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1. Aim of this paper 
 

The purpose of this document is to provide some detail about known data quality issues 
affecting the MHMDS and to explain the methodology used for the analyses in the 
Mental Health Bulletin. 
 
It updates the document released with the first Mental Health Bulletin in October 2008 
and provides: 

• An update on some known data quality issues and actions highlighted in the last 
document 

• Information about the new statistics in the third Mental Health Bulletin, that are 
labelled as experimental because they are new 

• A guide to items in the MHMDS national data extract – which is available to 
trusts and other customers. 

 

As these are no longer considered as experimental statistics, the trusts affected 
by known data quality issues are named, where these issues have an impact on 
the reliability of official published statistics for 2008-2009.   
 
NB: Retained sections of the original document are highlighted in grey. 
 
The main areas of concern regarding data quality are: 
 
Issues with the processing of the data which have an impact on the accuracy of person 
and record counts and data derivations; 
Coverage and completeness - although there is evidence of improving coverage over 
the 4 years covered in the bulletin,  the lack of feedback to trusts through regular 
national reporting has had an impact on data quality 
The definition of the dataset is not properly representative of all mental health care 
activities. 
 
Although these issues are familiar to data providers, this paper provides detail about 
those that affect the published results and describes the steps being taken to address 
them for the future.  The Mental Health Bulletin uses the most robust MHMDS data 
available -  data where the known data quality issues only affect a small number of 
trusts (e.g. item 3.4) or where steps have been taken in the design of the analysis to 
overcome the issues (see item 3.1). 
 
The methodology for the analyses is also new and ‘experimental’ and was developed to 
take account of some of these data quality issues.  A large number of aggregate data 
items are derived during the assembly of the MHMDS so that the output data looks very 
different to the data submitted by trusts.   
 
This paper provides definitions of some of the key items derived during processing and 
used in the analysis.  Some of these are standard MHMDS data items created during 
the assembly and subsequent processing of the data and some variables were created 
specifically to support the present analysis. 
 
Within this document we have included comments, or ‘Actions’, which will help to 
improve overall data quality. 
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We welcome comments and feedback on data quality issues and on the design and 
methodology for the analysis.  Please send feedback to The NHS Information Centre for 
health and social care by 31 March 2009: 
Email: enquiries@ic.nhs.uk (with ‘Mental Health Bulletin’ in the subject line); 
Telephone: 0845 3006016    
 
 

2. Relevant supporting documentation 
 
The Specification and Guidance MHMDS version 3.00, which includes the specification 
for the input data tables and output MHMDS and details of the rules used in the 
assembly of the data. can be downloaded from the NHS Information Centre web site:.   
 
http://www.ic.nhs.uk/our-services/improving-patient-care/mental-health/mental-health-
minimum-dataset-mhmds/specifications-and-guidance. 
 
Data definitions can be found on the NHS Data Dictionary web site here: 
http://www.datadictionary.nhs.uk/data_dictionary/messages/clinical_data_sets/data_set
s/mental_health_minimum_data_set_fr.asp?shownav=1 

 
3.  Data Quality Issues 
A number of issues affect the overall accuracy of the results:  

3.1 Record age and the creation of the Mental Health Care Spell. 
The single Mental Health Care (MHC) Spell record for each patient in each Reporting 
Period (RP) is assembled from the separate records of episodes, activity and contacts, 
linked by the local patient identifier.  If local patient IDS are duplicated, replicated or 
used inconsistently, then the integrity of the MHC Spell record will be affected.  
 
Trust mergers have exacerbated this problem - especially if the merging trusts use the 
same system suppliers and sets of local IDs.  The main impact of this problem is that 
individual patients end up with multiple records, rather than all activity being linked into 
one record.  This means that a record count gives a very inaccurate impression of the 
number of patients in contact with services at any time.   
 
The methodology used in the analysis for counting patients in these reports has been 
developed to work around this issue. 
 
Action:  use existing channels to remind trusts about the importance of the local patient 
ID for the correct assembly of the data.  More organisational stability will help too. 
 
2009 Update: Used the Mental Health Trust information forum to remind trusts about 
the importance of the LPI for linking records.  There is some evidence of improving 
record linkage in so far as the number of patients with records in the ‘No Care’ category 
has reduced from 14% in 2003-2004 to 7.6% in 2008-2009.  However the integrity and 
consistency of the LPI remains a live issue, especially when there are system changes 
or upgrades.  Meantime the methodology for counting patients has become established 
and the patient count measure is useful and relevant. 
 

3.2 Allocation of the MHMDS ID 
The MHMDS ID identifies an individual patient and is generated in the processing of the 
data from information in the Master Patient Index (MPI) input Table.  The relevant data 
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items for matching patients are NHS number, date of birth and gender, but the business 
rules may also use local patient identifier and provider code if a match cannot be made 
using the first three items. 
. 
Where an NHS number is missing or any of these data items show default values the 
accuracy of the index used for matching patients against existing MHMDS IDs is 
affected.  It can result in individual patients sharing an MHMDS ID and, conversely, in 
individual patients having multiple MHMDS IDs. This will have an impact on the 
accuracy of analyses that uses MHMDS ID to count individuals and is one reason why 
these results are ‘experimental’. 
 
Action:  The rules for generating the ID were changed for processing the 06-07 data 
and will be changed for the planned processing in SUS.  Accurate NHS numbers 
remain vital for the creation of anonymised IDs (such as MHMDS ID) which can be used 
to link patient records. 
 
2009 Update:  New rules for allocating the MHMDS ID have been used for anonymising 
patient records since the annual 2006-2007 submissions.  These reduce the potential 
for individual patients sharing an MHMDS ID and, conversely, for individual patients 
having multiple MHMDS IDs. 
 

3.3 Derivation of data from start and end dates of episodes of care 
The input MHMDS data includes a number of tables that record episodes with a Start 
and an End Date (for example, episodes of NHS residential care and episodes of Acute 
Home Based care).  During the assembly of the data a number of data items are 
derived from these records to show how many days the particular type of episode 
lasted.   
 
Where overlapping Episodes are entered or Episodes have no End Dates the accuracy 
of the derived data items are affected.  This is particularly apparent where records show 
more than 365 days of a particular type of care during the year.  This particularly 
affected CARE DAYS (ACUTE HOME-BASED) where many records had a value 
greater than 365.  The episode data for Acute Home Based care and NHS residential 
care was considered too inaccurate to be used in the analysis although the Bulletin 
shows the proportion of trusts that provided some data. 
 
This is also the reason that these reports do not include any analysis of the sequence of 
or time elapsed between events within individual MHC spell records. 
 
Action:  Introduce pre-assembly validation to alert trusts to overlapping episodes within 
some Tables, especially HBCAREEP. 
 
2009 Update:  A change to the assembly process now ensures that spell end dates 
after the end of the current reporting period cannot be manually entered into the input 
database.  This has improved the reliability of reporting on open and closed spells.  
However, the issue of overlapping episodes remains a live issue.  Trusts are advised to 
use the diagnostic report that can be requested as part of their submission and which 
highlights overlapping episodes.  The NHS IC has plans to review and improve the 
diagnostic report as part of its current work plan.  
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3.4 Synchronisation of data provided about Hospital Provider Spells and 
Ward Stays 

 
A very small number of trusts are failing to record consistent information about inpatient 
spells in the IPEP and WARDSTAYS Tables in the input data and this affects the 
accuracy of the trust level results for these organisations for reports 1, 2, 4 and 5.   
 
If information about ward stays is entered into the WARDSTAYS Table, but no 
corresponding hospital admission is recorded in the IPEP Table, or vice versa, then 
there will be discrepancies in the analysis. 
 
Admissions are calculated from data in the IPEP Table and used in the reports on 
inpatient activity and length of stay in hospital. 
 
However information from the WARDSTAYS Table is used to calculate BED DAYS 
(MENTAL HEALTH), BED DAYS (MENTAL HEALTH MEDIUM SECURE), and BED 
DAYS (MENTAL HEALTH INTENSIVE). These data items are used to identify patients 
who spent at least one day in hospital (patients in the ‘admitted’ category) and to 
calculate the average number of daily occupied beds. 
 
Discrepancies in the source data in the IPEP and WARDSTAYS input tables result in 
discrepancies between the reported admissions, occupied bed days and patients 
categorised as’ admitted’.  It also means that some trusts that certainly have beds have 
no patients in the ‘admitted’ category. 
 
Action: Pre-assembly validation to be added to the submission process to alert 
providers to inconsistencies between IPEP and WARDSTAYS source data.  If trusts 
find these inconsistencies in the statistics published for their trust, they need to check 
future submissions carefully. 
 
2009 Update:  We contact trusts whose data indicates that WARDSTAY data was not 
entered or synchronised with IPEP episodes.  Some improvements have been made 
since the first release of the statistics, however, in 2008-2009 the following trusts had 
no patients in the admitted category because of data input errors - and no patients 
eligible for the statistics on inpatients detained in hospital: 
 
5QM   DORSET PCT 
RW5   LANCASHIRE CARE NHS FOUNDATION TRUST 
 

3.5 Age calculated from BIRTH DATE 
 
There are a significant number of people aged under 16 (age either at the start of 
Reporting Period or at the start of the Care Spell, whichever is the greater) in the data 
(e.g. over 20,000 in 2006-07).   
 
Although CAMH services are excluded from the MHMDS, records for some people 
aged under 18 may be included because they are in contact with adult or specialist 
services.  For example, people over the age of 16 and no longer in full time education 
can be treated by adult services; some young people are in touch with Early 
Intervention teams; there are some specialist services where the criteria for referral do 
not include age.  All these could result in a record for a young person being included in 
the MHMDS submission. 
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However a small number of trusts have hundreds or thousands of people aged under 
16 in their data for 2006-07 and these numbers are too large to be accounted for by the 
reasons suggested above.  
 
From phoning a sample of these trusts, it appears that faults in the process for 
extracting data from local systems mean that people who are only in contact with 
CAMHS services are not always excluded.   
 
Action: Trusts need to check that their extract routines exclude people only in contact 
with CAMH services. Pre-assembly validation was added to the submission process in 
2008 to alert trusts to records with ages under 16 with a warning to check whether 
these records should be included.  Some trusts have revised their extract routines since 
then so that future years’ submissions should not include people exclusively in contact 
with CAMH services. 
 
2009 Update: The 2008-2009 statistics show approximately 13,700 people aged under 
16.  This reduction from the figure quoted above is probably mainly due to improving 
data quality as a result of new pre-assembly validation warnings and contact with 
individual trusts whose data showed large numbers of young people.  Trusts are 
reminded that CAMH services should not be included in the MHMDS submission. 
 

3.6 Derived PCT information 
ORGANISATION CODE (PCT OF GP PRACTICE) and ORGANISATION CODE (PCT 
OF RESIDENCE) are derived during the assembly of the data from GENERAL 
MEDICAL PRACTICE CODE (PATIENT REGISTRATION) and POSTCODE OF 
USUAL ADDRESS, using National Administrative Codes Service (NACS) reference 
tables.   
 
Until 2008 trusts either assembled the data themselves or, since 2007, submitted it to 
the Mental Health Bureau Service for assembly, and they supplied the NACS reference 
tables with their data.  This led to inconsistencies in the derived PCT data because 
trusts submitted different versions of the NACS reference data (and in some cases did 
not submit them at all).   
 
The period covered by the present publication also included a major re-organisation of 
PCTs and this has compounded the problem of inconsistencies in the information about 
PCTs. 
 
The publication includes limited results by PCT for 2006-2007 (access to services per 
100,000 population) and the available PCT data (either PCT of GP practice or, if that is 
not available, PCT of residence, code of GP practise or Postcode) have been cleaned 
to match the 2006 list of Primary Care Organisations based on ONS boundary files.  
Using a finite list of PCTs at a point in time makes it possible to present the results as a 
map. 
 
To support the future production of more analysis by PCT the assembly process was 
amended in 2008.  Now all trust submissions are processed against a single up-to-date 
set of Organisation Data Service (ODS) reference tables. 
 
Action:  Trusts need to ensure that accurate GP Practice code and postcode data is 
provided in the MPI Table, with no default codes. 
 
2009 Update:  The completeness and accuracy of information about postcode and GP 
practice has improved significantly over the last year as a result of the change to the 
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assembly process and improved data collection at trust level. In 2008-2009 97% of 
records had a valid GP practice code. 
 

3.7  Mental Health Act information 
 
A number of trusts have no information in Table 2 statistics which show the number of 
inpatients detained in hospital under the Mental Health Act.  This is either because no 
patients are categorised as admitted (see issue 3.4 above) or because information 
about legal status is either not included in their MHMDs submission or is obviously 
incomplete.  In 2008-2009 this applied to: 
 
5QM   DORSET PCT 
RW5   LANCASHIRE CARE NHS FOUNDATION TRUST 
RXG   SOUTH WEST YORKSHIRE MENTAL HEALTH NHS TRUST 
RXY KENT AND MEDWAY NHS AND SOCIAL CARE PARTNERSHIP TRUST 
TAH   SHEFFIELD CARE TRUST 
RKL   WEST LONDON MENTAL HEALTH NHS TRUST 
 
The trusts were contacted and in a number of cases say the reason for the data being 
excluded from their submissions is technical, relating to system upgrades.  This means 
that the statistics in Chapter 2 certainly undercount the number of people detained in 
hospital.  These are not exactly the same trusts that failed to return information about 
legal status in 2007-2008 (although some trusts failed in both years). 

 

4. Methodology used for the analysis 
 

Each Mental Health Care Spell record brings together contacts, attendances and 
episodes for a single patient into one record and at any point in time an individual 
should only have one record per provider per reporting period, so that a count of 
records will equate to a count of individual people.   
 
However, at present many people have multiple records that overlap in time so that a 
count of records will exaggerate the number of people.  For this report we developed a 
methodology for the analysis that makes it possible to use individual people as the unit 
of measurement for reports where this was considered relevant and interesting, such 
as: 
 
Number of people using NHS secondary mental health services  
Number of inpatients detained under the Mental Health Act 
Number of service users on CPA 
 
Because many people have more than one MHC spell record during the reporting 
period we created a set of rules to select the most relevant record for each patient for 
each report – that is, the record containing the data most useful for the analysis.   Of 
necessity this involved creating some rules for ranking records and categorising people 
according to these rankings.   
 
The rules for flagging one record per person are specific to each report and should not 
be used to flag records to count patients in other analyses. 
 
The tables below describe the new variables created and the Data Dictionary items 
from which they are derived. Then the main rules applied in the analysis are given. 
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Table 1: Number of people in contact with NHS mental health services   
 

New variable created 
for analysis 

MHMDS data item/s 
(see NHS Data 
Dictionary definitions) 

Possible 
Values 

Definition / rules  for new 
variable 

IC_Total_Bed_Days BED DAYS (MENTAL 
HEALTH), BED DAYS 
(MENTAL HEALTH 
MEDIUM SECURE), and 
BED DAYS (MENTAL 
HEALTH INTENSIVE), 

Integer (n3) Sum of Bed Days (see 
relevant Bed Days data  
items in column 2) for each 
record 

 admitted Records where 
IC_Total_Bed_Days is >0. 
Identifies records that 
included hospital inpatient 
care. 

BED DAYS (MENTAL 
HEALTH NHS 
COMMUNITY CARE),  
DAY CARE 
ATTENDANCE 
(MENTAL HEALTH NHS 
SITE), OUT-PATIENT 
ATTENDANCE 
CONSULTANT 
(MENTAL HEALTH), 
CONTACTS 
(COMMUNITY 
PSYCHIATRIC 
NURSE), CONTACTS 
(CLINICAL 
PSYCHOLOGIST), 
CONTACTS 
(OCCUPATIONAL 
THERAPIST), 
CONTACTS 
(PSYCHOTHERAPY), 
CONTACTS (SOCIAL 
WORKER), CONTACTS 
(PHYSIOTHERAPIST), 
CARE PROGRAMME 
APPROACH REVIEWS 
(IN REPORTING 
PERIOD) 

only non 
admitted 

Records where 
IC_Total_Bed_Days is 
NULL and value for at least 
one data item in column 2 
is > 0. Identifies records 
that included a recorded 
contact or attendance or 
review with outpatient or 
community services. 

IC_Care_Status 

 no care Records which cannot be 
categorised as admitted or 
only non admitted.  
Identifies records that show 
no evidence of services in 
contact with the person 
during the reporting period. 

IC_Care_Status_Flag MHMDS_Identifier, 
CARE SPELL NUMBER 
IN REPORTING 

Binary Uses the IC_Care_Status 
field to select for each 
person the record to use for 
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In order to count distinct people, instead of records, for each person we selected the 
record where the IC_Care_Status_Flag was set, and then grouped these records by the 
IC_ Care_ Status.  So each person is counted only once in either the admitted or the 
only non-admitted or the no care category.   
 
The report counts people who used services, not admissions, or contacts or episodes. 
 

Table 2: Number of inpatients by detained in hospital 
 
This report uses the MHMDS data item LEGAL STATUS RESTRICTIVENESS 
(HIGHEST IN REPORTING PERIOD) to select, for each patient, the record that shows 
the most restrictive use of the Mental Health Act.  The concept of legal status 
‘restrictiveness’ applies scores to each Legal Status category taking account of the 
degree of physical constraint and the length of time it applies.  For example, a detention 
following Court proceedings gets a higher score than a compulsory admission which did 
not involve the criminal justice system. Any compulsory admission or use of the Mental 
Health Act will be scored higher than an informal or voluntary admission.   
 
This report only uses records for inpatients (records where the IC_Care_Status is 
admitted) and selects for each patient the record with the highest Legal Status 
Restrictiveness score.   
 
Because the LEGAL STATUS RESTRICTIVENESS (HIGHEST IN REPORTING 
PERIOD) data item has 26 possible scores we had to create new variables to group 
these scores into broader categories for reporting purposes (IC_Highest Legal Status 
Category) and re-rank them in order of the restrictiveness of the new broad categories 
(IC_Legal_Status_Priority).  The IC_Legal_Status flag is set for the record with the 
highest IC_Legal_Status_Priority and this is the record for each patient that is used in 
the report. 
 
NB:  An adjustment to the implementation of the assembly process for the 06-07 annual 
data means that records with no legal status information are automatically  given the 
LSR score for informal. 

PERIOD Report 1 (using MHMDS 
Identifier as unique person 
ID).  The flag is set on the 
record that has the ‘highest 
level of care’ - admitted 
ranks highest and no care 
ranks lowest.  If an 
individual has more than 
one record at the highest 
level of care for that person, 
then the record with the 
lowest CARE SPELL 
NUMBER IN REPORTING 
PERIOD is selected. If a 
further rule is needed to 
identify a single record, 
then the record with the 
lowest CARE SPELL 
IDENTIFIER (MENTAL 
HEALTH) is used. 
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New variable MHMDS data item/s Possible 

Values 
Definition for new variable 

IC_Highest Legal Status 
Category 

LEGAL STATUS 
RESTRICTIVENES
S (HIGHEST IN 
REPORTING 
PERIOD) 

-1  Records where the 
LEGAL STATUS 
RESTRICTIVENESS 
(HIGHEST IN 
REPORTING PERIOD) 
(LSRH) is missing or 
invalid  

  1  Records where the LSRS 
applies to a legal status of 
informal 

  2  Records where the LSR is 
applies to one of the 
following Sections: 2,3,4, 
5(2) or 5(4). 

  3  Records where the LSR 
applies to one of the 
following 
Sections:  7, 35, 36, 37, 
31 (with 41 restrictions), 
37, 38, 44, 45A, 46, 47 
(and with s49 restrictions), 
48 (and with s49 
restrictions)  

  4  Records where the LSR 
applies to one of the 
following Sections: 135, 
136  

  5  Records where the LSR 
applies to Acts other than 
the Mental Health Act 
1983. 

IC_Legal_Status_Priority  1 - 6 Ranks records according 
to the IC Highest Legal 
Status Category as 
follows: 
IC LS 
Priority 

IC LS 
Cat 

1 3 
2 2 
3 5 
4 4 
5 1 
6 -1  

IC_Highest Legal Status 
Flag 

MHMDS Identifer, 
CARE SPELL 
NUMBER IN 
REPORTING 
PERIOD 

Binary Uses 
IC_Legal_Status_Priority 
to select, for each person, 
the record to use for this 
report (using MHMDS 
Identifier as unique 
person ID).  The flag is 
set on the record that has 
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the highest 
IC_Legal_Status_Priority. 
If an individual has more 
than one record with the 
highest LS Priority ranking 
for that person, then the 
record with the lowest 
CARE SPELL NUMBER 
IN REPORTING PERIOD 
is selected. 

 
The creation of these new groupings and their ranking took into account that these were 
only used for ‘admitted’ records and therefore excluded records for patients subject to 
Guardianship or on Supervised Discharge (Mental Health (Patients in the Community) 
Act1995) who did not spend time in hospital during the year. 
 
For each person we selected the record where the IC_Highest Legal Status Flag was 
set and then grouped these records by IC_Highest Legal Status Category.   
 
Further grouping of the legal status categories was necessary to ensure that the results 
were not disclosive because of small numbers in cells, for example: 
 
In trust results records flagged for the report are grouped according to 
IC_Legal_Status_Priority thus: 

 
IC_Legal_Status_Priority Trust result category 
1-4 detained 
5 informal 
6 Missing or invalid 

data 
 

In national results although more details could be shown some grouping was still 
needed to permit analysis by age, gender and ethnicity without needing to suppress 
numbers > 6.  Records flagged for the report are grouped according to 
IC_Legal_Status_Priority thus: 

 
IC_Legal_Status_Priority Trust result category 
1 and 3 Court and prison 

referrals and Other 
Acts 

2  Part 11 detentions 
4 Place of safety 
5 informal 
6 Missing or invalid 

data 
 

Table 3: Number of people on Care Programme Approach 
 
This report uses the MHMDS data items CPA STANDARD DAYS and CPA 
ENHANCED DAYS to categorise all service users by the highest CPA level that applied 
to them during the year.  Where no CPA days are recorded the patient is categorised in 
the no CPA category.  The IC_CPA_Flag was used to identify for each patient the 
record with the highest level of CPA and this is the record used in the analysis. 
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New variable MHMDS data item/s Possible 
Values 

Definition for new 
variable 

IC_CPA_Flag CPA STANDARD 
DAYS, CPA 
ENHANCED DAYS, 
MHMDS Identifier, 
CARE SPELL 
NUMBER IN 
REPORTING 
PERIOD 

Binary Uses CPA STANDARD 
DAYS and CPA 
ENHANCED DAYS and 
flags for each patient  
the record with the 
largest number of CPA 
ENHANCED DAYS OR 
(if CPA ENHANCED 
DAYS =0) 
the record with the 
largest number of CPA 
STANDARD DAYS OR 
(if CPA STANDARD 
DAYS =0) 
the record with the 
lowest CARE SPELL 
NUMBER IN 
REPORTING PERIOD 

 
 

Tables 3.7 and 3.8: PSA 16 Social Exclusion Indicators NI 149 and NI 150 
 
The denominator for this set of indicators is a subset of the patients captured using the 
logic in table 3 above.  In addition to the CPA flag the other logic used to create the 
denominator for NI 149 and NI 150 is where the age at the start of the reporting period 
is between 18 and 69 and that the CPA level at the end of the reporting period is 2 (this 
equates to old ‘enhanced CPA’ and the new ‘CPA’) or the days on enhanced/new CPA 
is greater than 0. 
 
 
Data items involved in construction of NI 149 and NI 150 

 
Data item Field Name in 

MHMDS extract 
Conditions for 
indicator 

Notes 

Age at the 
Start of 
the 
Reporting 
Period 

MHD_Age_Start
_Reporting_Peri
od 

Between 18 and 
69 

Age is derived from the patient’s date of 
birth and the date of the start of the 
reporting period. 

CPA 
Level (at 
end of 
Reporting 
Period) 

MHD_CPA_Leve
l 

Equal to 2 The CPA level at the end of the reporting 
period.  CPA level will not be present in 
the review was not in the reporting period 
or the care spell ended before the 
reporting period. 

CPA 
Enhanced 
Days 

MHD_CPA_Enh
anced Days 

Greater than 0 The sum of days for each separate 
period of enhanced/new CPA recorded in 
the REV table within the care spell and 
the reporting period. 
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Table 4:  Average length of hospital inpatient stay 
 

New variable MHMDS data item/s Possible 
Values 

Definition for new variable 

IC_Average_LOS BED DAYS (MENTAL 
HEALTH), BED DAYS 
(MENTAL HEALTH 
MEDIUM SECURE), 
and BED DAYS 
(MENTAL HEALTH 
INTENSIVE), 
ADMISSIONS 
(MENTAL HEALTH) 

integer The average length of stay 
per record was calculated 
by dividing the sum of Bed 
Days items in column 2 
(IC_Total_Bed_Days) by the 
number of ADMISSIONS 
(MENTAL HEALTH) for 
each record. 

 
We calculated the average length of stay per record for every record where the sum of 
Bed Days was >0.  Where the sum of Bed Days was >0 but there were no Admissions 
we assumed that there was 1 admission for the purposes of the calculation.  Where the 
IC_Average_LOS was calculated to be greater than 367 the record was deemed invalid 
and excluded from the report.  Where the IC_Average_LOS was > 363 we assumed 
that the spell in hospital started before the beginning of the year and was open at the 
end of the year and therefore lasted more than one year.  (Bed Days are calculated by 
subtracting the start date of the inpatient spell from the end date and therefore 
undercounts the spell by one day). 
 
The distribution of IC_Average_LOS for all records that included bed days was reported 
by grouping the results as follows: 
 
0-30 days, 31-60 days, 61-90 days, 90 days to 1 year, over 1 year. 
 

Table 5: Inpatient Activity 
 

This table uses the MHMDS data items ADMISSIONS (MENTAL HEALTH) and 
DISCHARGES (MENTAL HEALTH), both of which are derived during the assembly of 
the trust’s MHMDS submission. 
 
In addition we calculated an average number of daily occupied beds for each trust by 
dividing the sum of Bed Days (IC_Total_Bed_Days) by 365.  
 

Table 6: Outpatient and Community Activity 
 
This table uses the MHMDS data items OUT-PATIENT ATTENDANCE CONSULTANT 
(MENTAL HEALTH), CONTACTS (COMMUNITY PSYCHIATRIC NURSE), 
CONTACTS (CLINICAL PSYCHOLOGIST), CONTACTS (OCCUPATIONAL 
THERAPIST), CONTACTS (PHYSIOTHERAPIST),CONTACTS (PSYCHOTHERAPY), 
CONTACTS (SOCIAL WORKER) – counts of contacts which are all derived in the 
assembly of the trust’s MHMDS submission. 
 

Table 7: Type of team co-ordinating patient care 
 
This table uses the MHMDS data item MENTAL HEALTH CARE TEAM TYPE (AT END 
OF REPORTING PERIOD) which is derived from data about the Team Type of the 
Care Coordinator entered at the date of the most recent CPA Review.  The base data 
are records where CARE PROGRAMME APPROACH REVIEWS (IN REPORTING 
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PERIOD) is >0 and where the END DATE (MENTAL HEALTH CARE SPELL) is NULL 
or greater than the REPORTING PERIOD (MENTAL HEALTH) end date.   
 

Experimental Statistics: Rates of Access published in 2008-2009 for the first time 
 
For the Rates of Access to Mental Health Services Age, Gender and Ethnicity reports, 
records were extracted from the MHMDS by IC Care Status, PCT of Residence, PCT of 
GP Practice, Electoral Ward, Postcode District, Age, Gender and Ethnicity Code. The 
IC Care Status Flag was used to select for each person the record that has the highest 
IC Care Status (where Admitted Care > Non Admitted Care > No Care).  
 
For the Marital Status report, the above fields were selected in the same manner with 
the addition of the marital status field. 
 
The record set was modified with additional fields as follows: 
 
Broad Ethnicity grouping added alongside Ethnicity Code 
 
A new PCT field was added, which was populated using the PCT of residence. If this 
data was not available, the PCT of GP practice was used and if this was not available 
either, an update was made using a lookup table which mapped postcode district to 
PCT (constructed using the Organisation Data Service Postcode files, an extract from 
the NHS Postcode Directory). 
http://nww.connectingforhealth.nhs.uk/ods/downloads/postcode 
 
A field to denote country was populated with England, Wales, Scotland or other UK 
homeland territories was updated by looking up the new PCT field against lookup tables 
based on extracts from the ONS Standard Names and Codes (SNAC) database, by 
linking to Electoral Ward or PCT. SHA code and name fields were also added to the 
dataset using this information. 
http://www.ons.gov.uk/about-statistics/geography/products/geog-products-
area/snac/index.html 
 
An age band field was added to group the records into bands based on working ages 
and above. 
 
For the Age, Gender and Ethnicity reports, only records where the country of residence 
was England were counted. For the Marital Status reports, records where the country 
was England or Wales were counted, as ONS population estimates by marital status 
cannot be split between these countries. 
 
Counts of records for each report were divided by the relevant population estimate for 
each record group to give rates of access to MHMDS services. These rates were 
multiplied by 100,000 to give a readable estimate. 
 
Mid-2007 and mid-2008 population estimates for Engaldn were used to calculate rates 
for reports based on age and gender. The actual data used was a commissioned 
product based on individual ages, in order that we could customise our age bands. 
www.statistics.gov.uk/statbase/Product.asp?vlnk=15106 
 
Mid-2007 Population Estimates by Ethnic Group (experimental) for England were used 
to calculate rates for all ethnicity based reports (i.e. 2008 as well as 2007) by ethnic 
group, as 2008 estimates have not yet been published. 
www.statistics.gov.uk/statbase/Product.asp?vlnk=14238 



 

Copyright © 2009, Health and Social Care Information Centre, Mental Health and Community Care Team 
All Rights Reserved.    Page 15  
 

 
Mid-2007 Population Estimates by Marital Status for England and Wales were used to 
calculate rates for the marital status report. 
www.statistics.gov.uk/statbase/Product.asp?vlnk=15107 
 
 

5. Consultation Process. 
 
We continue to work with interested parties in developing both the method and the 
outputs and welcome comments particularly on the methodology for the new rates of 
access: 
Does the methodology seem fair and reasonable? 
Do the published tables satisfy your needs? 
 
We welcome feedback at the following addresses: 
 
Email:    enquiries@ic.nhs.uk (Mental Health Bulletin in subject line) 
 
Telephone:   0845 3006016    
 
By Post:     The NHS Information Centre for health and social care 
   1 Trevelyan Square 
   Boar Lane 
   LEEDS  
   LS1 6AE. 
 
Comments would be particularly welcome by the end of March 10   

 
 


