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Introduction

Focused Implementation sites (FIS) were established as part of the original DRE in Mental Health Care action plan to “demonstrate from the outset that change can be achieved”.  The purpose of the FIS is to “facilitate and guide change, not directly impose it in a top down, ‘one size fits all’  fashion.” (4.10)*
This report aims to provide a collective view of what it feels like to support and deliver Focused Implementation Sites at a regional and local level. An extensive process of consultation and debate has taken place through the review process. In fact, over 32 review panel members and an estimated number of 450 stakeholders across the 8 CSIP regions were involved in the reviews. FIS review panels listened to the views of project managers, service users, statutory and non-statutory sector staff, race equality leads and senior managers to provide snapshots of what is working well, insights into the challenges faced and suggestions about areas for improvement at a national, regional and local level. 
The review process
Through consultation with sites themselves, it was agreed that a peer review of the FIS would be carried out. This would enable sites discuss progress, share ideas and reflect on actions for the future. The National FIS project manager devised a review process based on lessons learned from the Race for Health peer reviews, the national Positively Diverse evaluation and the Improving Working Lives assessment processes. The 5 questions used for the review process were taken directly from the NIMHE Review of RDCs (2005 to 2006) so that where relevant, links between FIS and the RDCs which supported their work could be enhanced further. 

It was agreed that panels would consist of a service user, a carer, a FIS project manager and Race Equality Lead. Proactive and equal involvement of service users and carers was seen as an essential contributor to the success of the review process.   In consultation with sites, a detailed schedule was produced to ensure that each region would review another region. To maximise the outcomes of the experience, sites were matched according to ‘learning need’ (e.g rural regions with urban or areas with a high percentage of  BME populations matched with areas with low BME populations). 

Due to the sensitive nature of peer review processes, a number of national briefings were held for review panel members, and this was followed by  individual visits to sites who needed additional information or briefings. The review itself took place between 11th October and 8th December 2006. 
The review has been well received with sites commenting that they have valued the opportunity to bring all stakeholders together to take stock of progress and make plans for the future. Some struggling sites have commented that the Review has renewed their focus and they have gained a new lease of life as a result of the constructive support offered by peers from other regions. There are plans in place to carry out an evaluation of the review process to highlight the benefits and challenges of this change management approach. 
Reporting mechanisms
Before arriving at this final report, information has been gathered in a number of stages. The first stage was for Sites to produce information packs for the review panels (see app1) which included updated FIS action plans, mapping of progress on Community Engagement Projects, Value Added Grants and CDW recruitment as well as ethnicity data relating to each FIS. 
The second stage involved collation of review panel notes (each panel had 2 note takers for each session). These detailed notes were collated into regional review reports which contain clear sets of recommendations for FI sites, Regional Development Centres and for the National DRE team. Many sites have already started the process of implementing the recommendations highlighted in the review reports. 
The third stage has been production of this National Summary Report which brings together information gathered from FI sites across the country and relates achievements back to the original DRE in Mental Health Care Action Plan document produced in January 2005. 
National Evaluation

It is important to emphasise that the review process has not set out to produce a piece of detailed research. The process is based on an academic change management model (the Tipping point model) (appendix 2) and the motivation for the review was to provide space for the sites to reflect, take stock of progress made, focus on successes and identify clear actions for the future. The report is a collection of the views of the people who are delivering this programme on a day to day basis. 
In parallel with the review, formal evaluation of DRE has already been commissioned through Warwick University and will provide an in depth understanding of the validity of the FIS model and the collaborative approach. 
National Summary Report Format
The report is divided into 3 sections. The first section addresses each  DRE building block in turn, and includes examples of good practice, challenges and recommendations using the following steps: 
1. Highlighting emerging good practices developed by Focused Implementation Sites as a direct result of the DRE programme.

2. Identifying the key challenges of implementing DRE, from a FIS perspective

3. Proposing recommendations for improvement at a local, regional and national level. 

The second section of the report provides early feedback on specific aspects of the DRE programme – the use of Value Added Grants and a FIS perspective on progress of DRE collaborative networks. The final part of the report concentrates on Governance and Accountability, collating the debates and discussions held during the reviews about what structures have supported them and how this could be improved further. 
PART ONE – The Building Blocks
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1.1 More appropriate and responsive services

The first DRE building block focuses on “development of co-ordinated change across a whole system of care”. 
This section of the National Summary report highlights good practice in the areas of Enhanced Pathways Into Care (EPIC) pilot sites, spirituality religion and belief, DRE in rural areas, progress in the area of Criminal Justice, capacity building of the BME voluntary sector and commissioning sensitive services. Each of these areas focus directly on improvement of mental health services for BME people. 
1.1.1 Enhanced Pathways Into Care (EPIC)

The EPIC pilot project offers co-ordinated support from clinical leaders bringing research, guidance and expertise at a national level to clinical staff within Focused Implementation sites. In the original DRE action plan the proposed outcomes of EPIC are described in detail and it is highlighted as a project which will offer “whole systems change”. (3.44)  There are 4 EPIC pilots within DRE, 1  based  in the West Midlands and Greater Manchester areas and  2 based in the North East Yorkshire and Humber region.
During the review, all 4 pilot sites expressed the view that the EPIC pilots are well placed to deliver changes in patient outcomes. The processes followed make sense to people, promote close involvement of clinical staff and reach the core issues that staff and patients wish to improve. 
Many of the sites have adopted a whole systems approach to the pilot, bringing together different parts of the organisation to deliver on and learn from the process.  In some cases tools developed for BME patients tracking, are already being borrowed for mainstream use. 
Birmingham and the Black Country – Mental Healthcare in Prisons
Work is now in progress to support the development of the Enhanced Care Pathway model in areas across the Birmingham and Black Country SHA. The site will link clinical engagement and pathway development with mainstream processes such as clinical governance, clinical audit and service improvement.

The BBC FIS has established links with the Health and Social Care in Criminal Justice Programme which will enable a collaborative approach to Prison Mental Health which will impact on the Offender Care Pathway for BME prisoners. The Enhanced Care Pathway model will be used as an identifier for the critical route on the Pathway for BME prisoners. Pilot sites will include Reaside Forensic Unit, HMP Birmingham as well as a Young Offenders institution.

The project aims to carefully track the pathways to care  and the obstacles which arise throughout the patient journey. There was a sense within the FIS that it is projects like this which will create real change within Mental Healthcare in Prisons. 
North West Region – Social Worker Assessment 
The Enhanced Pathways into care project has signed up three mental health trusts within the FIS.  During the review, the FIS demonstrated how activities were being focused in Trafford, with the view to rolling out the learning trust wide. 
Trafford Adult Mental Health Services offers an example of emerging good practice.  This is a well planned project, which will evaluate the process of social worker assessment over a period of 6 months. The strength of the approach is that the project is linked to the Equality and Diversity framework within the Trust, there are strong links with practitioners and clinicians, there is full sign up from the whole organisation and links with the voluntary sector including African Caribbean Mental Health Services and the Trafford South Asian Mental Health Project.  Furthermore, the trust has also linked this work with the two community engagement projects that sit within the trust’s locality.
The pilot project involves Race Equality Impact Assessment on ward environments, and an audit of current training on contracts of BME voluntary agencies is being conducted. During the review the Trust expressed the opinion that the project enables clinicians to gather the information they need to improve the patient pathway and that the whole organizational approach to delivering the pilot project has been well received. 
County Durham and Tees Valley -  Accessing services
The Enhancing Pathways into mental health services project within Easington, focuses on the Chinese community. The purpose of the project is to focus on “the level of help-seeking behaviour” prior to accessing services. The project aims are to focus on the following:
· three groups of people: those who consult Chinese herbalists (or Traditional Chinese Medicine), those who consult GPs, and those who do neither

· the influence of family, social networks, beliefs and Internet

· how to engage with the community considering the high stigma, rural location and work ethic
It is clear that the process of gathering this information and the results of this project are well placed to improve the level of understanding of how the Chinese Community accesses services, particularly in a rural area where BME communities are dispersed and isolated. 

The project team have carried out a thematic analysis as a result of the recent audit questionnaire which formed the themes for the Focus group. Cultural awareness training has been arranged for the multi-disciplinary team who will be part of the single point of access/ screening clinic. This training will have a specific impact on those staff who will carry out the function of screening into Mental Health services. Their increase in knowledge and skills in relation to the Chinese Community will assist in the recognition of ‘Mental ill health’ in the Chinese population.

South Yorkshire Region – Community and Home Treatment Service
The EPIC project in this region focuses on the Sheffield area and aims to promote the model of EPIC to the local Pakistani community. The development of a standard and an enhanced pathway have been progressed with the support of an advocacy worker working with Crisis and Home Treatment team (CAHT). 

CAHT clinical staff have developed audit tools which staff are using to monitor inpatients needs including ethnicity and cultural needs. This enhanced culturally competent checklist will provide key data, enabling the CAHT to provide the right level of support at the right time. The innovative assessment tool developed for this process has been shared with other teams, who wish to use this as a tool for assessing all services. The tools are also available to other clinicians and this has formed a basis for the first clinicians focus group held across South Yorkshire. 

In addition to the national pilot, London has developed an alternative pathways project which could be further supported through links with the national network. 

East London -  Reducing Compulsory detention rates 
The East London DRE cluster has produced a proposal to map care pathways, which lead to the disproportionate use of the Mental Health Act 1983, with one or more minority ethnic group(s) within each locality. Part one of the project will enable each locality to identify a group of patients that are disproportionately represented in the detained patients group; audit and review care pathways for the identified patients; and draw together common themes.

This would involve taking a group of patients from an ethnic community which is over represented as detained patients within the borough. Case files would be reviewed to look at care pathways - to assess any commonality, lack of access issues etc.  This would be taken further with interviews e.g. with the ASWs and Section 12 doctors involved and the patient and any care coordinators, as appropriate. 

Part two of the proposal would be to use the information from the reviews to work with teams to change or develop practice based on part one. The analysis will be undertaken by a project worker with assistance from The Trust’s MSc Transcultural Mental Healthcare students, with practitioner teams to develop knowledge, skills and expertise. This process will develop new ways of creating and managing care pathways, which in turn will address the over representation and identify whether additional or new services need to be commissioned.

This is a focused and valuable piece of work which addresses issues facing a number of MH trusts. The results of this will identify areas for change which a number of other regions could learn from.

Enhanced Pathways Into Care - Recommendations
An amalgamation of the review panels comments across these sites suggest:
1. National Support

The Focused Implementation sites understand  that National support for EPIC pilots is due to be discontinued after March 2007. Sites felt that the advice and information sharing at national meetings had been invaluable and would like support at a national level to be continued. 

2. Mapping outcomes

One action which would improve the pilots, would be mapping the difference these pilots have made to the experiences of BME patients. In order to do so, baseline data needs to be in place (based on ethnicity statistics or patient experience surveys and the National Count me in Census) against which progress can be measured once new pathways have been implemented. 
3. Sharing good practice
It is recommended that a strategy is developed  to ensure that early good practices and audit tools piloted within the FIS are shared across other regions. This needs to go further than the existing web-based approach, possibly with bi-monthly information sharing days, e – bulletins and newsletters. Sites should be supported in prioritising the sharing of good practice by agreeing what resources they need and how the central team can support this process. 
4. Early Implementer sites

DRE needs to build on the successes of EPIC by highlighting priority areas against which this model should be used. One way forward would be to develop a second phase of early implementer sites which build on the lessons learned from the pilots. There is a high level of public interest in the results of the Count me in census and national patient survey. Therefore it would make sense to link any early implementation of this model to the priority areas against the census. For example, If developed further, the Pan-London’s FIS project around reducing compulsory detention rates could be key to reducing compulsory detention rates across the country and outcomes of this could be measured nationally through the Mental Health Act Commission’s Count me in Census.
Targeting the EPIC work on the organisations which have the greatest over representation of BME patients would also enable DRE to maximize the impact of the EPIC model. 
1.1.2  Spirituality, religion and belief 

The DRE action plan highlights the importance of “appropriately trained, remunerated and supported people to (including volunteers from BME groups and faith groups) to become involved on wards”. (3.60)  A number of FI sites are exploring how an improved understanding of faith issues and appropriate involvement of faith leaders can improve recovery for Mental Health patients. Examples of emerging good practice were noted during the Bradford, Hampshire and Isle of Wight and West Midlands reviews.
Bradford - Jinn Project

The project aims to engage both the Muslim community and mainstream mental health services. They will work collaboratively, within a framework that places faith and spirituality at the centre of mental health care and support to Muslim patients. The aim of the project is to expand the care package offered to male Muslim patients, to include spiritual therapy, thus providing a holistic approach to care. The objectives include
· raising the level of awareness within the staff group of the role faith plays in the recovery of people of the Muslim faith
· promoting an understanding of how spiritual care can complement traditional mental health practice
· Improving relationships between mainstream mental health services and families and carers of male Muslim patients. 
· Listening to patients to identify and experience positive changes in their personal mental health and well-being as a result of receiving spiritual therapy.
The pilot project, once completed, will provide useful lessons learned about the role of spirituality and faith. Linked with other Spirituality pilots (e.g. West Midlands and Hampshire and Isle of Wight) this project will provide a valuable insight into issues relating to faith and mental health.
Hampshire and Isle of Wight Region - Faith Project
The Faith project provides an excellent example of how shared understanding and knowledge between communities and professionals can ultimately lead to improved access to services.  Based on work with Bradford Imams, the aims include : 

· supporting Imams to enhance their approach to people with mental health needs in Southampton

· determining the level of support available for people with mental health needs provided by clerics or people from faith communities

· considering Direct Payments as a way of enabling people to remain within their communities

· Developing the model further to support leaders from other faiths.

The project team will do this by developing a recognised training package on Islam Awareness to suit the information needs of Mental Health professionals and setting up a series of meetings between Imams and groups of trained professionals. This example has been shared with the DRE communications provider (Forster Company) to support the communications toolkit.

Birmingham South Mental Health Trust -  Addressing Spiritual needs 
The Mental Health trust has produced an innovative strategy for Developing and Promoting the inclusion of spirituality, spiritual care and support for patients. The benefits and challenges of working in the field of spirituality were highlighted. The linking of spiritual care into the Care Plan Approach assessment is to be commended.  Achievements of the full time Spirituality lead include securing commitment from key people, clarity of vision and being prepared to challenge historical barriers to spirituality within mental health. The panel recommended that when the strategy is produced it would be useful to share this across the regions. Panel discussion also indicated that the strategy needs to ensure that it is inclusive of people who do not identify as having a particular belief, faith or religion.
Spirituality, religion and belief - Challenges

Somerset Region  - Celebration of festivals

This project has been selected to demonstrate some of the challenges faced by rural FI sites when developing faith projects. Within Somerset a “celebration of festivals” project was devised to support the reduction of fear of accessing services. The purpose was to engage staff in thinking about festivals by piloting a project in one acute unit.  It was clear from discussions with the panel that at front line level, there is a “fear” of engaging with religious diversity at is most basic level and some resistance amongst front line staff in acknowledging the importance of spiritual and faith needs within BME cultures. 

A mapping of Community Engagement projects demonstrates the inseparability of ethnicity, race and religion and belief issues. Spirituality or faith issues play strong  part in about a third of CE projects, even where this is not a core part of the research. A number of the Community Engagement Projects supported by UCLAN are specifically researching faith and spirituality issues within the BME communities. Examples of these include: 

London - Talking Matters Association:  Identifies the mental health needs of the Orthodox Jewish Community in the Stamford Hill area. 

Eastern Region –The Dignity group: Considers the role of Christian faith organisations in Mental Health  services.  

Spirituality, religion and belief -  Recommendations
1. Links with NIMHE Spirituality pilot
One Focused Implementation site has developed links with the National CSIP Spirituality pilot.  This now needs to be developed in a more proactive way across all FIS. Firstly, FI sites need  to improve their understanding of the CSIP spirituality pilots.  Secondly, collaborative discussions need to be held between the National CSIP Spirituality lead, the Department of Health’s Faith lead and with FI sites, to develop a strategy to link DRE and spirituality work in different areas of the NHS. This approach would also ensure that sites can learn from good practice and develop assessment processes which take on board religious and spiritual needs.

2. Reality Check

It is important to highlight the reality of delivery at acute inpatient level. The  acute inpatient environment can be an alien place  for people with orthodox religious needs. For example,  the meeting of dietary needs (kosher and halal food) , mixed wards, invasive medical procedures. It can be equally confusing for front line staff who may not understand how to support spiritual and faith needs of patients.  There is an opportunity for the Department of Health to build on the good practice within FI sites to ensure that training and development of NHS staff  incorporate an understanding of faith issues, how faith can be misunderstood, and how collaborative work with faith leaders can reduce fear of MH services and promote recovery of BME patients. 
1.1.3 DRE in Rural areas

Several FI sites highlighted the challenges of providing appropriate and responsive services to BME people who live in rural areas. The guide ‘Report to NIMHE Rural proofing the NSF May 2004’ provides an overview of how services operate differently in rural areas and includes a specific section on vulnerable communities including BME communities.  

Examples of good practice are available in the Northumberland, County Durham and Hampshire areas. 

North East Yorkshire and Humber Region
A rural workshop was held to look at the key challenges for the rural sites of Sedgefield, Durham Dales, Easington and Northumberland in delivering the DRE action plan.  By the end of the workshop, participants identified clear areas of action for the next 2 years and established a rural delivery group to take the work forward. The Rural Delivery Group brings together all its CDWs and key partners and links to DRE by incorporating the Terms of Reference and Action plan for rural areas into the overall Northumberland Tyne and Wear Action plan. Links with the County Durham Tees Valley FIS have been developed, enabling both FIS to identify and address the common issues they face in delivering DRE. 
One action of the delivery group has been to commission research into the location and needs of the East European Migrant Community. The only BME community organisation based in  the Northumberland area, NMEG, are carrying out this research.  The NTW FIS were also able to demonstrate the benefits that CDWs can have in  rural areas in building knowledge about BME needs. 

Hampshire and Isle of Wight Region 
Winchester has a relatively small but growing black and minority ethnic population, 2.16% at the time of the 2001 census. The FIS is workin in partnership with Winchester City Council, the Police , other statutory agencies and the voluntary sector to improve their knowledge of and links with BME communities.  This project is funded by the Hampshire Local Strategic Partnership (LSP) and managed by Winchester Area Community Action. 

The proposed outcomes of the project were to 

· Increase knowledge and understanding of local BME communities, including asylum seekers/refugees and faith groups which will enable more targeted and appropriate communication and service provision.

· Increase capacity with statutory and voluntary partner agencies to liaise and consult with these communities.

· Greater understanding of the issues of BME engagement in rural communities.

· Learning through models of good practice which will be shared across Hampshire through the LSP practitioners network and the Councils for Voluntary Services Network.

· Identifying the scope and possible direction for future work in the Winchester District.

Prior to the project, organisations would make the assumption that there are no BME groups in Winchester. However, the project has successfully identified a range of community groups in Winchester ranging from a Muslim Cultural support group, to a Portuguese support network, migrant workers, faith groups and  a travelers and gypsies forum. These groups have been interviewed and a set of collective recommendations has been collated to highlight the needs of these groups. 

DRE in Rural areas - Challenges

All sites accepted that a BME patient in rural area is entitled to the same level of culturally appropriate and respectful care that is provided where BME communities are in a majority. In this context, the following challenges were highlighted across a number of rural FI sites. 

· The huge geographical spread, combined with low BME populations and less organised BME communities makes dialogue with and access to BME populations difficult.

· Practitioners are likely to be working with isolated BME individuals or families rather than within a BME community which might provide some additional support.  
· FI sites commented that it takes more time to build relationships with individuals who might not be from a ‘visible’ ethnic minority. Rural areas have higher levels of dual heritage and “white other” populations (particularly Eastern European) whose needs can be missed due to their lack of visibility. 
· Due to transport issues and geographical spread, it takes time and resources to develop connection across rural patches.
· People who use services highlighted the racism they experienced, including verbal taunts. It was also noted that staff who represent BME issues are likely to face the hostility and racism that the BME communities face. 

· Although culturally specific services are available in nearby urban areas, it seems that people are not always able to access these services due to funding complications. 
DRE in Rural areas - Recommendations

1. Extend Rural Delivery Group

It is recommended that the Rural Delivery group model is extended to include members of similar groups across the country to come together to focus on the benefits, challenges and solutions of working on BME issues in rural areas. 

Ideally this should be carried out in partnership with the Commission for Rural communities, which has already acknowledged that BME groups in rural settings are more dispersed and less organised. 

2. Action plan for rural areas
The DRE action plan needs to be reviewed from a rural area perspective, enabling FIS within these areas, to develop solutions around similar challenges, for example, ethnicity data collection or capacity building of the BME non-statutory sector.
1.1.4. Criminal Justice 
One out of the 12 DRE Characteristics focuses on “a reduction in the ethnic disparities found in prison populations”. There are a number of good practices emerging in the area of criminal justice, these include 2 community engagement projects within prisons, recruitment of a CDW for prisons and involvement in the national Court Diversion pilot.
East Midlands Region - Morton Hall Prison Community Engagement  project

This is one of only 2 CE projects within prisons, a highly challenging but well managed and innovative programme. The project aims to highlight the needs of the BME population in Morton Hall Prison where BME prisoners account for a large percentage of the prison population. BME researchers are being recruited from the prison community. In order to exist, the project team has overcome a number of obstacles within the Criminal Justice system and this in itself has contributed to a shift in the ethos of the prison. The research will focus on culturally appropriate assessment, communication and translation needs and aims to create less fear of MH services, a more balanced range of services and supports compliance with the prisons RRA.
Greater Manchester – HMP Hindley
The project aims to identify the mental health needs of male BME Offenders (males 18-21years) in HMP Hindley. 

The research is intended to identify the perception that young offenders have of their mental health needs and how they feel about services available to them. The research aims to raise awareness in prisons, form a BME support group via the peer researchers to focus on the above mentioned perceptions. 
In terms of DRE the project will look at how prisoners have been categorised in terms of mental health, if they have been wrongly diagnosed, and whether they have been labelled with a mental health problem because of their ethnicity.

The project will enable the Department of Health to develop a more appropriate and responsive service, engaging with this community in prison. 
London - The CNWL Court Diversion project

The London project is one of 2 national pilot sites for National Court Diversion. It aims to build a sound evidence base from existing research and activity monitoring of the CNWL court Diversion Schemes to determine how effective Court Diversion can be at helping BME defendants with Mental Health problems to be diverted into appropriate treatment.
The project will identify and disseminate good practice in Court Diversion, use evidence gathered to develop a business case for a model court diversion service in North West London. The project has developed alliances with other agencies to highlight the need to provide alternatives to prison for BME defendants and prisoners with Mental Health problems. 
With data now being compiled, this is collated and analysed to be available for the steering group discussions and cross referenced with routine data from the courts. This is an innovative project which provides focus in a challenging area of DRE. 
Community Development Workers in prisons
London has recruited a CDW to work specifically with the prison population. 

Dorset PCT has also identified the intention to employ one specific CDW for the local prison population. The Dorset area was described as being unique in that it has 5 Prisons in the PCT area, and one (HMP The Verne) which is predominantly foreign nationals.  

Criminal Justice - Challenges
One of the discussions held was that work within prisons is only one out of 12 characteristics in DRE, and yet, this one indicator alone represents a huge programme of work. 
FI sites highlighted the inevitable differences in ethos between the Health Sector and the Prisons environment. Within the Community Engagement projects, extensive efforts were required to make contact and engage with senior members of the prison service. However, this was aided by the fact that the prison service has its own set of Race Equality indicators, which led to a spirit of co-operation between different sectors.

Criminal Justice – Recommendations
1. Build DRE into Criminal Justice strategies

To build models which tackle the needs of BME Prisoners with MH needs, DRE indicators need to proactively built into the whole criminal justice system. In parallel, Criminal Justice indicators which support Race Equality need to be highlighted so that FI sites are aware of them and can use these as a starting point for partnership working. 
2. FIS led prisons working group
It would be useful to bring emerging DRE prisons projects together with the National CSIP Criminal Lead so that FI sites can receive further support and contacts and  lessons from the DRE pilots can be learned and disseminated further. 

Regionally, FI sites need to be made aware of projects which are developing similar work, for example involving the existing CDW for prisons in London in recruitment of the proposed CDW for prisons in Dorset.
3. Identify how success will be measured 
Within the review process, a number of debates were held around how success against this particular DRE characteristic will be measured.  The key issue for the sites piloting prisons work is around what is achievable at the FIS level? 
The complexity of factors that lead to BME communities over representation within the criminal justice system has to be acknowledged, and reflected in our monitoring. 

If sites are being measured on the success of a single prisons pilot project which has been to developed  to test out new ways of working , it is unlikely that they will be able to demonstrate that they have achieved significant impact in the short term. If they are being measured on the basis of statistical reduction of ethnic disparities within prisons, the projects are unlikely to create a huge impact on these statistics as issues of racism , poverty, and social exclusion are as significant as lack of access to housing, education, and helath care in the area of criminal justice.
1.2 Community engagement 

1.2.1 BME Non Statutory  Sector

The BME non-statutory (also described as Voluntary sector or Community sector by FI sites) is key to supporting the development of culturally appropriate and responsive services, and this is emphasized within the original DRE action plan. The action plan suggests that the “statutory sector could improve access to appropriate mental health services by supporting non-statutory health providers as part of a mixed economy of service providers in a locality”

There are a number of examples of good practice in the non-statutory sector across the country, highlighting innovation, cost effectiveness and a high level of service user involvement. Some of these have been selected to demonstrate the range of participation in the FIS: 

West Midlands - Pattigift African Centered Counselling Service

During the West Midlands review, the FIS presented the work of the Pattigift African Centered counselling service. This is the first Health Care commission registered acute psychiatric hospital with a specific focus in supporting people from African descent. Pattigift provided a targeted service with a clear focus on understanding and supporting the needs of African people with a mental health problem. It is evident that the FIS has offered considerable support to ensure the development of  this service. The greatest challenge has been for the centre to become accepted as a service that can meet of the needs of African people. The review panel were impressed with the support offered by this service and highly recommended that this be sighted as an area of good practice. One of the panel members, a service user commented that people would be prepared to move to the West Midlands if it meant that they could access services offered by Pattigift. 

Greater Manchester -  Strong links with the voluntary sector

The regional development centre demonstrated strong links, effective dialogue and involvement of the BME Voluntary Sector and enabled the panel to meet representatives from a number of voluntary sector organisations.

The Support 4 Progress project for families and young people with mental health needs, has received support and advice from the FIS steering group in applying for Home Office funding and has been successful in doing so.  The review panel acknowledged that this was an inspirational project.  

The Trafford Carers Project, part of African Caribbean Mental Health Services organisation, demonstrated how a small amount of funding and support can enable a BME Voluntary sector organisation to develop cost effective and culturally competent support to Black Carers.  
With one member of staff employed one day a week only, the Carers Project enables African and African Caribbean carers to care for each other. The project has provided respite care, assertiveness training, trips and short breaks and information and advice. The Trafford Carers Project demonstrates that voluntary sector organisations who are busy delivering front line services with tight resources, needed further support to access the commissioning process.  The FIS has been supporting this project to develop a strategy to increase the days that that project has been commissioned and therefore build capacity.  

The Saheli Women’s refuge project supports women who have experienced domestic violence and also receives referrals from women who have no recourse to public funds.  Saheli have been supported by the FIS in successfully applying for an Oxfam bid to carry out research on women with no recourse to public funds and they have received additional monies from the bid to support a crisis fund for these women.  As a result of this work Saheli and the FIS are in discussions with primary care and the voluntary sector to establish a drop in service for the women and anyone who is excluded to public funds because of their status.  Involvement of this group in a Community Engagement project, will enable the project to create visibility for the women and build links with partner organisations. A key challenge for the project is that they do not have funds to support these women and therefore the research will be important to emphasise their needs at an early stage as currently they are being passed between 12 to 15 agencies which can increase their level of distress.

South West Region - Plymouth and District Race Equality Council

The Plymouth and District Race Equality Council provides a strong focus for Race Equality and is clearly providing life changing support to individuals. This is an essential and valuable partnership. 

Bradford - Partnerships with the voluntary sector-Roshni Ghar

Roshni Ghar, an organisation which provides support to South Asian women in Keighley. Up until very recently it has been operating as a day centre. However is undergoing a transition in terms of reviewing its aims, objectives and focus of work to adopt new ways of working that promote the DRE and increase BME community participation in Airedale. Key areas of work include one-one support, drop in sessions, support groups, alternative and complimentary therapy and English Classes. 
This is an excellent example of how the voluntary sector can provide culturally sensitive services which meet the practical needs of people from the BME community. The service user (volunteers) who spoke to the panel gave a clear account of how the support from Roshni Ghar has helped to alleviate mental health problems at an early stage, thus improving the well being of a whole family. The resources available to deliver this service are minimal, but the financial savings to the NHS are significant.
Eastern Region -  Nyabingi support service
An innovative aspect of the teams work, is the establishment of Nyabingi – a support service which has been established in partnership with Bedford African Caribbean forum. This is a user led self help initiative which aims to challenge stereotypes and stigma and support its members cultural heritage. 

This approach is an excellent model which other FIS could learn from. The project provides practical support and has an element of fun and enjoyment with projects such as cook and eat and African drumming. The whole approach is based on an Empowerment model of care which supports BME patients as whole people. The service has also been regarded as the most innovative placement for social work students in the UK. The costs of these excellent models are minimal and many of the Nyabingi activities are self funded through small grants. The panel recommends that, bearing in mind the ethnic make up of the local population, the support group should be a mainstream funded service as this would release the time spent seeking funding from other sources, and provide a more sustainable service.

BME Non Statutory  Sector - Challenges 

The review panels across the country were involved in lively debates around issues for the non-statutory sector. A number of challenges have emerged: 

· We heard strong messages from the non statutory sector relating to their concerns about lack of continuity and sustainability Organisations presented information about important services which would not be sustained over the next few months due to lack of funding. 

· The voluntary sector groups suggested that on the one hand, their services were valued and commended, but on the other hand they had not received the funds to continue their work. 

· The community members we met expressed the need for stability in relation to finances and resources. One project funded by the NHS and through VAG funding, highlighted their concerns about being moved from one venue to another on more than one occasion. The comment to the panel was that in an area where there are few BME specific services, expecting a community to leave their accommodation to make way for staff offices gave the message that BME community needs are not a priority.

· In some circumstances, resources for BME services were minimal, leading to a situation where staff needed to work unpaid hours to provide the support their community needed. It was felt that these services  should be provided as a normal part of the commissioning process, without the expectation that people will work on an unpaid basis to meet the needs of their community. 

· Voluntary sector representatives felt that Commissioning contracts are awarded to traditional providers and that an extensive change of culture within the commissioning of services would need to take place to address this. 
· It was felt that cultural competency and race equality issues are not considered during the commissioning process. This led to a situation where more established providers were awarded contracts even through their services were less culturally competent than the BME non-statutory sector counterparts. 
· An organisation in a rural area commented that  the infrastructure of the BME voluntary sector is in crisis. BME groups are isolated or non existence in some rural areas. 
· A mapping exercise in another rural FIS demonstrated that BME community groups do exist, but are often not recognised as such by statutory services. It can take time and resources to identify these groups, support them to develop so that they can provide the advocacy required.
BME Non Statutory  Sector - Recommendations

1. Partnership work with the non-statutory sector

The DRE Framework for Action highlights the fact that “integrating the experience, values, approaches and knowledge of the non-statutory sector into the whole system will help development both inside the mental health systems and outside”. 

An increased BME non statutory sector presence within the DRE governance structure would ensure that these important perspectives are considered at the first stage of strategy development. This would require involvement of non –statutory representatives at BME Programme Board level, NPIT meetings and key collaborative networks which mirror the existing partnerships developed within FIS steering groups. Presence at a national level would ensure voluntary sector organisations have an equal role in influencing DRE strategies.

2. Capacity Building

Community and Voluntary groups provide an immense amount of support to individuals in a cost effective manner. Therefore it is recommended that DRE prioritises a strategy for mapping and building the skills of BME voluntary sector organisations within mental health services and highlighting how these skills can be tied into commissioning processes. 

This needs to be delivered in parallel with programmes which support the development of existing BME services provided through the non-statutory sector. This would require support for smaller BME Groups to track the level of service provided to the NHS and to measure outcomes for patients. Potential links could be made with the national “Capacity builders” project which aims to establish support structures for organisations.
1.2.2 UCLAN Community Engagement Projects
As part of the DRE action plan, NIMHE invested £2million in a National Community Engagement scheme. A formal evaluation of the first 11 Community Engagement projects, led by an external team of researchers from UCL was completed this year. UCLAN have carried out a further mapping exercise of the existing 30 projects (see attached) which demonstrates an impressive spread of communities, mental health themes and equal balance of DRE characteristics being met.  

This report provides the FIS perspective on Community Engagement, and the views of the CE researchers who attended the FIS review meetings. Support from UCLAN Community Support Staff and national leads was commended by the groups we met, who highlighted how important this individual support and training had been to the success of the projects. 
Nationally, there is a “buzz” of excitement within communities about the impact of Community Engagement projects led by UCLAN. People within BME communities are developing knowledge of and a “language” for mental health issues that had not previously been discussed.  A number of Community engagement projects have been highlighted throughout this report, in addition to this, 3 examples of the impact of CE projects are included here:
Karma Nirvana – Derby

The project highlighted the Mental health needs of South Asian women re-settling in Derby following Domestic Violence. 4 female researchers were recruited, 2 were former service users.  

Questionnaires were completed with 30 women aged 18-49.  Most were aged between 25 and 39.  In addition five of the women agreed to take part in a focus group.

Since Completion of report

· The group have had a private launch of the report to the steering group.

· Since the inception of the project one of the researchers has achieved full time in employment, one has returned to the University of Derby to undertake a degree in community development and regeneration, and two are in the process of applying for the Community development workers posts in Derby. All four of the researchers have gained the University certificate in community research and Mental Health.

· A working group of all the key stakeholders is in the process of being set up, to take forward the recommendations of the report. The group have presented their work to a number of regional forums and conferences.

Bangladeshi Community -  Portsmouth. 

The aim of the project is to investigate the Mental Health needs of the Bangladeshi Community in Portsmouth to determine the levels of awareness and access / barriers to current mental health services.

The community is committed to influencing existing and future Mental Health services to meet the Bangladeshi Communities needs in Portsmouth as well as raising awareness of mental health issues within the local Bangladeshi Community.

A research team of 6 people has been  established and progress at the time of the review highlights the following progress: 

· 6 community researchers have been trained by UCLAN

· An interview questionnaire has been drafted for community members to examine the following domains

· Demographics, language religion and other factors

· Definition and awareness of mental health

· Access to mental health eservices

· Factors/concerns preventing an approach to mental health services

· Awareness of the range of treatment options

· A written questionnaire has been devised for service providers

· These questionnaires have been reviewed by the FIS delivery group and are ready for piloting. 

African Caribbean Citizens Initiative - Wolverhampton

The project focus is to look at the pathways of African Caribbean women into Mental Health services, the causes and experiences, and the appropriateness of services, and make recommendations for improvement. The group intend to carry out research using structured questionnaires and focus groups. An information sheet for the project has been developed which is being used to raise awareness of their work. 
A team of five female researchers have been recruited to the project, all the researchers are from an African Caribbean background, and have been recruited from the Wolverhampton area. Four of the researchers are former service users that have extensive first hand experience of mental health services. “Getting service users involved in all aspects of the project is great; it shows that things are moving in the right direction“(Researcher, ACCI)

The project has set up a steering group and membership is continuing to be built on. At present the steering group has representation from the following organisations, UClan SW, REL, FIS Coordinator, ACCI research team, Asian women’s mental health group, women’s strategy group, and mental health commissioner. The steering group is clear of its role within the project, which is to provide, advice, guidance, expertise and knowledge. It will also support the group around launch, dissemination and sustainability to ensure that messages from the research are fully incorporated as part of mainstream provision. 
Bradford - Sharing Voices 

Sharing Voices Bradford hosted one of the first of 11 Community Engagement projects in the country. The sharing voices community engagement project aims to enable Muslim people in Bradford to describe the relationship between their faith, their personal identity and the cultural and political contexts they live in. To date the group has successfully completed the research, culminating in a report launched by Lord Patel in Bradford in September2006. 
The recommendations from the report have already been incorporated within the local FIS action plan. There are plans for the Multi agency/Sector Spirituality and mental health steering group to ensure the recommendations are implemented. This will ensure that 3 to 4 pilot projects will be prioritised by this group to take forward the work.

Bradford have ensured that BME User/Carer Community and Clinical engagement in this process will be central. The successes of the project have been highlighted through National and international events to disseminate the learning and all three of the Community Engagement project workers have successfully secured employment. 
Community Engagement Projects - Challenges
During the review process Community Engagement projects were involved in debates about some of the challenges they face. The key themes, although they varied greatly across projects,  have been captured in this part of the report.
· The CE researchers felt that the research process had been empowering for them, and successful in engaging BME communities. However, questions remained about what impact the research would have on the way mental health services were being delivered. A commitment from and engagement of commissioners had been part of the CE funding application process, however it was generally acknowledged that there was not adequate involvement of commissioners in following up recommendations from Community Engagement reports. 

· Researchers felt they had a responsibility, having engaged communities in dialogue about services, to demonstrate that something had changed. 

· One project raised an issue around dietary needs. A researcher who required a kosher diet found that when accessing venues for mainstream meetings, these needs could not be catered for. The issue highlighted was that if we cannot meet the needs of researchers who attend formal meetings – what chance do we have of meeting the special needs of patients within acute mental health settings. 

· A number of organisations had difficulties asking questions around sexual orientation which were a compulsory part of the UCLAN questionnaires. This issue highlighted the challenge of dealing with sexuality issues in religious environments such as mosques and synagogues. However, it also needs to be acknowledged that a person’s sexuality is as much a part of their identity and their faith or ethnicity. Tackling issues of this nature are a huge challenge for Community Engagement projects. 

· One of the issues raised was the time delay involved in acquiring Ethical approval for research questionnaires. Researchers found this aspect of the project frustrating. However, generally, CE projects were able to meet the deadlines that had been set for them. 
· A number of Community Engagement researchers highlighted a desire to continue to develop their skills and apply for posts within Mental Health Services. The level and range of existing qualifications were varied; however, many researchers highlighted the need to know where to look for posts, awareness of job applications processes and concerns about lack of support when entering a new area of work. 
· Some of the researchers clarified how beneficial it had been to balance their Community Engagement  research with existing family and caring commitments and explained that they were keen to seek employment which allowed them to continue this balance. 
Community Engagement Projects - Recommendations

1. Engagement of commissioners (3.126- 128)

Once the first 40 CE projects have been completed it is recommended that key themes from all projects are collated to identify what issues are common across the whole range of communities . This also needs to be balanced by mapping  the key differences in community needs.  It is recommended that this information is fed back into the Commissioning Sensitive Services network so that messages from the CE groups are fed into national Commissioning strategies. 
At a regional and local level FI sites need to develop clear strategies to build  recommendations from Community Engagement research  into local commissioning processes. 
2. Influencing skills
One of the key issues for the next 40 CE projects, is to build in training sessions which enable CE projects to develop influencing skills to ensure that the messages from their communities are heard by statutory organisations. (One example would be to support CE projects in developing a business case to highlight the cost savings of implementing their recommendations.) Many of these skills exist in BME communities, and UCLAN training sessions would be able to make best use of these skills by highlighting what BME communities are doing well in terms of influencing and what they could improve on. 
3. Social Enterprise 

A number of sites raised the possibility that CE project researchers would benefit from improving their understanding of Social Enterprise projects. This would involve training to help explore what the words “Social Enterprise” mean, what funding and support is available and what services they could deliver. One suggestion is to support CE researchers to develop skills in impact assessment or in advocacy support and develop Social Enterprises which provide these services on a chargeable basis. 

4. Links around professional development – workforce development agencies.
The original DRE Action Plan has a strong workforce element which coincides with the desire of trained CE researchers to develop careers within the NHS. There is an opportunity at a national to support this work through partnership with organisations such as NIACE who have welcomed the publication of the Department of Health report ‘Learning for a Change in Healthcare’. NIACE is especially supportive of the core theme that widening participation is vital to the effectiveness of the National Health Service.
Regionally and locally, FI sites need to bring the debate about career progression for CE researchers to FIS steering group to develop strategies to make best use of the skills available. 

1.2.3 Commissioning Sensitive Services
The DRE Action plan, highlights the importance of building Race Equality into all commissioning processes. The action plan contains specific requirements for PCTs and local authorities,  one of which is to “review current commissioning processes to ensure the full participation of BME voluntary and community sector” (3.106). Another part of the action plan encourages “those commissioning and undertaking research to consider BME issues as an integral part of planning and delivery of programmes and projects.” (3.143)

Within FI sites there are a number of emerging models of good commissioning practice, including practice based commissioning, measuring and tracking outcomes and training for commissioners.

East Midlands:  Evidence Based Commissioning

The Primary Care Trust presented a useful model of Commissioning which includes race equality targets as a core part of their work. The model sets out an action plan for ensuring that Mental health outcomes for  BME populations reflect the DRE outcomes and begins to assess race equality issues in relation to Practice Based Commissioning. The PCT is a member of the Commissioning Sensitive Services Network which will be well placed to support further development of this model. 

The PCT has used value added grant finances to commission an innovative project to support commissioning. 

The purpose is to develop a Strategy for commissioning BME mental health through an inclusive, transparent process with users and carers being central to the process. The project proposes to hold half-day workshops, involving  users,  carers and key stakeholders to discuss what culturally appropriate mental health services should look like. Analysis of the outputs of the workshop will be analysed and amended into a series of objectives directly related to the discussions at the workshops.

The information gathered from the above will be written as a plain English strategy document.  The participants will meet again to review and agree the document prior to submission to the LIT and self selected individuals from these sessions will be recruited to a reference group which will be a critical friend to commissioners

Once this project has been completed it will provide valuable models for effective commissioning. The challenge is to ensure that the project delivery remains within originally agreed time scales.

North East Yorkshire and Humber :  measuring outcomes
Bradford is starting to pilot work on measuring outcomes, which aims to develop culturally appropriate outcome measures to guide the commissioning of mental health services. 
A joint proposal for funding for the above project has been developed by the Bradford FIS. The proposal is a partnership bid including The Centre for Philosophy, diversity and mental health at UCLAN and Bradford FIS.

This pilot project will address the high priority areas of mental illness, discrimination, social inclusion, and outcome measurement. It will particularly focus on the development and implementation of service user determined outcome measures and culturally relevant outcome measures. It also links to the development of the Payment by Results agenda and the need to develop and implement appropriate and effective packages of care with relevant and measurable outcome measures. The research will take place in West Yorkshire where there are culturally diverse communities. The research team will be a partnership between the NHS, academics, the voluntary sector, and service users

Practice Based Commissioning Manchester Primary Care Trust
Manchester Primary Care trust has 3 commissioning hubs, which cover the whole of the city. 
The Practice Based commissioning (PBC) hubs are working to develop approaches to the commissioning and provision of services that will respond efficiently and effectively to meeting the needs of our population.

To support the PBC the central commissioning hub has a development team consisting of Link managers from the PCT who are linked to specific GP practices. The link managers have a range of different skills and expertise  to support GP practices in taking forward the priorities and actions of the commissioning hub. 
As part of the link management support, the Associate Director Access and Inclusion supports 3 GP practices. This is In addition to providing practical support, guidance and advice on issues to the wider commissioning hub relating to equality and diversity. This role of the link manager has been crucial in ensuring that issues of equality and diversity are an integral part of the developing PBC.

The trust has been using the “Commissioning Guide Race for Health” as a lever/vehicle for change.  

The development of the Direct Enhanced Services agreement between the trust and GPs has involved discussions with GPs around ensuring that equality and diversity is embedded into the processes. PBC is in an embryonic phase and therefore needs time to grow. Engaging with GPs at this early stage about the issues relating to equality and diversity is vital. 

However as PBC develops it is an opportunity to ensure that specific requirements for communities are addressed as part of the new arrangements. In addition we are looking at our contracting and procurement processes to ensure that they incorporate and address issues relating to equality and diversity.

West Midlands : Heart of Birmingham PCT 
Innovative re-design of commissioning processes

The Heart of Birmingham PCT locality created a new commissioning post to act as a lever for innovative re-design of commissioning processes. The post of Joint Strategy and Planning Commissioning Manager, joint funded by Health and Social Care aims to: 
· Set up a process which commissions services from a patient’s perspective rather than a purely clinical perspective. This entails driving the process of commissioning to meet patient needs, rather than allowing an inflexible process to drive the services that patients receive.

· Address the fact that mental illness does not stand alone, but that the whole of a person’s environment is affected. Therefore an extended inpatient admission may lead to a person losing access to their accommodation, existing employment or family links. This self created cycle of dependency on mental health services creates its own set of challenges.

The process of this ongoing work began with extensive consultation events with the whole community, followed by a review of the NSF for Mental Health to establish areas of success and challenges.  A strategic review of the Local Implementation Team resulted in a broader range of members to ensure that service users and the independent and voluntary sectors could be key players in re-designing services. 

A service re-design group commissioned an external needs assessment and collated all existing data to build a revised commissioning strategy. Sound links were established with public health to analyse data and to improve use of ethnic monitoring returns. 

Engaging black and ethnic communities in the commissioning of mental health services – Lambeth PCT

The purpose of this project is to undertake research into the current context for the commissioning of mental heath services for BME users of mental health services, in order to assist Lambeth PCT in the improvement of commissioning processes for services targeted at mental health users.  Specifically, the research will be looking at developmental models of commissioning. 

The principal objectives 

· to ensure that commissioning processes in Southwark are inclusive in terms of the involvement of BME users, carers and communities, 

· that these processes contribute to the development of an independent BME voice specifically within commissioning.  

· to ensure that commissioned services are culturally sensitive and appropriate, 

· to ensure that commissioned services link to BME providers to ensure their effective engagement in the commissioning process.

· To identify which aspects of public services need to be capacity built in order to engage and work effectively with diverse communities.  

Commissioning Sensitive Services - Challenges
Review teams discussed a number of challenges across the regions, these include:

· The language and jargon of commissioning can act as a barrier for non-statutory groups wishing to tender for services. Commissioning processes can appear to be inflexible and inaccessible.

· There was a sense that large contracts were likely to go to traditional providers as many commissioners did not wish to tae the risk of decommissioning services to bring in new providers

· The level of race and cultural awareness of commissioners varies, but the general sense was that this was an area which needed improvement

Commissioning Sensitive Services - Recommendations

1.  Direct Payments
Direct payments are highlighted in the DRE action plan as an approach which can “help to fulfill the independent sector’s potential and deliver more individual and culturally appropriate provision”. (3.47). Service users who attended the reviews described the benefits of direct payments, but also highlighted the need for advocacy support to enable BME people to understand and access these payments. Service users and carers recommended that this is an area of work which needs to be prioritised within DRE. 

2.  Training

There are a number of good practice examples in the area of Race Equality Training for commissioners. It is recommended that all existing training programmes for commissioners include race and cultural awareness themes. The commissioning sensitive services network is ideally placed to enable this. 
3. Values Based Practice

The Values based practice network offers innovative models for ensuring that commissioning of services have a strong values base. It is recommended that this work is linked with the commissioning sensitive services network. 
4. Community Development Workers

The original DRE action plan, highlights one of the tasks for CDWs as supporting communities in “using the commissioning processes”. In order to achieve this, CDWs need a sound understanding of commissioning and procurement processes and will need to understand how to support Communities in accessing these processes. This would need to be a key role for the National CDW Network when it is established. 
1.2.4 Community Development Workers (CDWs) 

CDWs are highlighted in the original action plan as a new type of NHS professional who will “support communities, build capacity within them and ensure their views are represented in statutory sector reforms and plans.”  A number of FIS have successfully recruited CDWs, developed CDW networks, training programmes and support system. Some CDWs are already having a significant impact on the change process.

Examples of this include:

Manchester -  Postgraduate certificate in Community Development Work – BME Mental Health

The University of Salford is leading a one year, masters level programme of study for 20 Community Development Workers which has been supported by CSIP North West. This demonstrates effective partnerships with higher education and a commitment to empowerment and development of CDWs. The planned modules will enable CDWs to work in a strategic way and develop mechanisms to support each other. 

The Race Equality Lead will be chairing the National CDW network, this will ensure that lessons learned from the Masters programme can be developed further. 

London CDW network

The London Development Centre has developed an effective support network for CDWs, which aims to bring together CDWs on a regular basis to provide advice, information, training and support. The network has a strong chair and is likely to improve co-ordination and communication around the CDW role.  The approach of this network, from an early stage has been to enable proactive involvement of CDWs in planning, designing and managing the network itself. It is apparent that CDWs have already demonstrated tangible results. It was clear that the posts aim to “move away from bureaucratic work streams and focus on the difference that CDWs can make on the ground”.
Progress includes setting up befriending schemes, training for BME staff, a volunteer training programme, supporting recruitment of bilingual counselors etc. The network has clear terms of reference  to support information sharing, professional development and co-ordination of CDWs in London. 

Hampshire and Isle of Wight – progress on target in a rural area

Hampshire has demonstrated that a dynamic approach to influencing commissioners around the CDW agenda. Recruitment has been based  on careful analysis of need and close dialogue and involvement of commissioners. The site has highlighted the benefits of recruitment of CDWs in areas where there are low BME populations. 
The strength of the approach has been the development of a CDW steering group which has liaised directly with LITs and commissioners. All parties we met demonstrated an understanding of the huge benefits that CDWs will bring – and this goes beyond the fact that this is a national target.  

Sharing Voices Bradford- Team approach to CD

Sharing Voices, Bradford has pioneered a team approach to delivering the CDW agenda. This approach has been independently evaluated by the Sainsbury’s Centre for Mental Health and a national publication entitled “Together We Can Change” is available. This has been used by other cities nationally to support them to make decisions about implementation of CDWs including decisions about where to locate them, challenges during the embryonic stages and lessons learnt. One example of this is Leeds who has replicated the Bradford model.

SVB already provides robust evidence of the impact of CDWs in the area of mental health and how they are impacting on FIS sites locally.
· Supporting the development of joint initiatives, with both primary care mental health teams and with specialist mental health services such as the “In reach projects” for BME clients admitted to inpatient units for the first time

· Supporting local people to participate in service redesign processes,  such as the Rehabilitation service review, Census related changes to the Assertive outreach team and Pathways to care.

· Establishing links with user/carer forums to ensure there is BME participation, 

· Building capacity  including developing befriending schemes and volunteering and employment opportunities for BME communities 

· Supporting  the mental health trust in shaping services by using targeted community development e.g. CENSUS action planning

CDWs -  Challenges

Financial deficits within the NHS have led to huge challenges around recruitment of CDWs. A number of organisations demonstrated the challenges of dealing with conflicting priorities at provider trust level. 
The need for training and development for CDWs was highlighted across a number of sites. In one site it was evident that the CDWs has very little understanding of the role of the Focused Implementation sites. In other sites CDWs had an understanding of DRE and what the programme aims to deliver, but did not have a background or knowledge of mental health issues. The question debated was what knowledge CDWs need to have and how information about the wider DRE and mental health context would enhance delivery. 

CDWs - Recommendations

The panel recommended the following actions

1. Mapping progress
DRE needs to develop a system to measure the impact that CDWs have on the experiences of BME patients.  This would need to start with mapping of CDW roles, how they are positioned nationally , and which communities they work with. The key is to highlight the tangible and non tangible outcomes which the posts are influencing. 

2. Training and Education

It is clear that there is a need for professional training and development of CDWs. Priority areas for training could be:

· improve understanding of the role of the FIS

· training around commissioning and how to influence commissioning processes. 

· Improve knowledge of availability of Direct Payments, independent living etc so that CDWs can signpost community members to appropriate services. 

3. National CDW network

The national CDW network is currently being established. Recommendations from the FIS include:

· Build on the CDW network to ensure that CDWs are able to feed back their issues to the central team and the DRE programme board.

· Through CDW network, agree a clear and consistent strategy to support and guide the work of CDWs

· Link baseline information from the census, into the work and priorities of CDWs

· Create links between the national CDW network and commissioning networks at all levels. 

4. CDW Recruitment

Some sites have highlighted the fact that the CDW target will not be met. . Clear messages from the Department of Health have been received and performance management measures for this target are now in place. DRE needs a clear strategy for responding to these concerns and has a role in advising FIS project managers and Race Equality leads about how to deal with organisations who have highlighted that CDWs will not be recruited in their areas. 
1.2.5 Involving people who use services and carers
CSIP has a strong commitment to the involvement of service users and this approach has  also been developed within FIS steering groups. There are a number of innovative practices in the area of “survivor” or service user involvement. These include examples from London and the West Midlands: 
Involvement of carers was highlighted during a number of the review discussions. It was felt that Carers issues were not highlighted in the original DRE action plan and steps need to be taken to ensure that the needs of BME Carers are acknowledged and acted upon.  It was difficult to find robust examples of good practice within the FIS in relation to BME Carers.  One example was a Carers Conference in the North East and a second example came from the South West Region, although this was not linked to a FI site.

South East London FIS - SLAM

The project aims to initiate a local strategic process for the effective participation of BME service survivors that builds their capacity to influence and directly participate in the development and delivery of local in-patient mental health services, eventually feeding into and helping to develop a pan-London approach.

It is recognised that BME user participation, while varied and widespread requires support in terms of the following:

· Better links with the statutory sector

· Capacity building support to ensure sustainability and developing skills to enable more strategic input

· Better links with other BME voluntary sector organisations

· More robust ways of supporting BME service users using mental health services

· Supporting more effective consultation processes in the development of mental health services.

Birmingham - Reaching service users and carers

The FIS has sought to involve service users and carers and their perspective was that they felt included and involved. A forum has been established to support and facilitate BME user, carer and survivor’s empowerment and development to strategically interface with the current activities around service reform and redesign. 

The objectives of the Forum are to:

· Advise the FIS and act as a point of reference

· Develop a safe platform for BME users, carers and survivors to raise issues and feed into the process

· Work with the Letting Through Light Model to develop a framework for service user and carer audit, which will contribute to the programmes of work both in and outside of the FIS.

The first of a series of Taster days to support the ‘Training the Trainer Programme have now taken place with plans underway for a two- day residential to support the delivery of the programme.
North East Yorkshire and Humber - carers

The 4 local Implementation groups in the area put forward BME Carers to participate in planning and the organisation of a Carers focused event. This support ensured the day was planned, organised and delivered to meet the needs of BME Carers  

The conference highlighted issues in the Criminal Justice System, the role of Islam, the needs of older BME carers and gypsy and traveller communities and Communication . 170 people attended the conference. The event has certainly put carer’s issues on the map, and highlighted priorities for action. These will be fed back to the 4 Local Implementation Groups for local discussion and Action. 

The conference also highlighted the fact that the DRE Framework for action needs a greater focus on the needs of carers. The 12 characteristics relate to people who use services, but do not focus specifically on carers needs.

The main priorities carers highlighted as being important for them were:

· Mainstreaming BME specific care services

· Training and further development of both staff providing care and for carers to understand what was happening to the person they care for

· Funding to be made available for carer specific support

· Commissioners to take the needs of carers seriously and manage within localities

· Communication to be more effective across all areas and in all remits

· Focus upon spirituality and its role in enhancing care

Involving people who use services and carers - Challenges 
· A challenge for a number of regions is to ensure that the issues raised through the forum and raised at FIS level, have an impact on day to day delivery. It is acknowledged that some emerging good practices within the FIS will take time to reach BME patients themselves and this can lead to a sense of frustration for people who are not seeing any immediate changes to services as a result of DRE. 
· Tracking the actual impact on BME patients and measuring improvement of services as a result of FIS interventions is a key challenge. 

· Involving service users and at each stage of the FIS planning process takes time and resources. In order for involvement to be effective the nature and style of meetings need to change and professionals need to be prepared to alter their plans as a result of service user and carer feedback. 
· The importance of finding ways of identifying representatives of BME communities to involve at a strategic level in the projects as well as ensuring wide engagement in the individual projects was discussed during the FIS review.  The learning from the FIS projects has been about how to identify,  engage, empower and representatives.

Involving people who use services and carers - Recommendations
These recommendations have been amalgamated from the informal feedback of users across the 8 FIS reviews. This section was sent directly to service users involved in the review to ensure this feedback represented their views. 

Involvement at all levels of DRE
The service users involved in the Review Panels have already gained knowledge of the DRE programme and have highlighted the potential to involve these representatives at BME Programme Board, NPIT meetings, FIS steering groups and LITs. 

In order for this to happen, service users would need 

1. Honesty and transparency

Clear ground rules to allow honest feedback – even if this feed back is uncomfortable or disagrees with DH/ Political perspectives.

2.  Pre-briefings

The pre – briefing sessions which formed part of the FIS review session were well received by those who attended and they would like to see a similar format if involved in national or regional meetings

3.  Meeting personal needs
DRE budget needs to pay user/ carer expenses in line with CSIP policy for their time. Furthermore, if a service users or carer requires a support worker, this  should be funded by DRE or the FIS.
In each FIS, there should be one person responsible for meeting service users personal needs so that a person is not expected to explain their personal requirements more than once. When in doubt people should speak to service users and find out what their needs are to enable them to participate fully.  It is also important to acknowledge that people will need pre-meetings and supervision after the sessions. 
4. Leadership and development

The FIS would benefit from Improving links with CSIP User involvement leads, many of whom are already leading service user leadership seesions. Users felt there needs to be a personal benefit to user involvement. Therefore DRE should have a clear strategy for professional development and  external supervision and coaching for users who participate in FIS meetings. There is potential to develop partnerships with organisations such as the Catch-Afiya service user network which is due to be launched in January 2007, in order to ensure there is close so-operation between existing initiatives. 

5. Carers

The importance of Carers in the DRE programme should be highlighted with the central team. This should start with

· Collation of information about FIS initiatives which address Carers issues across all sites

· Highlight learning from existing initiative

· Develop a regionally led strategy for highlighting the needs of BME carers within mental health settings

1.3 Better Quality Information

The DRE Action Plan highlights the importance of “Better quality, more intelligently used information” as being vital to improve services and equity of outcomes. (page 65, 3.118).  FI sites have been honest about the difficulties of achieving robust data collection; however a number of good practices in this area are emerging. 
Hampshire and Isle of Wight 
The FIS has adopted a professional project management approach to all aspects of delivery. This starts with clear baseline data which is comprehensive and analysis of data is sound and thorough. Messages from the data collection are incorporated into action planning processes. The data can now be taken a step further, to compare results of the 2006 census to assess progress. 

Bradford 
The Bradford District Care Trust has acknowledged gaps in data and commissioned an independent management consultancy, Mental Health Strategies to establish an objective baseline assessment by carrying out a project to establish baseline data and assist the Bradford Focus Implementation Site in identifying areas where they need to focus their energies, and areas they are performing well. The areas covered by the project include: 

· collection of comprehensive service user activity data and workforce data

· interviews/focus groups with Trust staff

· community focus groups with local people including service users and carers, and

· audit of a small number of patient notes.

The FIS has also analysed data further  by collecting information in line with the national Count me in Census on a quarterly rather than annual basis. This has led to trends being highlighted in 4 different pilot areas. These include 

· analysis of why a high number of black people are detained in acute wards

· why the number of Asian patients in acute wards is increasing 

· and which groups are hidden in the “other” category of the census.

The systematic, practical and detailed approach to information and Data Collection is to be commended. 

London 

The London Development Centre has commissioned the London Health Observatory to analyse census data within London, clarify data trends and compare to the national census and make recommendations for addressing the issues arising from the data. The emerging report provides a breakdown of data in relation to individual trusts, enabling Mental Health trusts to have the baseline data they need on which to set targets for improvement. 

The report contains a series of recommendations for London to act upon. Now that London has the baseline data in place , this raises a number of issues and challenges:

· There is an opportunity for London to set targets for reductions in certain categories e.g 10% less compulsory detention of BME patients in 12 months. 

· There is an opportunity to link any early implementation work, with the Sainsbury Centre for Mental Health – Business case for Race Equality study. This would ensure that the financial benefits of reducing inequalities can be measured.
South Yorkshire FIS 

With existing reconfiguration in mind, each locality within the South Yorkshire FIS is collecting data on its BME populations, in terms of Ethnicity census data, service uptake, and service use. 

Since the employment of CDW’s across Barnsley and Rotherham, these workers will be tasked to strengthen this data base and also to ensure service use is at the right level. Sheffield Care Trust have developed an inpatient culturally appropriate care form for all patients which incorporates race and ethnicity data collection. 

Doncaster and South Humber Health Care Trust (DASH) is also developing this data base. Each locality across South Yorkshire is developing its own BME baseline data, as the FIS operates across 4 PCT’s, 3 Mental Health Provider Trusts, 4 BME infrastructure organisations and 4 Local Authorities, it can be difficult to ensure the information is collected to a similar format. The SYFIS Steering group is working towards this unified way of data collection.

Bradford - Data Collection used to inform Service redesign and clinical and community engagement to develop appropriate and responsive services 
The Social Inclusion project is a robust example of how the FIS is already using data to identify critical areas that require Clinical and community engagement to redesign services to ensure they are appropriate and responsive.

For example, the BDCT Rehabilitation  service is under review. As part of this review a audit of current service users has revealed that there are a disproportionate number of South Asian women receiving depot medication, many of them on non therapeutic doses. The only support they receive is contact with the depot nurses when receiving prescribed medication. 

The revised plans for the service will involve the care of all clients under the depot service being transferred back to locality Community Mental Health teams with the aim of all clients receiving a full review of their care and medication. To support the introduction of the use of different medication and or the reduction in the use of depot medication a proposal for a social inclusion project has been developed. This project will support South Asian women to access meaningful daytime activities and develop alternative understandings of their experiences. This will be a parallel process to that of reducing and or eventually stopping the use of depot medication.

It is envisaged that a BME social inclusion project worker will be recruited to work in partnership with the community and voluntary sector to engage the women in setting up user/community led initiatives which will be based around the concept of peer support and self help that is culturally relevant within non stigmatising community settings. These initiatives will be jointly facilitated initially by the project worker and community/voluntary sector staff including the community development workers from Sharing Voices (Bradford) The project will be evaluated and mainstreamed. If the project demonstrates an increase in the number of South Asian women reporting recovery and a reduction in the number of women on depot medication then a similar model will then be developed for men from BME communities using Rehab services.

Better Quality Information - Challenges
· Many of the action plans within FI sites were devised without baseline data in place at the outset, so measuring improved outcomes for service users against an original baseline is not possible. FIS action plans concentrate, instead on checking whether their actions are on track, rather than the impact their actions would have on the experiences of BME patients.  In one area, for example an Inpatients data set has 98.8% valid ethnicity codes recorded against the patient records. This could be misleading as some of the codes may be under the category ‘not stated’. The challenge is to improve the quality of data collected and to identify actions arising as a result of data analysis so that it is used effectively within the planning and commissioning of services.
· The Count Me in Census has supported valuable progress in the area of inpatient data, with a collection rate of 98.7%. However, some FI sites have had difficulties in accessing this data from provider trusts and technical difficulties have also halted progress. 
· In an area with low BME populations, the collection of meaningful data will inevitably be a challenge – particularly when many of the communities in the area may fall into a “white/other” category. In some areas, there is also a growing population of dual heritage users and staff, who may have specific needs which are not being met.

· A number of FIS acknowledged that asylum seeker and refugee statistics may be higher than those on record. In some cases existing data has been supplemented with qualitative data taken from research into the needs of BME populations and used as the basis for action planning.
· Sites have been asked to measure progress against the 12 DRE characteristics, these are “aims” rather than specific, measurable objectives and  sites have spent a great deal of time trying to work out how to measure against these aims. Some have made better progress than others however, sites have felt that the some of the aims, such as “less fear of mental health care and services among BME Communities and BME service users” are difficult to measure using existing data systems. 
· There have been confused messages within the FIS about the Dashboard. A number of sites do not know what a Dashboard is, some Race Equality Leads and project managers had heard that a Dashboard would be established  to measure progress on DRE, but had not seen it.  Discussions with the central team highlighted that the Dashboard is not yet complete and it was not clear whether this tool would be used to measure progress within the FIS. 

· Sites were looking for clarity about whether the Dashboard tool would be used to measure their success. One of the measures on the draft dashboard is around reducing the number of BME prisoners. The question is, if the rates of BME prisoners increase will this mean that DRE and FIS have failed? Or is this a reflection on the Criminal Justice system?  One of the key challenges is to establish how intervention led by DRE, can be linked to specific improvements in outcomes for BME patients. 

Better Quality Information - Recommendations 

1. Baseline data

There is an opportunity to assess the emerging good practice models around collection of baseline data and share them with other FI sites. One way of achieving this would be to bring the Healthcare Commission, MH Act Commission and Health Observatory together with the FIS who have developed good practice models, to share expertise with other sites. Sites which do not have baseline data in place, need to receive specialist support, as without this data, it is unlikely that progress can be measured. 

Sites need to be able to: 
· Use knowledge about populations to prioritise action plans and target the work of the FIS where it would have maximum impact

· Analyse clinical data to address rates of compulsory detention, seclusion etc at a trust level. Use the findings to identify the clinical areas where there is greatest need.

· Once baseline data is established, sites need to use this to set targets for improvement and measure the impact of initiatives to address racial inequalities. 

2. Rural areas/ Asylum seekers
Develop guidance and support – ideally led by FIS themselves around the issue of meaningful data collection for “White other” and dual heritage categories. This needs to be linked with the recommendation for a DRE in rural areas group to be established. Develop mechanisms to ensure sharing of good practices and challenges of data collection of asylum seeker and refugee data. 
3. Dashboard
Clarify the purpose of the DASHBOARD and highlight how this tool will be used within the NHS. If there is an intention that the Dashboard will be used to measure FIS progress, the sites themselves should be consulted on the content and style of the final version. If there is no link between the dashboard and the FIS, the purpose and content of the tool should be clarified. 
4. Twelve characteristics

Sites have individually developed different mechanisms to measure progress against the 12 DRE characteristics. There would certainly be benefits to bringing sites together to highlight what specific measures they have been using to identify progress against each characteristic. This could form a “menu” of different measures used to assess progress and fed back into tools such as the Dashboard. 

5. Prioritisation

DRE now needs provide clarity about what success will look like for the programme and develop a strategy to deliver on this. 

The national measure for inpatient data is the Count me in Census and from a political perspective, DRE needs to be able to demonstrate improvements for BME patients against this data. To enable this to happen sites need to prioritise action plans against this data. 

For example : One of the 12 characteristics is the “reduction in the rates of compulsory detention of BME users in inpatient units”
Reducing compulsory detention of BME patients could therefore be highlighted as a priority target. The 2005 census states that 70% of BME patients are in 23 out of 212 organisations. If DRE identifies that is essential to demonstrate a reduction in this target, it would makes sense to start by prioritising activity within the 23 organisations with the highest number of BME inpatients as this will ultimately lead to a greater impact on the Census data statistics. 
One solution would be to identify 3 priority targets and to develop early implementer sites which will measure specific progress against these key targets. These would be sites that have progressed well with their FIS action plans and the right mix of leadership, project management resources and baseline data. Ideally, the required resources should be made available across early implementer sites through the support of the central DRE budget.  

PART TWO
472.1   Value Added Grant  (VAG)


512.2. DRE Collaborative Networks


2.1   Value Added Grant  (VAG) : 

Introduction

Each FIS was awarded £50,000 to support piloting of innovative practice. All Focused Implementation Sites have clear action plans for expenditure of the grants. About a quarter had fully completed the VAG projects at the time of the reviews. A large proportion had not completed the work by the December 2006 as expected, but were planning to complete work in early or mid 2007. 

Some sites spent the whole amount of funding on one project, whilst others spread the funding across a range of smaller projects. An initial survey of FIS data collection reports indicates that over 48 Projects were funded by the VAG. Some sites allocated the £50,000 funds to a single project whereas others spread grants ranging from £500 to 10,000 across 10 or more projects. 
County Durham and Tees Valley FIS, for example, has spread funds across 10 projects. These include financing workshops to develop a vision for the FIS, commissioning an assessment of refugee and asylum seeker needs, creating a clinical and community engagement project, supporting the EPIC project with the Chinese community, identifying the needs of the traveller and gypsy community, financing a CDW planning day with commissioners and supporting a good practice sharing event. 

Examples of completed projects include : a DRE website, a communications campaign and use of small funds to support and build dialogue with local community groups. There are a number of emerging VAG funded projects which are on track to develop exciting and innovative models. These include a cultural assessment service, a peer mentoring scheme for service users and a leadership programme for  BME staff. 

South West - Website (SHA led)

The SHA led the development of a cultural website serving the Dorset and Somerset patch which aims to provide accessible information about race and culture and about mental health services both for users and carers from black and minority ethnic communities and for staff in mental health services. A key element of the approach to this development has been to engage people from black and minority ethnic communities within Dorset and Somerset with a view to getting beyond a simple descriptor of “black and minority ethnic communities” to an understanding of different communities and their different cultural needs.

County Durham and Tees Valley

The FIS has led an exciting Communications campaign to raise the profile of DRE in the area. The imaginative campaign has engaged communities and staff in an innovative way.
A formal launch event supported the development of a clear vision that was locally specific to key stakeholders, realistic and aspirational, to deliver the DRE agenda in mental health services.  This event ensured good clinical and community engagement with the CDTV FIS. The action plan & communication plan were further developed based on the good understanding of the current inequalities and the needs and aspirations of the local BME community and organisations within the SHA patch. Clarity about outcomes and priorities have helped to focus the work. It has helped key stakeholders understand why race equality matters and to assess whether it is being achieved.  
The image of a building block was created as a physical object that depicted the DRE building blocks and highlighted the changing and developing needs of the sector. It provided a pictorial image for understanding DRE and the wider linkages between the various sectors role in providing services and  engaging diverse communities meeting their needs which are appropriate and sensitive. This has been positively received by the communities.

A newsletter was introduced promoting regular communication to aid the understanding of the project and keep all informed and involved in the work of within the FIS. 
East Midlands - Value Added grant 
A sum of £5000 value added grant funding was used to support 8 Northampton voluntary organisations in a number of different ways. It demonstrated how small amounts of funding can release the potential of projects by enabling small community groups to pay for administrative support, venues and stationary. The site used the process of identifying what organisations needed through one to one meetings with groups and this led to increasingly positive relationships with the BME voluntary sector.
Emerging VAG projects which offer innovative models of good practice

South East /  Hampshire 

The cultural assessment service is a scheme whereby service users who are admitted to hospital will have access to a cultural assessment recognising that people from different cultures have different needs and beliefs and these must be taken into account when a patient is having mental health assessment and treatment. This scheme will seek to build on the system that exists in New Zealand and adapt it for the multicultural and multi-ethnic make up of the population in Hampshire. The scheme assumes that the provider NHS Trusts will enable:

· Proper respect for the cultural and ethnic identity, language and religious or ethical beliefs of patients

· Proper recognition of the importance of ties to the family. For some people having family involved in their care and treatment will be very important to their well being.

Cultural assessment rights can include:

· Having the opportunity to speak in a mother tongue during initial assessment 

· Having people from the patients own family or culture involved in their care and treatment

· Health professionals understanding and taking into account cultural beliefs when looking at diagnosis and treatment options.

This is an exciting development and once it as been delivered will be a great benefit to the wider NHS.

Peer Mentoring Scheme for BME Mental Health Service Users in Barnet, Enfield and Haringey

A peer mentoring scheme will be established, closely aligned to a model for recovery for mentees. The scheme targets patients in medium secure units and from the local hostels. Mentees will be BME Mental Health Service Users and the mentors will be BME ex-service users/survivors.

The mentoring scheme will be based on the recovery model which is a conceptual framework for understanding mental illness and a system of care to provide supports and opportunities for personal development. 
· Recovery emphasises that while individuals may not be able to have full control over their symptoms, they can have full control over their lives. 

· Recovery asserts that persons with mental health issues achieve not only affective stability and social rehabilitation, but transcend limits imposed by both mental illness and social barriers to achieve their highest goals and aspirations.
The pilot project aims to provide support for MH service users in BEH and will match mentees with well trained mentors who will be equipped to give friendly and neutral support and advice with regard to focusing on goals and taking steps to achieve them.

The scheme will provide the mentee with someone to talk to about a range of issues that affect their recovery such as their experiences of employment, education and accessing local services. The mentor will also add value to the relationship by drawing on his/her knowledge as a service user.

BME Leadership programme – Greater Manchester 
Value added grant funding has been allocated to a leadership training programme for staff delivered by Common Purpose. The unique aspect of the programme is that the sessions will provide models of leadership across the NHS, Voluntary Sector and Local Authority ensuring that participants have a range of models to aspire to.  Evaluation by Salford University will ensure that the impact of the course is assessed.  There is a commitment to provide bi-monthly support group and track progress of course attendees over a period of 2 years by the FIS.  A number of participants have indicated that they have signed up to the course because they wanted to attend the support group. 

Value Added Grant  - Challenges

· Clear timescales for delivery were welcomed, but sites also made the point that adequate time is needed to engage stakeholders and successfully tender for projects and this needs to be built into future processes. Sites which followed appropriate protocols for tendering found that this caused delays. One site highlighted the fact that they were committed to spending valuable funds wisely and that the consultation involved in this was time consuming. 

· A number of FIS made a plea that the barrier to spending these funds on project management time should be lifted, as without staff resources, expenditure of funds and managing delivery of projects was more of a challenge. 
· Measuring FI sites on whether funds have been spent according to a particular timescale and on the basis of completion of projects is important at a national level. However, it is equally important to support sites in measuring the impact these projects have on BME people who use services and the added value they bring to the NHS. Tracking of outcomes is variable within FI sites, with the majority of sites reporting on the projects developed, rather than the impact they have had. 

Value Added Grant  -nRecommendations 

1. Collating and sharing good practice 

The VAG has been successful in creating a spread of good and innovative practice across a range of communities and mental health themes. Progress of VAG need to be closely monitored and tracked by the central team as they are developing a wealth of innovative models from which the wider NHS would certainly benefit and with minimal input could support the development of an impressive good practice booklet. 

2. Learning from innovation within the FIS

There is an opportunity for the central team to ensure that where local good practice has been developed (e.g a DRE communications campaign or website), that the central DRE team uses these models and develops them further at a national level. There have been examples of new initiatives that have been developed at a national level that closely mirror work already in existence locally. 

3. Tracking and collating progress

In the context of this work, the panel recommends:

· that a system is established to measure the outcomes and impact that these projects have on the experience of BME users

· that learning from the VAG is tracked and that successes are shared with the DRE Central Team

· There may be other VAG which focus on similar issues. It would certainly beneficial for the central team to look at overlap between VAG in different regions

4. Further VAG funding

FI sites have demonstrated how small amounts of ring fenced funds at this level of the NHS, can be used in practical, relevant and innovative ways. This highlights the importance of ensuring that DRE continues the model of releasing a proportion of central funds directly to the sites themselves, so that they can escalate progress of DRE. 
2.2. DRE Collaborative Networks

As part of the collaborative approach used to support the FIS, 9 networks have been established to support the development of change processes. These were  described in a presentation to the NIMHE Board (October 2006) by the BME Programme Director as: 
· Clinical Learning Network

· Values Based Practice Network

· Commissioning Sensitive Services Network

· Promoting Physical Health and Safety in Practice Network

· Cultural Competence Training Network

· CDW Practice Network

· Research

· Users and carers (RCP and others)

· Capacity building for employment/Education

It was not possible to carry out a detailed assessment of networks and their progress during the review. However, FI sites were able to provide initial  feedback on their experiences of being involved in the networks, either through the data collection reports, or through discussions during the review. Where FI sites were not aware of the activities of a network, this does not necessarily mean they are not delivering, but it does indicate that messages about the networks progress have not reached the FIS themselves.

· Clinical Learning Network
2 FI sites expressed their disappointment that this network was not operating. Both highlighted the fact that they has been through a difficult process of engaging clinical staff and gaining agreement for them to participate. They were eventually advised that the Network would not continue due to a lack of pilot sites. Both sites felt that they would benefit greatly from professional support in engaging and sharing information with their clinical leads. 
· Values Based Practice Network
Values based practice methodologies were being piloted across 2 sites. The VBP team had devised a document which highlighted how the methodology links directly with the 12 DRE characteristics. Both pilot sites commented that this area of work had been well received. A number of FIS who were not involved in the pilots, particularly those in rural areas, commented that they would like to learn more about Values Based Practice.
· Commissioning Sensitive Services Network
This network has involved 4 FI sites who participated in the development of a Race and Commissioning Briefing paper which was launched at the NHS Confederation Conference in November 2006. During 2007 the network will bring together commissioners from 5 FI sites who have emerging good practices to support further development of their initiatives. 
· Promoting Physical Health and Safety in Practice Network
The FI sites visited did not mention this Network in data collection documentation and none of the sites highlighted this work during review discussions. 

· Cultural Competence Training Network
Cultural Competency training. This has been well received by the 4 pilot sites.  One site was tentatively able to link training in a specific ward to improved satisfaction rates for BME patients. The quality of the materials and the trainers was commended, however, some sites were concerned that the quality of the training may deteriorate if this develops as a Training for trainers model. 
· CDW Practice Network
FI sites were looking forward to establishment of this Network and had identified CDW representatives from regions to attend these sessions. A draft terms of reference were established and it is envisaged that the National CDW network will be launched in 2007. 
· Research
The FI sites visited did not mention this Network in data collection documentation and none of the sites highlighted this work during review discussions. 

· Users and carers (RCP and others)
BME users and carers were not aware of the existence of this network but would be keen to be involved when this is established. 
· Capacity building for employment/ education
The FI sites visited did not mention this Network in data collection documentation and none of the sites highlighted this work during review discussions. 

Networks - Recommendations

It is recommended that the purpose of the Networks is revisited and that their progress is assessed. 
· Some networks may no longer be relevant to DRE, or it may be that FI sites need support in new areas of work (for example DRE in Rural areas).

· Networks also need to be reminded that the original approach for DRE was to enable whole systems change, led by the FIS – not a top down approach. For this reason networks need to assess whether they are achieving the balance of guiding and supporting change, without imposing top down decisions. 
· Membership and  selection of pilot areas for each network needs to be reviewed, to ensure a more strategic spread of pilots. 

· It is recommended that any progress review of Networks should take full account of the needs and views of the FIS. 
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CSIP support

The National Institute for Mental Health in England, NIMHE, (now CSIP) were involved in the establishment of the DRE programme and recruitment of Race Equality leads as well as providing direct support in setting up FIS sites.  This section of the report highlights areas of collaborative work and provides an insight into support provided by Regional Development Centres, to the Focused Implementation Sites. 
3.1 Collaborative initiatives

There have been a number of collaborative initiatives between CSIP leads and Race Equality leads, to ensure that Race Equality issues are mainstreamed within CSIP and that cross cutting themes are explored.

These have included:

· A joint Mental Health Legislation and Race Equality workshop which had led to the development of a set of priorities for action.

· A Gender and Race Equality Lead planning day, resulting in a joint Race and Gender action plan.

· The Acute care programme has acknowledged that 70% of DRE targets relate to acute, inpatient care. To support mainstreaming of the Race Equality agenda, the National Programme lead for Acute care attends National Implementation Team Meetings and has supported a one day joint workshop with Acute leads and Race Equality Leads to facilitate joint discussions. As a result of these discussions an action plan for FIS sites has been developed and a decision has been made to pilot these within 4 lead FI sites.
· A joint planning day involving CAMHS Leads and RELs led to the development of an action plan to ensure integration between CAMHS and DRE. 

3.2 Developing People programme

CSIP has developed an innovative Developing People programme which is designed to ensure that staff are able to address and improve HR practice. An active working group includes developing people representatives from RDCs and trained Positively Diverse representatives. These leads have involved Race Equality leads to ensure that Race Equality and wider Equality issues form a core part of all HR policies and processes. 

The Developing People group has completed Harassment & Bullying guidance, an Induction Handbook and Guidance on flexible working.  A home workers survival kit has been equalities impact assessed and is now complete. Centrally, the group have also carried out an Equalities Monitoring exercise of 
all staff in CSIP (results are still being inputted on the CSIP database) and a 
staff list database.   Having these processes in place are essential to enable CSIP staff to deliver and feel valued and provides evidence that CSIP is an organisation which is equipping itself to address Race Equality and wider Equalities issues. 

3.3  Direct support for FIS

A number of FI sites highlighted direct support provided by the Regional Development Centre Directors and Race Equality Leads. Examples from North East Yorkshire and Humber and the South West Region have been included here, to provide a snapshot of the extent of support available at a regional level.

CSIP North East Yorkshire and Humber (NEYH) Region 

The NEYH Regional Development Centre has played a proactive and crucial role in the implementation of Focused Implementation Sites. The strategic leadership provided by the Regional Development Centre Director and Race Equality lead has been evident at each stage of development. This commenced from the early selection of sites, to securing high level leadership within the region and the subsequent negotiations for resources to support the development and implementation of the FI sites. 
  
The guidance packs developed by the RDC for the Focused Implementation Sites and the ongoing support offered by the RDC and its strong team approach has enabled each FIS to develop a robust foundation with clear governance structures for successful delivery. 
CSIP South West Region


The CSIP SW region has developed a longstanding DRE Steering Group, chaired by the RDC Director, to monitor the progress within the FIS as well as engaging non DRE FIS areas in becoming actively involved in DRE Service improvement work. The group has active membership from statutory and non statutory sector, as well as service users and carers. 

The group meetings have been set up quarterly and have 2 primary functions: firstly to monitor progress in the region, and to effectively co-ordinate requests for help from stakeholders; secondly to offer a range of open workshop sessions to providers looking at issues of Race and Mental Health in the South West. These workshops have included presentations from UCLAN on Community Engagement Models, and Community Development Foundation on the impact of CD Work. 

Feedback from both users, carers, providers and commissioners has been that these sessions have been a valuable opportunity to hear what’s happening nationally, and to share the local innovation that exists. 

3.4 CSIP Positive Practice Awards

The above awards included a specific section on Recognising Diversity, which focused on race equality issues. The benefit of a joint approach was that information about the awards could be cascaded directly to FI sites through DRE mailing lists, raising the profile of the awards within FI sites. Furthermore, the process and awards ceremony itself provided excellent publicity for DRE across mainstream organisations.  Further to this, collaboration with CSIP awards organisers ensured that good practices arising from the awards were shared directly with the Forster Company (who are leading on the DRE Communications campaign). This enabled the campaign to access robust examples of good practice in Race Equality with the knowledge that the quality of these had been assessed by an independent awards panel. 

CSIP Support - Challenges
· Capacity issues for programme leads were raised as an obstacle to delivering and monitoring the joint action plans. 

CSIP Support - Recommendations

· The joint planning processes have enabled CSIP teams and RELs to improve understanding of one another’s programmes. But there was a sense that FIS project managers would benefit from an improved understanding of the joint action plans. One solution would be for DRE to host national briefings and updates on current CSIP programmes – for example setting aside a 15 minute rotating slot at NPIT meetings about a specific CSIP programme.  

3.5 National Project Implementation Team (NPIT) 

Focused Implementation sites have highlighted that they see NPIT meetings as the key forum for receiving guidance, support and information. There were debates in a number of sites about the nature of NPIT meetings and how they could be improved. (Appendix 4)
The benefits of these meetings have been to bring FIS managers, Race Equality Lead representatives and Collaborative network leads together with the DRE Programme Director and Central Team.  A recent decision to allow all Race Equality Leads to attend these meetings has been well received. The regular agenda item, enabling regions to share their work was also seen as a positive move. 

NPIT - Challenges

· Bearing in mind that FIS projects have been established to “facilitate and guide change, not directly impose it in a top down, ‘one size fits all’  fashion.” The essential question has been about how a pilot site should be performance managed and how the diversity of approaches can be supported, whilst still allowing an element of central decision making. 
· NPIT operates as a forum for sharing good practice, for receiving updates from FIS and from collaborative networks, for sharing decisions and for networking. There was discussion about whether NPIT had too many functions and whether different functions of the meeting could be separated into smaller working groups. 

· In some sites it was felt that the structure of NPIT meetings could be improved. There was a sense that decisions from the meeting were not always as clear and consistent as they could be.

· Several sites felt that monthly meetings were too frequent, particularly for project managers who had long distances to travel. It was also suggested that the monthly progress reports required for each meeting were too onerous. 

· Lack of service user involvement at NPIT was highlighted as an issue. It was felt that service user involvement was essential at this stage and would enhance the focus of NPIT meetings.  (See service user involvement part of this report - section 1.2.5 ). 

NPIT - Recommendations

· Review Structure of NPIT 

The original governance structure of NPIT was outlined in November 2005 (over 15 months ago). It would therefore a useful to revisit the purpose and structure of NPIT meetings in the light of FIS Review recommendations in discussion with FI sites themselves. 

3.6  FIS Structure

FIS was set up to “help demonstrate from the outset that change can be achieved”. The key element of this approach was to draw on the “collaborative” approach used successfully in other areas of healthcare”.  (4.11)

RELs team have focused on development of the FIS with great energy. As the report indicates, FIS sites are developing a vast range of services and have comprehensive structures in place to test out innovation.
FIS Structure - Challenges

· Resources

It is important to recognise that not all FIS have full time FIS project managers. The expectations around delivery do not take into account the level of resource, therefore a part time project manager is expected to produce the same levels of action plans, project reports and outcomes, within the same time span as a full time project manager. This has had an impact on morale, stress levels and the  ability to deliver of project managers who have multiple roles within their organisations. This also requires RELs to work in a more operational way, taking up time which could be used for wider influencing and strategic planning of the DRE programme beyond the FIS. 

· Measurement for success

There were a number of debates around what FI sites would be measured on. And how this should impact on FIS Project Plans and priorities. The question raised is around how DRE can measure and track the success of a whole systems approach. 
In the DRE action plan, sites are encouraged to benchmark against the Count me in Census, however, as discussions in the data collection report indicate it has taken a great deal of time for sites to access and collect this data. Therefore, 

sites have begun to align success against the 12 characteristics and the 3 building blocks of DRE.  

These are “aims” rather than specific, measurable objectives and sites have spent a great deal of time agreeing how to measure against these aims. Project plans are aligned to the 12 characteristics, however many of the actions highlighted in them do not relate directly to a specific characteristic in a sufficiently robust way. For example a “Spirituality pilot” could  be seen as having  a tenuous link to the “increased satisfaction with services” characteristic. However, how can the FIS demonstrate that the Spirituality pilot has positively impacted on this characteristic. DRE lacks the capacity as it stands, to measure soft data. 

· Dashboard

The Dashboard was highlighted as one way of measuring success in the FIS. However at present, sites have not been briefed about what a Dashboard is, some RELs and Project managers had heard of it but not seen it.  It is clear from discussions with the Department of Health that the Dashboard is not yet complete. 
· National equalities agenda

Some FIS are also involved in the national Race for Health pilots and the SHA Pacesetters programme, and the Equality and Human Rights Team Single Equalities scheme pilots. 

However one of the challenges of this is that the site can be overloaded with initiatives and this may impact on progress with DRE . This has also led to a lack of clarity in relation to what the priorities are for delivery.  
FIS Structure - Recommendations

· Clear delivery strategy  which escalates the process of  change 

A national delivery strategy needs to written with clear objectives for all concerned, timeframes, and reporting mechanisms. 

In their first year, FIS have produced emerging and innovative practices. Using the models devised by private sector research and development  projects, there is an  opportunity for DRE, with its national overview,  to encourage sites to harness the projects which have real potential to make an impact on services, rather than diluting resources by continuing to develop a spread of projects. 
Having identified innovations, DRE needs to invest national resources into escalating the progress of these projects. 

· Early implementer sites

As discussed in section 1.3, one solution would be to identify 3 priority targets and to develop early implementer sites which will measure specific progress against these key targets. These would be sites that have progressed well with their FIS action plans and the right mix of leadership, project management resources and baseline data. Ideally, the required resources should be made available across early implementer sites through the support of the central DRE budget.  
Collaborative model

There is also potential to consider what is needed to enhance the FIS structure so that sites can become genuine working collaboratives. There are examples of this within CSIP, including the collaborative approaches used by the acute services. 
Dialogue with wider equality teams

DRE would benefit from dialogue, at operational level between FIS, Pacesetters, Race for Health, Positively Diverse and the Single Equalities team sites. The discussion needs to consider where FIS should be positioned in relation to SHA re-organisation and how targets for different programmes could be aligned. Ultimately these discussions need to form part of the debate around mainstreaming DRE. 
Communications 
Good Practice 

· Forster Co campaign
This has been highlighted as a positive campaign and FIS are looking forward to seeing the results of this work. 

· Sharing Learning
In any national programme, sharing of learning and good practices is a challenge. Feedback from sites suggests that even within regions, similar projects are emerging without individual teams being aware of one another’s work. The feedback was that this is a capacity issue, and related to the fact that there is a huge amount of information, but no clear knowledge management system in place. 

Communications - Recommendations

Communications Strategy

A number of regions highlighted the need for a clear communications strategy at a national level.

Suggestions for possible action: 

· A number of organisations have “cascade briefings”- a written briefing on decisions and issues produced on a monthly basis which is cascaded to staff through a structured format. This ensures that all stakeholders receive the same information within a short period of time. This will involve a change of culture within DRE as at present, many decisions are shared verbally. Written briefings of decisions will require absolute clarity – as they cannot be overturned later. 

· The Review started a process of learning – some sites suggested that this could be continued with project managers visiting each other to learn about specific projects. 

· The potential for a simple electronic newsletter, containing good practices and updates  about projects was explored. It was felt that people did not always have time to access the website, but if a short newsletter, with brief information was sent to them they would be more likely to read this. 

· Development of a good practice booklet, which highlights good practice in FI sites. They suggested that these are produced in a “template” format so that other sites can take the template and amend locally.

Appendix 1
Tipping point model
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Appendix 2

1. Project Plans 

Your up to date project plan including any performance management systems you have in place

Most recent project update (using the agreed template)

2. Outline of governance structure (see example from London DOC 5B)

A clear, concise picture of areas covered by the FIS supported by an outline of the governance structure
3. Value Added Grants (summary)
1 side of A4 summary of grants allocated and progress/ outcomes

4. Community Engagement Projects ( see example from South East DOC 5C)

1 side of A4 summary of Projects funded and progress/ outcomes 

5. Summary of baseline data

High level overview of the data you have in place and how you are using it.

6. CDW stats
· Number of CDWs in post, Name and contact details

· Date of appointment

· Areas covered (geographical area or community covered e,g Chinese Community)
7. Non NHS Stakeholder Involvement

Partnerships beyond NHS and how they are working

8. Clinical Networks
Which network do you belong to?

Summary of progress to date

Impact on FIS

9. Contact Lists
As an appendix, using the format used for the Ministers visit list, please provide an up to date contact list with names/ addresses/ e-mails and telephone numbers of :

CSIP/ NIMHE Director

REL

FIS Project Managers

CEO and Chair of SHA within FIS
CEO and Chair of trusts/ pcts and non NHS sector within FIS

Other key contacts/ roles

Some of this information can be taken directly from the list provided for the ministers meeting. 

Deadline – 2nd October 2006
Send to Sue Lewis (via e-mail)
Appendix 3
NIMHE Community Engagement programme (30 projects)
Northwest:
	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	Wai Yin
	Manchester
	Needs of older Chinese people with dementia and their carers.
	Older Chinese
	1, 2, 10, 11, 12

	Blackburn with Darwen Community Links
	Blackburn
	Needs of carers of people with mental health problems and their experiences of Mental Health services.
	South Asian
	1, 2, 8, 10

	Saheli
	Manchester
	If women have appropriate access to preventative mental health services.
	South Asian Women 

(who have experienced domestic violence)
	1, 2, 10, 11

	BINOH
	Salford
	Explore the low take up of Mental Health support services within the Orthodox Jewish community.
	Orthodox Jews
	1, 2, 10, 11, 12

	POPS
	Manchester
	If offenders are properly diagnosed and looking into the stigma attached to mental health problems.
	Black offender population in Prison
	1, 2, 9

	BAND
	Bolton
	Comparing access to and cultural appropriateness of specialist mental health services.
	White British, Asian and refugee and asylum seekers.
	1, 2, 8, 10, 11, 12


North East:
	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	YWCA
	Doncaster
	Gender specific issues relating to women and their mental health needs.
	BME women (& asylum seeking and refugee status)
	1,10 11, 12

	Sahara Spotlight
	Middlesbrough
	Whether current mental health services meet the cultural and language needs of South Asian women.
	South Asian women
	1, 2, 12 

	BBEMI
	Barnsley
	What mental health problems are present within refugee and asylum seeking population.
	Refugee and Asylum seekers
	1, 2, 11, 12


East Midlands:

	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	Derby Millennium Network
	Derby
	Mental health experiences of over 18’s, Black and Asian service users and carers
	Black/ Asian service users and carers.
	1, 2, 3, 10, 11, 12

	Morton Hall Prisons Project
	Lincolnshire
	Improve understanding of the Mental Health support needs of BME women in Morton Hall prison
	African and Caribbean women in Prison.
	1, 2, 8, 10, 11, 12


West Midlands:

	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	African Caribbean Citizens Initiative
	Wolverhampton
	Pathways into Mental Health services, the causes and experiences, and the appropriateness of services.
	African Caribbean women
	1, 2, 8, 10

	Irish Welfare and Information Centre 
	Birmingham
	Current issues facing older Irish adults in terms of mental health issues and access to services.
	Older Irish
	1, 2, 6, 10, 11, 12

	Smethwick Bangladeshi Youth Forum 
	Smethwick
	Identify what services are available, their appropriateness and how they can be improved for the Bangladeshi community.
	Bangladeshi
	1, 2, 8, 10, 11, 12.

	Rethink 
	Birmingham
	Attitudes of Mental Health and access and appropriateness of services.
	Pakistani (service users, carers, general community)
	1, 2, 6, 10, 11, 12


South East:

	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	Bangladesh Welfare Association and Culture Works (BWA and CW)


	Portsmouth
	Investigate mental health needs of people from the Bangladeshi Community who are living in Portsmouth.
	People from the Bangladeshi community 
	1,2,8,10,11

	Brunswick Community Development Project (BCDP) 
	Brighton and Hove
	Access to mental health services and treatment for the Arabic speaking community in Brighton and Hove and whether these services are culturally appropriate.
	Arabic speaking community 
	10 and all building blocks 

	James Wiltshire Trust (JWT)
	Southampton
	Investigate isolation and loneliness among ex- service users between the ages of 18-60 years and carers.
	BME ex-service users 
	3,4 

	Mind in Tower Hamlets (Mith)
	Tower Hamlets
	Experiences mental health service users and survivals from Bengali, Somali, and African/Caribbean Communities aged 18-65 have of mental health services. 


	Metal health service users and survival  from Bengali, Somali, and African/Caribbean Communities in Tower Hamlets 
	1,2,6,12


East of England:

	Project Name
	Area
	Research focus
	Target group
	DRE points identified

	Bedford African Caribbean Forum (BACF)
	Bedford
	Whether mental health aftercare services are culturally appropriate to meet the needs of male and female service users aged between 18 -35 years from the African and Caribbean communities from mid and north Bedfordshire.
	African Caribbean mental health service users 
	1.2,10,11,12


South West:

	Project Name
	Area 
	Research focus
	Target group
	DRE points identified

	Dorset Mind
	Bournemouth
	Research into attitudes and perceptions of the use of statutory powers in mental health among the BME community. 

	5 target communities resident in the Bournemouth area. Likely to include Polish, Korean and Chinese.  
	1, 10, 11, 12

	Hikmat
	Exeter
	Research into experiences of older mental health users and carers from BME communities 
	Mainly Chinese and Muslim elders
	1, 2, 10, 11, 12

	Penwith Community Development Trust (PCDT)
	Penzance
	Investigate potential barriers to accessing mental health services among individuals from BME backgrounds in Cornwall.
	Range of BME backgrounds, including recent Polish communities 
	1, 2, 11,12

	Somerset Racial Equality Council
	Somerset
	Research into mental health needs of BME residents.
	Range of BME backgrounds including Chinese, African, South Asian, South American, Portuguese and Polish
	1, 2, 10, 11, 12


London:

	Project Name
	City / Town 
	Research focus
	Target group
	DRE points identified (Page 19, 12 points)

	Social Action for Health (SAfH)
	Hackney, North East London
	Evaluating Mental Health Guides programme through focus sessions in the community.
	BME Service Users in Hackney
	1,2, 11, 12

	Talking Matters Association (TMA)
	Stamford Hill, North London
	Assessment of mental health attitudes and needs of the Orthodox Jewish Community (OJC).
	OJC in Stamford Hill
	2,10

	Chinese Mental Health Association
	Barnet, North London
	Participatory research into the mental health needs of Chinese carers.
	Chinese carer community
	2, 10, 11, 12

	QALB 
	Waltham Forest, North East London
	Looking at barriers to access of mental health services facing the South Asian community in Walthamstow.
	South Asian mental health service-users
	1, 2, 3, 8

	UK Coalition for People Living with HIV/AIDS (UKC)
	Kennington, South-East London
	In-depth interviews investigating the mental health needs of Africans living with HIV/AIDS in London
	African people living with HIV/AIDS
	1, 8, 10, 12

	Redbridge User Network (RUN-UP)
	Ilford, London
	The experience of BME in-patients on mental health wards
	BME in-patients on mental health wards in Redbridge
	2, 3,12


Appendix 4
Focused Implementation Sites

GOVERNANCE MODEL

National

Membership

NIMHE/CSIP National Director – Chair

Representation from the Sites (Regional group)

Race Equality Leads (?rep)

DH Equality and Human Rights rep

· To establish a National Projects Implementation Team and co-ordinate its meetings

· To create and maintain a national database of activity and disseminate information to project co-ordinators to share with Regional and Local Co-ordinating Groups for decision making

· To ensure the sites are working towards a work programme designed to meet the key elements of the Delivering Race Equality Action Plan. 

· Frequency of meetings

Meetings to be held monthly and under the Chairmanship of the NIMHE/CSIP BME programme director

CSIP (NIMHE) Region (Regional Coordinating Group)

Membership

CSIP


Director




Race Equality Lead

SHA


Board level representation

Partners

Board/Senior

Project management
Dedicated project co-ordinator

· To assure implementation of related national policy at local level

· To monitor progress ensuring that resources are made available to deliver objectives as outlined in DRE

· To meet at least once a month to review progress and agree actions/activities for implementation

· To nominate a representative to attend the National Implementation Group meetings

· To provide monthly updates of activity to the national project team

· Frequency of meetings

Meetings to be held monthly and under the Chairmanship of a SHA director

Local Partner Level (Local Implementation Group)

Membership

Trust Board representation

Project Lead

User representation

Carer Representation

Clinician

Social care

Establish PDSA action Team

Record all iterations of the PDSA Cycle

Provide data regularly as agreed with the national director

Develop partnership working with others to spread new knowledge
site
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Questions





What has the FIS project done particularly well? 


What examples are there of innovative or good practice that could contribute to CSIP’s wider development?


What could the FIS project do to improve its effectiveness?


What are the main challenges facing the FIS project over the next twelve months?


What support mechanisms will help with these issues?











Data Gathering Notes





Please


provide the following data in summary format by 2nd October 2006 to Sue Lewis


do not send large documents for us to extract information 


remember the panel includes RELs , Project Managers, BME User and Carers reps. Therefore information needs to be accessible to a wide range of people.


if possible produce information in a portfolio style – with contents and numbered pages for ease of reference.
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Focused Implementation Sites


GOVERNANCE MODEL


National


Membership


NIMHE/CSIP National Director – Chair


Representation from the Sites (Regional group)


Race Equality Leads (?rep)


DH Equality and Human Rights rep


· To establish a National Projects Implementation Team and co-ordinate its meetings


· To create and maintain a national database of activity and disseminate information to project co-ordinators to share with Regional and Local Co-ordinating Groups for decision making


· To ensure the sites are working towards a work programme designed to meet the key elements of the Delivering Race Equality Action Plan. 


· Frequency of meetings


Meetings to be held monthly and under the Chairmanship of the NIMHE/CSIP BME programme director


CSIP (NIMHE) Region (Regional Coordinating Group)


Membership


CSIP


Director





Race Equality Lead


SHA


Board level representation


Partners

Board/Senior


Project management
Dedicated project co-ordinator


· To assure implementation of related national policy at local level


· To monitor progress ensuring that resources are made available to deliver objectives as outlined in DRE


· To meet at least once a month to review progress and agree actions/activities for implementation


· To nominate a representative to attend the National Implementation Group meetings


· To provide monthly updates of activity to the national project team


· Frequency of meetings


Meetings to be held monthly and under the Chairmanship of a SHA director


Local Partner Level (Local Implementation Group)


Membership


Trust Board representation


Project Lead


User representation


Carer Representation


Clinician


Social care


Establish PDSA action Team


Record all iterations of the PDSA Cycle


Provide data regularly as agreed with the national director


Develop partnership working with others to spread new knowledge


Ensure active learning in each site



