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1. Aim of this paper 
 
The purpose of this document is to provide detailed information about historic data quality issues 
which affect the Mental Health Minimum Dataset (MHMDS) and to explain the methodology used for 
the analyses in the Mental Health Bulletin.  The official statistics in the present release use the data 
that is considered reliable and any data quality issues that might have an impact on the findings are 
explicitly mentioned in the commentary. 
 
This paper updates the document released with previous releases of the Mental Health Bulletin by 
providing: 
 

• An update on some historic data quality issues and actions highlighted in the last document; 
• A methodology for new analysis first provided in the fourth Mental Health Bulletin. 
• Details of any changes to analytical information presented in the Mental Health Bulletin. 

 
Trusts affected by known data quality issues are named where these issues have an impact 
on the reliability of official published statistics for 2010/11. 
 
The NHS Information Centre publishes data quality reports for a selection of items in the dataset with 
every release, including this annual release. The results for each provider are presented as numbers 
and percentages and categorise the data which does not meet the rules for Valid as Other, Default, 
Invalid or Missing. These reports can be found here: 
 
http://www.ic.nhs.uk/services/mhmds/quarterly 
 
The data quality report for the annual 2010/11 data shows continuing improvements in data quality 
for key data items, such as marital status, ethnic category, HoNOS (most recent) rating, PCT of GP 
practice, settled accommodation indicator and specialty function code. 
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2. Historic Data Quality Issues in MHMDS 
 
The main areas of concern regarding data quality have been: 
 

• 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  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 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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3. Relevant supporting documentation 
 
The Specification and Guidance for MHMDS version 3.5, 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/services/mhmds/spec 
 
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_sets/mental_heal
th_minimum_data_set_fr.asp?shownav=1 
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4.  Data Quality Issues 
 
A number of issues have historically affected the overall accuracy of the results, although actions 
taken to address these in recent years have reduced the impact considerably. 
 
 
Data quality at organisation level 
 
Please note not all mental health providers/NHS commissioners appear in every table. In some cases 
this is due to data quality issues; alternatively, certain trusts may not provide/commission services 
which are within the scope of a particular table. Providers which have not submitted a return for a 
particular reporting period are denoted by a '-'. For more information please see the main report 
appendix 'Trusts which submit MHMDS'. 
 
This document demonstrates that the quality of MHMDS data has been improving over time, both in 
general, and with respect to key items (see also Trust level data quality reports which support this 
publication).  Improvement in the completeness of recording all the activity which should be included 
in MHMDS is less easy to measure, as the MHMDS records the packages of care received by 
individuals and these vary widely.  
 
Additionally, local knowledge may be required to distinguish changes in volume between years that 
reflect changes in service delivery (e.g. changes in scope or structure of services) from those that are 
an artefact of changes in data quality. This also applies to local improvements to IT systems and 
processing methodology, which may introduce wide variation over the implementation period. 
 
Therefore, figures for any year may not be fully comparable with similar analysis against other years, 
particularly at trust level.  This should be borne in mind when viewing time series analysis as year-on-
year changes may sometimes be a product of shortfalls in earlier years and should not automatically 
be interpreted as trends in treatment practice or activity. 
 
2010 to 2011 update:  
 
A noticeable change in record number was observed in three organisations since the previous 
reporting period. These were:  
 
5QT  Isle of Wight NHS PCT (43.6% increase); its main provider, 5QT, has only been in operation 
for 2 years.  
5M2  Shropshire County PCT (53.5 % decrease);  
5MK  Telford and Wrekin PCT (51.9% decrease) 
 
The Isle of Wight PCT has not been in operation for long so this may be a factor in returning quality 
MHMDS information. The other two organisations share a main provider (South Staffordshire and 
Shropshire Healthcare NHS Foundation Trust, RRE), which has also shown a decrease in the 
number of records returned. Unfortunately responses were not received to our enquiries of these 
organisations but, as stated above, we must not assume that these changes represent a data quality 
issue. 
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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 is 
assembled from the separate records of episodes, activity and contacts, linked by the Local Patient 
Identifier (LPI).  If LPIs 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 the Mental Health Bulletin and 
quarterly reports has been developed to work around this issue. 
 
2009 to 2011 Update:  
 
The Mental Health Trust Information Forum has been used 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 per cent in 2003/04 to 
7.6 per cent in 2008/09; during 2009/10 it reduced further to 6.7 per cent and has remained at the 
same value for the 2010/11 reporting period.  
 
The methodology for counting patients has become established and the patient count measure is 
useful and relevant. However the integrity and consistency of the LPI remains a live issue, especially 
when there are system changes or upgrades take place.  Challenges remain as NHS restructuring 
changes occur and we must be mindful that these can affect data quality. 
 
 
Allocation of the MHMDS ID 
 
The MHMDS ID identifies an individual patient and is generated during the processing of the data 
from information in the Master Patient Index (MPI) input table.  The relevant data items for matching 
patients are NHS number, date of birth and gender; however, the business rules may also allow use 
of the 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 has an impact on the accuracy of analyses that use MHMDS ID to count 
individuals.  
 
Action taken:  The rules for generating the ID were improved for processing the 2006/07 data. These 
reduce the potential for individual patients sharing an MHMDS ID and, conversely, for individual 
patients having multiple MHMDS IDs. Accurate NHS numbers remain vital for the creation of 
anonymised IDs (such as MHMDS ID) which can be used to link patient records and these improved 
rules will continue to be used in MHMDS version 4. 
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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.  Accuracy of the derived data items is affected 
where overlapping episodes are entered or episodes have no end dates.  This is particularly 
apparent where records show more than 365 days of a particular type of care during the year.  This 
particularly affects [CARE DAYS (ACUTE HOME-BASED)], where many records have a value 
greater than 365.  The episode data for Acute Home Based care and NHS residential care were 
considered too inaccurate to be used in analysis for the report although the proportion of trusts 
providing some data is shown.  For the same reason these reports do not include any analysis of the 
sequence of or time elapsed between events within individual MHC spell records. 
 
2008/09 update:  A change to the assembly process ensured that spell end dates after the end of the 
current reporting period could not be manually entered into the input database.  This improved the 
reliability of reporting on open and closed spells.  However, the issue of overlapping episodes 
remained a live issue.  Trusts were 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. 
 
2011 update for publication of 2009/10 Bulletin:  New validation and diagnostic reports to assist 
providers in resolving such data quality issues prior to the submission deadline were proposed for 
MHMDS version 4.    
 
2010/11 update for 2010/11 Bulletin: The new validation and diagnostic reports described above are 
now being implemented as warnings within the data summary reports produced for providers during 
processing of their MHMDS version 4 submissions. Full details of these can be found in the MHMDS 
user guidance Appendix number 5: 
 

http://www.ic.nhs.uk/services/mhmds/spec 
 
 
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 
Hospital Provider Spell (IPEP) and Ward Stay within Hospital Provider Spell (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, discrepancies in the analysis occur. 
 
Admissions are calculated from data in the IPEP Table and used in the reports on inpatient activity 
and length of stay in hospital. 
 
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. 
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Action taken: Pre-assembly validation was added to the submission process to alert providers to 
inconsistencies between IPEP and WARDSTAYS source data.  Trusts were asked to check future 
submission if inconsistencies are seen in the statistics published for their trust.  
 
2008/09 Bulletin update:  Trusts whose data indicated that WARDSTAY data had not been entered 
or synchronised with IPEP episodes were contacted.  Some improvements had been made since the 
first release of the statistics but issues remained; the following trusts had no patients in the admitted 
category because of data input errors - and therefore no patients eligible for the statistics on 
inpatients detained in hospital: 
 
5QM   DORSET PCT 
RW5   LANCASHIRE CARE NHS FOUNDATION TRUST 
 
2009/10 Bulletin update:  
 
Action taken: From this year onwards, we contacted trusts whose data indicates that IPEP episode 
data was not entered or synchronised with WARDSTAY data. 
 
The trusts listed above (5QM and RW5) corrected their synchronisation issues and included 
WARDSTAYS data in their 2009/10 annual return.  However, all records which included bed days for 
the following provider did not include an admission: 
 
RH5 SOMERSET PARTNERSHIP NHS FOUNDATION TRUST 
 
Furthermore, the proportion of records with bed days but no admission was over 85 per cent for the 
following providers: 
 
RRP   BARNET, ENFIELD AND HARINGEY MENTAL HEALTH NHS TRUST 
RTV   5 BOROUGHS PARTNERSHIP NHS FOUNDATION TRUST 
 
Overall 19.6 per cent of the records with bed days had no admission and 2.9 per cent of the records 
with an admission had no bed days for all providers which suggested that the sychronisation of data 
in the WARDSTAYS and IPEP tables continues to be a data quality issue of note. 
 
2010/2011 Bulletin update: 
 
Whilst synchronisation issues remain, no providers returned data with wholly missing bed or 
admission data. However, trusts did have a high proportion of records with admissions but no bed 
days: 
 
RTV 5 Boroughs Partnership NHS Foundation Trust (63% of records) 
RWV Devon Partnership NHS Trust (37% of records) 
RT2 Isle of Wight PCT (32% of records) 
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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 Child and Adolescent Mental Health Services (CAMHS) are excluded from the MHMDS, 
records for some people aged below 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 of these circumstances could result in a record for a young person being included in submitted 
MHMDS records. 
 
A small number of trusts however had hundreds or thousands of people aged under 16 in their data 
for 2006-07 and these numbers were too large to be accounted for by the reasons suggested above.  
 
From telephoning a sample of these organisations, it appeared that faults in the process for 
extracting data from local systems resulting in service users who were only in contact with CAMHS 
services not always being excluded.   
 
Action taken: Trusts were asked to check that their extract routines exclude people only in contact 
with CAMHS. 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 CAMHS. 
 
2008/09 Bulletin update: Approximately 13,700 people were aged below 16 in the 2008/09 statistics.  
This reduction from the figure quoted above is likely to be mainly due to an improvement in 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 were reminded that CAMHS should not be 
included in the MHMDS submission. 
 
2009/10 Bulletin update: The 2009/10 statistics included approximately 8,100 people who were aged 
under 16 (figure excludes records where gender was not specified). This continuing reduction this 
year is probably mainly due to the same reasons that were stated for reduction observed in the 
previous year and this is no longer considered a data quality issue. 
 
2010/11 Bulletin update: The 2010/11 statistics included around 7,200 people aged under 16 (of 
which only two had no gender specified), suggesting that the data quality with respect to recording of 
age in the MHMDS has continued to improve. 
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Ethnicity 
 
2010/11 Bulletin update: In 2010/11, a large rise in the number of people of ethnic category ‘Asian 
and Asian British’ was observed. On investigation, it appears that a large proportion of this increase 
appears to be attributable to a small number of providers.  
 
Whilst we do not know the reason for the increase for some of these trusts, the biggest difference 
was seen in South Essex Partnership University NHS Foundation Trust (RWN) who had an increase 
of 937 from 170 in 2009/10 to 1107 in 2010/11 (551%). This represents 26% of the overall increase 
in people of this ethnic category between the reporting periods. Part of the increase for this provider 
is thought to be attributable to the Trust’s takeover of Bedfordshire and Luton Mental Health Trust, 
particular since Luton is an area of high population of this demographic.   
 
Other reasons for this increase may include an increase in data quality via better recording of 
ethnicity since the 2009/10 Bulletin. 
 
 
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. NACS had a name change in [INSERT 
YEAR] and is now called the Organisation Data Service (ODS). All references to NACS have been 
updated to reflect that ODS is the new name. 
 
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 ODS reference tables with their data.  
This led to inconsistencies in the derived PCT data because trusts submitted different versions of the 
ODS reference data (and in some cases did not submit them at all).   
 
NHS Re-organisation has compounded the problem of inconsistencies in the information about 
PCTs. 
 
The 2006/07 publication included limited results by PCT (access to services per 100,000 population) 
as there was a major reorganisation of PCTs during this reporting period 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) were 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 made it possible to present the results as 
a map. 
 
To support the future production of further analysis by PCT the assembly process was amended in 
2008.  Now all trust submissions are processed against a single up-to-date set of ODS reference 
tables. 
 
Action taken:  Trusts were asked to ensure that accurate GP Practice code and postcode data is 
provided in the MPI Table, with no default codes. 
 
2008/09 Bulletin update:  The completeness and accuracy of information about postcode and GP 
practice was seen to improve greatly over the reporting period as a result of the change to the 
assembly process and improved data collection at trust level. In 2008/09 97 per cent of records had a 
valid GP practice code (see Provider level data quality report, published in conjunction with the 
Bulletin. 
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2009/10 Bulletin update: A further improvement was observed in data quality of GP Practice codes in 
2009/10 with 98 per cent of the records having a valid GP practice code. 
 
2010/11 Bulletin update: The data quality of GP practice codes remained consistently high; during 
this reporting period 98 per cent of the records had a valid GP practice code. 
 
 
Mental Health Act information 
 
A number of trusts reported no detained patients in their 2008/09 return (legal status information was 
omitted) but most Trusts now include some Mental Health Act (MHA) information in their returns. 
 
2009/10 Bulletin update: One trust had no information in Table 2 statistics which show the number of 
inpatients detained in hospital under the MHA.  This is because legal status information was not 
included in their MHMDS submission.  In 2009/10 this applied to: 
 
RXG SOUTH WEST YORKSHIRE MENTAL HEALTH NHS TRUST 
 
This trust was contacted and stated the reason for the data being excluded from their submission 
was technical, relating to system upgrades. This means that the statistics in Chapter 2 undercounts 
the number of people detained in hospital.  
 
2010/11 Bulletin update: Three trusts whose KP90 return for the same reporting period indicated that 
they provided services for detained patients but included no legal status information in their MHMDS 
submission: 
 
RR7 Gateshead Health NHS Foundation Trust 
RXG South West Yorkshire Partnership NHS Foundation Trust 
5N6 Derbyshire County PCT 
 
However, RR7 principally manage older people’s mental health services and only reported 29 
detained patients in their KP90 return for the same reporting period. 
 
 
Legal Status Restrictiveness information 
 
It has been discovered that the derivation used for this analysis was not implemented in the 
assembler as per the data dictionary definition: 
 
http://www.datadictionary.nhs.uk/data_dictionary/attributes/l/legal_status_restrictiveness_de.asp?sho
wnav=1 
 
Rather than the highest legal status during the reporting period, patients in this analysis have been 
categorised by the most restrictive legal status that applied to them during their spell of care and 
counted only once, regardless of how long they spent in hospital and how many times they were 
admitted, and regardless of whether they were still in hospital at the end of the year.  
 
We have estimated that around 11 cent (4,650) of patients categorised as being formally detained 
probably experienced detention in an early reporting period (although in their current spell of care). 
The table on the following page describes how this estimate was calculated. 
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Table to show the impact analysis for the allocation of highest legal status issue 
 
Step Comments Count of 

People 
Fields 

1 Formally detained patients in 2010/11 (based on 
Legal Status Restrictiveness) 

43,941  

2 of which: MHC Spell Start Date before Reporting 
Period (RP) Start Date. This removes patients who 
started a care spell in 2010/11 and therefore have a 
correctly derived LSR. 

29,113  

3 of which: there was a matching MHMDS_ID & 
Provider in the 2009/10 file1. It was important to 
track the MHMDS_IDs across the 2009/10 and 
2010/11 reporting periods to ensure we had a view 
of the Legal status at the end of 2009/10 and 
therefore whether or not the patient was detained at 
the start of 2010/11 (see step 4). 

27,357 2009/10 Legal Stat Restrict != -2 

4 of which: Legal Status at end of the RP in 2009/10 is 
informal (1 or null). This removes patients who were 
formally detained at the close of the 2009/10 
reporting period and therefore should still be 
detained at the start of 2010/11. 

20,514 2009/10 Legal Stat at end RP = 1 
or = null 

5 of which: 2010/11 LSR does not equal 2010/11 
highest LSR History2 implying it has not been 
derived from within the RP 

5,223  

6 of which: Patients who have not been detained 
within the 10/11 RP based on their LSR history (767 
were detained and even though their LSR was 
derived incorrectly they were still detained and will 
still be in our part 2 analysis). 

4,650  

 
Notes: 
1 1,802 people with no matching MHMDS_ID & Provider. Audit file has been checked and there have 
been no recorded changes to the IDs in question. However, 697 of these people accessed services 
in Independent Sector Providers (ISPs) and therefore do not have any past records. 
2 LSR History is derived from the data item MH_CARE_LEGAL_STATUS_HISTORY in the 
compressed file. Using the first four blocks of data from this field we converted the base64 characters 
to binary and then calculated the legal status score for each day in the RP using the methodology in 
the v3.5 spec. LSR History provided an accurate representation of a patients legal status each day of 
the RP (99.4 per cent accuracy when compared to 
MHD_Legal_Status_at_End_of_Reporting_Period) and was therefore used as the basis for this 
investigation. The highest LSR could then be derived from this result set and compared with the 
MHD_Legal_Status_Restrictiveness data item. 
 
In MHMDS version 4 all sections which apply under the MHA are explicit with their own start and end 
date so we will not need a complicated derivation. 
 
Methodology for analysis of legal status restrictiveness is likely to change following the forthcoming 
consultations on KP90 and MHMDS – data will flow in a different format and we may analyse it in 
different way pending consultation findings. 
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Supervised Community Treatment information 
 
In the 2009/10 MHMDS submission only 45/67 providers submitted information about supervised 
community treatment (SCT) in their return (67 per cent) and so the information presented here is 
known to be incomplete and is presented as experimental statistics.   
 
From the beginning of the 2010/11 reporting period, routine quarterly reports on MHMDS data have 
included some regular monitoring of SCT orders to encourage providers to flow comprehensive 
information about uses of the MHA. 
 
In the 2010/11 MHMDS submission 56/69 NHS providers (81 per cent) submitted information about 
SCT. This represents an improvement in data quality for this data item. We should bear in mind that 
not all organisations manage SCT (or have responsibility for detained patients); the report includes a 
comparison with a similar measure from the KP90 return1, which shows those NHS organisations 
which might be expected to return legal status information. The total number of uses of SCT during 
2010/11 reported in MHMDS submissions was 3,667, only 56 fewer than reported in KP90 (taking 
into account the late correction to the figure for Lincolnshire Partnership NHS Foundation Trust 
(RP7), noted on the publication homepage. 
 
As discussed above, the quality of MHMDS data in general has been improving over time in general 
and with respect to key items. Improvement in the completeness of recording all the activity which 
should be included in MHMDS is less easy to measure, as the MHMDS records the packages of care 
received by individuals and these vary widely.  
 
Local knowledge may be required to distinguish changes in volume between years that reflect 
changes in service delivery from those that are an artefact of changes in data quality. 
 
Therefore, figures for any year may not be fully comparable with similar analysis against other years, 
particularly at trust level.  This should be borne in mind when viewing time series analysis as year-on-
year changes may sometimes be a product of shortfalls in earlier years and should not automatically 
be interpreted as trends in treatment practice or activity. 
 
 
Diagnosis information 
 
There is a lack of diagnosis information in MHMDS and, whilst it has been improving with time, only 
19% of records in the 2010/11 data had a valid diagnosis code. This makes comparisons across 
different types of services or demographics difficult. Further information is provided in the 
organisational data quality reports which accompany this release. 
 
 
 
 
 

                                                 
 
1  Collected via the online Omnibus survey tool, the KP90 return informs the NHS IC publication ‘In-Patients formally 
detained in hospital under the Mental Health Act, 1983 – and patients subject to supervised community treatment. The 
latest figures from this collection are available here: 
http://www.ic.nhs.uk/pubs/inpatientdetmha1011 
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5. Methodology used for the analysis 
 
Each MHC spell record brings together contacts, attendances and episodes for a single patient into 
one record. 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, many people have multiple records that overlap in time so that, at present, a count of 
records will exaggerate the number of people.  For this Bulletin we developed a methodology for the 
analysis that makes it possible to use individual people as the unit of measurement for analyses 
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. 

 
MHMDS is analysed via reports created in MS SQL Server Visual Studio 2005, which are exported to 
MS Excel in order to create reference data and display tables. Since 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.   This necessitated the creation of rules for ranking records and categorising people 
according to these rankings.   
 
The rules for flagging one record per person are specific to each analysis and should not be used to 
flag records to count patients in other analyses. 
 
The tables below describe the new variables created for the production of the Mental Health Bulletin, 
and the Data Dictionary items from which they were derived. The main rules applied in the analysis 
are described below each table. 
 
Number of people in contact with NHS mental health services   
(Tables 1.1-1.5 in national tables; 1a-1b in organisational tables) 

New variable 
created for 
analysis 

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

Possible 
Values 

Definition / rules  for new 
variable 

IC_Total_Bed_Day
s 

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

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

 admitted Records where 
[IC_Total_Bed_Days_Cleanse
d] is >0. Identifies records that 
included hospital inpatient 
care. 

IC_Care_Status 

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), 

only non admitted Records where 
[IC_Total_Bed_Days_Cleanse
d] 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. 
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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.  Thus 
each person is counted only once in either the admitted or the only non-admitted or the no care 
category.   
 
The analysis counts people who used services, not admissions, or contacts or episodes. 
 
2011 Update (2009/10 Bulletin onwards): The method for deriving ‘Bed Days’ elements has changed.  
Although this does affect Table 1 analyses, this new cleansing routine enabled us to introduce new 
analyses on the number of bed days in 2009/10.  The methodology for this analysis is detailed at the 
end of the paper in Section 6 (‘New Analyses’). 
 
 
Most restrictive legal status of people who were inpatients during the year 
(Tables 2.1-2.3 in national tables) 
 
This analysis is based on 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 MHA.  However, as described in the ‘Legal Status Restrictiveness’ section above, the derivation 
of this legal status measure is calculated on the basis of the most restrictive use of the MHA  ‘during 
the MHC spell’, rather than ‘during the reporting period’.  The concept of legal status ‘restrictiveness’ 

CONTACTS (PSYCHOTHERAPY), 
CONTACTS (SOCIAL WORKER), 
CONTACTS 
(PHYSIOTHERAPIST), CARE 
PROGRAMME APPROACH 
REVIEWS (IN REPORTING 
PERIOD) 
 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_Fl
ag 

MHMDS_Identifier, CARE SPELL 
NUMBER IN REPORTING PERIOD 

Binary Uses the IC_Care_Status field 
to select one record for each 
person (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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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 receives a higher 
score than a compulsory admission which did not involve the criminal justice system. Any compulsory 
admission or use of the MHA will be scored higher than an informal or voluntary admission.   
 
This analysis 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 created 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 within the analysis. 
 
NB:  An adjustment to the implementation of the assembly process for the 2006-07 annual data 
means that records with no legal status information are automatically  given the LSR score for 
informal. 
 
New variable MHMDS data item/s Possible 

Values 
Definition for new variable 

IC_Highest Legal Status 
Category 

LEGAL STATUS 
RESTRICTIVENESS 
(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: 
 
Priority 1: Category 3 
Priority 2: Category 2 
Priority 3: Category 5 
Priority 4: Category 4 
Priority 5: Category 1 
Priority 6: Category -1 
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IC_Highest Legal Status Flag MHMDS Identifer, 
CARE SPELL 
NUMBER IN 
REPORTING PERIOD 

Binary Uses IC_Legal_Status_Priority to 
select one record for each 
person (using MHMDS Identifier 
as unique person ID).  The flag is 
set on the record that has 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) Act 1995) 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, flagged records 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.  Flagged records 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 
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Number of people subject to supervised community treatment 
(Table 2.4 in national tables; 2c in organisational tables) 
 
This analysis uses the MHMDS data item SCT_at_End_of_Period to flag whether a person is still on 
supervised community treatment at the end of the reporting period. 
 
 

New variable MHMDS data item/s Possible 
Values 

Definition for new 
variable 

SCT_at_End_of_Period 
 

 Binary If an SCT is outstanding at 
the end of the reporting 
period then the Flag is set 
to Y 
 

 
 
 
Number of people on Care Programme Approach 
(Tables 3.1 – 3.3 in national tables; 3a – 3h in organisational tables) 
 
This analysis uses the MHMDS data items CPA STANDARD DAYS and CPA ENHANCED DAYS to 
categorise all service users by the highest Care Programme Approach (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. 
 

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 
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The following tables refer to reference data tables published along side the bulletin 
 
Reference data tables 3c-3d: PSA 16 Social Exclusion Indicator NI 149 
 
This indicator is the percentage of adults aged 18-69 receiving secondary mental health services and 
on the CPA in settled accommodation at the time of their most recent assessment, formal review or 
other multi-disciplinary care planning meeting. The denominator is the number of adults aged 18 to 
69 who are receiving secondary mental health services and who are on the CPA. The numerator is 
the subset of these patients who are known to be in settled accommodation at the time of their most 
recent assessment, formal review or multi-disciplinary care planning meeting. 
 
Constructions: - 
 
Numerator 
Count of people that fulfil the following criteria: 
Age at the start of the reporting period between 18 and 69 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
Settled accommodation indicator = 1 
 
Denominator 
Age at the start of the reporting period between 18 and 69 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
 
Data items: - 
 
Data item Field Name in 

MHMDS extract 
Conditions for 
indicator 

Notes 

Age at the Start of the 
Reporting Period 

MHD_Age_Start_Rep
orting_Period 

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_Level 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_Enhance
d 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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Settled Accommodation 
Indicator 

MHD_Settled_Accom
odation_Indicator 

Equal to 1 An indication of whether the 
main/permanent residence of 
the patient is settled or non-
settled accommodation 
captured as part of the CPA 
review or other informal 
assessment.  
The denominator counts all 
patients aged 18 to 69  who 
are on CPA regardless of 
whether a settled 
accommodation indicator code 
has been submitted for the 
patient or not. 

 
 
 
Reference data tables 3e-3f: PSA 16 Social Exclusion Indicator NI 150 
 
This indicator is the percentage of adults aged 18-69 receiving secondary mental health services and 
on the CPA in employment at the time of their most recent assessment, formal review or other multi-
disciplinary care planning meeting. The denominator is the number of adults aged 18 to 69 who are 
receiving secondary mental health services and who are on the CPA. The numerator is the subset of 
these patients who are known to be in employment at the time of their most recent assessment, 
formal review or multi-disciplinary care planning meeting. 
 
Constructions: - 
 
Numerator 
Count of people that fulfil the following criteria: 
Age at the start of the reporting period between 18 and 69 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
Employment status = 1 
 
Denominator 
Age at the start of the reporting period between 18 and 69 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
 
Data items: - 
 

Data item Field Name in 
MHMDS extract 

Conditions for 
indicator 

Notes 

Age at the Start of the 
Reporting Period 

MHD_Age_Start_Rep
orting_Period 

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_Level 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. 
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CPA Enhanced Days MHD_CPA_Enhance
d 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. 

Employment Status MHD_Employment_S
tatus 

Equal to 1 The current employment status 
of the patient at the time of their 
latest assessment or review. 
The denominator counts all 
patients aged 18 to 69  who 
are on CPA regardless of 
whether an employment status 
code has been submitted for 
the patient or not. 

 
 
Reference data tables 3g & 3h: People on CPA who have had HoNOS assessment in the last 
12 months 
 
This indicator is the percentage of users receiving secondary mental health services on the CPA 
whose most recent HoNOS assessment was within the last 12 months. The denominator is the 
number of users who are receiving secondary mental health services and who are on the CPA. The 
numerator is the subset of these patients who are known to have had a HONOS assessment within 
the last 12 months. 
 
Constructions: - 
 
Numerator 
Count of people that fulfil the following criteria: 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
HoNOS Most Recent Date >= (Reporting Period End Date - 1 year) 
 
Denominator 
CPA level (at end of reporting period) = 2 OR the number of days spent in the reporting period on 
CPA level 2 >0 
 
Data items: - 
 
Data item Field Name in 

MHMDS extract 
Conditions for 
indicator 

Notes 

Age at the Start of the 
Reporting Period 

MHD_Age_Start_Rep
orting_Period 

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_Level 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 
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the reporting period. 

CPA Enhanced Days MHD_CPA_Enhance
d 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. 

HoNOS Score Date (Most 
Recent) 

MHD_HoNOS_Most_
Recent_Date 

Greater or equal to 
01/04/2010 

Derived from the date of the 
most recent HoNOS rating 
made at the CPA review. 

 
 
Average length of hospital inpatient stay 
(Table 4.1 in national tables; 4a in organisational tables) 
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 Cleansed 
Bed Days items in column 2 
[IC_Total_Bed_Days_Cleansed] 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 cleansed bed 
days was >0.  Where the sum of cleansed 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 > 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.   
 
NB 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. 
 
 
In year bed days 
(Tables 4.2 – 4.4 in national tables; 4b – 4c in organisational tables) 
 
See definitions in Table 1 above. 
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Inpatient Activity 
(Table 5.1 in national tables; 5a – 5b in organisational tables) 
 
These tables use 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_Cleansed) by 365.  
 
 
Outpatient and Community Activity 
(Table 6.1 in national tables; 6a – 6b in organisational tables) 
 
These tables use 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. 
Note that the 'All Contacts' total does not include a further group of healthcare professionals which 
are classified as 'other' when data is captured at source. The current process for data assembly does 
not take account of this group and it is not carried through to extract data and we cannot therefore 
report on it. 
 
 
Type of team co-ordinating patient care 
(Table 7.1 in national tables; 7a – 7b in organisational tables) 
 
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 PERIOD) is >0 and where the END DATE 
(MENTAL HEALTH CARE SPELL) is NULL or greater than the REPORTING PERIOD (MENTAL 
HEALTH) end date.   
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6. New analyses 
 
(a) New analyses for the 2009/10 Bulletin 
 
Standardised rates of access  
 
Due to the feedback we received in response to publication of the 2008/09 Mental Health Bulletin, we 
introduced a new rates of access to secondary mental health services metric in the 2009/10 Bulletin. 
MHMDS data were directly standardised by age and sex and mapped against the most recently 
available Office of National Statistics (ONS) mid-year population estimates.  These data were 
analysed by commissioner and ethnic group. The commissioner analysis employed the ONS mid- 
year 2008 population estimates and the ethnic group analysis used the 2007 mid-year estimates (the 
most recent relevant population estimates available for each dimension at the time of the analysis). 
 
In order to produce these analyses, an extract of records was taken from the MHMDS where: 
 
Age at the start of the reporting period was between 18 and 120; 
MHD_Gender was ‘1’ or ‘2’; 
MHD_Ethnicity was not equal to any of the following: ‘Not Known’, ‘Not Stated’ or ’Unspecified’; 
The IC_Care_Status_Flag is set to ‘Y’. 
 
A separate technical document is available on request detailing the construction of these rates of 
access which is available from the NHS Information Centre (email: mhmds@ic.nhs.uk)  
 
For the 2009/10 Bulletin,  gender was not recorded for 81 per cent of people using specialist mental 
health services from the  Isle of Wight Primary Care Trust (5QT), and these people are not included 
within the rates of access calculations. 
 
2010/11 Bulletin update: All records for Isle of Wight Primary Care Trust included gender. 
 
 
In year bed days 
 
Table 4 (4.2 – 4.4 in national tables; 4b – 4c in organisational tables) provides counts of bed days 
using the derived field (see Table 1 above) ‘[IC_Total_Bed_Days_Cleansed]’.  The new rules ensure 
that the sum of BED DAYS (MENTAL HEALTH), BED DAYS (MENTAL HEALTH MEDIUM SECURE) 
and BED DAYS (MENTAL HEALTH INTENSIVE) for the reporting period, or one element of these 
three, does not exceed the number of days in a reporting period. Where this is not true, the number 
of days are ranked in order of Intensive - Medium Secure - Standard bed days and capped at the 
number of days in that reporting period. 
 
Bed days are present when there has been one or more Consultant Episode (Hospital Provider) 
during the REPORTING PERIOD and where the MAIN SPECIALTY of the CONSULTANT is for an 
adult or mental illness MAIN SPECIALTY. The adult or mental illness MAIN SPECIALTIES being 
700, 710, 712, 713 and 715. 
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(b) New analyses for the 2010/11 Bulletin 
 
Independent Service Providers 
 
ISPs from whom the NHS commissions mental health care services are included for the first time in 
this edition of the Mental Health Bulletin. Where ISPs have been included in an analysis for a table: 
 

 Clear reference has been made in both the report and the reference data tables.  
 Where provider level time series have been produced, ISPs are displayed as a separate row 

to maintain comparability; 
 Analysis by commissioner includes data from ISPs in the 2010/11 reporting period and 

therefore data for 2010/11 are not strictly comparable with previous reporting periods; 
 All provider England totals have been omitted. 

 
Only three submissions from ISPs were received, but we hope to increase this number in future 
iterations of the Bulletin. Although it is not known how many ISPs provide services within the scope of 
the MHMDS, 207 ISPs returned information about patients detained in hospital via the KP90 return 2 
for the same reporting period. The ISPs which returned a MHMDS submission must therefore be a 
small proportion of those who might be expected to return one. 
 
Bed Days Cleansed have now been included retrospectively in the time series for average length of 
stay (see Table 4) and average daily occupied beds (see Table 5). For the previous Bulletin 
(2009/10), the cleansed bed days calculation was only used for the reporting year. See above for 
new methodology. 
 
 
 
 

                                                 
 
2 The KP90 return informs the NHS IC publication ‘In-patients formally detained in hospitals under the Mental 
Health Act, 1983 – and patients subject to supervised community treatment’. The latest annual figures are 
available at: 
http://www.ic.nhs.uk/pubs/inpatientdetmha1011 
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7. Consultation Process. 
 
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 2011.   
"A consultation on changes to these statistics, made possible by a change in data source from the 
Mental Health Minimum Dataset v3 to the Mental Health Minimum Dataset v4, is planned for launch 
in early 2012. This exercise aims to ensure that these statistics are relevant and, so far as possible, 
provide answers to questions that arise from the analysis of the dataset." 
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