18

#Care package including more than one clinical discipline. Patients in this group are assigned to the
highest level of care used, with in-patient first, day hospital second and mixed consultation third
® Consultations with one clinical discipline only

1000 adult population. Six-month prevalence figures
(which would be expected to be a little lower) were 22.9
patients in site B and 16.4 patients in site C per 1000
adult population. Fryers and Wooff (1989) described 1-
year period prevalence figures from the Salford case
register in Greater Manchester by 10-year age bands. In
the latest year they describe (1986), apart from patients
under 25 and over 75, these rates ranged from 26 to 32
per 1000 population in the age group. Six-month prev-
alence figures for patients aged between 25 and 54 from
site B were similar. (23-24 per 1000), while figures for
patients aged between 55 and 74 were lower, at 14-17
per 1000. Older and younger people showed similar
patterns. Rates from site C showed a similar profile, but
at a lower level.

Discussion
Quality and completeness of the data

The data were predictably incomplete, particularly those
items that had not previously been the subject of sta-
tistical returns. Experience from the introduction of
other new formats of national data gathering (most
notably psychiatric Hospital Episode Statistics in 1986)
would suggest that completeness will rise over the first
two to three years of actual collection. The raw data
format of the data set makes incompleteness more ob-
vious, and creative manipulation intended to present
services in an unwarrantably favourable light much
harder.

The largest source of incompleteness was data sought
from CPA reviews. Some data capture point where
clinical staff will set out assessments and care plans
cannot be avoided if these dimensions of meaning
and purpose are to be encompassed in the data set.
However, the concept of a mandatory formal review

structure with associated data collection is still relatively
recent and to some extent controversial in the English
Health Service, having arisen in a context of criticism of
current practice (Tyrer and Kennedy 1995). It is per-
ceived by some clinicians as onerous, particularly in
application to less severely ill or disabled patients. New
guidance requiring Trusts to establish electronic patient
records of these review conclusions (NHS Executive
1999) to assist clinical co-ordination may help.

The project did not have the resources to test directly
the accuracy of the data collected. Other studies have
demonstrated how the Health of the Nation Outcome
Scales (HoNOS) perform in near routine circumstances
(Wing et al. 1996; Trauer et al. 1999; Bebbington et al.
1999; Sharma et al. 1999; Amin et al. 1999; Slade et al.
1999). However, the completeness and accuracy of
routine data sets cannot be ascertained once, for all time.
Errors will vary between Trusts and over time. As with
all national statistics, these aspects of quality will need
long-term monitoring and occasional corrective inter-
ventions. The linkage between the various parts of the
data set makes testing its completeness a little easier, as a
range of questions about the likely service provision to
specific groups of patients can be explored.

The project worked within a fairly tight timescale,
necessary to the funding organisation. This contributed
to some incompleteness; for example, the HoNOS
training programme in one site was still running well
into the data capture period. Trusts’ early problems in
assembling data from their various systems, which
would ideally have been sorted out prior to the start of
the pilot periods, took time and resources originally
earmarked for improving data quality and working with
clinical managers on the local interpretation and use of
the data.

The project experienced at first hand the rapid turn-
over of information technology (IT) staff and facilities in
the health service. During its course, the key information
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officer changed in all three pilot sites — in one site twice.
In two out of the three Trusts, the IT arrangements were
simultaneously undergoing rapid transition. This level of
change is likely to pose more problems as the intro-
duction of electronic patient records makes information
support more central to clinical activity, and as the
current wave of mergers between neighbouring Trusts
necessitates integration of the different inherited com-
puter systems.

However, in all three sites in the present study, data
were recorded by the full range of clinical and admin-
istrative staff, in the course of their daily work.

Use of the data

For the two sites that produced data, all the adult and
elderly services provided by the Trusts to a whole pop-
ulation were covered. It was pleasing to note that, de-
spite its weaknesses, the data demonstrated clear
differences between the activity in sites B and C, which
could be related to differences in service design and
philosophy. It also provided numerical markers of sig-
nificant management issues. Long ago, Yates (1982)
noted the capacity of routine data sets, with their wide
coverage and large volume, to do this despite their im-
perfections.

The process of linking data from different sources
enhances this, making it possible to explore how con-
sistently events that should follow each other, actually
do. For example, in one site it was apparent that a sub-
stantial group of patients (local residents) received no
follow up after discharge from hospital — a pattern calling
into question the appropriateness of some elements of
bed use in the Trust. While neither the admission records
nor the contact records scrutinised to identify follow-up
is new, their linkage around the patient in the data set
reveals these wider patterns. Other explorations under-
taken covered the relationship between patients’ problem
and severity scores and the amount of services they
consumed, and the implications of population projec-
tions for service demand, assuming unchanged problem
prevalence and usage per patient. In both cases, the
linkage of all aspects of service activity to the individual
patient opened a new range of analytic possibilities.

Relevance of the study

At the same time as this study was being undertaken,
work to address the same set of issues was in progress in
Australia and New Zealand (cited in Introduction). A
recent declaration by the Council of the European Un-
ion called upon member states to ‘secure collection of
good quality data on mental health and actively share it
with member states and the Commission’ and invited the
Commission to ‘develop and implement, as part of the
Commissions health monitoring system, a component

£}

for mental health .... " .

The development of information about mental health
problems, needs and service use in populations is an area
of increasingly widespread interest. Probably many
reasons underlie this; the widely quoted evidence in a
recent World Bank report that mental health problems
account for around 10% of the total cost burden of
illness is the most obvious.

Inevitably, the specific results of research and devel-
opment studies are most interesting in the immediate
context in which they are undertaken. However, the
present study offers a number of general observations of
wider relevance. The difficult problems were practical
not theoretical.

No new data collection strategy has the luxury of a
clean slate of information systems. There is always a
legacy of systems designed for different purposes. If the
system is to be rolled out nationally, it is unlikely to be
possible to scrap all existing systems and start again. At
least the core of the information to be gathered thus
needs to be feasible within the data systems already
found in most local services. This places limits on the
scope of the data that can sensibly be requested.

In England, the information system arrangements
most commonly seen reflect the historical development
of requirements for statistical reporting, and more re-
cently billing, in the National Health Service. In other
countries, different patterns of accountability to
funding, overseer and administrative bodies will have
produced different patterns of information system.
However, in any country there is likely to be some
pattern, with a reasonably consistent definitional
framework, as a result of local reporting requirements.
For England, even though the statistical and billing re-
ports required over the last decade were not formulated
as comprehensive person-based accounts, their produc-
tion drove the development of data systems collecting
person-based raw data. The key task was thus to work
out a practically feasible way of collating all the data
about each person from these systems.

For an initiative of this type to succeed, it is necessary
to sustain support for it within the relevant government
department. Given the timescale involved, this is diffi-
cult. This data set took 5 years from the inception of the
first, less successful, pilot exercise (Glover et al. 1997) to
the final approval of the data set described here. In that
time, England has had a change of government, with
profound implications for many aspects of health policy.
As a result, a number of the considerations central to the
inception of the work were irrelevant by the time of its
completion. A number of details of the data set may
need to change in response to this type of development.
This is relatively unimportant, as detailed additions and
modifications will in any case continue to be made to
any data set after its implementation. The crucial con-
sideration is whether the underlying framework gives a
sufficiently general representation of the care being
provided to be robust to such modifications.

The task of data set development has many facets. To
complete it requires an understanding of the nature of



the clinical work concerned, the organisational arrange-
ment of services, the nature of data currently collected
and why it is required, the technical arrangements for
data collection in local services, and the data dictionary
and data modelling framework for the country’s health
statistics into which the system will need to be fitted. No
single individual is likely to have a full complement
of these skills. The process is likely to be speeded by
assembling from the outset a team that includes them all.

Conclusion

The aim of the project was to devise a method by which
a person-based clinical database could be constructed
for mental health care. Constraints were that it should
be derived from data that was currently or could
forseeably be collected as a matter of routine throughout
mental health services in the English NHS, with little if
any additional bureaucratic burden on clinical staff and
very limited cost. This has largely been achieved. The
approach devised is currently being implemented
throughout England.
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Glossary

NHS Trusts — Organisations responsible for providing hospital-
and community-based specialist health care in the English National
Health Service.

CPA — Care Programme Approach. A quality standard in the
English mental health services. It requires that every patient in
touch with specialist mental health services should have an initial
review, a written care plan, an identified key worker and periodic
subsequent reviews.

MHMDS — Mental Health Minimum Data Set. A new set of data
about personal characteristics, problems, interventions and pro-
gress for people receiving care from the specialist mental health
services in England.

HoNOS — Health of the Nation Outcome Scale. A scoring system
for 12 aspects of an individual’s health and social functioning, in-
dicating the extent to which each is impaired by mental health
problems (Wing et al. 1996).

References

Amin S, Singh S, Croudace T, Jones P, Medley I, Harrison G
(1999) Evaluating the Health of the Nation Outcome Scales.
Reliability and validity in a three year follow up of first onset
psychosis. Br J Psychiatry 174: 399403

529

Bebbington P, Brugha T, Hill T, Marsden L, Window S (1999)
Validation of the Health of the Nation Outcome Scales. Br J
Psychiatry 174: 389-394

Black N (1997) Developing high quality clinical databases. BMJ
315: 81-382

Black N (1998) Clinical governance: fine words or fine action? BMJ
316: 297-298

Burns T, Creed F, Fahy T, Thompson S, Tyrer P, White I (1999)
Intensive versus standard case management for severe psychotic
illness: a randomised trial. UK 700 Group. Lancet 353: 2185—
2189

Department of Health (1997) Bed availablility and occupancy.
England, financial year 1996/7. Department of Health, London

Glover GR, Sinclair Smith H (2000) Computerised information
systems in English mental health care providers in 1998. Soc
Psychiatry Psychiatr Epidemiol 35: 518-522

Glover GR, Knight S, Pearce LD, Melzer D (1997) Development
work on a new minimum data set for specialist mental health
care. Health Trends 29: 48-51

Leginski W, Croze C, Driggers J, Dumpman S, Geertsen D,
Kamis-Gould E, Jo Namerow M, Patton R, Wilson N, Wurster
C (1989) Data standards for mental health decision support
systems. A report of the task force to revise the data content
and system guidelines of the mental health statistics improve-
ment program. http://www.mhsip.org/documents/fn-10.htm

Morris-Yates A, Andrews G (1997) Local-area information sys-
tems for mental health services: general principles and guide-
lines. Developing outcome-orientated information systems for
mental health services. Discussion paper no. 1. Commonwealth
Department of Health and Family Services, Canberra

New Zealand Mental Health Information National Collection
(1999) Working papers: business document, data dictionary and
file layout specification. http://www.nzhis.govt.nz/projects/
mental.html

NHS Executive (1998) A first class service: quality in the National
Health Service. http://www.doh.gov.uk/newnhs/quality.htm

NHS Executive (1999) Effective care co-ordination in mental
health. http://www.doh.gov.uk/nsf/mentalhealth.htm

NHS Executive Information Management Group (1993) A new
format NHS number. Department of Health, London

Sharma V, Wilkinson G, Fear S (1999) Health of the Nation
Outcome Scales: a case study in general psychiatry. Br J Psy-
chiatry 174: 395-398

Slade M, Beck A, Bindman J, Thornicroft G, Wright S (1999)
Routine clinical outcome measures for severely mentally ill
patients: CANSAS and HoNOS. Br J Psychiatry 174: 404—408

Sytema S, Balestrieri M, Giel R, Ten Horn GH, Tansella M (1989)
Use of mental health services in south Verona and Groningen.
A comparative case-register study. Acta Psychiatrica Scandi-
navica 79: 153-162

Trauer T, Callay P, Hantz J, Little R, Shields R, Smith J (1999)
Health of the Nation Outcome Scales. Results of the Victorian
field trial. Br J Psychiatry 174: 380-388

Tyrer P, Kennedy P (1995) Supervision registers: a necessary
component of good clinical practice. Psychiatr Bull 19: 193-194

Wing JK, Curtis RH, Beevor AS (1996) HoNOS: Health of the
Nation Outcome Scales. Report on research and development,
July 1993-December 1995. College Research Unit, Royal Col-
lege of Psychiatrists, London

Yates J (1982) Hospital beds: a problem for diagnosis and man-
agement. London. William Heinemann Medical Books, Lon-
don



