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Executive Summary 

This annual report provides a comprehensive picture of people who used adult and older 
person’s secondary mental health services in 2013/14. This report is based on submissions 
made to the Mental Health Minimum Dataset (MHMDS) between April 2013 and March 
2014. These submissions were made using version 4.11 of the MHMDS, which was 
mandated in April 2013 as a monthly submission for the first time. This report also uses mid-
year population estimates (2013) from the Office for National Statistics2.   

The report includes experimental analysis through our special topics on length of hospital 
stay and analysis of Clinician Reported Outcomes Measurements (CROMs) from MHMDS.   

 

Key Findings 
Key findings from this publication show that in 2013/14: 

 The number of people in contact with mental health services increased to 1,746,698 
from 1,590,332 in 2012/13. The rate of access to mental health services was 3,489.5 
per 100,000 of the population (for people over 18 and with a known gender and 
ethnicity). This means that approximately one person in 28 was in contact with 
secondary mental health services in the year. 

 6.0% of these people (105,270) spent some time as an inpatient during the year, a 
smaller percentage than in 2012/13 when 6.6% of people (105,224) spent time in 
hospital. 

 Although the median length of stay for people discharged from hospital during the 
year was 23.0 days, at the end of the year more than half the people in hospital had 
been there for more than 117.0 days.  

 Throughput in mental health inpatient services was less than one discharge (0.7) per 
100 occupied bed days. 

 The first findings from analysis of CROMs recorded in MHMDS showed that, based 
on changes across four domains (personal, social and emotional well-being and 
severe disturbance) between the start and end of a person’s spell of care: 

o There was a clinically significant improvement in the average emotional well-
being domain for people assigned to non-psychotic care clusters. 

o There were clinically significant improvements in the emotional well-being and 
severe disturbance domain for people assigned to psychotic care clusters 

o None of the domains showed clinically significant changes for people assigned 
to organic care clusters. However, due to the progressive nature of organic 
illness, you would not necessarily expect to see improvement.

                                            
1
 http://www.hscic.gov.uk/mhmds/spec  

2
 http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-

northern-ireland/2013/index.html  

http://www.hscic.gov.uk/mhmds/spec
http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-northern-ireland/2013/index.html
http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-northern-ireland/2013/index.html
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Introduction 

Content of this publication 
This publication is the 7th annual Mental Health Bulletin. It uses data collected as part of 
monthly submissions to the MHMDS during the financial year 2013/14. We produced a 
single file from these submissions (the annual file) which removes duplication of episodic 
and record data that occurs between and within these monthly submissions. This follows the 
same approach we used in 2011/12 and 2012/13 when submissions were made every 
quarter. 

Analysis of monthly submissions and associated data quality measures has already been 
released as monthly publications (around 10 weeks after the end of the month reported on). 
Our March 2014 publication included initial analysis of annual data for the first time, allowing 
users of our data access to this data much earlier than usual.  

These publications can be accessed through the link at the bottom of this page: 
www.hscic.gov.uk/mhmdsmonthly   

For consistency, much of the information produced in this report and reference tables are 
updates to those produced in last year’s publication, allowing the reader to compare this 
year’s data to previous years. However, to reflect the changes to NHS commissioning 
structures, we have replaced our Primary Care Trust (PCT) level analysis with Clinical 
Commissioning Group (CCG) level analysis. This means that no time series information is 
available at CCG level as 2013/14 was the first year these organisations became 
operational. 

Time series have been maintained at a high level within our reference tables, but in many 
places have been limited to 2011/12 as the earliest data point. This is because significant 
changes were made to the MHMDS in this year (moving from version 3.5 to version 4.0) 
which means that information before this is not directly comparable. 

Demographic analysis (age, gender and ethnicity) is presented for 2013/14 only where 
numbers allow. The reader is advised to consult previous publications (as appropriate) for 
historical data. 

To prevent the release of disclosive information, numbers less than five (including zero) are 
replaced with a “*” symbol. All other numbers are rounded to the nearest five, apart from the 
England totals which are unrounded. Calculated values are be based on unrounded 
numbers but rounded to 1 decimal place to prevent backward calculation. This approach will 
prevent identification of a person through cross referencing different publications. 

In addition to our standard annual analysis, this publication also includes two special topics. 
The first focuses on the length of stay for people who spent time in hospital in the year. We 
haven’t produced this kind of analysis from the MHMDS before and we are grateful for the 
input from our Expert User Group in developing the specification for this analysis.  

Our second special topic focuses on CROMs and the measurement of change using the 
Health of the Nation Outcome Scales (HoNOS). This section of the report was kindly written 
by Dr Barry Speak, Chartered Consultant Clinical Psychologist and Lead for PbR Research 
& Analytics, Tees, Esk & Wear Valleys NHS Foundation Trust whose four factor model forms 
the basis of the analysis. 

http://www.hscic.gov.uk/mhmdsmonthly
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Further information on the MHMDS 
The MHMDS is a monthly mandatory return of data generated in the course of delivering 
services to people in contact with providers of NHS funded adult and older person’s 
secondary mental health services in England (referred to as mental health services in this 
report). 

The MHMDS also includes data from Independent Sector Organisations and is processed 
using MHMDS version 4.1. For full details of the methods used in processing see the 
MHMDS Version 4.1 User Guidance and Appendices here: 
http://www.hscic.gov.uk/mhmds/spec 

The Information Standards Notice for MHMDS v4.1 can be found here:  

http://www.isb.nhs.uk/library/release/495 

Information on obtaining MHMDS data extracts can be found here: 

www.hscic.gov.uk/dars 

Data quality 
In depth and timely reports on data quality are produced as part of each monthly publication, 
covering any issues identified with that month’s submission. These data quality issues have 
not been included in this report to save duplication, but a list of providers and the number of 
times they successfully submitted monthly data to the MHMDS is included in Appendix 1 

Our background data quality report contains specific information on known issues that may 
impact on analysis from the MHMDS and can be found here: 

http://www.hscic.gov.uk/media/14816/Monthly-MHMDS-Reports---2014-15-Background-
data-quality-report/pdf/Monthly_MHMDS_Reports_-_2014-
15__Background_data_quality_report.pdf  

In a small number of cases, a person did not have their gender or ethnicity recorded in the 
MHMDS. This means that the gender and ethnicity totals in the reference tables don’t add up 
to the national totals in these tables. Each of the affected tables has a note explaining the 
impact of this missing data has on that particular table. 

National Analysis 

This report will focus on the analysis of data submitted to the MHMDS in 2013/14 nationally, 
but much of this information is available at provider and CCG level in the organisational 
reference tables that accompany this report. 

Many people who are in contact with mental health services are only in contact with one 
provider (this is a person’s spell of care). However, some people may have a spell of care 
with more than one provider in the year – if they move house or become unwell on holiday 
for example.  

To avoid counting people more than once, we count people at their highest level of care 
(spells of care with a hospital stay are prioritised over spells of care that don’t have a hospital 
spell) in the year, regardless of how many providers they have been in contact with.  

The spell of care with the highest level of care (and the accompanying demographic 
information) is the one we have used in this report. This approach is slightly different for the 
provider level analysis contained in the accompanying reference tables, but the methodology 
is fully described at the top of these tables. 

http://www.hscic.gov.uk/mhmds/spec
http://www.isb.nhs.uk/library/release/495
http://www.hscic.gov.uk/dars
http://www.hscic.gov.uk/media/14816/Monthly-MHMDS-Reports---2014-15-Background-data-quality-report/pdf/Monthly_MHMDS_Reports_-_2014-15__Background_data_quality_report.pdf
http://www.hscic.gov.uk/media/14816/Monthly-MHMDS-Reports---2014-15-Background-data-quality-report/pdf/Monthly_MHMDS_Reports_-_2014-15__Background_data_quality_report.pdf
http://www.hscic.gov.uk/media/14816/Monthly-MHMDS-Reports---2014-15-Background-data-quality-report/pdf/Monthly_MHMDS_Reports_-_2014-15__Background_data_quality_report.pdf
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When we count activity, we count all activity, regardless of which spell of care this activity 
took place in. Using the example above, if a person has a spell of care with two providers 
and has a hospital spell in both, then we would count all of the admissions, discharges and 
bed days from both spells of care. 

People in contact with mental health services 
Analysis of the 2013/14 data shows that 1,746,698 people were in contact with mental health 
services at some point in the year, which is an increase of 156,366 (or 9.8%) on the year 
before. This means that 3,490 people per 100,000 of the population accessed mental health 
services (approximately one person in 28). 

As figure 1.1 shows, whilst the number of people in contact with mental health services has 
increased, the number that spent time in hospital only increased by 46 (less than 0.1%) and 
people who spent time in hospital as a percentage of everyone who was in contact with 
mental health services has fallen from 6.6% in 2012/13 to 6.0% in 2013/14 

Figure 1.1: People in contact with mental health services by highest level of care and 
year 2003/4 – 2013/14 

 

Data source: Table 1.1 of the national reference data. Vertical dashed lines indicate a 
significant change to the dataset. Data between these versions may not be comparable 

Age and Gender 

Almost a million women (967,717) were in contact with mental health services in 2013/14. 
This is higher than the number of men (778,100) and equates to 55.4% of the total number 
of people in the year. Figure 1.2 shows that this trend is apparent across age groups.  

Figure 1.2 also shows that more people were in contact with mental health services between 
20 and 49 and between 80 and 89. Numbers are lower for the under 18 age groups, which is 
most likely because the MHMDS does not collect information relating to Child and 
Adolescent Mental Health Services (CAHMS). Our previously published special topic on 
people under the age of 18 on adult wards3 expands on this issue. 

 

 

                                            
3
 http://www.hscic.gov.uk/pubs/mhmdsnov13  
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Figure 1.2: People in contact with mental health services by age and gender, 2013/14 

 

Data source: Table 1.2 of the national reference data 

Whilst figure 1.2 shows that the greatest difference in the number of people in contact with 
mental health services between the genders was in the 70 and over age groups, when 
analysed alongside the population figures for these age groups this difference is no longer 
evident. This suggests that women live longer than men, and so more women develop 
mental health conditions related to old age (such as dementia). 

As figure 1.3 shows, there is actually little difference in the number of people in contact with 
mental health services by age and gender when population figures are taken into account. 
This figure also shows that a person over the age of 80 is more likely to be in contact with 
mental health services than any other age group 

Figure 1.3: People in contact with mental health services by age and gender per 
100,000 of the population, 2013/14 

 

Data source: Table 1.2 of the national reference data and mid-year population estimates 
(2013) from the Office for National Statistics. We have used slightly different age groups in 
this figure as the ONS does not contain 80-89 or 90+ age groups. 

Whilst more women were in contact with mental health services, more men (57,160 or 54.3% 
of the total) spent time in hospital than women (48,040 or 45.6%). As figure 1.4 shows, this 
difference is most prominent between 18 and 59, with slightly more women spending time in 
hospital aged under 18 or 60 and over.  
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Figure 1.4: People who spent time in hospital as a percentage of the total number of 
people who spent time in hospital by age and gender, 2013/14 

 

Data source: Table 1.2 of the national reference data 

Ethnicity 

The data from 2013/14 shows that the majority of people who were in contact with mental 
health services identified themselves as being from the White ethnic group, with 1,317,563 
people (or 75.4%) in this group. The ethnic group with the lowest number of people in 
contact with mental health services was the Mixed ethnic group, with 17,530 people (or 
1.0%). 

Figure 1.5 shows that the Other ethnic group had the highest number of people in contact 
with mental health services per 100,000 of the population (4,676), followed by the Black or 
Black British group (3,652) and White group (3,622). The Black or Black British group also 
had the most people who spent time in hospital per 100,000 of the population at 578. 

Figure 1.5: People in contact with mental health services by ethnic group and highest 
level of care per 100,000 of the population, 2013/14 

 

Data source: Table 1.3 of the national reference data and mid-year population estimates 
(2013) from the Office for National Statistics 
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Figure 1.6 shows that, for all ethnic groups, the percentage of people who spent time in 
hospital in the year was 6.0%. This rose slightly for the White ethnic group to 6.3%, but rose 
markedly in many of the other ethnic groups. The Black or Black British group had the 
highest percentage of people who had spent time in hospital in the year, which meant that 
15.8% of people (or approximately three in every 20) who were in contact with services from 
this ethnic group spent at least one night in hospital in the year. 

Figure 1.6: People who spent time in hospital in the year, as a percentage of the total 
number of people in contact with mental health services by ethnic group, 2013/14 

 

Data source: Table 1.3 of the national reference data 

This over representation of certain ethnic groups is also noticable when we look at 
standardised rates based on age and gender. Figure 1.7 shows the standardised rates, by 
ethnicity, for people who have been in contact with mental health services and people who 
spent time in hospital during 2013/14. 

These figures could be indicative of a greater need for mental health services within these 
ethnic groups, or more complicated needs, once they are in contact with mental health 
services. 

Figure 1.7: Standardised rates of people using mental health services and people who 
spent time in hospital by ethnic group, 2013/14 

 

Data source: Tables 1.4 and 1.5 of the national reference data 

0%

2%

4%

6%

8%

10%

12%

14%

16%

18%

All Ethnic
groups

White Mixed Asian or Asian
British

Black or Black
British

Other Ethnic
Groups

Ethnic group 

0%

2%

4%

6%

8%

10%

12%

14%

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

White Mixed Asian or Asian
British

Black or Black
British

Other Ethnic
Groups P

e
rc

e
n

ta
g

e
 w

h
o

 s
p

e
n

t 
ti

m
e
 i
n

 
h

o
s
p

it
a
l 

P
e
o

p
le

 u
s
in

g
 s

e
rv

ic
e
s
 (

p
e
r 

1
0
0
,0

0
0
 o

f 
p

o
p

u
la

ti
o

n
) 

Ethnic group 

People using mental health services

People who spent time in hospital



Mental Health Bulletin: Annual Report from MHMDS Returns 2013-14 

 

 
12 Copyright © 2014, Health and Social Care Information Centre. All rights reserved. 

People who spent time in hospital detained under the Mental 
Health Act (1983) 
Building on the work of our special feature on the uses of the Mental Health Act (MHA)4 
published as part of the Monthly MHMDS Report for February 2014, we have added a 
greater level of validation to the data about uses of the MHA submitted in MHMDS.  

For example, if a person is placed under section 2 of the MHA, this means they are detained 
in hospital for up to 28 days for assessment. Along with this MHA episode, we would also 
expect a hospital spell as they are detained in hospital. If we didn’t receive this hospital spell, 
we would not use this MHA episode in our analysis. This more stringent validation has 
reduced the information that could be reported on, so whilst the information provided is more 
precise, it probably represents an undercount.   

However, we recommend that this year’s figures are viewed alongside the regular figures 
published in the Monthly MHMDS Reports5, and the experimental analyses published this 
year in the special feature mentioned above and in the KP90 report6.  These show how 
different measures, from the same data source, can be used to monitor the use of the MHA 
and the mental health service users affected by it.  The same level of validation has been 
applied to all these measures so that there is inherent consistency between them, (although 
MHMDS does not cover all the services included in the KP90 collection). Complementary 
measures from these other reports are quoted in the commentary below to aid interpretation. 

Further information about the future of reporting on the MHA is included on page 13 

Most restrictive legal status 

The data for 2013/14 show that 35.2% of people (37,111 out of 105,504) who spent time in 
hospital during the year were also subject to the Mental Health Act (MHA) at some point 
during the year. Of these 33,459 were subject to a detention, whilst a further 3,652 had been 
subject to a short term order during the year, but not to a longer detention.  For many of 
these people the detention started in a previous year.   

For example our monthly MHMDS report for March 2014 showed that at the end of March 
2014 there were 15,863 people subject to the MHA, of whom 11,399 were detained in 
hospital. These people represented just under half (49.0% of 23,246) of the people in 
hospital on that day.  The monthly report also showed that 21.3% (2,064 out of 9,706) of all 
admissions in March 2014 involved a detention on admission. So whilst only 21.3% of 
admissions are formal admissions, the use of detention subsequent to admission and the 
duration of detentions create a situation where the majority of the people in hospital on a 
single day were detained.  The information in the Special topic on length of stay provides 
further information about the characteristics of people who were in hospital on a single day. 

The national reference tables that accompany this report show the number of people who 
spent time in hospital during the year broken down into greater detail, grouping by the most 
restrictive legal status that applied to them during the year; detention via the criminal justice 
system, detention in hospital on a civil section and short term orders, such as use of section 
136.  People subject to the MHA during the year who were not admitted to hospital in the 
year are not included in these figures. 

                                            
4
 http://www.hscic.gov.uk/pubs/mhmdsfeb14  

5
 http://www.hscic.gov.uk/pubs/mhmdsmar14  

6
 http://www.hscic.gov.uk/catalogue/PUB15812  

http://www.hscic.gov.uk/pubs/mhmdsfeb14
http://www.hscic.gov.uk/pubs/mhmdsmar14
http://www.hscic.gov.uk/catalogue/PUB15812
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Figure 2.1: Percentage of people who spent time in hospital by most restrictive legal 
status, type of provider and year, 2008/9 – 2012/13 

 

Data source: Table 2.1 of the national reference data 

Background to these figures and future reporting 

The analysis above was designed six years ago, to provide complementary information to 
our other publications about uses of the MHA. At this time the MHMDS provided less detail 
about uses of the Mental Health Act, but we were able to draw on the detailed information 
about age, gender and ethnic group in the MHMDS. 

In particular, the MHMDS could not distinguish all the uses of the Act that had to be 
monitored nor show the sequence or duration of these uses. This lack of detail made it 
impossible to properly audit the quality of the data submitted. 

Changes to the way the MHMDS is processed, validated and analysed (from 2011/12 
onwards) meant that the MHMDS is now technically capable of supporting the production of 
the established measures on uses of the MHA, as well as providing much greater detail 
about the people affected by the Act, such as population based rates of detention by CCG. 

Our consultations7 with stakeholders suggest that both kinds of intelligence are valuable.  
However, further work is required to create a single coherent set of measures that are easily 
understood and support the needs of users.  We welcome feedback on these issues and 
whether the analysis of the mental health act should continue to be part of the Mental Health 
Bulletin. 

  

                                            
7
 http://www.hscic.gov.uk/consultations  
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People who were cared for under the Care Programme 
Approach 
The Care Programme Approach (CPA) is a national system which sets out how mental 
health services should help people with mental illnesses and complex needs8. Whilst 
national guidance exists9, each provider of mental health services will have their own CPA 
policy, which makes comparisons at provider or CCG level difficult. 

According to NHS Choices10, it's recommended that the person who needs CPA support is 
involved in the assessment of their own needs and in the development of the plan to meet 
those needs. The person should be informed about their different choices for care and 
support available to them, and they should be treated with dignity and respect. 

A CPA care co-ordinator should be appointed to co-ordinate the assessment and planning 
process. The co-ordinator is usually a nurse, social worker or occupational therapist.  

The care co-ordinator should also make sure that the care plan is reviewed regularly. A 
formal review is made at least once a year. The review will consider whether CPA support is 
still needed. 

Our analysis in figure 3.1 shows that the number of people cared for under CPA during the 
year was 407,370 (or 25.3% of the total) in 2011/12 and this has fallen to 357,732 (or 20.5%) 
in 2013/14, despite the number of people in contact with mental health services rising over 
the same period. Independent sector providers of mental health services are seeing a 
reverse of this trend, with the percentage of people on CPA rising from 31.3% (3,842 people) 
in 2011/12 to 35.6% (6,797 people) in 2013/14. 

Figure 3.1: Percent of people who were cared for under CPA, by provider type and 
year, 2011/12 – 2012/13 

 

Data source: Table 3.1 of the national reference data 

 

 

                                            
8
 www.rethink.org/resources/c/care-programme-approach-cpafactsheet  

9
 Department of Health. Refocusing the Care Programme Approach: London: Department of Health (2008) 

10
 http://www.nhs.uk/CarersDirect/guide/mental-health/Pages/care-programme-approach.aspx  
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Age and Gender 

184,605 women were cared for under CPA in 2013/14. This is higher than the number of 
men (172,996). Expressed as a percentage of the total number of males and females in 
contact with mental health services, the two percentages are similar (22.2% of males and 
19.1% of females). 

Figure 3.2 shows that, whilst more women were cared for under CPA, men were more likely 
to be cared for under CPA in most age groups. This would suggest that men who are in 
contact with mental health services often have more complex mental health needs. The 
largest difference between genders was between the ages of 20 and 39. 

Figure 3.2: People who were cared for under CPA as a percentage of the total number 
of people in contact with mental health services by age and gender, 2012/13 

 

Data source: Table 3.2 of the national reference data 

Ethnicity 

The majority of people cared for under CPA in 2013/14 identified themselves as being from 
the White ethnic group, with 292,055 people (or 81.6%) in this group. The ethnic group with 
the lowest number of people cared for under CPA was the Mixed ethnic group, with 5,493 
people (or 1.5%). This analysis is shown in figure 3.3.  

Figure 3.3: People who were cared for under CPA by ethnicity, 2012/13 

 

Data source: Table 3.3 of the national reference data 
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Further analysis within ethnic groups shows that the percentage of people who were cared 
for under CPA (out of the total number of people in contact with mental health services) 
differs between ethnic groups.  

Figure 3.4 shows the percentage of people who were cared for under CPA was 20.5% for all 
ethnic groups. This dropped slightly for the Other ethnic group to 16.5%, but rose markedly 
in each of the other ethnic groups. The Black or Black British ethnic group had the highest 
percentage of people who were cared for under CPA in the year at 40.4%, suggesting that 
people from this ethnic group are presenting with more complex needs. 

Figure 3.4: People who were cared for under CPA in the year, as a percentage of the 
total number of people in contact with mental health services by ethnic group, 2013/14 

 

Data source: Table 3.3 of the national reference data 
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Mental Health Care Clusters 
Mental health care clusters (or care clusters) are the nationally mandated currency model for 
mental health. The model covers most mental health services for working age adults and 
older people. The care clusters were mandated for use from April 2012 by the Department of 
Health (DH). 

The care clusters allow mental health services to group people together, based on their 
needs. There are currently 21 care clusters, further grouped into three ‘super classes’, based 
on much broader similarities in need – Non-Psychotic, Psychotic and Organic. Further 
information about care clusters and the currency and payment model for mental health can 
be found in the Monitor and NHS England guidance, here: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/300864/Guida
nce_to_mental_health_currencies_and_payment.pdf  

From July 2014 (based on April 2014 data) we have published a suite of new reports to 
support the implementation of mental health currencies and payment alongside our existing 
monthly publication. These currency and payment reports present 75 measures (including 
calculated measures) to support the implementation of currencies and payment in mental 
health. These measures include the 10 national recommended quality and outcome 
indicators, along with other measures to add context. 

To avoid confusion, and to ensure we are not duplicating our analysis across publications, 
the care cluster analysis in this report is limited to basic, end of year measures, broken down 
by age, gender and ethnicity. Our currency and payment reports should be viewed as the 
definitive source of this information. 

Age and Gender 

At the end of 2013/14, 811,774 care clusters were assigned to people in contact with mental 
health services. Figure 4.1 shows that the super class with the highest number of care 
clusters assigned was the Non-Psychotic super class, with 322,777 care clusters (or 39.8% 
of the total). 

The 40-49 age group saw the highest number of care clusters assigned in this super class, 
with 22.4% of the total in this super class (72,319 care clusters). This analysis also shows 
that most people are assigned a Non-Psychotic super class care cluster between the ages of 
20 and 59. For the Psychotic super class, this is a slightly older and slightly shorter age 
range (30 – 59). 

253,118 care clusters assigned (31.2%) were in the Organic super class, with most of these 
care clusters (96.8%) being assigned to people aged 60 and over. This means that almost a 
third of care clusters were assigned to people aged 60 and over with Organic mental health 
needs (such as dementia). 

  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/300864/Guidance_to_mental_health_currencies_and_payment.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/300864/Guidance_to_mental_health_currencies_and_payment.pdf
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Figure 4.1: The number of care clusters assigned at the end of 2013/14 by age as a 
percentage of the total assigned to the super class. 

 

Data source: Table 4.1 of the national reference data 

Figure 4.2 shows that there are gender differences in the super class of care clusters 
assigned. Men have broadly similar percentages of care clusters assigned between super 
classes (expressed out of the total care clusters assigned), whereas women show much 
greater variation. 43.5% of care clusters assigned to women (197,804) were in the Non-
Psychotic super class but only 22.6% of the care clusters assigned to women were from the 
Psychotic care cluster. This may indicate a difference in needs between the genders for 
people who were in contact with mental health services. 

Figure 4.2: The number of care clusters assigned at the end of 2013/14 by age and 
gender as a percentage of the total assigned to the super class. 

 

Data source: Table 4.1 of the national reference data 
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Ethnicity 

Figure 4.3 shows that there is also great variation in the super class of care clusters 
assigned between ethnic groups as well. Care clusters in the Non-Psychotic super class 
were more frequently assigned to people in the White ethnic group (261,420 or 39.5% of the 
total for this ethnic group). For the Mixed ethnic group, care clusters in the Psychotic super 
class were assigned more than the Non-Psychotic group (5,159 or 52.2%). 695 (7.0%) care 
clusters from the Organic super class were allocated to people in the Mixed ethnic group. 

More care clusters were assigned from the Psychotic super class to people in both the Asian 
or Asian British (20,338, 52.9%) and Black or Black British (21,102, 68.3%) ethic groups. 
The many of the care clusters assigned to people from Other Ethnic Groups were from the 
Non-Psychotic super class (7,670, 49.5%) 

Figure 4.3: The percentage of care clusters assigned at the end of 2013/14, by super 
class and ethnicity. 

 

Data source: Table 4.2 of the national reference data 
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In Year Bed Days 
Our in year bed day measures capture the number of days a person spends in hospital, in 
the year (in this case, 2013/14). This is different in many cases to a person’s length of stay, 
which may include days spent in hospital from a previous year. The differences in logic, and 
rational for these different measures are further explained in our special topic on length of 
stay, which is included later on in this report. 

In 2013/14, people in contact with mental health services spent a total of 8,128,143 days in 
hospital, in the year. This is a decrease of 5,621 bed days, when compared to the figure from 
2012/13. The picture is much more complicated, however, if we look at the number of bed 
days by the type of provider. Figure 5.1 shows that there has been a decrease of 98,911 (or 
1.3%) in the number of bed days reported by NHS providers, but a rise of 97,498 (or 12.4%) 
bed days reported by independent sector providers. 

Figure 5.1: Percentage change of in year bed days by provider type, 2012/13 - 2013/14. 

Data source: Table 5.1 of the national reference data, 2013/14 and table 4.1 of the national 
reference data, 2012/13 

Age and Gender 

The data for 2013/14 also shows that men had many more in year bed days – 4,823,702 
(59.3% of the total) compared to 3,300,834 (40.6%) for women.  

Figure 5.2 shows that almost three million bed days (2,937,822 or 36.1% of the total) were 
recorded by men aged between 20 and 49. Men aged 30-39 were the age band with the 
most in year bed days (1,043,462, or 12.8% of the total).  

Figure 5.2: Percentage of total in year bed days by age and gender, 2013/14. 

 

Data source: Table 5.1 of the national reference data 
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Admissions, Discharges and Average Daily Occupied Beds 
These counts of inpatient activity were produced as part of last year’s Mental Health Bulletin, 
but were limited to NHS providers of mental health services only. This year we have 
expanded the scope of these measures to include independent sector providers of mental 
health services for the first time. This means that this year’s analysis will not match similar 
analysis from previous years. We have reproduced the time series using this updated 
method. 

This may be one of the reasons why the average daily occupied beds figure in this analysis 
do not match the analysis from other sources (such as the KH03 collection11). 

In 2013/14, there were 121,499 admissions to a mental health hospital, an increase of 6,629 
(or 5.8%) admissions from the year before, despite the small increase in the number of 
people admitted over the same period (see figure 1.1). The number of discharges had 
increased by 5,127 (or 4.6%) between the two years, from 111,861 in 2012/13 to 116,988 in 
2013/14.  

Net admissions (the number of admissions minus the number of discharges) increased in 
2013/14 by 1,502 compared to 2012/13, to a level similar to 2011/12. 

The average occupied bed days actually fell slightly by 15 (from 22,284 in 2012/13 to 22,269 
in 2013/14). This would suggest that, whilst there were more admissions, people were 
spending less time in hospital. Throughput in inpatient services is low with less than one 
discharge (0.7) per 100 occupied bed days. 

Figure 6.1: Net admissions and average daily occupied beds, 2013/14. 

 

Data source: Table 6.1 of the national reference data 

Age and Gender 

The age group with the highest number of both admissions and discharges is the 40-49 age 
group, accounting for 20.5% (24,883) of admissions and 20.6% (24,139) of discharges. This 
is not surprising, as this is the age group with the most people who spent time in hospital 
during the year. 

                                            
11

 http://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/bed-data-
overnight/  
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Figure 6.2 shows that more men were admitted (63,468) and discharged (60,976) than 
women (57,925 and 55,924 respectively). Again, this is to be expected as more men spent 
time in hospital during the year. The age groups with the highest numbers of admissions and 
discharges – 30-39 for men and 40-49 for women, were also the age groups with the most 
people who spent time in hospital in the year. 

Figure 6.2: Admission by gender and age group, 2013/14. 

 

Data source: Table 6.2 of the national reference data 
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Outpatient and Community Activity 
As figure 1.1 shows, most people in contact with mental health services (94.0%) during 
2013/14 did not spend any time in hospital. This means that most of the care delivered to 
people who were in contact with mental health services took place in the community.  

In 2013/14, there were 21,705,607 recorded contacts with a member of staff, a decrease of 
16,707 contacts from the year before. This is despite an increase in the number of people in 
contact with services of 9.8% (see figure 1.1). 

Figure 7.1 shows that just over half of the team types (55.2%, or 15 teams) saw a reduction 
in the number of recorded contacts. Day Care attendances and Young Onset Dementia 
teams both saw a decrease of over 19.0% (19.1% and 19.0% respectively) in the number of 
recorded contacts between the two years. Learning Disability Services saw an increase of 
86.7% over the same period, perhaps in anticipation of the expansion of the MHMDS to 
include people in contact with learning disability services. 

Much like last year, we were not able to allocate nearly three million (2,848,432) recorded 
contacts to a team due to poor data quality. This equates to 13.1% of the total number of 
recorded contacts. 

Figure 7.1: The change in the number of recorded contacts by team and year, 2012/13 
– 2013/14. 

 

Data source: Table 7.0 of the national reference data, 2013/14 and table 6.1 of the national 
reference data, 2012/13 
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Figure 7.2 shows that across all team types, 81.0% (or 17,578,315) of recorded contacts 
were classed as ‘attended’. This ranges between 95.2% (26,067) of contacts for Young 
Onset Dementia Services, to 62.4% (25,768) of contacts for Criminal Justice Liaison and 
Diversion Services. 

Nationally, 11.7% (or 2,541,529) of recorded contacts were cancelled by the person in 
contact with mental health services and 2.7% (or 578,968) were cancelled by the provider. 
Due to poor data quality, we are not sure if 1,006,795 (or 4.6% of the total) recorded 
contacts were attended or not. 

Figure 7.2: The percentage of recorded contacts by team and attendance type, 2013/14 

 

Data source: Table 7.0 of the national reference data  
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Special Topic – Length of Stay 

Many of the previous Mental Health Bulletins have included additional analysis on a topic of 
interest. Last year our special topic built on our work in linking the MHMDS to Hospital 
Episodes Statistics (HES) and focused on self-harm.  

This year, we have produced two special topics, one on the use of Clinician Rated Outcome 
Measures (CROMs) and this one, which focuses on calculating length of stay from the 
MHMDS. 

Often, we use our special features in our monthly reports to test new analysis, with a long 
term ambition to add this to our monthly file as a measure. Feedback from these special 
features plays an important role establishing the usefulness of a new piece of analysis and 
we’d encourage readers to contact us with any feedback via the Have Your Say link at the 
top of the web page for this publication. 

Introduction 
Analysis of the length of stay has not been produced from the MHMDS before because we 
has not been able to confirm the most suitable way to analyse and present this information. 
We are grateful for the input from our Expert User Group in developing the specification for 
this analysis. 

At its most basic level, the length of stay calculation is the difference between the start and 
end of a person’s stay in hospital. Complications quickly arise, however.  

 What about a person who is admitted and discharged on the same day? Is this a length 
of stay of zero days or one day?  

 What about people with very long or very short length of stay (as they will skew the 
analysis)?  

 Should we include or exclude leave?  

 What other contextual information is needed to present alongside the length of stay 
figures?  

 What about those people who haven’t been discharged yet? 

From working with our Expert User Group, we are calculating length of stay as the difference 
between the start and end of a person’s stay in hospital, plus one day, in order to count the 
day of admission. We are also calculating length of stay as a median (as the median is less 
skewed by extreme values (very long or very short length of stay)) both including and 
excluding leave. 

We have also included a range of demographic and other contextual information, to improve 
the utility of comparisons. This information includes: 

 The number of hospital stays 

 Ward security level 

 Age 

 Gender 

 Ethnicity 

 ICD-10 diagnosis 

 Care cluster 
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Where a person moved between wards during their hospital stay, or changed care cluster, 
we used the ward security level or care cluster at the point of discharge from inpatient 
services. 

For added clarity, and because the analysis of length of stay follows a similar trend if leave is 
included or excluded, the report focuses on the length of stay included, but the reference 
tables include analysis of the length of stay without leave. 

Finally, we have provided two levels of analysis for many of the reference tables – one for 
people who were discharged and a second level for those people who were still in hospital at 
the end of the year. Additional breakdowns by ICD-10 diagnosis, Provider-ICD-10 diagnosis 
and CCG-ICD-10 diagnosis are available in the supporting tables. 

National Analysis 
During 2013/14, there were 116,988 discharges from mental health inpatient services 
recorded in the MHMDS. At the end of the year (31st March 2014) there were 23,614 people 
who were recorded as being in mental health inpatient services. As previously mentioned, 
throughput in mental health inpatient services is low, with less than one discharge (0.7) per 
100 occupied bed days 

Figure 8.1 shows that the median length of stay for people who were discharged from mental 
health inpatient services was 23.0 days.  

Breaking this analysis down by ward security level, 98,087 discharges (or 83.8% of the total) 
were from wards categorised as ‘general security’. This group of discharges had a median 
length of stay of 23.0. 

7,587 discharges (6.5% of the total) were from wards categorised as ‘low secure’, with a 
median length of stay of 22.0 days. Without leave this figure was 19.0 days. Wards 
categorised as ‘medium secure’ had 1,516 discharges (1.3% of the total), with a median 
length of stay of 141.0 days. 

There were 161 (0.1%) discharges from wards categorised as ‘high secure’, with a median 
length of stay 83.0 days. This is an interesting finding, as this is much lower than the median 
for wards categorised as medium secure.  

Further examination of the provider level analysis from the supporting tables shows that 
West London Mental Health Trust (the provider with responsibility for Broadmoor Hospital) 
did not submit any wards categorised as ‘high secure’. Mersey Care NHS Trust also 
submitted fewer than expected high secure ward stays; we have worked closely with the 
provider and the issue was resolved from October 2014 submission. Northumbria Healthcare 
NHS Foundation Trust submitted 116 ward stays categorised as high secure, despite not 
having any high secure services. This was identified as an issue with the way two of their 
wards were categorised, and will be corrected at the earliest opportunity. As a result, readers 
should use the high secure ward stay analysis with caution. 

There were also 9,637 discharges from wards with no ward security level recorded. This 
equates to 8.2% of the total. The median length of stay for this group of discharges was 18.0 
days.  

The provider level analysis in the reference tables identifies which providers did not submit 
this information in 2013/14. Every month (as part of our data quality reports12) we report, by 

                                            
12

 www.hscic.gov.uk/mhmdsmonthly  

http://www.hscic.gov.uk/mhmdsmonthly
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provider, on the number of ward stays submitted in the month that did not have a ward 
security level recorded. 

The 23,614 hospital spells recorded as being open at the end of the year had much longer 
lengths of stay recorded compared to those people who have been discharged. For this 
group of people, their median length of stay at the end of 2013/14 was 117.0 days. This 
means that while the median length of stay for people who were discharged in the year was 
23.0 days, half the people in hospital at the end of the year had already been there for 117.0 
days. 

This analysis is also broken down by ward security level in figure 8.1. 15,599 people (or 
66.1%) were in a ward categorised as ‘general security’. This group of people had a median 
length of stay of 64.0 days. For low secure wards, there were 2,670 people (or 11.3% of the 
total) recorded at the end of 2013/14 with a median length of stay of 341.5 days. 

There were 2,444 people (or 10.3% of the total) in a medium secure ward at the end of 
2013/14. This group had a median length of stay 494.5 days. For high secure wards, there 
were 333 people (or 1.4% of the total) recorded at the end of year with a median length of 
stay of 1708.0 days. 

Wards with no ward security recorded had 2,568 people (or 10.9% of the total) at the end of 
2013/14, with a median length of stay of 645.0 days. 

Figure 8.1: The median length of stay with and without leave, for discharges and open 
hospital spells by ward security level, 2013/14 

 

Data source: Table 1.1 and 1.2 of the length of stay reference data 

Age and Gender 

As figure 8.2 shows, and despite having more discharges, men had a shorter median length 
of stay (22.0 days) compared to women (24.0 days). The median length of stay also 
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Figure 8.2: The median length of stay for discharges by age and gender, 2013/14 

 

Data source: Table 1.1 of the length of stay reference data 

Looking at open hospital spells at the end of 2013/14, there were 14,056 men (or 59.5% of 
the total) and 9,547 women (or 40.4% of the total). This is a much higher proportion than we 
observed for people who had been discharged (52.1% and 47.8% respectively). 

Figure 8.3 shows that men with open hospital spells have a median length of stay of 168.0 
days. This is over twice the median length of stay for women (76.0 days). Men have a longer 
median length of stay across all age groups compared to women, with the exception of the 
18-19 and 90 and over age groups. 

This finding is in contrast to the differences between the genders in length of stay for 
discharges, where women had a longer median length of stay, suggesting that men are more 
likely to spend longer in hospital, even though many men spend a short amount of time in a 
mental health hospital. Further analysis is available in tables 1.1 and 1.2 of the length of stay 
reference data which breaks these figures down by ward security level. 

Figure 8.3: The median length of stay for open hospital spells by age and gender, 
2013/14 

 

Data source: Table 1.2 of the length of stay reference data 
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Ethnicity 

The majority of discharges in 2013/14 were from the White ethnic group, with 93,069 
discharges (or 79.6%) in this group. The ethnic group with the lowest number discharges 
was the Mixed ethnic group, with 2,227 discharges (or 1.9%).  

The White ethnic group also had the majority of open hospital spells (18,031 or 76.4%). The 
Other ethnic group had the lowest number of open hospital spells, with 452 (or 1.9% of the 
total). 

Figure 8.4 shows that the Black or Black British ethnic group had the longest median length 
of stay (33.0 days) with the White and Other ethnic groups having the lowest median length 
of stay (22.0 days). 

Figure 8.4 also shows that, for open hospital spells, the mixed ethnic group had the longest 
length of stay (205.0 days). The Other ethnic group had the shortest median length of stay 
(86.0 days). Further analysis is available in the length of stay reference data which breaks 
these figures down by ward security level. 

Figure 8.4: The median length of stay for discharges and open hospital spells by 
ethnicity, 2013/14 

 

Data source: Table 2.1 and 2.2 of the length of stay reference data 
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Figure 8.5 shows that the diagnostic group with the longest median length of stay was the 
Mental disorders due to known physiological conditions (F01-F09) at 57.0 days. The 
Behavioural and emotional disorders with onset usually occurring in childhood and 
adolescence (F90-F99) diagnosis group had the shortest median length of stay with 9.0 
days. 

As previously mentioned, we have not published much analysis by ICD-10 diagnosis so we 
would be very keen to hear from readers on the utility of this analysis. Further breakdowns 
are available by three character ICD-10 diagnosis in table 1.5 of the length of stay reference 
data. 

Figure 8.5: The median length of stay for discharges by broad ICD-10 diagnosis 
category, 2013/14 

 

Data source: Table 3.1 of the length of stay reference data. This table also expands on the 
ICD-10 codes, which have been shortened here due to space constraints 
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for use in certain services13, with forensic and other specialist services being currently out of 
scope.  

Care clusters in the Non-Psychotic super class were allocated on discharge on 33,359 
occasions (or 27.5% of the total). Care clusters in the Psychotic super class were allocated 
on discharge on 45,493 occasions (37.5% of the total), which was the largest proportion. 
Care clusters in the Organic super class were allocated on 7,830 occasions at discharge 
(6.5% of the total). The variance care cluster (used when no other care cluster is deemed 
appropriate) was allocated on 895 occasions at the point of discharge, 0.7% of the total. 

Figure 8.6 shows that the care cluster 21 Cognitive impairment or Dementia (High physical 
or engagement needs) had the longest median length of stay at 74.0 days. Each of the care 
clusters in the organic care cluster had a longer median length of stay, compared to care 
clusters from other super classes, which is to be expected based on the longer term needs 
of people allocated into these care clusters. 

Figure 8.6: The median length of stay for discharges by care cluster, 2013/14 

 

Data source: Table 6.1 of the length of stay reference data 

                                            
13
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Looking at open hospital spells, 7,480 open hospital spells (31.7% of the total) did not have a 
care cluster allocated at the end of 2013/14, a higher proportion than at the point of 
discharge. 

Care clusters in the Non-Psychotic super class were allocated on this day on 3,393 
occasions (or 16.7% of the total). Care clusters in the Psychotic super class were allocated 
on this day on 10,513 occasions (44.5% of the total), which was again the largest proportion. 
Care clusters in the Organic super class were allocated on 2,430 occasions on this day 
(10.3% of the total). The variance care cluster was allocated on 188 occasions at the end of 
2013/14, 0.8% of the total. 

People who were not allocated a care cluster at the end of 2013/14 had the longest median 
length of stay, at 321.0 days. The variance care cluster had the longest median length of 
stay where a care cluster was allocated at 241.0 days. This analysis is shown in figure 8.7. 

Figure 8.7: The median length of stay for open hospital spells by care cluster, 2013/14 

 

Data source: Table 4.2 of the length of stay reference data 
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Day of admission 

Research14 has shown that the day of the week a person is admitted into an acute hospital is 
related to the outcome of their time in hospital, although the reasons behind this are complex 
and not directly linked to the availability of senior staff. Little research has been conducted in 
this area looking at people in contact with mental health inpatient services. Whilst monitoring 
of outcomes in mental health is in its infancy, length of stay is a useful measure in this 
regard. 

We’ve limited this analysis to discharges that occurred in 2013/14, for a complete picture of 
the time a person spent as an inpatient. The highest number of admissions occurred on 
Friday, with 21,362 admissions (18.3% of the total). The fewest number of admissions 
occurred on Sunday, with 8,842 admissions (7.6% of the total). 

Figure 8.8 shows that admissions on Thursday had the longest median length of stay (26.0 
days). Admissions on Sunday had the shortest median with 17.0 days. 

These results suggest that people who were admitted on a weekend actually spend less time 
in hospital than someone who was admitted during the week. One explanation could be that 
people admitted on a weekend have high intensity, short term needs whereas people 
admitted through the week may be more likely to have this admission planned, but have 
longer term needs. We would be keen to hear from readers who have ideas on expanding 
this analysis further (through the addition of mental health act status, for example). 

Figure 8.8: The median length of stay for discharges by day of admission, 2013/14 

 

Data source: Table 7.1 of the length of stay reference data 
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Special Topic – Clinician Rated Outcome Measures 

This year, we have produced two special topics, one on calculating length of stay from the 
MHMDS and this one, which focuses on the use of Clinician Rated Outcome Measures 
(CROMs). 

Often, we use our special topics in our monthly reports to test new analysis, with a long term 
ambition to add this to our monthly file as a measure. Feedback from these special features 
plays an important role establishing the usefulness of a new piece of analysis and we’d 
encourage readers to contact us with any feedback via the Have Your Say link at the top of 
the web page for this publication. 

This section of the report was kindly written by Dr Barry Speak, Chartered Consultant 
Clinical Psychologist and Lead for PbR Research & Analytics at Tees, Esk & Wear Valleys 
NHS Foundation Trust. Dr Speak led on the development of CROMs to measure outcomes 
for people in contact with mental health services using the ‘four factor model’ on behalf of the 
Department of Health.  

Introduction 
This special topic examines the national and regional outcomes for people in contact with 
mental health services from the point of referral to the point of discharge from services. The 
outcome measure used was the Health of the Nation Outcome Scales (HoNOS), which is 
now the mandated CROM within the new cluster based mental health currency system.  

HoNOS is one of the most widely used outcome measures in mental health services 
internationally and forms part of the MHMDS in England. It was originally developed as a set 
of 12 independent scales15. However, the use of the HoNOS total score and subscale scores 
have also been advocated and used widely for service evaluations and research purposes16.  

At the request of the Care Pathways and Packages Project, research was undertaken to 
explore the psychometric properties of HoNOS. This revealed strong evidence that HoNOS 
does not in fact consist of 12 independent scales17. It also suggested a subscale structure 
may provide a more valid and pragmatic method of scoring and summarising outcomes than 
the HoNOS total score18,19,20. This led to several subscale structures (or factor models) being 
tested on a large national data set.  

A new four subscale structure of HoNOS was found to be the best subscale structure 
currently available for use across a wide range of clinical populations. Subsequently, this 
new four factor model of HoNOS was adopted for use within the quality and outcomes 
framework for the new care cluster based mental health currency system. This model was 
therefore used in the current analysis.    

Whilst we acknowledge that HoNOS is a very broad tool and may not be sensitive enough to 
measure change in some people, it is currently the most widely used outcome measurement 

                                            
15 Wing, J. K., Beevor, A. S., Curtis, R. H., Park, S. B. G., Hadden, S. & Burns, A. (1998). ‘Health of the Nation Outcome Scales (HoNOS): research and 
development’, British Journal of Psychiatry, Vol. 172, pp. 11-18.  
16 Pirkis, J.E., Burgess, P.M., Kirk, P.K., Dodson, S., Coombs, T.J., & Williamson, M.K. (2005), ‘A review of the psychometric properties of the Health 

of the Nation Outcome Scales (HoNOS) family of measures’, Health and Quality of Life Outcomes, Vol. 3 No.76, pp. 1-12.  
17 Williams, R., Speak, B., Hay, P., & Muncer, S.J. (2014). An evaluation of the independence of the Health of the Nation Outcome Scales, Australasian 

Psychiatry, Vol. 22 No. 5, pp. 473-475. 
18 Speak, B., & Muncer, S. (2014). Mokken and confirmatory factor analysis of the Health of the Nation Outcome Scales. Under review, Psychiatric 
Research.  
19 Speak, B., & Muncer, S. (2014). The structure and reliability of the Health of the Nation Outcome Scales. In press, Australasian Psychiatry.  
20 Speak, B. L., Hay, P., & Muncer, S. J. (2014). HoNOS – Its utility for payment by results in mental health. In press, International Journal of Health 
Care Quality and Assurance. 



Mental Health Bulletin: Annual Report from MHMDS Returns 2013-14 

 

 
Copyright © 2014, Health and Social Care Information Centre. All rights reserved. 35 

tool used in secondary mental health services and represents a strong starting point for the 
measurement of outcomes in secondary mental health services. 

National and Regional Care Spell Outcomes 

A guidance document has been produced21 to help commissioners and providers interpret 
the results of both cluster and care spell outcome evaluations. This special topic, however, 
examines the national and regional outcomes for people in contact with mental health 
services at the care spell level. These are reported for people allocated to super class A 
(Non-Psychotic Disorders), super class B (Psychotic Disorders) and super class C (Organic 
Disorders).  

In line with the Department of Health’s guidance22 we have limited this analysis to care 
cluster episodes and care spells that started after April 2013. 

The new 4 factor model of HoNOS 
The four factors within the new factor model of HoNOS represent four outcome domains that 
can be used to evaluate outcomes for people in contact with mental health services; 
personal well-being, emotional well-being, social well-being and severe disturbance.  

Table 1 provides a description of the HoNOS items making up each of these four 
factors/outcome domains and the maximum scores that can be obtained in each. Item 12 
(Problems with occupation and activities) contributes to the scores for both the personal well-
being and social well-being outcome domains.  

Table 1: Structure of the new 4 factor model of HoNOS 

Factor 1: 

Personal Well-Being 

Factor 2:  

Emotional Well-Being 

Factor 3: 

Social Well-Being 

Factor 4: 

Severe Disturbance 

Item 4: Cognitive 
problems 

Item 2: Non-accidental 
self-injury 

Item 3: Problem-drinking 
or drug taking 

Item 1: Overactive, 
aggressive, disruptive or 
agitated behaviour 

Item 5: Physical illness 
or disability problems 

Item 7: Problems with 
depressed mood 

Item 9: Problems with 
relationships 

Item 6: Problems 
associated with 
hallucinations and 
delusions 

Item 10: Problems with 
activities of daily living 

Item8: Other mental and 
behavioural problems 

Item 11: Problems with 
living conditions 

 

Item 12: Problems with 
occupation and 
activities 

 

Item 12: Problems with 
occupation and activities 

 

Max score = 16 Max score = 12 Max score = 16 Max score = 8 

Note: item 12 (Problems with occupation and activities) contributes to both the personal well-being 
and social well-being factors. 

                                            
21

 www.hscic.gov.uk/pubs/mhb1314    
22

 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/232162/Mental_Health_PbR_Gui
dance_for_2013-14.pdf  

http://www.hscic.gov.uk/pubs/mhb1314
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/232162/Mental_Health_PbR_Guidance_for_2013-14.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/232162/Mental_Health_PbR_Guidance_for_2013-14.pdf
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Measuring outcomes with the new four factor model of 
HoNOS 
Within the quality and outcomes framework for the new cluster-based currency model for 
adult and older peoples' mental health services, outcomes are measured at two levels; 
cluster episodes and cluster spells.  

Cluster Episodes 

When a person is referred to a mental health service they are assessed and, if eligible, are 
allocated to one of the mandated mental health care clusters. There are 21 mental health 
clusters and each one represents a grouping of people with similar characteristics and 
needs.   

Different care packages are delivered to people depending on the cluster to which they have 
been allocated.  The purpose of outcome measurement at this level is to gain some insight 
into how effective these care packages are in meeting the person’s needs, and to establish if 
they deliver the outcomes we might expect for them. To do this we look at the factor scores 
for people who have completed episodes of care within each care cluster at the beginning of 
their cluster episodes and compare them to their scores at the end of their cluster episodes. 
In other words, we aggregate the factor scores for everyone at the beginning and end of 
cluster episodes and look at the average difference between these scores. We then use a 
statistic called the effect size to establish the clinical significance of any change in the 
average factor/outcome domain scores.  

Care Spells by Mental Health Super Class 

Each of the mental health care clusters fall beneath one of three overarching mental health 
super classes; super class A (non-psychotic disorders); super class B (psychotic disorders); 
and super class C (organic disorders). The needs of the people within each super class are 
far broader than those of people within the individual mental health clusters which sit 
beneath them. Nevertheless, these super classes represent three distinct groups of people 
with very different mental health needs. Care spells represent a person’s journey through 
mental health services from the point of referral to the point of discharge. The purpose of 
outcome measurement at the care spell level is to establish how effective mental health 
services as a whole have been in meeting people’s needs from beginning to end.  

To evaluate outcomes at the care spell level we apply the same approach as that used at the 
cluster episode level. That is, we take the factor/outcome domain scores for everyone at the 
point of discharge and aggregate them. We then take their scores at the point of referral and 
aggregate those scores. We look at the average difference between these scores and then 
use the effect size to establish how clinically significant it is. The only difference is that rather 
than grouping people by cluster, this time we are grouping people by super class.  

Evaluating outcomes with the 4 factor model of HoNOS 
The outcome evaluation method for the new 4 factor model of HoNOS is essentially the 
same as that used by Burgess, Prikis and Coombs (2006)23 in their evaluation of mental 
health outcomes in Australia. It involves evaluating the clinical significance of the average 
difference between people’s factor scores at two time points. For our purpose, these time 
points are the start and end of cluster episodes, which relate to outcomes associated to 
people who have completed episodes of care in each of the mandated mental health care 

                                            
23 Burgess, P., Prikis, J., & Coombs, T. (2006). Do adult in contact with Australia’s public sector mental health services get better? Australia and New 
Zealand Policy, Vol. 30, pp. 3-9. 
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clusters; and the start and end of care spells, which relate to outcomes associated to people 
who have completed their journeys through mental health services and have been 
discharged.  

At the cluster episode level, we calculate the average score on each factor at the start and 
end of cluster episodes. We then look at how clinically significant the difference between the 
two average scores is for people completing episodes of care within each mental health care 
cluster. At the care spell level, we do exactly the same but this time we look at the difference 
between average factor scores at the point of referral to the point of discharge from services. 
We then look at how clinically significant the difference between the two average scores is 
for people in each mental health super class.  

The Effect Size 

To establish if any change in the average score for each factor/outcome domain is important 
we use a statistic called the ‘effect size’. The effect size is commonly used in educational 
and health settings to evaluate outcomes and tells us the practical or clinical significance of 
any change observed in the factor scores for a group of people. The effect size is on a 
continuum and therefore the general rule of thumb is the larger the effect size the more 
clinically significant the difference between the two average scores. If the effect size is less 
than 0.20 then any change observed in the average score is not considered clinically 
significant. In other words, there will have been no significant change in the average score. A 
guide for interpreting effect sizes is provided below. This is based on the interpretation 
provided by Burgess, Prikis and Coombs (2006) and Cohen’s (1987) original criteria.   

 

Effect Size Interpretation 

0.00-0.19 No effect, no clinically significant change has occurred for this group of 
service users. 

0.20-0.49 Small effect, clinically significant change has definitely occurred but it is 
of minimal importance for this group of service users. 

0.50-0.79 Medium effect, clinically significant change has definitely occurred that is 
of moderate importance for this group of service users. 

0.80 or greater Large effect, a substantial, clinically significant change has occurred that 
is of high importance for this group of service users. 

 
To clarify further what is meant by a ‘small’, ‘medium’ and ‘large’ effect size, according to 
Cohen (1987), a ‘small’ effect size is one in which there is a real effect (i.e. something is 
really happening), but which can only be seen through careful study. A 'large' effect size is 
an effect which is big enough, and/or consistent enough, that you may be able to see it 'with 
the naked eye'. For example, you would probably be able to tell that on average men are 
taller than women just by looking at a room full of people. This is what we mean by an effect 
which can be seen with the naked eye. In fact, the effect size for the average difference in 
height between men and women is approximately 1.4, which is a really large effect size, but 
illustrates the point. A large effect size is one which is very substantial.  

At the cluster episode level, the effect size tells us how clinically significant any change in the 
average score for each factor was for a group of people who have completed episodes of 
care in each of the mental health care clusters. At the care spell level, the effect size tells us 
how clinically significant any change in the average score for each factor was for a group of 
people that have completed care spells within each mental health super class.  
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Data Quality 
Between April 2013 and March 2014, there were 241,125 care spells that started and ended 
in this period. Of these 23,848 (or 9.8%) had two HoNOS assessments recorded at any point 
during this care spell.  In 6,534 of these care spells (or 2.7% of the total) both of the HoNOS 
assessments were valid and had a care cluster recorded during the care spell. Valid in this 
sense means that all 12 HoNOS items were 0-4, with no missing items or items coded as ‘9’ 
(unknown). This is a small proportion of the total number of care spells and any results 
should be interpreted with caution.  

Future care spell level analysis of CROMs may only include those cases where the first 
assessment is completed within two weeks of the second face to face contact and the final 
assessment is completed within four weeks of discharge. We have been unable to apply this 
in the experimental report as the numbers became too small. 

Between April 2013 and March 2014, there were 454,604 care cluster episodes (care 
clusters 01-21) that ended. Of these 187,979 (or 41.4%) care cluster episodes had a HoNOS 
assessment recorded at the start and end of the care cluster episode. In 165,652 of these 
care cluster episodes (or 36.4% of the total) both of the HoNOS assessments were valid.  

From July 2014, the HSCIC have published (as part of the currencies and payment reports) 
the number of care cluster episodes that ended in the month with a valid HoNOS recorded at 
the start and end. The most recent monthly data (August final, published 21st November 
2014) showed that 35.0% of care cluster episodes had a valid HoNOS score at both the start 
and the end. 

Whilst this is the first time the HSCIC have produced analysis using the four factor model, as 
these measures are produced more regularly, we would expect to see the quality and validity 
to also improve.  

It’s important to note that, like other analysis produced from the MHMDS, these measures 
are only as good as the data submitted. 
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National Results 
Figure 9.1 shows the effect sizes for each outcome domain for people in super classes A 
(number of cases (n) = 3,805), B (n = 955) and C (n = 1,774) at the point of discharge from 
mental health services for each of the HoNOS factors. A minus sign indicates deterioration in 
average score.   

 

Figure 9.1: Effect Sizes of score change by super class and factor/outcome domain, 
nationally 

 

Data source: CROMs Machine readable data file 

There was a small, clinically significant improvement in the average emotional well-being 
scores for service users in super class A at the point of discharge from mental health 
services in England (effect size greater than 0.20 but less than 0.50). There were no 
clinically significant changes in the average scores for the other outcome domains (effect 
sizes less than 0.20). The average length of a care spell nationally for service users in super 
class A was 38.9 weeks (standard deviation (sd) = 16.6 weeks).   

There was a small, clinically significant improvement in the emotional well-being scores for 
people in super class B at the point of discharge from mental health services in England 
(effect size greater than 0.20 but less than 0.50). There was also a medium, clinically 
significant improvement in the severe disturbance scores for people in super class B at the 
point of discharge (effect size greater than 0.50 but less than 0.80). There were no clinically 
significant changes in the average scores for the other factors/outcome domains. The 
average length of a care spell for service users in super class B was 39.3 weeks (sd = 15.9 
weeks).  

There were no clinically significant changes in the average scores for any of the 
factors/outcome domains for people in super class C at the point of discharge from mental 
health services in England (effect sizes less than 0.20). The average length of a care spell 
for service users in super class C was 43.9 weeks (sd = 14.3 months). 
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Regional Results 
Super Class A (Non-Psychotic)  

Figure 10.1 shows the effect sizes in each factor/outcome domain for people in super class 
A at the point of discharge from mental health services in the London (n = 660), South of 
England (n = 890), Midlands/East of England (n = 735) and North of England (n = 1520) 
NHS commissioning regions. A minus sign indicates deterioration in the average score.  
 

Figure 10.1: Effect Sizes of score change in super class A, by region and 
factor/outcome domain 

 

Data source: CROMs Machine readable data file 

There were small, clinically significant improvements in the average emotional well-being 
scores for this group of people in all NHS commissioning regions at the point of discharge 
from mental health services (effect sizes greater than 0.20 but less than 0.50). The largest 
effect size for the emotional well-being factor/outcome domain was in the North of England 
NHS commissioning region (0.37). There were no clinically significant changes in the 
average scores for any of the other factors/outcome domains in any NHS commissioning 
region (effect sizes less than 0.20).  

The average length of a care spell for people in super class A was 40.5 weeks (sd = 17.2 
weeks) in the London region and 38.6 weeks (sd = 17.0 weeks) in the North of England 
region. The shortest average length of a care spell was 36.5 weeks (sd = 16.6) in the South 
of England region and the longest was 41.2 weeks (sd = 14.8 weeks) in the Midlands/East of 
England region. 

Super Class B (Psychotic)  

Figure 10.2 shows the effect sizes in each outcome domain for people in super class B at 
the point of discharge from mental health services in the London (n = 295), South of England 
(n = 235), Midlands/East of England (n = 140) and North of England (n = 290) NHS 
commissioning regions.  
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Figure 10.2: Effect Sizes of score change in super class B, by region and 
factor/outcome domain 

 

Data source: CROMs Machine readable data file 

There was a small, clinically significant improvement in the average personal well-being 
score for people in super class B at the point of discharge from mental health services in the 
North of England region (effect size = 0.20). However, there were no clinically significant 
changes in average scores for this factor/outcome domain in any of the other NHS 
commissioning regions (effect sizes less than 0.20).  

There were small, clinically significant improvements in the average emotional well-being 
scores in all NHS commissioning regions (effect sizes greater than 0.20 but less than 0.50). 
The largest clinically significant improvement for the average emotional well-being 
factor/outcome domain for people in super class B was in the North of England (effect size = 
0.48).  

There were no clinically significant changes in the average scores for the social well-being 
outcome domain in any of the commissioning regions for people in super class B at the point 
of discharge (effect sizes less than 0.20).  

There were medium, clinically significant improvements in the average severe disturbance 
scores in all NHS commissioning regions at the point of discharge from mental health 
services (effect sizes greater than 0.50 but less than 0.80). The largest effect size for the 
severe disturbance factor/outcome domain was in the London region (effect size = 0.72).  

The average length of a care spell for people in super class B was 39.3 weeks (sd = 15.0 
weeks) in the North of England region and 38.6 weeks (sd = 16.0) in the South of England 
region. The longest average length of a care spell was 42.7 weeks (sd = 14.8 weeks) in the 
Midlands/East of England region. The shortest average length of a care spell was 38.4 
weeks (sd = 17.0) in the London region.  
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Super Class C (Organic)  

Figure 10.3 shows the regional effect sizes in each factor/outcome domain for people in 
super class C at the point of discharge from mental health services in the London (n = 320), 
South of England (n = 435), Midlands/East of England (n = 375) and North of England (n = 
640) NHS commissioning regions.   
 

Figure 10.3: Effect Sizes of score change in super class C, by region and 
factor/outcome domain 

 

Data source: CROMs Machine readable data file 

There were no clinically significant changes in the average scores for any of the 
factors/outcome domains in any NHS commissioning region for people in super class C at 
the point of discharge from mental health services (effect sizes less than 0.20).  

The average length of a care spell for people in super class C was 43.9 weeks (sd = 13.9 
weeks) in the Midlands/East of England region and 44.1 weeks (sd = 14.0 weeks) in the 
North of England. The longest average length of care spell was 45.0 weeks (sd = 13.6 
weeks) in the London region. The shortest average length of care spell was 42.8 weeks (sd 
= 15.5 weeks) in the South of England region.  
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Appendix 1 – List of providers and number of successful submissions during 
2013/14 

Provider 
Code 

Provider Name Number of 
submissions 

Missing 
submissions 

8GG86 VISTA HEALTHCARE INDEPENDENT HOSPITAL 12  

NMJ CYGNET HEALTH CARE LIMITED 12  

NMV PARTNERSHIPS IN CARE LTD 12  

NQL NAVIGO 12  

NR0 RAPHAEL HEALTHCARE LTD 12  

NR5 PLYMOUTH COMMUNITY HEALTHCARE (CIC) 12  

NTP CARE UK 9 April, May, June 

NTT CAMBIAN HEALTHCARE LIMITED 12  

NYA ST ANDREW'S HEALTHCARE 12  

R1A WORCESTERSHIRE HEALTH AND CARE NHS TRUST 12  

R1C SOLENT NHS TRUST 12  

R1F ISLE OF WIGHT NHS TRUST 12  

RAT NORTH EAST LONDON NHS FOUNDATION TRUST 12  

RDY DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST 12  

RGD LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST 12  

RH5 SOMERSET PARTNERSHIP NHS FOUNDATION TRUST 12  

RHA NOTTINGHAMSHIRE HEALTHCARE NHS TRUST 12  

RJ8 CORNWALL PARTNERSHIP NHS FOUNDATION TRUST 12  

RKL WEST LONDON MENTAL HEALTH NHS TRUST 12  

RLY NORTH STAFFORDSHIRE COMBINED HEALTHCARE NHS TRUST 12  

RMY NORFOLK AND SUFFOLK NHS FOUNDATION TRUST 11 April 

RNK TAVISTOCK AND PORTMAN NHS FOUNDATION TRUST 12  

RNN CUMBRIA PARTNERSHIP NHS FOUNDATION TRUST 12  

RNU OXFORD HEALTH NHS FOUNDATION TRUST 12  

RP1 NORTHAMPTONSHIRE HEALTHCARE NHS FOUNDATION TRUST 11 April 
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Provider 
Code 

Provider Name Number of 
submissions 

Missing 
submissions 

RP7 LINCOLNSHIRE PARTNERSHIP NHS FOUNDATION TRUST 12  

RPG OXLEAS NHS FOUNDATION TRUST 12  

RQY SOUTH WEST LONDON AND ST GEORGE'S MENTAL HEALTH NHS TRUST 12  

RR7 GATESHEAD HEALTH NHS FOUNDATION TRUST 11 April 

RRD NORTH ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 12  

RRE SOUTH STAFFORDSHIRE AND SHROPSHIRE HEALTHCARE NHS FOUNDATION TRUST 12  

RRP BARNET, ENFIELD AND HARINGEY MENTAL HEALTH NHS TRUST 12  

RT1 CAMBRIDGESHIRE AND PETERBOROUGH NHS FOUNDATION TRUST 12  

RT2 PENNINE CARE NHS FOUNDATION TRUST 12  

RT5 LEICESTERSHIRE PARTNERSHIP NHS TRUST 12  

RTF NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 12  

RTQ 2GETHER NHS FOUNDATION TRUST 12  

RTV 5 BOROUGHS PARTNERSHIP NHS FOUNDATION TRUST 12  

RV3 CENTRAL AND NORTH WEST LONDON NHS FOUNDATION TRUST 12  

RV5 SOUTH LONDON AND MAUDSLEY NHS FOUNDATION TRUST 12  

RV9 HUMBER NHS FOUNDATION TRUST 12  

RVN AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST 12  

RW1 SOUTHERN HEALTH NHS FOUNDATION TRUST 12  

RW4 MERSEY CARE NHS TRUST 12  

RW5 LANCASHIRE CARE NHS FOUNDATION TRUST 12  

RWK EAST LONDON NHS FOUNDATION TRUST 12  

RWN SOUTH ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 12  

RWR HERTFORDSHIRE PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 12  

RWV DEVON PARTNERSHIP NHS TRUST 12  

RWX BERKSHIRE HEALTHCARE NHS FOUNDATION TRUST 12  

RX2 SUSSEX PARTNERSHIP NHS FOUNDATION TRUST 12  

RX3 TEES, ESK AND WEAR VALLEYS NHS FOUNDATION TRUST 12  

RX4 NORTHUMBERLAND, TYNE AND WEAR NHS FOUNDATION TRUST 12  

RXA CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST 12  
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Provider 
Code 

Provider Name Number of 
submissions 

Missing 
submissions 

RXE ROTHERHAM DONCASTER AND SOUTH HUMBER NHS FOUNDATION TRUST 12  

RXG SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST 12  

RXM DERBYSHIRE HEALTHCARE NHS FOUNDATION TRUST 12  

RXT BIRMINGHAM AND SOLIHULL MENTAL HEALTH NHS FOUNDATION TRUST 12  

RXV GREATER MANCHESTER WEST MENTAL HEALTH NHS FOUNDATION TRUST 12  

RXX SURREY AND BORDERS PARTNERSHIP NHS FOUNDATION TRUST 12  

RXY KENT AND MEDWAY NHS AND SOCIAL CARE PARTNERSHIP TRUST 12  

RY8 DERBYSHIRE COMMUNITY HEALTH SERVICES NHS TRUST 10 February, March 

RYG COVENTRY AND WARWICKSHIRE PARTNERSHIP NHS TRUST 12  

RYK DUDLEY AND WALSALL MENTAL HEALTH PARTNERSHIP NHS TRUST 12  

TAD BRADFORD DISTRICT CARE TRUST 12  

TAE MANCHESTER MENTAL HEALTH AND SOCIAL CARE TRUST 12  

TAF CAMDEN AND ISLINGTON NHS FOUNDATION TRUST 12  

TAH SHEFFIELD HEALTH & SOCIAL CARE NHS FOUNDATION TRUST 12  

TAJ BLACK COUNTRY PARTNERSHIP NHS FOUNDATION TRUST 12  
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