Public Meeting of the Board of Directors
Monday 29th June 2015
1.00 pm, Room 1, Trust HQ
AGENDA – PART 1
1.

Apologies for Absence
(To Note)

AM

2.

Declaration of Interest
(To Note)

AM

3.

Minutes of the Previous Meeting held 18th May 2015
(To Approve)

AM

4.

Matters Arising from Previous Meeting
(To Note)

AM

5.

Chair & Chief Executive Board of Directors Update – Verbal Update

AM/BH

(To Note)

6.

Greater Manchester Devolution Programme – Update
(To Note)

BH

7.

Right Here Right Now CQC Publication
(To Note)

GG/SC

8.

Staff Health and Wellbeing Strategy
(To Approve)

ACM

9.

Staff Friends and Family Test
(To Note)

ACM

10.

Performance Report
(To Note)

NT

11.

Annual Fire Assurance Report
(To Note)

IH

12.

Any other business by previous notification to the Chair

AM

13.

Date and Time of Next Public Board of Directors Meeting
27th July 2015 1.00pm, Room 1 THQ

14.

Resolution: The Board was invited to adopt the following ‐ “That representatives of the press
and other members of the public be excluded from the remainder of this meeting, having
regard to the confidential nature of the business to be transacted, publicity on which would be
prejudicial to the public interest” (Section 1(2) of the Public Bodies (Admission to Meetings)
Act 1960).

Board of Directors – Part 1
Title of Report

Minutes of the Previous Meeting Held 18th May 2015

Date of Meeting

29th June 2015

Author(s)

Steph Neville, Head of Corporate Affairs

Agenda Number

3

Presented by

Alan Maden, Chair

Links To

Operational Plan, Values into Action, Strategic Plan, Quality Account

Summary:

The Board of Directors is asked to receive and approve the minutes of the
previous meeting held 18th May 2015.

Recommendations

To Approve

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 18th MAY 2015, 1.00 PM,
ROOM 1, TRUST HEADQUARTERS
Present:
Board of Directors
Alan Maden
Bev Humphrey
Terry McDonnell
Malcolm Cowen
Kathy Doran
Julie Jarman
Karen Luker
Anthony Bell
Steve Colgan
Ismail Hafeji
Andrew Maloney
Gill Green
Neil Thwaite

-

Chair
Chief Executive
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Medical Director
Director of Finance and IMT
Director of HR and Governance
Director of Operations & Nursing
Deputy Chief Executive/Director of Development & Performance

-

Head of Corporate Affairs

In Attendance:
Steph Neville

98/15 APOLOGIES FOR ABSENCE
Apologies for absence were received from Joe Peers, Director of Estates and Facilities.
99/15 DECLARATIONS OF INTEREST
There were no declarations of interest for the meeting.
100/15 MINUTES OF THE PREVIOUS MEETING HELD ON THE 27TH APRIL 2015
The minutes of the previous meeting held on 27th April 2015 were agreed as a correct
record.
101/15 MATTERS ARISING
There were no matters arising.
102/15 CHAIR AND CHIEF EXECUTIVES UPDATE
There was no verbal update.
103/15 RECOMMENDATION FROM NHS INVESTIGATION INTO MATTERS RELATING
TO JIMMY SAVILE
Andrew Maloney, Director of HR and Governance, presented a position report in response
to the detailed report, received by the Board of Directors in April 2014, into allegations
relating to Jimmy Savile and Prestwich Psychiatric Hospital. The Board was reminded that
the report was commissioned in conjunction with the Department of Health following
information passed to it by Operation Yewtree.
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In February 2015 an Independent Scrutiny Report in association with NHS Organisations
was published with 9 recommendations applying to NHS Foundation Trusts. The Board
noted the position against two recommendations requiring action – the first in relation to a
policy for managing official visitors to the Trust’s premises and the second being a
requirement for periodic DBS checks on staff and volunteers every three years. The Trust
would look at the implications both operationally and financially of doing so.
The Board noted the report and the actions required specifically against the two
recommendations
104/15 DRAFT QUALITY ACCOUNT 2015/16
Neil Thwaite, Deputy CE/Director of Development and Performance, presented the Trusts
Draft Quality Account for 2015/16. He explained that the Quality Account followed the
proposed approach, framework and timescales approved by the Board in March 2015. It
had included the Board’s decision to focus on eight Quality Priorities for Improvement with a
new “stretch” improvement measure against each priority.
The Board noted that key stakeholders views had been sought with the result that a new
Priority “Positive and Safe: Promoting Individual Support Plans” replacing “Physical
Environment” had been identified as a priority. This would take the place of the priority
covering physical environment which would however, still continue as a key priority for the
Trust.
Neil Thwaite explained that a KPMG Audit Report had been received and given an
unqualified limited assurance rating to the Quality Account would be considered at a
forthcoming Audit Committee.
The draft Quality Account had been circulated to commissioners, local Healthwatch
organisation and the Joint Scrutiny Committee for comment by the 22nd May and any
comments received would be published in the final Account.
Neil Thwaite asked the Board to:I.
II.

Provide comments on contents
Delegate authority of final version of the Quality Account and Statement of Directors
Responsibility to Chair and Chief Executive

The Board approved the Draft Quality Account and noted in particular the Statement of
Directors Responsibilities in respect of the Quality Account.
105/15 INFECTION PREVENTION ANNUAL REPORT
Gill Green, Director of Operations and Nursing, presented the Annual Report for Infection
Prevention 2014/15 and informed the Board of developments and activity in infection
prevention and control.
The Board noted that the Royal Bolton Hospital NHS Foundation Trust continued to provide
microbiology advice and support and “out of hours” infection prevention advice under a
service level agreement. In particular members were reassured that the Trust was
compliant with National Health Service Litigation Authority Standards. There had been no
major incidents of MRSA and only one case of Clostridium Difficile, Norovirus and E-coli
bacteria. Work continues into the five prisons where the Trust provides services.
The Board of Directors noted the Infection Prevention Annual Report.
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106/15 MENTAL HEALTH ACT SCHEME OF DELEGATION
Andrew Maloney, Director of HR and Governance provided an update on the Mental Health
Act Scheme of Delegation which followed the changes to the Mental Health Act 1983 Code
of Practice to incorporate changes in the Mental Health Act from 1st April 2015.
The Board noted the report and in particular the monitoring and review of all hospital
managers functions by the Mental Health Act and Mental Capacity Act Compliance
Committee as a sub-committee of the Quality Governance Committee.
107/15 PERFORMANCE REPORT
Neil Thwaite, Deputy CE/Director of Development and Performance presented the year end
position of the Trust for 2014/15.
The Board noted that:I.
II.

III.
IV.

Monitor Targets – all Monitor’s mental health targets had been achieved with the
Trust achieving green rating for Governance and 4 for Finance.
CQC Targets – had been achieved and 27 unannounced visits across the Trust all
compliant. The Board noted the Trust was currently at Band 2 rating but that with a
challenge to one of the indicators a further version of the CQC monitoring tool being
published in June it was hopeful that the Trust would rise to the Band 1.
CQUIN – the Trust had achieved all its CQUIN targets which accounted for £3m of
income although performance still had to be scrutinised by commissioners.
Sickness rates – the Board noted that slightly under the expected year end position
target which the Board found pleasing.

The Board congratulated the Trust on its performance which Tony Bell, Non Executive
Director, commented was an exceptional performance by management and staff across the
Trust.
It was noted that the violence and aggression figures in month in Salford appeared to be
due to a small group of patients. In relation to IAPT waiting times and performance in
Salford there was recognition that an honest discussion on strategic recurrent view with the
Salford Commissioners.
The Board noted the year end position.
108/15 ANY OTHER BUSINESS
There were no items of any other business.
109/15 DATE AND TIME OF NEXT MEETING
The next meeting would be held on Monday 29th June 2015, 1.00 pm Room 1, Trust HQ
110/15 RESOLUTION
The Board was invited to adopt the following:
“That representatives of the press and other members of the public be excluded from the
remainder of this meeting, having regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the public interest” (Section 1(2) of the
Public Bodies (Admission to Meetings) Act 1960).
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Title of Report

Greater Manchester Devolution Programme ‐ Update

Date of Meeting

29th June 2015

Author(s)

Bev Humphrey, Chief Executive

Agenda Number

5

Presented by

Bev Humphrey, Chief Executive

Links To

Operational Plan, Values into Action, Strategic Plan, Quality Account

Summary:

Attached are two papers to support a verbal update from the Chief
Executive on the Greater Manchester Devolution Programme:

Recommendations

i.

Greater Manchester Health and Social Care Devolution
Programme Summary for May/June 2015. This provides an
overview of progress so far and outines the identification of early
priorities, governance arrangements and timescales for this
developmental/shadow year.

ii.

A discussion document written by the Chief Executives of Greater
Manchester’s four Mental Health Trusts. This was produced
following an initial private discussion between the Chief
Executives and Sir Howard Bernstein (CE, MCC) and Ian
Williamson (Interim Chief Officer, GM) on how to position mental
health at a strategic level within the Devolution Programme. The
paper was then used to support a wider discussion involving
representatives from CCGs and Local Authorities and the 4
Trusts. Subsequently, three “rapid” workshop type meetings
have been held to build on from the paper and to develop an
“outline framework” by the end of June, with a view to
establishing a more inclusive/representative Project Board to
take the work forward over the coming year. This piece of work
should be available for discussion at our July Board meeting.

To Note

Greater ManchesterNW
Health
Social Care Devolution
Financeand
Directors
Programme
Friday 15 May 2015
NW Finance Directors

Programme Summary May/June 2015
Friday 15 May 2015
Ian Williamson
Chief Officer
Greater Manchester Health and Social Care Devolution

Purpose of paper
• This paper provides a high‐level overview of the Devolution Programme
structure and plan including the following:
• An overview of the vision, objective and benefits of the programme
• A summary of the programme approach including key areas, sub work
streams and nominated reps from the GM H&SC community
• A slide describing each programme area, its aims and objectives, a
progress update and proposed next steps
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GM Devolution – the background
Greater Manchester Devolution Agreement settled
with Government in November 2014, building on
GM Strategy development.
Powers over areas such as transport, planning and
housing – and a new elected mayor.
Ambition for £22 billion handed to GM.
MoU Health and Social Care devolution signed
February 2015: NHS England plus the 10 GM
councils, 12 Clinical Commissioning Groups and NHS
and Foundation Trusts
MoU covers acute care, primary care, community
services, mental health services, social care and
public health.
To take control of estimated budget of £6 billion
each year from April 2016.

Vision

To ensure the greatest and fastest
possible improvement to the health
and wellbeing of the 2.8 million
citizens of Greater Manchester

Objectives
To improve the health and wellbeing of all of the residents of Greater Manchester
(GM) from early age to the elderly, recognising that this will only be achieved with a
focus on prevention of ill health and the promotion of wellbeing. We want to move
from having some of the worst health outcomes to having some of the best;
To close the health inequalities gap within GM and between GM and the rest of the
UK faster;
To deliver effective integrated health and social care across GM;
To continue to redress the balance of care to move it closer to home where possible;
To strengthen the focus on wellbeing, including greater focus on prevention and
public health;
To contribute to growth and to connect people to growth, e.g. supporting
employment and early years services; and
To forge a partnership between the NHS, social care, universities and science and
knowledge industries for the benefit of the population.

High Level Programme Plan
Devolution
Programme
Plan on a page
Programme
Board

Strategic Plan

Establishing
Leadership,
Governance and
Accountability

Devolving
Responsibilities
and Resource

Early
Implementation
Priorities

2015

Key

2016

Critical milestones

Apr

May

23rd

19th

Jun

Jul
10th

1st draft Outline
Plan to
Programme
Board

Shadow GM
Joint
Commissioning
Board set up

Aug

Sep
18th

End Aug: 1st
draft Outline
Plan to Treasury

Oct

Nov

Dec

20th

Programme
Board
review

Jan
TBC

Feb

Mar
TBC

Internal deadlines
• May need to add meetings in
light of milestones

Finalised Strategic
Plan (inc. locality
plans)
• Need to identify milestones for:
‐ National and local
partnerships
‐ OD leadership development
‐ Patient and public
engagement

GM Health &
Social Care
Provider Forum
set up

GM business
case for CSU
services

Shadow
arrangements
start
• Timeframe for Salford Dementia
Pilot TBC

7 Day
Access

AHSS Healthier
Together
decision

Public
Health

Mental Workforce
Health
policy
alignment
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Programme Approach

Programme Area

Health & Social Care Devolution Programme
DMT contact: Alex Heritage

DMT contact: Liz Treacy

DMT contact: Sarah Senior

Strategic Plan
(Clinical & Financial
Sustainability)

Establishing
Leadership,
Governance &
Accountability

Devolving
Responsibilities and
Resources

Governance

Resources and Finance

Decision Making Mechanisms

Primary Care Transfer

Workstreams

The GM plan contains the
following chapters:
• Strategic Plan
• Locality and Sector Plans
• GM Transformation Proposals
and
• Financial Plan and Enablers
It is recognised that a large
proportion of the other
programme areas will feed in to
the Strategic Plan at the
appropriate point, highlighted to
the right

DMT contact: Warren
Heppolette

Partnerships,
Engagement and
Communications

Patient, Carer & Public
Engagement

Communications and Stakeholder
Engagement

Legislative and Accountability
Framework

Specialised Services Transfer

OD and Leadership Development

Prevention, Self Care and Public
Health (Single Unified Public
Health System)

Change Movement

Enablers (Workforce Training,
Development and transformation,
Capital and Estates)

DMT contact: Leila Williams

Early Implementation
Priorities

7 Day Access to Primary Care

Public Health Place based
agreement

Academic Health Science System

Healthier Together Decision

Dementia Pilot

Mental Health and Work
Key chapters of
the strategic plan
Additional work
that feeds the
strategic plan
Other areas of
work

Support Services Strategy

Support to Challenged Trusts

Workforce Policy Alignment

CAMHS
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Strategic Plan (Clinical & Financial Sustainability)
Overview & Aims
To produce during 2015/16 a comprehensive GM Strategic Plan for health and social care aligned to the NHS 5 Year Forward View describing how a
clinically and financially sustainable landscape of commissioning and provision could be achieved over the subsequent 5 years.
The Strategic Plan and locality plan working groups have proposed that a single framework for locality plans is created and that this should mirror the
GM Strategic Plan framework, to enable an aggregate GM position to be collated and enable effective benchmarking.
Proposed Strategic Plan framework:
• Strategic Direction – Vision for the delivery of services within GM and what a sustainable approach would look like.
• Locality and Sector Plans – An agreed framework to ensure the overall level of ambition is achieved across each GM locality and for the development
of 10 Locality Plans.
• New Models of Care – A key component of the Strategic Plan will be to identify new models of care across all settings that are in place or will be
developed to deliver the ambition.
• Financial Plan and Enablers – There is a requirement for a financial plan supported by a dynamic data model that will enable scenario planning for the
significant issues around the reconfiguration of services that will be required.
The GM plan contains the following chapters; Strategic Plan, Locality and Sector Plans, GM Transformation Proposals and Financial Plan and Enablers. It
is recognised that a large proportion of the other programme areas will feed in to the Strategic Plan at the appropriate point, these are highlighted
specifically in light blue on the Programme Approach slide.

Key working group
Strategic Plan Leadership Reference Group chaired by Donna Hall and Dr Ranjit Gill
Progress Update

Proposed next steps

• The Strategic plan and locality plan task
and finish working groups have been
established.
• A draft work stream plan and suggested
structure for the strategic plan has been
developed and shared with the joint
meeting of AGMA wider leadership team
and GM CCG Governing Group on
19.05.2015.

• Establish the Leadership Reference Group. An open invite will be circulated for those who are
interested in contributing to this work stream to attend
• Sub‐groups will be established to take responsibility for drafting individual parts of the plan
• Appointment of 10 locality SROs to lead development of locality plans
• Establish Clinical Reference Group
• Establish a timeline for delivery
• Undertake a first cut of locality plans and aggregate the position
• Undertake a first cut of collaborative activity
• Look to maximise application of talent and knowledge from within GM through cross‐locality
facilitative sessions and GM team to work in each locality to inform development of the GM plan.
• The Strategic Plan needs to be finalised and agreed by December 2015
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Establishing Leadership, Governance and Accountability
Overview & Aims
The MoU creates a framework for achieving the delegation and devolution of health and social care responsibilities to accountable organisations in
Greater Manchester (GM). The MoU set out the four bodies to be created to provide governance and accountability:
• GM Programme Board to deliver the devolution programme and oversee its development through agreed work streams and milestones
(supported by the Transition Team, Programme Office and 5 principle work stream groups) ‐ ESTABLISHED
• GM Health & Social Care Partnership Board to oversee the strategic development of the GM health and care economy and steer the
development of the GM Strategic Plan.
• GM Joint Commissioning Board to commission GM‐wide services in accordance with strategic intent and the GM Strategic Plan.
• GM Provider Forum to engage with the Partnership Board.
It is also proposed to establish in 2015 / 16:
• Standing Conference – representatives of all parties to health and care devolution to meet regularly and carry out the functions of the
Partnership Board until established.
• Standing Conference (Executive) – representative of each sector represented in the Standing Conference to meet more frequently and bring
forward specific proposals for post‐April 2016 governance to be considered by the Standing Conference. This group will become the Executive
of the Partnership Board when established.
As well as establishing the above governance structures this programme area is also responsible for making proposals for changes in legislation,
clarifying accountability issues, leading development of MoUs with national bodies and supporting legal transformation.

Key working group
The Leadership, Governance and Accountability Group – Leads Liz Treacy, Stuart North
Progress Update

Proposed next steps

•

•
•

•
•
•

To date a governance group has been established and
meets weekly
This group has assisted with the establishment of the
Programme Board and has drafted outline TOR for the
remaining groups yet to be established
Initial work has started on mapping the current legislative
framework
An initial draft of a ‘place‐based agreement’ (MoU) with
PHE has also been produced

•
•

Ensure alignment to the relevant parts of the Strategic Plan
Establish the remaining new GM governance structures (including Health
and Social Care Partnership Board, Executive Group and Joint
Commissioning Board) by October 2015 to support shadow devolution of
resources from this date
Consider providers’ relationship with Monitor
Finalise the development of a ‘place‐based agreement’ (MoU) with PHE,
as well as the development of further agreements with other national
bodies where appropriate
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Devolving Responsibilities and Resources
Overview & Aims
This work stream will cover the distribution of commissioning responsibilities under devolution, including those currently held by NHS England
including Specialised Services, some aspects of Public Health (including screening), Primary Care, Health and Justice and Secondary Care Dental
Services. In effect to create a roadmap with milestones for the full devolution of relevant funding streams by 01.04.16.
It is proposed that the work stream has two main elements to it:
• Scope and Resourcing: the technical process to define and enact the transition to the devolved arrangements:
• Financials – process to review the devolution of relevant budgets.
• Governance and Legal considerations – process to review how and where functions will sit in a devolved architecture.
• Accountability Framework – how will a devolved health and social care system be governed.
• Staff engagement and consultation
• Transformation: the process to define the changes that will be enacted to existing processes as they are devolved (new models of integrated
commissioning, learning from national and international best practice, linking to the wider aims and objectives of the overall devolution
programme).

Key working group
Devolving Responsibilities and Resources Group – Sarah Senior to establish the group
Progress update

Proposed next steps

• This work stream is still in the very early stages but the
following priorities are being progressed around
Resources and Finance, the Primary Care Transfer and
Specialised Services Transfer
• CFO (Sarah Senior) will lead this work stream when in post
from 01.06.15

• Establish a Devolving Responsibilities and Resources Group equivalent to the
Governance Group
• Establish a technical sub group to draw on knowledge and expertise in the
system further
• Align to relevant parts of the Strategic Plan
• Responsibilities and resources need to be devolved by October 2015 (in line
with governance arrangements) and operating in shadow form
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Partnerships, Engagement and Communications
Overview & Aims
To take a three‐pronged approach to communications, engagement and partnership building / developing:
Engage Greater Manchester’s organisations and residents to build the vision for the future, ensuring they are involved in shaping and designing the
services they use
Build and maintain momentum by explaining how devolution will benefit the GM population.
Build trust between the partners leading the integration of health and social care and with the public, by demonstrating the benefit of doing things
differently.
The key principles will be: Localities know best; build on what we have; strive for an alternative conversation; scope of influence and build trust and bear
in mind statutory responsibilities for engagement and consultation.
There is a need to agree a set of arrangements across Greater Manchester that encourage a collective shift in the behaviour of individuals, whilst
contributing to a shared social purpose.

Key working group
Communications and Engagement Working Group – Chaired by Warren Heppolette
Progress Update

Proposed next steps

• Short term communications plan agreed with immediate
priorities to establish good communications with
stakeholders immediately.
• Principles communicated of encouraging localities and
sectors to have their own conversations and explain and
discuss this in their own way – building on the core
materials and messaging provided
• Discussions underway with Marketing Manchester and NHS
England for event support time with interviews in June for
potential temporary event support

• Need to establish management structure for this work stream
• Drafting of an engagement strategy for the entire devolution programme, including
ambitions for population activation as part of a movement for change
• Provision of communications support to the Early Implementation projects
• Development of a forward plan for conferences and events
• Agreement of regular communications to stakeholders e.g. bulletins and briefing
reports
The immediate priorities identified at May Programme Board:
• Scoping of existing engagement
• Insight
• Stakeholder Mapping/Relationships
• Local Activity Plans
• Scoping of movement change skills and capacity
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Early Implementation Projects
Overview & Aims
NHS England and Greater Manchester agreed to pursue a number of projects where early progress can be made through new ways of tackling at a
large scale, some of the challenges in GM through the use of the new devolved arrangements. The aim is to quantify the impact within the
Strategic Plan.
The eight projects it was agreed would be pursued as early implementation projects by April Programme Board were:
• 7 Day Access to Primary Care (business case by end of May, access by end of Dec 2015) – Rob Bellingham
Case to resource a programme to roll out 7 day access to GP services across GM, building on the successes of wave 1 PMCF scheme in Bury and
GM Primary Care Demonstrator programme and PMCF wave 2 bids in Wigan and City of Manchester.
• Academic Health Science System (June 2015) – Sir Michael Deegan
Establish a Board to facilitate alignment of work of MAHSC, GMAHSN and LCRN responding to the needs of the conurbation and capitalising on
Research and Innovation assets across GM.
• Healthier Together Decision (July 2015) – Ian Williamson
GM decision on recommended configuration of the Healthier Together single service model across urgent, emergency care, acute medicine and
general surgery.
• Single Unified Public Health System (Sept 2015) – Steven Pleasant
Establish a formal Place‐Based Agreement with PHE to drive major programmes and early intervention priorities.
• Mental Health and Employment (Nov 2015) – Warren Heppolette
Announce impacts on mental health improvement arising from the GM Working Well pilot and agree a new more intensive and integrated
delivery model to support unemployed residents who have a mental‐health related barrier to wok.
• Workforce Policy Alignment (Dec 2015) – Darren Banks
Agreement across providers to adopt common standards (pre‐employment checks and statutory / mandatory training) and common rates for
specific targeted locum and agency staff
• Dementia Pilot (TBC) – Sir David Dalton
Establish a development and implementation plan for integrated services to improve the quality of care for people with dementia across GM
• CAMHS (TBC) – Warren Heppolette
A coordinated Greater Manchester response to the to the Future in Mind: Children and Young People’s Mental Wellbeing Report

Progress Update

Proposed next steps

• Seven early implementation priorities and leads for these
have been identified

• Align to relevant parts of the Strategic Plan
• Begin planning for implementation of these priorities
• Leads to Set up working groups and work plans

12

Timeline to Devolution
Spring
2015

Summer
2015

APRIL: Process
for establishment
Of Shadow
Governance
Arrangements
Agreed and
initiated

MAY DECEMBER:
Announcement of
Early implementation
Priorities

Autumn
2015

Winter
2015

Spring
2016

DECEMBER:
Production of the final
agreed GM Strategic
Sustainability Plan
and individual Locality
Plans ready for the
start of the 2016/17
financial year

Summer
2016

Autumn
2016

Winter
2016

Spring
2017

DECEMBER: In preparation for
devolution, GM and NHSE will
have approved the details on the
funds to be devolved and
supporting governance, and local
authorities and
CCGs will have formally agreed
the integrated health and social
care arrangements.

OCTOBER: Governance
structures fully
established and
operating in shadow
form

AUGUST: Production of an Outline Plan to support the CSR process
which will Include a specific investment fund proposal to further
support primary and community care and will be the first stage of the
development of the full Strategic Plan.

APRIL: Full devolution of agreed budgets, with the preferred
governance arrangements and underpinning GM and locality S75
agreements in place.

Greater Manchester Devolution
A Discussion Document for developing a Mental Health Strategy
This briefing paper has been produces by the four Specialist Mental Health Trust Provider Chief
Executives in Greater Manchester as a “starter for ten” in approaching the mental health workstream
to support the Devolution agenda. It is in no way exhaustive, but we hope it is thought provoking.
1. Introduction
For Greater Manchester to have a successful mental health strategy, it has to broaden the lens through
which we see mental health. We cannot afford to have a strategy that is purely introspective and talks
to itself. Clearly there are challenges ahead for mental health services, but to maintain a narrow focus
misses the opportunity for mental health to find its place in the broader health and social care
environment. So certainly, the strategy should describe what a high quality mental health service
looks like – what we can do for mental health ‐ but in addition, it also needs to address what mental
health brings to the table – what mental health can do for us.
2. Why should Mental Health be a Greater Manchester priority?
Improving mental well‐being and providing high quality mental health services are essential to ensure
health inequalities are reduced and to deliver better health outcomes for GM citizens and better
resilience and prosperity for its communities.
We should:
a)

b)

c)

d)
e)

Take steps to increase life expectancy of those with a severe and enduring mental illness, who
currently die 10‐15 years earlier than the general population. Of all the health inequalities, this
is the most stark. Given living in the North West already means poorer general health than the
national average, Greater Manchester residents with serious mental health conditions are
doubly disadvantaged. We must aspire to close this gap in Greater Manchester through both
our delivery models and our application of Research
Give young people a better chance in life. From perinatal care where strong evidence exists
around early years development, to addressing that a significant proportion of youth offenders
have neurodevelopmental problems that go unrecognised.
Deliver a referral to treatment target and better care for young people with first episode
psychosis to improve outcomes for a young person during their lifetime, and significantly reduce
their likelihood of adult chronic conditions.
Strive to help keep people in employment, or return them to employment, within the first year
of experiencing mental health problems.
Build more strategic relationships between the NHS/SS sectors and the 3rd sector, housing
associations, addressing the social determinants of poor mental health and focussing on
recovery and self‐management. On average only 65% of people with a serious mental illness
report being in “settled accommodation” and they are four times more likely to say their
housing situation is making them ill.

Improving mental well‐being and reducing inequalities would have a wide reaching impact across
the conurbation. But it would also have a very significant impact on reducing pressures into the
Acute Hospital Sector
1

3. Acute hospital pressures can be significantly addressed through good mental health care
28% of acute hospital patients have diagnosed psychiatric disorders, this rises to 60% in older
adults
72% of frequent attenders at A&E have a significant mental health problem
40% of people in ITU have a psychiatric disorder
Medically unexplained symptoms (MUPS) are estimated to cost the NHS up to £3billion a year
Up to 70% of people with MUPS have an associated anxiety or depression that often remains
untreated
Older adults with delirium, depression and dementia are often misdiagnosed and contribute to
hospital pressures
Liaison Psychiatry (RAID) has a demonstrated evidence based benefit to reducing hospital
pressures and improving care for people. Despite knowing the evidence base for this type of
service for decades, it is only recently that these services have gained such prominence.
There are now some excellent models in operation across Greater Manchester with proven
outcomes. This should be comprehensively spread.
Similarly, specialist mental health input into nursing and residential homes has been proven to
reduce acute hospital admissions.
Patients with long term physical health conditions are more likely to develop mental health
problems with increased usage of primary and hospital based care
Psychological treatments of people with LTCs reduces the usage of primary and hospital based
care
There is an often under recognised case for proactive mental health for people with physical
health needs care to reduce acute hospital care activity and, if the drive toward a more resilient,
self‐managed community is at the heart of the shift toward out of hospital care, then there is a
broader role still for the strategy.
4. Mental Health, Wellbeing and Communities
Among people under 65, nearly half of all ill health is mental illness.
Only a quarter of people with mental illness are in treatment compared with the vast majority of
people with physical health conditions.
It is estimated the extra physical healthcare caused by mental health problems costs the NHS
£10billion.
IAPT has been successful and demonstrated psychological treatment can reduce disability and
worklessness.
Up to 50% of workplace sickness and absence is attributable to stress, depression and anxiety,
costing UK employers up to £26billion a year.
Positive mental health promotion and wellbeing can reduce common mental health problems,
yet the investment in this is disproportionately low. Anxiety and loneliness are major
determinants of health seeking behaviour.
Similarly, the national and regional expenditure on clinical research in Mental Health is extremely
disproportionate to the levels of morbidity and effect on social communities.
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It would be a missed opportunity to merely think of mental illness as a stand‐alone long term
condition. Mental illness has major impacts across the health and social care spectrum, and a
successful Mental Health Strategy needs to recognise this, promote improved integration, develop
existing evidenced good practice and be prepared to be ambitious in our innovation and aspiration.
5. Current Provision of Specialist Mental Health Services in Greater Manchester

a) Private and Third Sector
Across the conurbation of Greater Manchester there is a complex and thriving third sector with many
such organisations in contractual/grant/partnership arrangements with statutory commissioners and
providers. These are key to local communities and Local Authority based level plans.
There is also a strong presence in the region from “for profit” private sector providers in Mental Health
which have very sizable NHS funded contracts (the two most notable being The Priory Group and
Alpha). As with the voluntary/social enterprise sector, NHS Mental Health Trusts in Greater
Manchester have significant delivery arrangements with such providers with opportunities to
capitalise on these more strategically.
However, for the purpose of this initial briefing, the focus is on the shape of provision from the 4
Specialist Mental Health Trusts – all of which have many common issues, but also pertinent
differences.
b) Specialist Mental Health Trusts in Greater Manchester

i. Manchester Mental Health and Social Care Trust
Is a combined Mental Health and Social Care Trust
Delivers services to the City, commissioned by Central/North/South Manchester CCGs.
Supports urgent care in Central, North and South Manchester A&E Departments
Involved in the development of place based care across the city.
Also provides a small amount of NHS England commissioned services (eg Manchester Prison
& Buckley Hall)
Has a significant and thriving R&D Department with a high national profile
Is not an FT and the Trust/TDA/Council and Commissioners are examining future options for
sustainability of services.
ii.

Pennine Care Foundation Trust
Delivers Mental Health services to the boroughs of Bury, Rochdale, Heywood & Middleton,
Oldham, Tameside, Stockport
Operates integrated Mental Health and Social Care under Section 75 agreements with the
Councils
Also provides generic community services across the same footprint following TCS plus
Trafford following tendering exercise
Services commissioned by the coterminous LAs/CCGs of those Boroughs and heavily involved
in integration agenda.
Also some specialist services (CAMHS and Low Secure) commissioned by NHS England
Provides urgent care services into A&E Departments for Pennine Acute Trust
Has sustainable plans agreed with Monitor
3

iii.

Greater Manchester West Foundation Trust
Delivers Mental Health services to the Boroughs of Bolton, Salford and Trafford
Operates integrated Mental Health and Social Care under Section 75 agreements with
Councils
Provides the majority of NHS England commissioned specialist services for Greater
Manchester, plus a range of services provided on a North West or Northern basis where highly
specialised
Significant “northern” provider of Criminal Justice Services (10 different prisons across 4
Counties) and similarly major national provider of Substance Misuse
Heavily involved in local integration agendas at Borough level, and a partner in the Salford
Vanguard Initiative
Provides urgent care support into Bolton, Salford, Trafford and Wythenshawe A&E
Departments, plus specialist alcohol RAID service across 11 A&E departments across Greater
Manchester
Has sustainable plans agreed with Monitor

iv.

5 Boroughs Partnership Foundation Trust
Delivers Mental Health and generic community services largely to communities in the
“Cheshire and Merseyside” footprint, but delivers Mental Health services in Wigan
Also provides some NHS England commissioned services – CAMHS and Low Secure
Heavily involved in the integration agenda at Borough level and in developing “place based”
care at neighbourhood/community levels
Provides urgent care support into Wrightington, Wigan and Leigh Trust.
Has sustainable plans agreed with Monitor

c.

Challenges and Opportunities

i.

The specialist Mental Health Foundation Trusts have developed community based integrated
care and significantly reduced their reliance on beds over the past 5 years. They have been able
to rationalise estate and use capital innovatively. Operating a “vertically integrated system”
means that inpatient admissions and lengths of stay have reduced. Unlike the General Acute
Trusts, we no longer have 20‐30% of our patients in beds that don’t need to be there. We must
build on this, and learn from it in terms of how non‐elective physical health care is operating.

ii.

Whilst all 4 Trusts are proactively engaged in integration work at Borough levels, this is also
presenting some organisational challenges and there could be an unforeseen consequence of
“salami slicing” specialist Mental Health Trusts back into Acute Trusts. Given the morbidity of
Greater Manchester and the strengths that already exist in the Mental Health Provider Sector we
need to develop a more strategic approach across the conurbation.

iii.

All 4 Trusts have significantly developed partnerships/ventures/contracts with key agencies in
housing/training and education/work opportunities and private enterprise. There is potential to
develop these much further.

iv.

There is also significant potential to strategically review our estate, to attract external funding
and to “spend to save”. We have a good history to share on this, but structures have not
previously encouraged looking outside Trust or Borough levels. The devolution opportunities
could unlock this to significant mutual benefit.

v.

Similarly, we could be realising potential efficiencies by exploring the shared provision of
corporate services. It would make no sense to try to carve out our current corporate/support
4

services at Borough level integration plans – this would destabilise our wider footprint services.
However, it makes obvious sense to explore operating such services across Greater Manchester.
d. Our Vision and Aspirations
i.

That Greater Manchester as a region should be self‐sufficient in relation to all mental health
services, for all ages, necessary for its population. Exceptions to this should only be for extreme
clinical issues (eg High Secure Services) and not due to any gaps in service provision or intense
pressure on existing care. This is not currently the case, but could be with more innovative use
of existing commissioning budgets.

ii.

That Greater Manchester should develop a Specialist Mental Health Provision System that can
combine critical mass, expertise and development opportunity with the ability to be flexible in
local delivery to address the differing needs of local populations and the Locality Plans of our
Boroughs in relation to health and social care integration. The further development of person
centred care and the effective and efficient delivery of physical and mental health and social care,
particularly to vulnerable people with multiple long term conditions, takes priority over
organisational boundaries. This may lead to the restructuring of the current “footprints of
delivery” of the 4 existing Trusts and/or organisational change that reduces the number of
organisations. This must be explored to ensure sustainable and high quality care into the next 5‐
10 years.

iii.

Whilst promoting the integration models above, Devolution Manchester should protect the
model of vertical integration from “primary to tertiary” in mental health services. Community
mental health services must not be peeled away from specialist inpatient provision. This would
take modern mental health care provision considerably backwards and be a dangerous and
inefficient model of care.

iv.

That the R&D facilities, resources and professionals related to mental health be supported and
developed in association with all the opportunities in relation to other clinical specialities outlined
in the Greater Manchester Devolution plans; and that the 4 Mental Health Trusts proactively
support the Salford based bid to become the first National Institute for Dementia. Mental Health
should be a priority in the developing work programme of the AHSN.

v.

That the devolvement of NHS England budgets relating to Specialist Mental Health Services be
used to break the current paralysis of strategic planning and opportunities. Where
commissioning and provision has been dislocated detrimentally (such as in CAMHS, Eating
Disorders and Low Secure Services) pathways of care, access and quality can all be improved
innovatively and in a self‐sufficient way to the benefit of Greater Manchester residents. This
could be an area of “quick wins” across commissioners and providers.

vi.

That Greater Manchester as a region should pledge to honour the “Parity of Esteem” for mental
health and physical health as articulated by The Forward View, and should aspire to not just meet,
but exceed any national targets in relation to access to services and in promoting wider life
opportunities for those with mental health conditions. This must be a Greater Manchester
priority in reducing health inequalities and premature deaths in our region.

Simon Barber
Chief Executive
5 Boroughs Partnership FT

Bev Humphrey
Chief Executive
Greater Manchester West FT
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Michael McCourt
Chief Executive
Pennine Care FT

Michele Moran
Chief Executive
MMHSCT
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7.1 Right Here, Right Now : CQC Report on Crisis Services June 2015
7.2 Mental Health Crisis Care: Salford Summary Report June 2015
The Board are asked to note the two CQC reports on crisis care.
The first report is a summary of inspections across England during 2014
and 2015.
The second report of the Salford Crisis Service which informed the larger
national report.

Recommendations

To Note

Mental Health Crisis Care:
Salford Summary Report
Date of local area inspection:
20, 21 and 22 January 2015
Date of publication:
June 2015

This inspection was carried out under section 48 of the Health and Social Care Act
2012. This gives CQC the power to assess how well services work together, and the
effectiveness of care pathways, rather than the quality and safety of care of one
single provider. Under Section 48, CQC has no power, to rate a service or services.
This report describes the key findings from CQC’s local area inspection of health and
social care providers delivering care and support to people experiencing a mental
health crisis within the local area of Salford Metropolitan Borough Council. Where
appropriate, it references the role of the police force, voluntary organisations and
commissioners.
The report assesses the services available through different providers within the
council’s local authority area. This is based on a combination of what we found when
we inspected, information from our national data review on mental health crisis care,
and information provided to us from patients, the public and other organisations.
Using the key lines of enquiry (KLOE), we have made narrative judgements on the
health or social care services, but the report should not be seen as a sole judgement
on any one provider.
The findings of this inspection have been used to inform our national report on
mental health crisis care in England. They will also be available to CQC inspectors
when they undertake future inspection activity in this area.
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Summary of findings
Overall summary
We looked at the experiences and outcomes of people experiencing a mental health
crisis in Salford, in particular those people who presented at accident and emergency
departments and those people in crisis who were known to services and were receiving
ongoing support from specialist mental health services.
Positive and proactive interagency and partnership working was a feature across mental
health crisis pathways in Salford. We found that agencies including the local mental
health trust, the acute hospital trust, local council, police, ambulance and local voluntary
agencies including carers groups worked well together. There was a shared
understanding and commitment to improving care and support to people experiencing a
mental health crisis. This included developing a crisis helpline that was available 24
hours 7 days a week and extending the operational hours of community mental health
teams to include late evenings and weekends. There was an emphasis on early
intervention coupled with providing services that provided care in the least restrictive
way.
Services were delivered by a number of partner agencies that were committed to
working together to achieve the best outcomes for people who experienced mental
health crisis. Operational policies and procedures supported the practice and delivery of
services across mental health crisis pathways.

People who experience a mental health crisis and who present to
Accident and Emergency
Care Pathways
People experiencing a mental health crisis could present at accident and emergency in a
number of ways including via ambulance, police, sent by their GP or self-referral. Front
line staff, including reception staff was knowledgeable and sensitive to supporting people
in crisis. In particular with those people who were regular attenders.
Triage assessments took place that were in line with national triage guidelines and
included a risk assessment. Adults who presented in crisis received a “parallel
assessment”. This comprised an initial assessment by acute nursing staff followed by an
assessment from the mental health liaison team. Acute and mental health staff worked
together, discussing assessments and agreeing the most appropriate response. This
could be a referral to the home based treatment team or a request for an assessment
under the Mental Health Act 1983. We saw this process worked well and we were told
this meant that people were not kept waiting for long periods of time. A range of services
were available to support people post assessment at accident and emergency, with the
least restrictive option being preferred.
Partner agencies had developed a pathway to follow in response to people who left the
accident and emergency department whilst waiting for treatment or during a
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consultation. Additionally, a pathway had been developed for people who were frequent
attenders or who frequently contacted emergency services. Meetings between
professionals were periodically held to consider the most appropriate way of responding
to and managing people’s behaviours and this ensured a consistent approach by all
staff.
Equality of access
As part of this review we looked at how children and young people accessed services
when experiencing mental health crisis. CAMHS services were provided by Central
Manchester University Hospitals NHS Foundation Trust.
Children presenting to accident and emergency did not undergo a “parallel assessment”
experienced by adults. Children had to be medically fit before a mental health
assessment was undertaken, however children could be seen by CAMHS prior to
medical fitness if an urgent mental health assessment was required. Children under 16
years of age were admitted to the PANDA unit based at Salford Royal Hospital. Young
people aged between 16 and 18 years of age were generally seen by staff from the
mental health liaison team based within accident and emergency and acute nursing
staff.
Staff on the PANDA unit observed children and carried out physical healthcare checks
but did not carry out mental health assessments. Children could stay on the unit for up to
48 hours, after which they would be transferred to a children’s hospital in the Manchester
area for further assessment or until a bed was found. When children were transferred
between services a risk assessment was completed.
Staff we met and spoke with on the PANDA unit were compassionate when talking about
children with mental health problems but did not feel that they were sufficiently equipped
to care for them as they had not received mental health awareness training.
Sharing patient information about this age group was problematic and acute staff and
staff from the local mental health trust were not able to access records held by the
CAMHS team. CAMHS did not have electronic patient records and this was seen by staff
as a hindrance to effective handovers.

People who experience a mental health crisis and who requires to and
support from specialist mental health services
Service provision
People had access to a range of specialist mental health services 24 hours a day, seven
days a week. These included a mental health liaison service and a home based
treatment team. People who used the home based treatment service told us they had
received visits up to four times a day and this had helped them in their recovery and
avoided an admission to hospital. Additionally people in crisis could also access support
via community mental health teams for adults and an older people’s team. There were
plans to extend the operating hours of these teams to late evenings and weekends.
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People could also contact the local authority emergency duty team.
At the time of our inspection we found that a 24 hour telephone helpline was provided by
the local mental health trust and run by mental health liaison team. Feedback from
people who used the services on response times was variable. We discussed this with
senior managers from GMW, who were aware of the limitations of the current service
and confirmed that through redesign had funded a new 24/7 helpline for known service
users. It is planned this will be operational by May 2015
Care planning and records
We looked at a sample of six care plans and found these to be detailed. There was clear
evidence that people who used the services had been involved in the development of
care plans and were given a copy. Some people who used the service told us that they
couldn’t recall having had a care plan and only one person had an advanced directive.
However carers we spoke with confirmed that care arrangements and care plans were in
place and they had been included and consulted as part of the assessment process.
We saw comprehensive risk assessments and risk management was facilitated across
teams that supported people in crisis. These were used effectively to manage crisis and
avoid admissions to inpatient facilities. The sharing of electronic care records between
the acute trust and the mental health trust allowed information including risk
management and care plans to be shared.
We were told of positive working relationships between community mental health teams
and GPs, with GPs telephoning the team to discuss concerns.

User involvement
There was evidence of good service user consultation, particularly around
commissioning arrangements and a range of service user forums were held to gather
the views and opinions of people who used services.
A range of multi-agency meetings were held between staff to consider how the services
was performing and how it could be developed further to meet the needs of people who
engaged with mental health crisis services. These meetings included representation
from mental health teams, the police and ambulance services.

Local strategic and operational arrangements
Relevant local strategic partners had built good relationships and meetings took place
regularly between organisations involved in the commissioning and provision of mental
health crisis services. The local area had developed an action plan to respond to the
Crisis Care Concordat and many areas had been actioned.
We found that agencies including local voluntary agencies such as carers groups
worked well together. There was a shared understanding and commitment to improving
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care and support to people in crisis. There was a clear commitment to commissioning
appropriate and quality services for people and this was done through partnership and
service user engagement.
Partners had worked and continued to work in developing a number of strategies to
support people in crisis and there was a clear recognition of the importance of early
intervention when people experienced mental health crisis, of working together and a
consistent approach. The Joint Strategic Needs Assessment for Salford both explored
and supported a shift in focus from treatment to prevention services, with greater
emphasis on community based services and supported the mental health wellbeing
agenda on prevention.
There was a commitment from partner agencies to supporting people in the least
restrictive way and as a consequence of this and through working closely with
commissioners a range of community services had been developed to support people to
remain in their homes and avoid admission to hospital. Following a period of intensive
consultation with commissioners there were plans to make available a number of crisis
beds at a community location.
Joint training between accident and emergency staff, staff from the mental health liaison
team and the police had supported a greater understanding of each other roles, duties
and responsibilities and was complemented by a positive working relationship.

Areas of good practice
Strong culture of partnership working supported by effective multi agency working
between all providers and agencies.
Triage and assessment processes within accident and emergency in line with
national guidance.
Pathways for managing to people who go missing from or who are frequent
attenders at accident and emergency that provided a risk based response to
patients’ needs.
Comprehensive care plans with chronological records related to each patient’s
care following admission to hospital.
Reconfiguration of services within Salford to include, 24/7 helpline, the
development of 24/7 mental health liaison team within accident and emergency
and the development of a 24/7 home based treatment team ensuring access to
support for people in crisis 24/7.
Committed staff with good knowledge of patients they cared for and supported.
This extended to involvement and consideration of the needs of carers.
Joint training initiatives between acute trust staff, mental health trust staff and
police had led to an understanding of each role in supporting people who
5

experience mental health crisis.

Areas for development

Training of staff including: in Mental Capacity Act 2005 and the Deprivation of
Liberties Safeguarding training available for all staff; access to mental health
awareness training for accident and emergency nursing staff, doctors and
reception staff and staff on the PANDA unit. Inclusion of people who use services
in the planning and delivery of mental health training to staff.
Local strategic partners to consider how services are commissioned and
delivered to ensure the needs of children and young people experiencing a metal
health crisis are met.
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The Care Quality Commission is the
independent regulator of health and
adult social care in England.

Our purpose
We make sure health and social care services provide
people with safe, effective, compassionate, highquality care and we encourage care services to improve.
Our role
We monitor, inspect and regulate services to make sure they
meet fundamental standards of quality and safety and we
publish what we find, including performance ratings to help
people choose care.
Our values
Excellence – being a high-performing organisation
Caring – treating everyone with dignity and respect
Integrity – doing the right thing
Teamwork – learning from each other to be the best we can

CQC supports the Time to Change Get the Picture campaign to change the way
mental health stories are illustrated in the media. Images from the campaign are
used throughout the report.
www.time-to-change.org.uk/getthepicture
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Forewords
Dr Paul Lelliott

Deputy Chief Inspector of Hospitals
(Mental Health)

Public attitudes to mental ill health are shifting.
There is growing recognition and acceptance
that it can affect anybody and that experiencing
mental ill health does not and cannot stop
you from working and participating fully in
our society. It is now also widely accepted that
people with mental illness have the same right
to high-quality care as people with physical ill
health.
Our review explored the lived experience of people
during a mental health crisis and the response they
received when they reached out to services for help
and support. It paints a picture of variation and
inconsistency in the quality of care given and while
some of the evidence it draws on is new, some of the
key messages are not.

The report flags up some beacons of good practice
and innovation; such as the pilot street triage
services that divert people with mental illness from
the criminal justice system to the help that they
need. However, it also shows that services across
England still vary greatly in their ability to provide
a timely and high-quality response to people
experiencing a mental health crisis. It demonstrates
that too many people in this situation are unable to
access the help they need, when they need it, and
are dissatisfied with the help they have been given.
The report highlights some key lessons for the wider
system, including commissioning services to meet
local need, and the different agencies involved in
crisis care taking a more joined-up approach. Local
Crisis Care Concordat Groups have a major role in
making sure that pathways for crisis care provide the
right care to people in crisis, when they need it.

If there is a reason to be confident then it may be
found in the Crisis Care Concordat. Launched in
February 2014, it focuses on how services respond
It also points the way forward for CQC. As set out in
to help people with mental illness at the time of their our business plan for 2015/16, Shaping the Future,
greatest need. It has been a remarkable initiative.
the way we operate contributes to the way health
and social care is, and needs to be, changing. We
With the momentum built by the Concordat, it is
want to more actively look at the quality of care not
now the time for health and care leaders to act
just in a provider, but also across pathways.
decisively. They need to tackle the long-standing
issues that result in the most vulnerable people
Thanks to the work of this review, we are now far
in society being abandoned at a time of crisis.
better placed to inspect the health and social care
Organisations must look carefully at when, where
services that interact with people experiencing a
and why a person in crisis comes into contact with a mental health crisis, to understand what good looks
local service and how they can work collaboratively
like and to encourage services to improve.
to challenge unacceptable responses.
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When crisis care works well
“The care that I received during my crisis was amazing. My care
coordinator responded appropriately and helpfully in calling the crisis
and home treatment team who I was already known to having had
several crises over the last few years.
They saw me within the expected time frame and were able to
offer me the help and support I needed. The day after I saw
them I knew I could not remain in my own home so some
friends offered for me stay with them. When I rang the crisis
team to say this would be happening and would they be
able to support me there, the immediate answer was yes
and that is what they did.“

Lucy Seren

Expert by Experience
As with the findings of this report, my
experiences of care when I have been in
crisis have been very mixed. Sometimes I
have received the help I need to get better.
At other times I most definitely have not.
I am fortunate that I have great support from
my GP and community psychiatric nurse (CPN).
My CPN in particular is great as she knows
me and knows when I need extra help or am
able to manage on my own. I have also found
that, on the whole, staff in my local liaison
psychiatry service are responsive to my needs.
However, this is not the case across all
specialist mental health services. As other
people who have experienced a crisis have
described in the report, of all the services that
I have come into contact with, I have found
that the response of the crisis teams to be
the least helpful. I often feel that they don’t
have enough resources as they are keen to get
people ‘off their books’ as quickly as possible.
On occasion, I have not felt listened to and
felt that I have been discharged too early.

Like many others, when I have experienced a
crisis I have often ended up going to A&E as
I don’t feel that I have anywhere else to turn.
I’ve never used the crisis helpline in my local
area as I’ve only heard bad things about it, like
being put through to a call centre, being cutoff after 20 minutes or just being referred to
A&E in the first place.
How people speak to me and treat me when I
have a crisis has a big impact. On the whole,
the staff in A&E have been kind and treated
me with respect. But sometimes when I have
gone there for help I have often felt sidelined,
and that people with physical health needs
have been given priority over me. Being able to
access the help you need when you need it and
being treated with respect and compassion are
so important during a crisis.
I welcome this report and the recommendations
CQC has made. Commissioners need to listen
to the people in their local areas to make sure
that they are providing the right services, with
kind and compassionate staff, and that are
open at the times people experiencing a crisis
need them the most.

Right here, right now – help, care and support during a mental health crisis
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Background
Attitudes to mental health are changing fast.
In the last four years it is estimated that two
million people have developed a more positive
attitude towards mental illness.
However, there is still a long way to go until
a person experiencing a mental health crisis
receives the same response as someone with a
physical health emergency.

In February 2014, the Coalition Government
announced the launch of a new agreement called
the Crisis Care Concordat. This is a challenge to
those responsible for commissioning, providing and
delivering the services to commit to a set of core
principles around crisis care, to make sure that people
get the help they need when they are having a
mental health crisis. The Concordat has been signed
by more than 25 national bodies, including CQC.
As part of our commitment, we agreed to review the
quality, safety and effectiveness of care provided
to those experiencing a mental health crisis.
Throughout we have put people at the heart of the
issue and sought to understand whether people were
being offered the right care, at the right time, and if
they were being given the information they needed,
as well as what they felt about the attitudes of those
providing help, care and support.
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Our findings show that there are clear variations in
the help, care and support available to people in
crisis and that a person’s experience depends not
only on where they live, but what part of the system
they come into contact with.
We found many examples of good crisis care, but
our work has also shown that far too many people in
crisis have poor experiences due to service responses
that fail to meet their needs and lack basic respect,
warmth and compassion. This is unsafe, unfair and
completely unacceptable.

Right here, right now – help, care and support during a mental health crisis

Background

The consequences
of poor crisis care
“My GP initially referred me to the
early intervention in psychosis team
which didn’t help since they weren’t
the right team for me. I eventually
went to A&E since I became suicidal
and tried to kill myself…”

“It was approximately seven
hours before I got crisis
support and that was only a
call not a visit, which would
have been more useful. As my
crisis worsened I took a small
overdose as I was not coping or
getting any immediate help.”

Right here, right now – help, care and support during a mental health crisis
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“My GP listened and did not judge me, he believed what
I was saying and agreed I needed help.”

We asked people to share their experiences with us.
What they told us presents a challenge for everyone
responsible for ensuring people in crisis receive the
best possible help, care and support. Commissioners,
providers and those delivering services must all
recognise the role they have to play in providing the
right kind of services and making sure that they are
accessible at the times when people need them.
There is a distinct gap between people’s perceptions
of how they are treated by staff working in accident
and emergency (A&E) departments and specialist
mental health services compared to other services.
We asked people whether they felt listened to and
taken seriously, whether they were treated with
warmth and compassion and if they felt judged.
Fewer than four in 10 respondents gave a positive
response about their experience in A&E for any of
these statements. Those coming into contact with
specialist mental health services were only slightly
more positive.

This variation is unfair. The principle of parity of
esteem between mental and physical healthcare
is built into the NHS Mandate. Providers must
recognise that the risks from emotional harm are
just as real, and potentially life-threatening, as
those from a physical injury. Feedback from our
call for evidence highlights poor staff attitudes to
injuries caused by self-harm. These attitudes cannot
be tolerated and show that work is still needed to
embed parity of esteem across organisations.
This report makes an important contribution to
the conversation around crisis care at a national
and local level. It gives a strong evidence-base for
recommendations to local Concordat groups, and
identifies a series of areas where we encourage
commissioners, providers and services to make
improvements.

In comparison GP, ambulances and the police were
all perceived as being more successful in providing
caring and empathetic responses to people in crisis.
It may be less of a surprise that volunteers and
charities received the most positive responses from
those who come into contact with them but the
gap between the voluntary and statutory sectors
is substantial (table 1). Irrespective of location or
which services people came into contact with, 56%
(449 people) told us that the care they received
helped to resolve their crisis or was partially helpful,
but 42% (339 people) said it did not help (figure
1). A health and care system where over four in 10
respondents feel their crisis was not resolved raises
serious questions about the fairness and safety of
service responses.
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Table 1

Individual survey: I received help in a timely way, felt listened to, treated with
compassion and not judged
I felt...
I received the
help I needed
in a timely way

My concerns were
taken seriously
and listened to

I was treated
with warmth
and compassion

I was not judged
for what I had
done or how I felt

Average
number of
respondents

Volunteers or a charity

74%

86%

88%

84%

97

GP

52%

64%

65%

66%

538

Telephone helpline

50%

62%

63%

64%

112

NHS ambulance

63%

61%

63%

53%

156

Police (encountered
in a public place)

65%

54%

50%

104

Crisis resolution home
treatment team

41%

44%

46%

47%

317

Community mental
health team

38%

48%

52%

54%

431

Accident and emergency

35%

37%

34%

33%

316

Local Service

Source: CQC’s call for evidence 2014: number of respondents

Figure 1

Individual survey: Do you feel that the care you received provided
the right response and helped to resolve your mental health crisis?

42%

42%

14%
2%
Source: CQC’s call
for evidence 2014:
number of respondents

113

336

339

16

Yes

Some but
not all

No

Not sure
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What we found
Overall, we found that:
• The quality of care experienced by a person in crisis varied depending
on where they lived and when they sought help.
• Many people have experienced problems in accessing help at the time
they need it and in getting the right help when they have a mental
health crisis. We found this reflected in:
− The attitudes of staff towards people when they were in crisis.
For example, staff judging people in crisis, not treating them with
respect or compassion, or not taking the time to listen to carers’
concerns.
− The accessibility and availability of care at all times. This includes
people being able to access the service they need at any time
of day and night.
− The quality of services that, are offered, and their
responsiveness to people’s needs. For example, whether
services are following evidence-based models of good
practice and are set-up to meet the needs of their local
population.
− The implications for safety, particularly in risks
associated with self-harm. For example, making
sure that people are treated quickly and
compassionately to prevent the crisis from
getting worse or prevent them from hurting
themselves or others.
• Across the country local services are developing
innovative approaches to the challenge of
providing a high-quality response to people
in crisis. More can be achieved where these
innovations work in partnership and
services are integrated around the needs
of the person in crisis.
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What we found

Help, care and support in the community
“I wouldn’t have gone through so much pain if I had
known what to do about my illness and who to go to,
where I could get support. Maybe then I could have
stayed in work.”

Many people with a mental health condition will
be seen mainly by their GP and will only have
limited, if any, contact with more specialist mental
health services. We know that, at any given time,
an average of one in four patients of a full time GP
requires treatment for a mental health condition.
To put this into context, there were nearly three
million adults on local GP registers for depression
in 2013/14, and nearly 500,000 people on GP
registers for a serious mental illness.

not agreed the care they received. Over three in 10
(32%) people also said that they were unsure who
to contact in a crisis.

It is positive that the majority of people said they
felt that their GP listened to them, and treated them
with compassion. However, almost one in four said
they did not feel they could get help they needed.
GPs have a vital role in identifying mental health
issues. When they do not feel they can provide the
required care they must refer people to specialist
services, such as talking therapies.

One person told us:

Problems have been identified with Crisis Resolution
Home Treatment Teams, with teams struggling to
offer an adequate home treatment function. In
particular, lack of frequent visits, inconsistency of
staff and lack of support was a major frustration of
people who use services.

“Perhaps the worst thing is all the different
faces you meet. I wish they could adjust
their rotas to minimise this, as seeing
fewer people would be easier.”

While ideally a crisis will be managed to prevent it
from escalating, we recognise that there are times
In 2013/14, over one and a half million people
when a person will need to be admitted to hospital.
were in contact with NHS trusts providing specialist
However, accessing inpatient beds when they are
mental health services, the vast majority of who
needed is becoming increasingly difficult. This can
were supported by community-based mental health
lead to the person being placed a long way from
teams. The role of these teams is to support people
home, which can in turn make a crisis worse.
with more complex mental health problems, and help Local commissioners need to make sure that the
those at risk from a crisis to stay well. Making sure
services they are commissioning are able to meet
that people feel involved in their care, and that they the needs of people in crisis in their local area.
know who to contact in a crisis is essential.
This includes services that can intervene early and
prevent crises from happening, as well as making
While 57% of people who responded to the 2014
sure that there is a bed available locally when
Community Mental Health Survey felt as involved as someone needs to be admitted to hospital.
they wanted to be in their care planning, it is clear
that there is significant room for improvement with
a substantial minority (6%) feeling they were not
involved at all. In addition, 23% said that they had
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Going to A&E
Around 5% of all A&E attendances are recorded as
relating to mental health problems. There are many
reasons why people go to accident and emergency
(A&E) at a time of crisis. For example due to selfharm, referral from a GP or because they feel that
there is nowhere else to go.
“I feel that GPs dismissed my concerns
and my experiences and made me feel
that I could not turn to them.”
Not being able to access the right help at the right
time is unsafe and unacceptable. This can cause a
crisis to escalate, leading to greater mental distress
or physical harm.
We found that the rate of people admitted to acute
hospital via A&E for a mental health condition varied
across the country. In 2012/13, over 4,000 people
had attended A&E multiple times (on average at
least once a month) in the five years before being
admitted. The rate and frequency of attendance
at A&E is likely to be a sign that local services are
not working well together and that people are not
getting the specialist help they need.
The Crisis Care Concordat is clear that people
experiencing a mental health crisis should have
access to the help and support they need 24 hours
Figure 2

Peak hours for acute admission via A&E

15:00–22:59
Dementia (including Alzheimer’s disease)

22:00–03:59

Mental Health conditions caused by substance misuse

23:00–04:59
Self-harm or injuries of undetermined intent

01:00–06:59
Schizophrenia, mood, or neurotic disorders
Source: HSCIC Hospital Episode Statistics

a day, seven days a week. This is crucial to achieving
parity with physical health care. Except for people
with dementia, most people with a mental health
condition are admitted to hospital via A&E in the
evenings (outside of 9am and 5pm). In particular,
the peak hours for self-harm admissions are
between 11pm and 5am when it accounts for 6%
of all people admitted via A&E (figure 2). This may
indicate that there are problems with other services
providing support out of hours, so that people
turn to A&E for help because other support is not
available.
Key national and local organisations have signed up
to the commitments in the Crisis Care Concordat.
Our findings challenge those organisations to look
at whether they are delivering their commitments
and doing enough for people who experience a
mental health crisis. There is no silver bullet, but
it is clear that some systems and organisations are
already meeting the needs of people in crisis. By
learning from those organisations, we can secure a
programme of continuous improvement.
We found that access to, and the quality of, services
after 5pm was not good enough. Commissioners and
providers should make sure that they have the most
appropriate services with the staff that have the
right skills working at the times when people with
mental health needs are more likely to access them.
To address this, many acute hospitals have
introduced liaison psychiatry teams. These teams
provide patients who are in distress in hospital with
assessment and short-term care, and link with the
follow-up support they need. They are designed to
help bridge the gap between mental and physical
health care, and enable organisations to deliver a
more joined-up approach. However, findings from a
national survey by the Royal College of Psychiatrists
have deemed that many liaison psychiatry services
are not good enough and were providing an
inadequate response to people who need their
service.
At a time when the NHS is under financial pressure,
it is vital that commissioners take an active role
in commissioning adequate and effective liaison
psychiatry services across acute settings that deliver
value for money, alongside improving outcomes for
people who come into contact with them.

10 Right here, right now – help, care and support during a mental health crisis

What we found

Experiences of
Figure 2
being detained

appropriate help. Initial results are positive with
pilots appearing to show a substantial reduction in
the use of section 136.

People don’t choose when or where to have a crisis.
As a result, the police, in particular, frequently
find themselves involved in responding to people
in mental health crisis. For example, they may be
called to attend someone acting in a way that may
be a danger to themselves and others. In these
situations, the police have the power to detain the
person under section 136 of the Mental Health Act.
In 2013/14, this power was used by the police over
24,000 times.

People should receive transport quickly and that is
appropriate to their needs. Ambulance trusts have
implemented a voluntary target of responding to
requests from police within 30 minutes, and data
from the first three-quarters of 2014 shows that
most trusts met this target on over two-thirds of
requests.

We carried out some experimental analysis on the
use of section 136. The analysis suggested that
there were wide variations across the country in how
often people were admitted to hospital after being
subject to the power. We also found that just under
13% of section 136 detentions in 2012/13 were
of people who had been detained under the Act in
the last 90 days. Repeated use of section 136 for
the same person may be a sign that people are not
receiving appropriate support from local services
after being discharged from hospital. NHS trusts that
provide mental health services should make sure that
people receive the support they need after they have
been assessed or, if admitted, once discharged from
hospital to prevent further crises.
Feedback from people who came into contact with
the police showed the service in a more positive light
than many of the specialist mental health services. It
is encouraging that a professional working outside of
specialist services can get it right and this should act
as a challenge to those working in the health service
to do the same.
“[I had] brilliant support from the police who
gave me good advice and agencies to contact.”
To make sure that people have access to the right
support from the beginning of the detention, a
number of local authority areas are piloting street
triage schemes. In these schemes, mental health
nurses accompany officers to incidents where
police believe people need immediate mental
health support. Nurses assess and intervene where
needed to make sure that people receive the most

However, on arrival at the health-based place of
safety people are often being turned away or forced
to wait for long periods because they are already full
or there are staffing problems. This is neither fair nor
acceptable. We would not expect someone with a
broken leg to be turned away from A&E or to have to
wait in police custody until they could be seen by a
health professional.
In 2013, only 44% of the places of safety that
returned information said that their assessment
room was never inaccessible because it was already
occupied. While there has been a significant
reduction in the use of police custody as a place of
safety for people in crisis, in some areas we found
that there were still problems with people under
18 being able to access a suitable place of safety.
In 2013/14, 31% of people under 18 who were
detained were taken into police custody.
We welcome Home Secretary Theresa May’s
announcement, in May 2015, of £15 million for the
delivery of health-based places of safety so that noone ends up in a police cell due to a lack of suitable
alternatives.
Once in a place of safety, most services are
conducting assessments under the Mental Health
Act within three hours of arrival. Where we found
delays, the most common reason was a lack of
specialist mental health (section 12) doctors or
approved mental health practitioners (AMHPs).
Local authorities are reminded that they are
responsible for ensuring that there are enough
AMHPs to meet local need.
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Conclusions and
recommendations
Our findings suggest a health and care
landscape that is struggling to provide the
appropriate levels and quality of responses and
support across the system. We looked at three
different pathways of care and at the services
with which people in crisis most often come
into contact and found poor experiences and
considerable variation across England at almost
every point in the process.
Local providers and commissioners have to ask
serious questions about whether the services
they provide are safe. It is not just about
making sure that people are physically safe, it is
about preventing unnecessary mental distress
to people when they are vulnerable. The level
of variation also presents a challenge about
whether services are fair, and whether people
are receiving unacceptable responses because of
where they live or when they try to access it.
There is also cause for optimism as through
our review we have found some examples of
very good practice. However, there is still too
much variation across the country, and even
variation within the same local authority areas.
The Crisis Care Concordat has called on the
different agencies that help people in crisis to

work together to provide a better, more joined-up
approach to mental health care. To this end, we have
outlined a number of specific recommendations that
we expect primary care teams, acute trusts and those
involved in section 136 detentions to action.
When asked for their view on the quality of services,
our findings point to people in crisis having a much
more positive experience of voluntary sector services
compared with services provided by the statutory
health sector. This should act as a challenge to
providers who must take responsibility for making
sure staff have the appropriate skills to meet the
needs of people in crisis. Commissioners should look
towards the role the voluntary sector could play in
providing local area responses to people in crisis.
We urge local providers and commissioners to
recognise the issues relating to individual pathways
and that only they, working in partnership with those
who use and deliver services, are in a position to
understand how this might impact on their local area
and the solutions necessary to resolve them.
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Conclusions and recommendations

We recommend that representatives of
local Crisis Care Concordat groups:
Ensure that all ways into crisis care are focused on providing
accessible and available help, care and support for all those who
require it at the time they need it.
Hold commissioners to account for commissioning crisis
services that deliver a quality of care based on evidencebased good practice and that is in line with the Concordat
key principles.
Engage with local, regional and national partners to
make sure that innovative approaches to improving
the experiences of those in crisis are shared within,
and across, local areas.
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How to contact us
Call us on 03000 616161
Email us at enquiries@cqc.org.uk
Look at our website www.cqc.org.uk
Write to us at
Care Quality Commission
Citygate
Gallowgate
NE1 4PA
Follow us on Twitter @CareQualityComm
Download this report in
other formats at www.cqc.org.uk/righthere
Scan this code on your phone to visit the site now.
Please contact us if you would like this report
in another language or format.
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Staff Health and Wellbeing Strategy
1. Introduction
Greater Manchester West Mental Health NHS Foundation Trust is committed to improving
the health and well-being of our employees. We strive to create the right environment for
staff so their experience in work is positive and aim to lead the way in providing support
and opportunities for staff to maintain their health, well-being and safety.
We recognise that as a health service organisation we must represent the best practice in
ensuring the health and well-being of our employees. Our aim is to be a healthy
organisation in which our employees can achieve the best possible state of health and
well-being at work, in order to remain positive, motivated and committed to providing the
best possible service to our patients, service users and carers.
This strategy sets out the importance of investing in employee health and wellbeing,
demonstrates our commitment to provide an environment that promotes positive health
and wellbeing and describes the actions and interventions required to achieve our vision
2. Purpose and Outcomes
The purpose of this strategy is to promote an approach to employee health and wellbeing
that is coherent, comprehensive and which includes strategies that are practical and
integrated with the Trust objectives.
The intended outcomes of the strategy are:
To embed a staff health and wellbeing process across the trust.
To promote individual and organisational wellbeing.
To improve individual and organisational effectiveness and quality of services
provided.
To reduce the stigma of mental ill-health in the workplace.
To alleviate stress
To increase attendance
To reduce sickness absence, recruitment and agency costs
To improve employee engagement, morale and motivation
3. Vision, values and strategy
The Trust has set out a clear vision for `Improved Lives and Optimistic Futures for people
affected by mental health and substance misuse problems’, with a defined set of values:
We are welcoming and friendly
We are caring and kind
We value and respect
We work together
We go the extra mile
The Trust has six strategic objectives which set out how Trust strategies will be delivered.
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The following strategic objectives particularly underpin this strategy.
Support all our staff and encourage excellence and new ideas
Be well managed, achieve high standards and give value for money.
4. National context
There is increasing recognition of the importance of employee well-being and this is
reflected in a number of national programs of work which provide the context for our
strategy.
Following the Boorman Review (2009), into the health and well-being of the NHS
workforce, which built on Dame Carol Black’s review `Working for a healthier tomorrow’
the Department of Health have established a Public Health Responsibility Deal with 10
Health at Work Network Pledges. The pledges demonstrate commitment to supporting the
workforce to lead healthier lives given the clear case that was made within the Boorman
review between better staff health and wellbeing and improved patient outcomes.
This strategy includes reference to the Boorman Recommendations, NICE guidance on
workplace interventions and the Health at Work Network Pledges.
5. Healthy workforce
`We aim to promote and develop a Trust wide culture that is open, responsive and
consistently seeking to improve the health and wellbeing of the workforce’.
Good health improves an individual’s quality of life, and a focus on their well-being can
also add value to an organisation by promoting better health and increasing productivity.
We recognise our responsibility as an NHS employer and role model in the community to
help achieve the major public health challenges of increasing levels of exercise, reducing
smoking, tackling excessive drinking and reducing obesity.
We also recognise that workplace interventions have a crucial role to play in addressing
these challenges. As a result we will work in partnership with staff, staff representatives
and Occupational health to develop programmes to educate, motivate and inspire
employees to make healthier and better informed choices which positively impact upon
their personal health, work productivity and overall quality of life.
The programmes will be targeted on the following key public health challenges and also
promote Five Ways to Wellbeing.
5.1 Physical activity
Physical activity is essential for good health and contributes to positive well- being. We
aim to develop an active workplace for employees to enable them to find the time during
or around their normal working day to engage in physical activities.
To increase awareness and engage staff we will:
Set a GMW annual fitness challenge
Develop a campaign (posters, email workshops) to encourage physical activity.
Continue to implement a Cycle to Work scheme
Negotiate discounted gym membership/exercise classes
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Promote a range of health initiatives to get GMW Active (including running, walking,
cycling, exercise classes)
5.2

Smoking cessation

It is well known that smoking is a major risk factor for many common and serious diseases,
and those who smoke are more likely to be absent due to ill-health, and for longer, than
those who do not smoke.
We want to support staff that wish to reduce or stop smoking as we believe our employees
play a key role in supporting the important public health message on the risks and
consequences of smoking on health. Also, smoking rates are much higher among people
with mental health problems than among the general population and our staff act as
important role models, therefore, we will follow the advice in the NICE guidelines on
`Workplace interventions to promote smoking cessation’ as follows:
Ensure staff avoid obviously visible public areas when they smoke during their
working hours and that staff understand the requirements to cover name badges
and uniforms if they choose to go off site and smoke.
Provide employees with information on local stop smoking support services such
as NHS Stop Smoking services, via posters, payslips, intranet and staff messenger.
Promote smoking cessation programmes and encourage staff to reduce/stop
smoking.
5.3

Tackling Excessive drinking

There is a clear link between the misuse of alcohol and reduced safety, productivity and
efficiency in the workplace. The Trust aims to raise awareness of the effects of excessive
drinking across the workforce and identify strategies to reduce harmful drinking, including:
Raising awareness of the risk and impact of heavy drinking
Publish Stay safe limits so staff are aware of alcohol units/daily limits
Promote safe drinking through range of methods including, intranet, leaflets etc.
5.4

Reducing Obesity

A good diet is important for good health and can help to maintain a healthy body weight,
enhance general well-being and reduce the risks of heart disease, cancer, diabetes,
osteoporosis and other diseases. The Trust aims to improve the healthiness of food served
in staff restaurants and staff awareness of healthy food choices through:
Promotion of healthy eating options in staff restaurant.
Provision of dietary advice and information on staff intranet
Healthy eating recipes available on intranet
Assess interest for weight management programme and develop if there is a need
across staff
Carry out BMI checks as part of health promotion initiatives
5.5

Five Ways to Wellbeing

A review of the most up-to-date evidence suggests that building the following five actions
into our day-to-day lives is important for wellbeing:
Connect…
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With the people around you. With family, friends, colleagues and neighbours. At home,
work, school or in your local community. Think of these as the cornerstones of your life
and invest time in developing them. Building these connections will support and enrich you
every day.
Be active…
Go for a walk or run. Step outside. Cycle. Play a game. Garden. Dance. Exercising makes
you feel good. Most importantly, discover a physical activity you enjoy and that suits your
level of mobility and fitness.
Take notice…
Be curious. Catch sight of the beautiful. Remark on the unusual. Notice the changing
seasons. Savour the moment, whether you are walking to work, eating lunch or talking to
friends. Be aware of the world around you and what you are feeling. Reflecting on your
experiences will help you appreciate what matters to you.
Keep learning…
Try something new. Rediscover an old interest. Sign up for that course. Take on a different
responsibility at work. Fix a bike. Learn to play an instrument or how to cook your favourite
food. Set a challenge you will enjoy achieving. Learning new things will make you more
confident as well as being fun.
Give…
Do something nice for a friend, or a stranger. Thank someone. Smile. Volunteer your time.
Join a community group. Look out, as well as in. Seeing yourself, and your happiness,
linked to the wider community can be incredibly rewarding and creates connections with
the people around you.
To promote the Five Ways to Wellbeing and support the public health challenges we will
work in partnership with Occupational Health to provide:
Advice and guidance through leaflets, web pages, workshops and staff roadshows.
Staff Health checks – NHS Lifecheck
Encourage employees to participate in the NHS Health Check and other NHS
screening programmes
Link with local and national health initiatives ie. Change4Life
6. Promoting mental health and well-being
`We aim to create an environment where anyone with past or present experience of
mental health issues is valued, respected and able to flourish’.
To do this we will provide all staff with the environment, knowledge and tools to develop
and maintain emotional resilience and mental wellbeing, while raising awareness of, and
providing support for, mental health in the workplace.
The Trust already has a policy in place to support Mental Health and Wellbeing, in addition,
staff counselling services are available and a Post Incident De-briefing support service
available for staff involved in serious incidents. However, we intend to further develop
support for staff and managers to embed a culture and environment supportive of
individuals with past or present experience of mental health issues.
We will achieve this by:
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Encouraging all members of staff to consider the impact of their behaviours and
decisions on the wellbeing of themselves and those they work with, manage and
have a duty of care for. This will include creating and sustaining an organisational
culture where the risks from work-related stress are being effectively managed and
controlled.
Provide specific training for line managers to promote mental wellbeing and
resilience. Identify early opportunities to support staff with mental health needs.
This will include raising awareness amongst staff, e.g. materials promoting selfawareness, guidance on disclosure of mental ill health, how to identify early signs
and symptoms and practical issues such as positive recruitment practices and
managing disclosure.
Providing opportunities for employees to support and develop their overall
wellbeing by taking a holistic approach to a healthier life, covering nutritional
awareness, physical activity and social engagement.
Taking a demonstrable and positive stand against mental health stigma and
discrimination in the workplace, for example by supporting the “Time to Change”
movement.
Embedding the principles of the Mental Health Workplace Adjustments Guide
(developed through the Responsibility Deal’s health at work network) within HR
procedures to ensure that people experiencing mental ill health are managed at
work in the best way possible with reasonable flexibilities and workplace
adjustments.
Reviewing and improving the current mechanisms for access to early intervention
for mental health issues including counselling, CBT and other appropriate therapy.
Continue to maintain our commitment to being a MINDFUL EMPLOYER.
7. Leadership and management
`We aim to develop leaders and managers across the Trust to understand the
importance of staff health and well-being in organisational effectiveness and
provide them with the tools and knowledge to promote a culture of health and
wellbeing’.
We recognise that line managers play a crucial role in creating the right environment for
staff to have a positive experience of work, therefore, it is important that line managers
understand how to create conditions that support and encourage good mental health. Line
managers also need to recognise the signs of ill health and the need for early intervention
in order to provide the appropriate support at the right time.
In order to help line managers develop the right skills and approaches to support and
promote good mental health at work we will:
Develop a Training programme and practical guide for managers to help them
manage and support health and wellbeing in the workplace and help them
understand that the health and wellbeing of staff is their responsibility.
Review the Trust leadership programmes and incorporate session on staff health
and well-being and individual performance.
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Ensure effective IPDR processes are in place
Further develop the HR/OD intranet site to include tools and guidance for staff and
managers on health and wellbeing.
8. Early Intervention
`We aim to develop early intervention services to support individuals to return to
health quickly, remain in work or return earlier following periods of sickness
absence’.
It is essential that staff receive timely support when they become unwell either to help them
remain in work or to facilitate an early return from sickness absence.
There is good evidence that early intervention in tackling sickness absence enables staff
to return to work earlier than may have been possible without intervention. Early
interventions are particularly helpful for conditions such as Musculoskeletal disorders and
common mental health conditions which are both frequent causes of long term sickness
absence within the Trust.
Access to early intervention is dependent on line managers taking responsibility for
supporting the employee either in work or during a period of absence. It is essential that
managers understand their role in identifying any signs or symptoms that may lead to ill
health and also taking responsibility for keeping in touch with the employee during periods
of absence.
In order to develop access to early intervention services we will:
Put together a business case for a workplace rehabilitation programme for
musculoskeletal conditions.
Improve access to Psychological Therapies for staff experiencing mental health
problems.
Provide guidance to managers on `How to get the best from Occupational Health
referral’.
Use a case management approach to sickness absence management.
Develop rehabilitation programmes to support early return to work.
Promote Mindfulness across the organisation
9. Staff Engagement and Involvement
`We aim to develop staff engagement and involvement strategies to ensure staff feel
engaged in the business of the organisation'
There is a growing evidence base to demonstrate the link between engaged healthcare
staff and the quality and patient satisfaction. Additionally research shows that engaged
staff are more productive and less prone to absenteeism.
To ensure that we improve the employment experience of staff and to ensure that they feel
engaged in the business of the organisation as we move forward we will:
Consider the development of Directorate staff engagement forums enabling closer
engagement and connection early on between management and frontline staff
Contribute to the Trusts’ Communications Strategy to ensure that staff receive
appropriate, simple and clear messages relevant to their own work areas with
robust feedback mechanisms and evidence of putting listening into action
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HR work with Directorates to review staff survey and Friends and Family Test
outcomes and set annual objectives to improve job satisfaction and staff
engagement.
10. Creating a Healthy Workplace
`We aim to create a healthy workplace where health, safety and well-being is
protected and promoted’.
To ensure we provide staff with support to remain healthy in work, to improve attendance
and create a safe and secure environment for staff to work in we will:
Ensure the HR Managers work within the Directorates to support managers in
addressing performance and sickness issues and support the rehabilitation of staff
back to work
Ensure staff can raise concerns easily and provide access to trained mediators as
required.
Review our support provided to staff who experience violence and aggression from
service users and revise the training provided to staff to ensure it remains fit for
purpose
Incorporate the principles of health, well-being and openness into the management
development programmes and reinforce the responsibility to uphold these through
management IPDR systems
Ensure all staff receive the necessary health and safety training in order to protect
their health and maintain high standards of safety
Continue to embed our values and behaviours to ensure patients and staff are
valued and treated with respect at all times.
Continue to support flexible working and family friendly policies to support
employee wellbeing
11. Measuring success
The lessons from research in this area and from practical implementation of health and
well-being strategies is that it is crucial to put good systems in place to track changes
and to be able to evaluate and demonstrate impact of the interventions.
We will evaluate how well we are implementing this strategy and how we are achieving
against the targets, using the following measures:
Attendance rates across the Trust
Annual Staff Survey responses relating to Health and Wellbeing, Staff Satisfaction
and Engagement
Quarterly Friends and Family responses
Annual report to Trust Board on Staff Health and Wellbeing
Correlation between Annual Staff Survey responses and Patient survey responses
Nicky Littler
Deputy Director of HR
February 2015
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Greater Manchester West Mental Health NHS FT
Staff Friends and Family Test Results
Trust Board
29th June 2015
1.

Introduction

On three occasions since June 2014, the Trust has provided the opportunity for all employees to
participate in the Staff Friends and Family Tests (FFT). These were conducted on‐line and staff
received e‐mails in June, September and March inviting them to complete the tests.
The Staff FFT asked employees to respond to 2 questions:
1. How likely are you to recommend this organisation to friends and family if they needed care
or treatment?
2. How likely are you to recommend this organisation to friends and family as a place to work?
There is also an option for staff to provide comments if they wish.
In addition to the Staff FFT the Trust conducts an annual Staff Survey. The survey is undertaken in
autumn and includes two similar questions to those included in the staff FFT. There are several
differences between the Test and the Survey which are documented at Appendix 1. These
differences should be taken into account when‐ever the Staff Survey is referred to in this paper.
The table below summarises the results from the staff FFT and the staff survey:

2.

GMW Responses
Quarter 1
(Staff FFT)

Quarter 2
(Staff FFT)

Quarter 3
(Staff
Survey)*

Quarter 4
(Staff FFT)

Change
(Quarter 1 to
Quarter 4)

Response Rate

35.4

32.5

46

34.8

‐0.6

Number of
Responses

1014

887

1296

974

‐40

Percentage
Recommending Care

72

69

61

70

‐2

Percentage Not
Recommending Care

9

11

15

10

+1

Percentage
Recommending as a
Place to Work

62

60

59

61

‐1

Percentage Not
Recommending as a
Place to Work

20

22

18

22

+2

* Data Source – Picker Staff Survey 2014 Final Report

Overall, the responses indicate a slight shift towards those not recommending GMW for care and as
a place to work, at the expense of those who do recommend the Trust.
The results of the most recent FFT lie between those of the first and second and there was an
average of 958 responses per Test; consequently, the Trust can be confident about the reliability of
the feedback it has received from the staff FFT throughout 2014/15.
The response rate to the staff survey is higher than that for the staff FFT, this may be attributable to
the method of sampling and the duration of field‐work (see Appendix 1). The responses in respect of
recommending the Trust as a place to work are, overall, fairly consistent with the staff FFT, with
similar proportions recommending and a slightly lower proportion not recommending. However, the
picture is different when the staff FFT and staff survey are compared in respect of receiving care; in
this case the staff survey results were not as positive. The wording of the questions does vary
between the staff FFT and the staff survey and that difference is greater in respect of the care
questions (see Appendix 1).

3.

GMW Compared to Picker Average (staff FFT results)

Quarter 1
How likely are you to recommend this organisation to friends and family if they needed care or treatment?
How likely are you to recommend this organisation to friends and family as a place to work?
The range of scores, across all Picker trusts of your type, are shown as the blue bar from the worst score (to the left), to the best (to the right).
Picker Average
Trust

Quarter 2
How likely are you to recommend this organisation to friends and family if they needed care or treatment?
How likely are you to recommend this organisation to friends and family as a place to work?
The range of scores, across all Picker trusts of your type, are shown as the blue bar from the worst score (to the left), to the best (to the right).
Picker Average
Trust

Quarter 3 ‐ There is no comparable analysis from the Staff Survey.
Quarter 4

How likely are you to recommend this organisation to friends and family if they needed care or treatment?
How likely are you to recommend this organisation to friends and family as a place to work?
The range of scores, across all Picker trusts of your type, are shown as the blue bar from the worst score (to the left), to the best (to the right).
Picker Average
Trust

The above charts show GMW’s position relative to the average score for the eight Mental Health
Trusts surveyed by Picker. In both quarter 1 and quarter 2 a greater proportion of the Trust’s staff
indicated that they would recommend GMW as a place to receive care and to work. However, in
quarter 4 this situation had changed and the results for GMW were lower than the Picker average in
respect of both questions. As reported above, the situation in GMW remained fairly consistent over
the three staff FFT. However there was a marked change in the Picker average between the second
and fourth quarters, the percentages increased by five points in respect of both questions which

explains the change in GMW’s relative position. Picker has indicated that they believe this
fluctuation in their results is a reflection of varying sample sizes and sample make‐up adopted by the
other Trusts.

4.

GMW Compared to National Response and Local Benchmarks

Staff FFT results are published on the NHS England web site. The table below shows the
overall national responses and the results for selected neighbouring Trusts using Quarter 4
data.
Organisation

No. of responses
as a % of all
employees

Percentage
Recommending Care

Percentage
Recommending Work

Greater Manchester
West Mental Health
NHS FT.

35%

70

61

5 Boroughs Partnership

2%

85

73

Pennine Care

4%

80

66

MMHSC

7%

55

50

Mersey Care

19%

68

57

England

13%

77

62

A similar proportion of GMW staff recommended their Trust as a place to work as was the case for
the average for all Trusts of all types in England.
A smaller percentage recommended GMW as a place to receive care than was the case for all Trusts
in England.
When compared to the other Mental Health Trusts, 5 Boroughs Partnership and Pennine Care had a
higher percentage of staff recommending their Trust as a place to receive care. With regard to
recommending your Trust as a place to work, the same two Trusts had higher percentages than
GMW. It is interesting to note that the number of respondents in 5 Boroughs Partnership and
Pennine Care represented 2% and 4% of their total workforces respectively.

5.

GMW Directorate Responses

It is anticipated that in the next survey (Quarter 1 2015/16) there will be a more detailed
analysis for SSN, with results reported to the constituent parts (Forensic Mental Health,
Substance Misuse Service etc.)

5.1 How likely are you to recommend this organisation to friends and family if they
needed care or treatment?

Bolton Services Directorate

67%

Corporate

76%

Salford Services Directorate

71%

Specialist Services Network

66%

Trafford Services Directorate

72%

When considered on a Directorate basis, the quarter 4 survey found that the proportion of staff who
would recommend the Trust for care or treatment was at least 66% and within Corporate
Directorate that proportion was greatest at 76%.

5.2 How likely are you to recommend this organisation to friends and family as a place
to work?

Bolton Services Directorate

54%

Corporate

75%

Salford Services Directorate

59%

Specialist Services Network

56%

Trafford Services Directorate

64%

In terms of recommending the Trust as a place to work, Corporate had the highest proportion of
staff that would do so (75%). Bolton was at the other extreme of the scale, there 54% of staff would
recommend GMW as a place to work.

5.3 Focus on District Services
There is no comparable analysis from the Staff Survey.
During 2014/15 there has been considerable organisational change, particularly, although not
exclusively within District Services and these changes have included staff moving between Bolton
and Salford Directorates.
Irrespective of the organisational change, the proportion of staff recommending the Trust as a place
to work has increased in Bolton and Salford Directorates. Despite showing a reduction of 4
percentage points between quarter 1 and quarter 4 Trafford remains the highest scoring of the
District Services.

Directorate

Quarter 1
(%)

Quarter 2
(%)

Quarter 4
( %)

Change %

Bolton

50

52

54

+4

Salford

53

54

59

+6

Trafford

68

62

64

‐4

The picture is not quite so clear within District Services when recommending the Trust as a place to
receive care or treatment. The percentage recommending has increased by 5 percentage points
within Salford and decreased by a similar amount within Bolton. Trafford has recorded the greatest
change with a reduction of 6 percentage points between quarter 1 and quarter 4, but has been the
highest scoring District Service in each survey.
Directorate

Quarter 1 %

Quarter 2 %

Quarter 4 %

Change %

Bolton

72

66

67

‐5

Salford

66

63

71

+5

Trafford

78

73

72

‐6

6.

GMW Comments

In quarter 4 a total of 813 comments were posted by staff, that is 71 more than was posted in the
previous staff FFT. Of those 62% indicated that they would recommend GMW for either work or
Care and 22% indicated that they would not recommend the Trust. As a group, the staff who posted
comments were less positive about the Trust than the total number of respondents.
All of the comments were reviewed and allocated to a main theme and also in some cases to a sub‐
theme. The comments often included more detail than these themes imply but it was necessary to
simplify them in order to analyse the feedback. All Directorates are encouraged to consider the
comments which their staff made in order to fully appreciate the feedback.
In 44 cases the staff said that their answer “Depends” (e.g. would depend on the service needed or
what type of job their friend/relative was looking for). Also included with this group are those staff
who said their location would determine whether or not they would recommend the Trust.

The 6 most common themes commented on were:
The table below shows the themes that staff most frequently referred to when they
provided comments. The percentages represent the proportions of staff that would
recommend, not recommend or remained non‐committal in respect of each of the themes.

Theme

Number (%)
Recommending

Number (%) not
Recommending

Number (%)
non committal

Total Number
commenting on
this theme

2(1%)

221

General Praise of the
Trust

219 (99%)

Management/Employer

55 (56%)

31 (31%)

13 (13%)

99

Staffing Levels

9 (11%)

24 (31%)

45 (58%)

78

34 (83%)

7 (17%)

41

2 (5%)

41

Critical of Trust
Staff

39 (95%)

Mixed

18 (47%)

3 (8%)

17 (45%)

38

SUM of top 6 answers.

340 (66%)

92 (18%)

86 (16%)

518

There was an increase in the number of staff praising the Trust, when compared with the previous
survey.
The numbers commenting on management/whether the Trust is a good employer or not has also
increased as has the proportion recommending.
31 fewer staff commented on staffing levels than did in the previous test and the proportion not
recommending the Trust because of staffing levels fell from 63% to 31%.
With regards to criticisms of the Trust, in general terms these often reflect a personal unhappiness
with aspects of how the Trust is working or how personal matters have been dealt with.
41 staff highlighted the teamwork, caring nature and quality of service provided by their colleagues.
The 38 staff who posted comments that have been classified as mixed usually made reference to
both positives and negatives in the same statement.
Examples of the comments made by staff by theme:
General Praise of the Trust
“I really value working in GMW as it is a positive patient centred organisation. I am proud to work in
this Trust and believe it is a great place to work”
“excellent clinicians, well governed, well led, improved premises”.
“I have worked in a lot of different NHS Trusts and GMW is my favourite in terms of my enjoyment
and satisfaction with my job, patient care, staff friendliness and Trust organisation.”
Management/Employer
“The organisation looks after its employees and supports them. Able to have a good work life
balance. Good opportunities for learning and development.”
“Well managed service provision, putting the patient first.”

“Due to our service going out to tender and very little information being given to us re this process”.
Staffing Levels
“poorly resourced in terms of staff numbers in inpatient areas which can impact on patient
recovery”
“Again I would recommend as a place to work but staffing levels cause a lot of stress and ansiety for
staff”
“Staffing shortages, low morale and increased pressure regarding targets.”
Critical of Trust
“Practice is driven by organiaation's needs and not clients' needs.”
“As an employer GMW are more concerned about ticking boxes for training than actual concerns of
staff”
Staff
“The staff are caring and do their best for clients. There aren't better options.”
“Providing excellent patient care is a priority in GMW. Staff and volunteers also go above and
beyond to ensure that service users and their carers are treated with respect and dignity and are
receiving the best care possible.”
Mixed
“I would overall be likely to recommend GMW as there are areas of excellent care, however that
does not mean that I do not feel there are areas for improvment within GMW.”
“Some areas are fantastic and other areas I would not want my family to be treated within.”

Other issues of note:
25 staff commented positively on the commitment of the Trust’s staff and a further 21 on
the positive ethos within the Trust.
33 staff reported that they were happy in their work. Unfortunately 8 said that they were
unhappy and two of those made reference to bullying in their comments.
16 staff made reference to the Trust’s values and 15 of those were positive about the Trust.
A number of staff made reference to workload pressures and stress and these comments
were often linked to work being target‐driven.
7.

Next Survey/test

The next Friends and Family Test is taking place in June 2015

8.

Conclusion

More than one third of Trust employees responded to the Staff Friends and Family Test. 70% would
recommend the Trust to family and friends should they require care and more than 60% would
recommend it as a place to work.
The response rate to the staff FFT has remained fairly constant throughout 2014/15, reflecting an
engaged workforce.
The relatively high response rate and consistency of responses allows the Trust to be confident in
the results of the staff friends and family tests.
The staff survey result regarding GMW as a place to work was broadly consistent with the findings of
the staff FFT, but was less so with regard to care; there are differences between the two
methodologies.
When compared to all Trusts of all types in England, a similar proportion of staff would recommend
GMW as a place to work as was the case nationally, although GMW fared less well when it came to
recommending the Trust as a place to receive care.
When compared to neighbouring Mental Health Trusts 5 Boroughs Partnership and Pennine Care
were more highly recommended than GMW as a place to work, and as a place to receive care
although the number of respondents in 5 Boroughs Partnership and Pennine Care represented 2%
and 4% of their total workforces respectively.
Corporate Services had the highest proportion of staff recommending the Trust as a place to work
and to receive care.
In addition to answering the two questions, respondents left a total of 813 comments in quarter 4.
Having reviewed each of these it was found that they most frequently related to general praise of
the Trust. It was evident from many comments that staff appreciate the dedication and
professionalism of their colleagues.

9.

Recommendations:

That the contents of this report are noted.
Directorates have received a summary report showing responses and comments that staff working
in their Directorates made. This information to be reviewed by Directorate Management Teams with
a view to using the information to make improvements and reporting them back to WEGC.

Fiona Johnson
Workforce Planning Manager
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Quick View - CQC 5 Key Questions
Effectiveness

Responsiveness

Area
Monitor 3

Indicator
RAG
Delayed Discharges
G
Psychosis Early
Monitor 5
G
Intervention
Monitor 6
MHMDS Identifiers
G
Monitor 7
MHMDS Outcomes
G
Monitor 8
Learning Disability
G
CCG CQUIN National 2
Crisis Concordat
G
CCG CQUIN GM2
GM Transformation IT
G
CCG CQUIN Local 1
Clozapine Treatment
G
Older Persons Functional CCG CQUIN Local 5
Compliance NICE
G
guidelines
NHS England CQUIN DH 5? Dashboards
G
Secure Service Users
NHS England CQUIN MH 01 Active Engagement
G
Programme
NHS England CQUIN MH 03 Deaf Recovery Package
G
Improving CAMHS Care
Pathway Journey
Assuring the
Appropriateness of
NHS England CQUIN MH 09
Unplanned CAMHS
Admissions
NHS England CQUIN MH 07

G

G

Caring
Indicator
RAG
Supporting Service Users
NHS England CQUIN MH 02 in Secure Services to Stop G
Smoking

Area
Monitor 9
Monitor 10
CCG CQUIN National 1a
CCG CQUIN GM 1
CCG CQUIN Local 2a
CCG CQUIN Local 2b

Safety
Area
Monitor 1
Monitor 2
Monitor 4
CQC
CCG CQUIN National 1b
CCG CQUIN Local 3a
CCG CQUIN Local 3b
CCG CQUIN Local 4
HR 3

Area

Indicator
7 Day Follow Up
CPA Reviews
Gatekeeping
Registration
Communication with GPs
MH Safety Thermometer
Reduction in prevalance
Medicine Omissions
Lessons Learnt - SUI
Staffing Levels

RAG
R
G
G
G
G
G
G
G
G

Well Led
Area
HR 1
HR 2
HR 4
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Indicator
RAG
Early Intervention treatment start within 2
G
weeks
Improving Access to IAPT G
Cardio Metabolic
G
Assessment
Employment and Mental
G
Health
Early Intervention G
Physical Health Screening
Assertive Outreach G
Physical Health Screening

Indicator
Sickness Rolling 12
Months
Sickness In Month
Staff, Friends and Family
Test

RAG
R
G
G

3

Risk Assessment Framework—Overview
Risk Ratings
Area

Area of Risk

Ratio

Capital Service Cover

Capital Servicing Capacity (times)

Continuity of
Liquidity
Service
Weighted Average

Area

Liquidity Ratio (days)

Indicator
Performance against national
access and outcomes requirements

Plan

Q1

50%

4

4

100.00%

4

4

3.54

2015/16
Q1

Q2

Q3

Q4

MEMBERSHIP as at Q4 2014-2015

Q3

Q4

G

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC
Bolton Public

10.26%

285

827

Salford Public

8.92%

210

719

Over

G

Trafford Public

8.42%

294

679

Over

G

NW Public

16.26%

162

1,311

Over

Continuity of services and aspects
of financial governance

43.85%

951

3,536

Over

G

SERVICE USER & CARER

Overall

G

Care Quality Commission
inspections and judgments
Governance Third party information
Organisational health indicators

G

Sub Total

Indicator
Monitor Risk Governance
Ratings
Financial

Plan
G
G

Q1

2015/16
Q2

Over

Service User

16.77%

417

1,352

Over

Carer

2.99%

69

241

Over

19.75%

486

1,593

Over

Health and Social
Care

36.40%

795

2,935

Over

GMW TOTAL

100.00%

2,232

8,064

Over

Sub Total

Area

Plan
4

Monitor
Weighting

24.12

2015/16
Q2

50%

Overall
Risk
Rating
4

Rating

STAFF

Q3

Q4

Comments: Finance risk rating is 4, the lowest level of risk.
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Monitor Mental Health Indicators
Monitor Mental Health Indicators — Summary
Indicator
Care Programme Approach (CPA) Patients:-

2014/15
Outturn

Target

Q1

Q2

2015/16
Q3

Q4

Apr-15

YTD

Receive follow-up contact within 7 days of
1.
discharge

97.9%

95.0%

94.2%

94.2%

2. Have formal review within 12 months.

96.1%

95.0%

95.2%

NA

3. Delayed Transfers of Care.

0.8%

7.5%

0.3%

0.3%

4. Admissions to Inpatient services had access
to Crisis Resolution Home Treatment teams.

99.3%

95.0%

99.1%

99.1%

148.1%

95.0%

109.1%

109.1%

5. Meet commitment to serve new psychosis
cases by early intervention teams.
6. Data Completeness - Identifiers:• NHS Number
• Date of Birth
• Postcode (normal residence)
• Current Gender
• Registered General Medical Practice
organisation code
• Commissioner organisation code
7. Data Completeness - Outcomes:(for patients on CPA)
• Employment status recorded or confirmed in
last 12 months
• Accommodation status recorded or confirmed
in last 12 months
• HoNOS assessment in the last 12 Months
8. Maintain self-certification on compliance with
6 requirements regarding access to healthcare
for people with a learning disability

99.2%

97.0%

99.3%

NA

94.3%

50.0%

93.9%

NA

Green

Compliance
with all 6
requirements

Green

Green
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Comments
The target has not been achieved for April 2015,
however, this is a quarterly target and can be
addressed in time before the Quarter 1
submission.
The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The monthly figure provides an indication of
performance for the relevant month and is
calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The target has been achieved for April 2015.
This indicator is a full year target and fluctuates
monthly due to low in-month numbers.
The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.

The monthly figure provides an indication of
performance for the current quarter to date and
is calculated using the 2015/16 definition, which
has not changed from 2014/15. The quarter
figure is the actual performance from the
quarterly Monitor submission.
The Network Director for District Services
routinely monitors compliance.

5

Monitor Mental Health Indicators
1. CPA 7 Day Follow UP
Target

Apr-15
91.1%
90.6%
100.0%
96.1%
95.7%
100.0%
97.5%
97.3%
100.0%
100.0%
100.0%
94.2%

95.0%

95.0%

YTD
91.1%
90.6%
100.0%
96.1%
95.7%
100.0%
97.5%
97.3%
100.0%
100.0%
100.0%
94.2%

100.0%
90.0%
80.0%
70.0%
60.0%

94.2%

2014/15
Total 97.7%
Bolton
Functional 97.5%
Organic 100.0%
Total 98.3%
Salford
Functional 98.2%
Organic 100.0%
Total 98.0%
Trafford
Functional 98.0%
Organic 97.7%
FMH
100.0%
MHD
100.0%
GMW (Functional Only)
97.9%

97.9%

Directorate

14/15

A

50.0%
M

J

J

A

S

O

N

D

J

F

M

7 Days Follow Up - Total GMW % per Month 2015-2016

Comments: All Services were within target during April 2015 with the exception of Bolton which had 5 breaches, of these 3 were unavoidable as after the clients were
discharged they did not engage with planned visits from the EI Teams. The two avoidable breaches were due to issues of communication.

2014/15
96.9%
95.9%
95.5%
94.6%
96.8%
96.1%

Target

95.0%

95.0%

2015/16
Apr-15
97.8%
92.7%
96.2%
92.9%
92.5%
95.2%

Q1
97.8%
92.7%
96.2%
92.9%
92.5%
95.2%

Comments: The monthly figure provides an indication of performance for the current quarter to
date and is calculated using the 2015/16 definition. Missed reviews within the Directorates have
been identified and remedial action is being undertaken.

Directorate
Bolton
Salford
Trafford
GMW

2014/15
163.5%
155.1%
112.5%
148.1%

Target
95.0%
95.0%

Apr-15
138.5%
98.0%
75.0%
109.1%

YTD
138.5%
98.0%
75.0%
109.1%

160.0%
140.0%
120.0%
100.0%
80.0%
60.0%
40.0%
20.0%

109.1%

Directorate
Bolton
Salford
Trafford
FMH
AYSSD
GMW

5. Psychosis Early Intervention

148.1%

2. CPA Formal Review within 12 Months

0.0%
14/15 A

M

J

J

A

S

O

N

D

J

F

M

New Psychosis Cases Served by Early Intervention Teams - Total GMW %
Trend YTD 2015-2016
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Monitor Mental Health Indicators
3. Delayed Transfers of Care

Salford

Trafford

Forensic
Mental
Health
MHD
GMW (Exc. CAMHS)

2014/15
1.7%
2.0%
0.0%
1.0%
0.8%
0.0%
2.1%
2.4%
0.0%
0.0%
0.0%
0.0%
0.0%
0.8%

Target

7.5%

7.5%

Apr-15
0.1%
0.1%
0.0%
1.0%
1.1%
0.0%
0.5%
0.6%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%

YTD
0.1%
0.1%
0.0%
1.0%
1.1%
0.0%
0.5%
0.6%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%

8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%

0.3%

Bolton

Total
Functional
Organic
Total
Functional
Organic
Total
Functional
Organic
Total
LSS
Medium Secure

0.8%

Directorate

0.0%
14/15

A

M

J

J

A

S

O

N

D

J

F

M

Delayed Discharges - Total GMW % per Month 2015-2016

Comments: The monthly figure provides an indication of performance for the relevant month.
All services are within target for April 2015

Numerator: The number of non-acute patients (aged 18 and over
on admission) per day under consultant and non-consultant-led
care whose transfer of care was delayed during the report month.
Denominator: The total number of occupied bed days (consultantled and non-consultant-led) during the report month.
Note: Delays attributable to Social Care are also included.

6. & 7. MHLDDS - Data Completeness
Identifiers
2015/16
Directorate
Bolton
Salford
Trafford
Forensic Mental Health
CJS
MHD
SCPS
GMW

2014/15
99.7%
99.2%
99.2%
97.3%
98.4%
98.4%
98.4%
99.2%

Target

97.0%

97.0%

Apr-15
99.66%
99.46%
99.31%
97.37%
98.70%
98.70%
98.70%
99.31%

Q1
99.66%
99.46%
99.31%
97.37%
98.70%
98.70%
98.70%
99.31%

2014/15
96.3%
93.9%
93.2%
89.6%
91.0%
91.0%
91.0%
94.3%

Target

50.0%

50.0%

Emp't
96.74%
91.45%
93.92%
92.76%
93.33%
95.56%
93.33%
93.87%

Outcomes
2015/16
Apr-15
Acc'n
HoNOS
96.74%
97.99%
90.41%
94.22%
93.04%
95.39%
92.76%
82.45%
93.33%
75.68%
95.56%
56.86%
93.33%
75.68%
93.41%
94.42%

Emp't
96.74%
91.45%
93.92%
92.76%
93.33%
95.56%
93.33%
93.87%

Q1
Acc'n
96.74%
90.41%
93.04%
92.76%
93.33%
95.56%
93.33%
93.41%

HoNOS
97.99%
94.22%
95.39%
82.45%
75.68%
56.86%
75.68%
94.42%

Comments: The monthly figure provides an indication of performance for the current quarter to date. The quarter figure is the actual performance from the quarterly
Monitor submission.
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Care Quality Commission
CQC GMW Profile
Month
Nov-14
Jun-15

Risks
0
3

CQC Registration

Elevated No Risks
Number of Maximum Risk Proportional
Risks Identified Risk Score Indicators
Score
Risk Score Band
3
54
6
57
114
5.26%
2
2
59
7
64
127
5.51%
2

CQC Identified Risks

CQC Visits
CQC/Mental Health Act Monitoring Visits
Directorate

70

Bolton
Salford
Trafford
FMH
SMS
CAMHS
R1

60
50
40
30
20
10

C = CQC

M = Mental Health Act

Number of Visits 2015/16
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
C M C M C M C M C M C M C M C M C M C M C M C M
- - - - 2
- - - 1

Mental Health Act Monitoring : There were three MHA monitoring visits during April
2015 : 20th - FMH - Eskdale 22nd Ward, FMH - Dovedale Ward and 27th - R1 - Dove Ward

0
Nov-14

Jun-15
Elevated Risks

How it works:
Number of Risks
+ (Number of
Maximum
Number of
Risk Score
indicators x 2
Proportional Risk Score /
Risk Score
Maximum Risk
Risk Score

Comments: The Trust is registered without Conditions with the CQC.

Risks

No Risks Identified

Banding Thresholds, based
on proportional risk score:
6.5% and
Band 1
above
Between 4%
Band 2
and 6.49%
Between 2%
Band 3
and 3.99%
Band 4
Less than 2%

Elevated Risks:
Proportion of staff appraised in last 12 months (Staff Survey - September 2014 June
December 2014)
Proportion of records checked that show evidence of discharge planning (MHA
June
Database - December 2013 - November 2014)

Themed Reviews : A themed inspection looking of the integrated mental health ser-

vice provided at HMP & YOI Styal took place between 10-11th November 2014.
The resultant report was positive. A review of Crisis Care took place in January
2015 in the Salford area, GMW being identified as the lead organisation for the
review. The final report identified a number of areas of good practice.
Registration Compliance: No activity to report.

Service Reviews
Community Patient Survey: Field work is progressing well for the community mental

health survey. The current response rate currently stands at 21% (average for all
Trusts 22%). Reminders are now being sent out which should increase the response rate further. Fieldwork closes early July and results should be collated and
available to the Trust in August.

Commentary: The latest Intelligent Monitoring Report was published in June 15.
The risks identified by the IM report in June were;
Proportion of days sick in the last 12 months for other clinical staff – ESR
Proportion of days sick in the last 12 months for nursing and midwifery staff – ESR
Proportion of days sick in the last 12 months for non-clinical staff - ESR
Board Performance Report — April 2015 Final Version
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CQUIN
There are 12 CCG CQUIN schemes – 3 national, 2 Greater Manchester and 7 Local schemes’ worth £1,940,219.

CCG CQUIN Scheme (National, Regional and Local indicators) (2.5% of CCG Contract Value which equates to £1,924,855)
Indicator
Cardio Metabolic Assessment
National 1A and Treatment for Patients with
Psychoses
Communication with General
National 1B
Practitioners
GM Crisis Concordat
National 2
Partnership Working
GM Employment & Mental
GM 1
Health
GM Transformation IT and
GM 2
Information CQUIN
Local 1
Clozapine Treatment

Financial
Value
Target

G

£388,044

G

£155,218
£97,011
£97,011
£145,516

Local 2B

Assertive Outreach - Screening
Safety - NHS Safety
Thermometer
Reduction in the prevalence of
Medicine Omissions
Serious Incidents - Lessons
Learned
Older Persons Functional
Compliance with NICE
Guidelines

£145,516

Local 4
Local 5

YTD

£97,011

Early Intervention - Screening

Local 3B

Q4

G

Local 2A

Local 3A

Q1

2015/16
Q2
Q3

£97,011

£145,516
£145,516

To meet the quarterly milestones

Indicator
Number

G
G
G
G

CQUIN schemes for both CCGs and NHSE have been confirmed and
are on track at Month 1.

G
G
G

£194,022

G

£232,826

G

Board Performance Report — April 2015 Final Version
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CQUIN
NHS England CQUIN Scheme (2.5% of NHS England contract values which equates to £1,052,215)

National 1

FMH

SEC 1

SEC 2

CAMHS

MHD

SEC 3

Indicator
Improving Physical
Healthcare to reduce
premature mortality in
people with severe mental
illness
Secure service users
active engagement
programme
Supporting service users
in secure services to stop
smoking
Mental Health carer
involvement strategies

Financial
Value
Target

£168,354

£168,354

£42,089
£84,177

Q1

2015/16
Q2
Q3

Q4

YTD

G

G

CQUIN schemes for both CCGs and NHSE have been confirmed
and are on track at Month 1.

G

JDU 1

Deaf recovery package

£168,354

J17 1

Assuring the
appropriateness of
unplanned admissions

£168,354

G

J17 2

Improving care pathway
journeys

£252,532

G

Board Performance Report — April 2015 Final Version
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To meet the quarterly milestones

Indicator
Number

G

10

Quality Account Highlights
The Quality Account 2014/15 was approved at the Trust Board in May 2015 following extensive consultation and engagement. KPMG External Assurance gave GMW the
highest rating in terms of the contents and accuracy of data.
The 8 improvement priorities remain the same, with new stretch targets, with the exception of Priority 7: Improving the Physical Environment, which has been replaced
with Positive and Safe Wards: Promoting Individualised Support Plans. Improving the physical environment will continue to be a priority for the Trust as one of its StratePriority One.

Priority Two.

Priority Three.

Priority Four.

Psychological Therapies – Improving
Access and Outcomes.

Listening to and Learning from Service
User Feedback.

Recovery.

Carers - Improving Identification, Involvement and Engagement.

Priority Five.

Priority Six.

Priority Seven.

Priority Eight.

Enhancing the Quality of Life for People
with Dementia and Older People with
Functional Illness.

Physical Health.

Positive and Safe: Promoting Individualised Support Plan.

Dual Diagnosis.
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Human Resources

6.23%

6.28%

6.27%

6.23%

6.21%

6.22%

6.25%

6.28%

6.27%

6.25%

6.20%

6.15%

6.15%

6.13%

A

M

J

J

A

S

O

N

D

J

F

M

A

2014/15

2015/16

Apr-15

5.77%

5.74%

5.75%

6.17%

6.03%

5.85%

6.15%

6.08%

6.49%

6.28%

5.57%

5.68%

5.71%

J

J

A

S

O

N

D

J

F

M

A

Sickness rate - In m onth Actual

A

6.60%
6.40%
6.20%
6.00%
5.80%
5.60%
5.40%
5.20%
5.00%

M

Target 14/15
7.44 6.79 5.82 6.15 5.84 4.64 5.86 5.66 7.29 7.40 5.65 6.64 6.69
5.75
6.85 6.29 6.72 7.35 7.22 8.40 7.23 6.47 6.94 7.06 6.72 6.66 6.31
5.75
4.56 5.53 4.39 4.45 5.02 5.42 7.00 6.54 7.14 5.71 5.73 6.61 6.10
5.75
5.91 6.70 7.64 8.18 8.11 7.23 6.23 6.03 7.33 6.78 5.79 5.30 4.84
5.75
7.30 6.99 6.96 7.15 6.81 7.38 7.94 7.87 7.78 7.82 6.44 6.65 6.76
5.75
8.17 7.30 6.32 7.01 7.02 6.30
5.75
5.20 6.87 3.69 4.98 5.39 7.31 4.34
5.75
5.86 4.45 1.94 2.83 1.88 4.85 4.23
5.75
10.38 9.85 6.55 6.53 4.27 5.10 5.27
5.75
2.71 3.16 3.85 3.77 6.61 8.19 10.91
5.75
2.82 2.65 3.23 3.97 3.84 3.04 4.02 5.40 5.63 5.26 5.10 4.54 4.40
3.00
5.75
5.77 5.74 5.75 6.17 6.03 5.85 6.15 6.08 6.49 6.28 5.57 5.68 5.71
1.48 1.46 1.33 1.50 1.49 1.58 1.83 1.64 1.79 1.80 1.60 1.81 2.05
4.29 4.29 4.42 4.67 4.54 4.28 4.32 4.44 4.70 4.48 3.97 3.87 3.67
3.54

5.96%

Mar-15

Feb-15

Jan-15

Dec-14

Nov-14

Oct-14

Sep-14

Aug-14

Jul-14

Sickness rate - Rolling 12 m onths

14/15

Apr-15

Mar-15

Feb-15

Jan-15

Dec-14

Nov-14

Oct-14

Sep-14

Aug-14

Jul-14

Jun-14

May-14

8.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

14/15

Bolton
Salford
Trafford
AFS/Forensic Mental Health
ADD/Substance Misuse Services
AYSSD
Criminal Justice Service
Mental Health & Deafness
Child & Adolescent MH
Community Psychological Therapies
Corporate
GMW
GMW - Short term
GMW - Long term
Indicative Cost of Absence (£100K)

Jun-14

In Month Actual (HR 2) 2014/15 (%)

Target 14/15
7.15 7.13 6.98 6.84 6.70 6.55 6.48 6.40 6.32 6.32 6.25 6.26 6.23
5.75
7.89 7.80 7.60 7.38 7.26 7.38 7.43 7.42 7.37 7.24 7.15 7.15 7.09
5.75
6.06 6.08 6.05 5.91 5.79 5.62 5.70 5.72 5.76 5.55 5.60 5.78 5.83
5.75
6.54 6.59 6.76 6.98 7.21 7.32 7.26 7.15 7.13 7.06 7.02 6.98 6.80
5.75
7.34 7.41 7.42 7.41 7.54 7.49 7.72 7.69 7.53 7.46 7.32 7.33 7.27
5.75
8.09 7.89 7.72 7.80 7.80 7.71
5.75
5.24 5.51 6.10 6.07 6.07 6.36 6.30
5.75
12.42 11.16 9.63 8.60 8.23 7.75 6.94
5.75
8.51 8.76 8.65 8.34 7.66 7.19 6.96
5.75
1.61 1.39 1.11 1.50 1.89 2.65 3.47
5.75
3.29 3.18 3.19 3.19 3.26 3.32 3.50 3.70 4.04 4.22 4.27 4.33 4.46
3.00
5.75
6.28 6.27 6.23 6.21 6.22 6.25 6.28 6.27 6.25 6.20 6.15 6.15 6.13
1.58 1.59 1.58 1.57 1.60 1.66 1.66 1.65 1.64 1.61 1.60 1.64 1.70
4.70 4.67 4.62 4.64 4.62 4.58 4.62 4.62 4.62 4.60 4.55 4.51 4.44

May-14

Bolton
Salford
Trafford
AFS/Forensic Mental Health
ADD/Substance Misuse Services
AYSSD
Criminal Justice Service
Mental Health & Deafness
Child & Adolescent MH
Community Psychological Therapies
Corporate
GMW
GMW - Short term
GMW - Long term

Apr-14

Rolling 12 Month (HR 1) 2014/15 (%)

Apr-14

Sickness Rate

2014/15

2015/16

Commentary. At 6.13% the total sickness rate for the 12 months ending April 2015 was the lowest it had been since June 2013. The in-month figure has remained below target for three consecutive months. Long-term sickness accounts for 64% of the total. During April the cost absent employees’ salaries plus employers on-costs
(OSP adjusted) amounted to £354,343. The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of March was 5.4% (latest available data).
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Human Resources
Ethnicity

Workforce Overview
Apr-15
2,659
2,893

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Staff %

Ethnicity

IPDR

31%

Turnover
3.0
2.5
2.0
1.5

1.3

1.1

1.6

2.1

1.6

1.2

1.2

1.2

0.7

2.6

1.0

A

S

O

N

D

J

F

M

A

0.0

J

0.5

1.2

1.0

J

92

-0.10

0.8

Course Name
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Fire Safety - 3 Years
Infection Prevention - Level 1 - 2 Year
Infection Prevention - Level 2 - 1 Year
Infection Prevention - Level 3 - 1 Year
Information Governance - 1 Year
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3
Years

Percentage of staff with valid completed mandatory training as at end of the month
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
90
70
91
80
44
64
81
90

-0.19

A

Mandatory Training

3.08
-0.03
-2.62
-0.14

M

15

White
88.15
88.63
1.31
1.60
Mixed
4.49
6.77
Asian
4.04
1.66
Black
Chinese/Other
0.83
1.33
Ethnic group
1.17
Not Stated
*Source: ONS PEEG Estimates for 2009

1.4

472

Greater
+/- change
Manchester from previous
Population %*
month

14/15

Month
Staff in Post FTE
Staff in Post Headcount
Difference between
contracted and budgeted FTE
as at month end
Difference between
contracted and budgeted FTE
as a percent of budgeted FTE

2014/15

2014/16

% Turnover

Commentary.
Workforce Overview: Recent reductions in staffing levels largely reflect the transfer of doctors associated with the move of Lead Employer Status. A comparison between
contracted and budgeted wte gives and indicative vacancy figure of 472 wte, the highest level during the 12 months under review.
Mandatory Training: The percentage of staff with valid completed mandatory training as at end of the month exceeded 90% for four courses. IDPR: We confirm that all
information received from managers was in the system and included in the reported figures. Director of HR and Governance has written to all managers instructing them
to ensure that anyone who hasn’t had an IPDR in 2014/15 should have one by 31st May; he continued by saying that all staff must have an IPDR in 2015/16. The timing
of IPDRs is linked to an individual’s incremental date.
Ethnicity: When compared with the ethnicity of Greater Manchester, the Trust had a smaller proportion of white employees and therefore a higher combined proportion in
the other groups. GMW is under-represented in the “Mixed” “Asian” and “Chinese/Other” category. There were proportionately more staff of Asian origin within the group
of doctors that transferred out of the Trust and this has influenced the relative proportions in the Asian and White groupings. 1.17% of staff chose not to state their ethnic
origin.
Turnover: During April a total of 29 non-medical staff left the Trust, reasons being: voluntary resignation (21); retirement (5) and 3 were dismissed.
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Human Resources
Staffing Levels
Average fill rate - registered nurses and support staff combined

Directorate
SMS
FMH
CAMHS
MHD
Bolton
Salford
Trafford

Apr-15
Day
Night
100.00% 100.00%
103.57% 100.72%
100.00% 99.78%
102.00% 101.67%
98.20% 99.77%
98.72% 108.37%
98.47% 105.26%

GMW

101.05% 102.26%

May-15
Day
Night

Jun-15
Day
Night

Jul-15
Day
Night

Aug-15
Day
Night

Sep-15
Day
Night

Oct-15
Day
Night

Nov-15
Day
Night

Dec-15
Day
Night

Jan-16
Day
Night

Feb-16
Day
Night

Mar-16
Day
Night

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0!
#DIV/0!
#DIV/0!

#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!
#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0! #DIV/0! #DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0!

#DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Comments: For any percentage where the figures are in excess of 100%, this is because of greater than originally planned staff hours having been worked due to a
number of reasons, the main one being enhanced observations of patients.

Staff, Friends and Family Test - Quarter 4 (2014/15)
Question 1. How likely are you to recommend this organisation
to friends and family if they needed care or treatment?
7%

Question 2. How likely are you to recommend this organisation
to friends and family as a place to work?

3%

8%
23%

24%
Extremely Likely

19%

14%

Extremely Likely

Likely

Likely

Neither likely nor unlikely

Neither likely nor unlikely

Unlikely

Unlikely

16%

Extremely Unlikely

Extremely Unlikely

47%

39%

Comments: For Question 1 in Quarter 4, the Trust achieved 70% (72% Quarter 1, 69% Quarter 2) of respondents recommending GMW to friends and family if they
needed care or treatment. For Question 2, 61% (62% Quarter 1, 60% Quarter 2) of respondents said they would recommend GMW as a place to work. To compare, in
Quarter 2 (latest available) MMHSC was 46% (51% Quarter 1) and 44% (41% Quarter 1) and Pennine Care was 70% (70% Quarter 1) and 63% (55% Quarter 1) respectively. The Trust achieved a response rate of 35% Quarter 4 (35% Quarter 1 , 33% Quarter 2). No staff FFT in Quarter 3 due to staff survey.
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Human Resources / Finance and Contracts
Staff Costs — Rolling 12 Months

426

592

522

477

A

410

J

554

J

433

M

427

M A M
2015/16

520

F

388

J

523

D

Bank Costs (000s)

348

S O N
2014/15

800
700
600
500
400
300
200
100

405

636

700

A

928

J

694

J

603

M

574

M A M
2015/16

519

F

646

J

276

D

643

8695

S O N
2014/15

8632

8885

A

8809

8639

J

8372

8631

8678

J

8446

8627

M

8892

8464

2000

8734

4000

656

6000

Agency Costs (000s)

635

8000

800
700
600
500
400
300
200
100

721

Salary Costs (000s)

10000

S O N
2014/15

D

J

F

M A M
2015/16

Financial Summary
Financial
Summary £m
Total Income
Pay Costs
Drug Costs
Other Costs
EBITDA
Depreciation
Interest Receivable
Interest Payable - unwinding of discount
Profit/Loss on Asset Disposal
PDC Dividend
Net Surplus/(Deficit)
Non Operating Expenses
Surplus/(Deficit) after Non-Operating Exps
Elements of Comprehensive Income
Total Comprehensive Income
EBITDA % Income

May-15
Plan Actual
13.38
13.33
-9.87
-9.69
-0.29
-0.25
-2.11
-2.13
1.11
1.25
-0.28
-0.28
0.01
0.01
-0.02
-0.00
0.00
0.00
-0.20
-0.22
0.62
0.75
0.00
0.00
0.62
0.75
0.00
0.01
0.62
0.76
8.3%
9.4%

Var
-0.05
0.18
0.04
-0.02
0.15
-0.00
0.00
0.01
0.00
-0.03
0.14
0.00
0.14
0.01
0.14
1.1%

May-15
Actual
0.7
18.0
0.0
5.8
0.0
0.0
1.9
26.3

Var
0.1
0.0
0.0
0.0
0.0
0.0
-0.5
-0.4

YTD
Plan Actual
26.76
26.33
-19.75 -19.72
-0.59
-0.52
-4.47
-3.97
1.96
2.12
-0.56
-0.57
0.02
0.03
-0.04
-0.01
0.00
0.00
-0.40
-0.45
0.98
1.12
0.00
0.00
0.98
1.12
0.00
0.00
0.98
1.12
7.3%
8.1%

FY
Finance Comments The Trust is reporting a surplus on
Var
Plan
income and expenditure of £1,120k as at month 2 15/16.
-0.43 160.86
The surplus is £139k higher than planned.
0.02 -117.61
0.07
-3.21
The Trust is planning to achieve a rating of 4 in the
0.50 -26.95
“Continuity of Service Risk Ratings (CoSRR)”. As at month 2
0.16
13.10 2015/16 a level 4 is being achieved by the Trust.
-0.01
-3.38
0.01
0.12 Directorate financial positions compared to budget can be
0.03
-0.21 found in section 5 of the Board Report.
0.00
-0.50
-0.05
-2.39 Mental Health Clustering
Percent
0.14
6.73 Percent Clustered
0.00
(2.29)
Comments
0.14
4.43
Percent Clustered is the total
0.00
3.99
number of clients clustered to
0.14
8.42
date, and is a decrease of
0.7%
8.1%

Contract Income
Income £m
Cost & Volume contract income
Block contract income
Secondary commissioning income
Other Clinical MS income
Private patient income
Non mandatory clinical income
Other income
Total income

Plan
0.6
18.1
0.0
5.8
0.0
0.0
2.3
26.8
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Plan
0.6
18.1
0.0
5.8
0.0
0.0
2.3
26.8

YTD
Actual
0.7
18.0
0.0
5.8
0.0
0.0
1.9
26.3

Var
0.1
0.0
0.0
0.0
0.0
0.0
-0.5
-0.4

FY
Plan
3.6
106.6
0.0
35.0
0.0
0.0
15.6
160.9

0.6% from the March 2015
position.
Percent with a Valid Cluster is
the number of clustered clients
for whom the clustering review
is not yet due, and is a decrease of 0.3% from the March
2015 position.
599 clients remain unclustered.
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Safety
Incidents—Patient Safety
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
0

RCA 1

Comments:
All RCAs investigations continue to be managed as
per Trust Incident Policy.

11

RCA 2
Never Events

0

Regulation 28's

0

8

No. Incidents

1

2

1

1

1

1

1

1

2

3

3

1

3

1

1

1

2

3

3

1

1

3

5

5

12

14

No. Incidents

12

14

No. Incidents

2. Incidents Degree of Harm Reported on Datix
3. "Being Open" Initiated during April 2015
1. Incidents Degree of Harm Reported on Datix YTD
Chart 1: Accumulative data
16
10
16
during April 2015
April 2015
highlighting the number of
14
14
incidents where severity to
8
12
12
patient recorded as Moder10
10
6
ate and above for the YTD.
8
8
The data highlighted 12
4
6
6
deaths for Salford and 14
4
4
2
deaths for SMS. Of the 12
2
2
deaths for Salford all were
CAMHS CJS
FMH
R1
SMS
Bolton Salford Trafford
CAMHS CJS
FMH
R1
SMS
Bolton Salford Trafford
CAMHS CJS
FMH
R1
SMS
Bolton Salford Trafford
unexpected deaths and of
the 14 deaths for SMS, 13
Initiated
Moderate
Major
Catastrophic
Moderate
Major
Catastrophic
were unexpected and 1 was
expected.
Chart 2: Data highlighting the number of incidents in April 2015 where severity to patient recorded as Moderate and above.
Chart 3: Incidents in April 2015 where severity to patient recorded as Moderate and above, with initiation of ‘Being Open’ identified. The following data highlights the
number of incidents where moderate harm, serious harm or death occurred where the service have implemented the principles of the being open policy
All data was extracted for this report on 05/06/2015. All of the above incidents are managed through the incident policy and relevant health & safety/HR poli-

Incidents—Staff Safety
7. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - April 2015

3
2

HR & Gov

Fin & IMT

1

Minor harm, may require ai d/supp ort
Modera te harm requ iring treatmen t

Est & Fac

Trafford

1

2

Salford

1

Bolton

SMS

R1

FMH

HR & Gov

Fin & IMT

1

1
3

1

Est & Fac

1

Trafford

Salford

1

2

1

R1

Bolton

Trafford

FMH

3

1

Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment

4
No. Incidents

2

AYS

6

1

2

22
3

Salford

Minor harm, may require ai d/support
Mo derate harm r equirin g treatment

Bolton

SMS

R1

2

2

FMH

CAMHS

Trafford

3

SMS

No. Incidents

10

7

1

2

6

3

22

Salford

Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment

Bolton

2

SMS

R1

2

7

15

FMH

AYS

10

10

6. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - Year to date to April 2015

4

20

15

20

5. Violence and Aggression Incidents Causing
Harm to Staff (Including RIDDOR) - April 2015

1

No. Incidents

30

10

4. Violence and Aggression Incidents Causing
Harm to Staff (Including RIDDOR) - Year to date
to end- April 2015

1

No. Incidents

30

Chart 4: Accumulative data highlighting the violence and aggression incidents causing harm to staff
Chart 5: Total number of incidents where injury to staff was recorded was 71, of these 3 were RIDDOR reportable.
Chart 6: Accumulative data highlighting accidents causing harm to staff.
Chart 7: April incidents that have resulted in harm to staff include; cut with sharp material/object x1, slips x4, burn x1, needle stick injury x2, and unknown x1.
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Safeguarding

2
3

2 1

1 2

34
Other
Incidents

27
8
V&A

3
Self Ha rm

3 13
Patient Ca re

Comments: Safeguarding incidents are reviewed
by the safeguarding leads and any queries are
raised in order to: ensure that the safeguarding incident is managed as per safeguarding policies and
that those reaching the threshold for multi-agency
safeguarding procedures are appropriately referred.

Trafford

Salford

3

CAMHS

0

Missing
Patient

FMH

10
1

R1

20

Illici t
Sub stances

4. Referral to
saf eguarding unit

SMS

30

1

1121 6 4

1131
3. Other action
taken

Bolton

20 - Total num ber of incidents leading to a
safeguarding action reported up to April 15
Child
Adult

40
No. Incidents

23 5
17
2112

Salford

Please note that theIndata
for this
Month
graph is not yet available, and so
must be considered to be still
under development.
Corpor ate

0

Trafford

Accident

2
1

No. Incidents

1
1
1
0

Salford

23. Num ber of (GMW) hospital acquired pressure
ulcers - April 2015

Bolton

Trafford

Salford

Corpor ate

Bolton

ADD

R1
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1

Bolton

Trafford

ADD

MHD

SMS

2. Managed in
Service

CAMHS

R1

FMH

R1

4. Contacted
5. Local
the police /
Authorit y
PPIU (Public Designated
Prot ection Off icer (LADO)
Invest Unit)

19- Type of adult safeguarding action taken
during April 15

AFS

1

R1

30
25
20
15
10
5

FMH

1. Contacted
police/ PPIU
(Public Protection
Invest Unit)

9

SMS

1

Bolton

No. Incidents

11 5 3

Corporate

V&A Staff

2
Security Incident

Salford

In Month
Please note that the data
for this
graph is not yet available, and so
must be considered to be still
under development.
AFS

2

CAMHS

21. Total Num ber of Safeguarding Incidents
Reported against Staff April 2015

AYS SD

4

Trafford

V&A Patients

1
Accident

111 3

1
Medication

V&A Others

1
Illicit Substances

1 5 1 6

21
Missing Patient

Patient Care

1

5

0

Salford

Trafford

10

6

Communication

1
V&A Staff

Bolton

15

1
1
1
0

3

4
V&A Patients

1

SMS

20

1
No. Incidents

R1

8

1. Init iation of 2. Referral to 3. Other Act ion
a Common
Children's
Taken
Assessment Social Care
Framework
Services
(CAF)

18- Num ber of incidents leading to a
safeguarding adults action during April 15

Communication

No. Incidents

25

FMH

17- Type of child safeguarding action taken
during April 15

AYS SD

CAMHS

V&A Ot hers

2 1
Self Harm

2

111

4

No. Incidents

11

6

10

3

16- Number of incidents leading to a
safeguarding children’s action during April 15

8

Patient Care

No. Incidents

Incidents - Safeguarding
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Complaints and Patient Feedback
Complaints
Complaints and concerns over 12 months to April 2015
District Services complaints and concerns by directorate

40
35
30
25

Specialist Network complaints and concerns by service

Trust wide complaints and concerns by level

25

60

20

50
40

15

20

30

10

15
10

20

5

5
0

10

0
May

Jun

Jul

Aug
Bolton

Sep
Salford

Oct

Nov
Trafford

Dec
Totals:

Jan

Feb

Mar

Apr

0

May

Trend

Jun

Jul
SMS

Aug
FMH

Sep

Oct

SSN Other

Nov

Dec

Recovery First

Jan
Totals:

Feb

Mar
Trend

Apr

May

Jun
Level 1

Jul

Aug
Level 2

Sep
Level 3

Oct

Nov
Level 4

Dec
Level 5

Jan

Feb
Totals:

Mar

Apr

Trend

Comments: The number of Trust-wide complaints and concerns has decreased from last month by 15 %. Complaints and concerns continue a downward trend over the
past twelve months.
During April 2015, 22 complaints at level 2 and above were closed, of which 12 (55%) were either upheld or partially upheld.
During April 2015 one level 4 complaint was closed which was partially upheld. The upheld aspect of the complaint involved poor communication with a carer including a

Patient Feedback
1%
2%

1%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
Period: April 2015

4%
1 - Extremely Likely

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in
all GMW services. There are a variety of ways in which the FFT is asked and embedded in current service user experience surveys i.e. electronic surveys, SMS text messaging and postcards. The FFT results provide invaluable feedback on what service users think of the care and
treatment they have receive, this feedback helps us to make improvements and scope how we
deliver services in the future. For the period of April 2015, of the 184 service users asked,
91.8% said they would recommend our services to friends and family.

2 - Likely
3 - Neither likely nor unlikely

25%

4 - Unlikely
5 - Extremely unlikely
67%

6 - Don't Know
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Salford
Trafford
Edenfield
LSS
JDU
CBU
RADAR
J17
Gardener
Bramley Street

2014/15
Outturn Plan
91
85
93
85
94
85
95
95
96
95
90
78
90
87
59
130
95
72
90
89

Apr
91
97
91
94
98
100
96
70
133
75
69

May

% Occupancy
Functional
Organic
PICU
Rehab
Adult Forensic
LSS
Mental Health &
Deafness
A&D
Young Persons
GMW

Outturn
95
80
96
95
94
96

Apr
97
78
96
86
94
98

May

90

100

100

81
107
93

88
110
95

88
110
95

Jun

Jun

Jul

Jul

Aug

Aug

2015/16
Sep Oct

Sep

Oct

Nov

Nov

Dec

Dec

Jan

Jan

Feb

Feb

Mar

Mar

YTD
91
97
91
94
98
100
96
70
133
75
69
YTD
97
78
96
86
94
98

Young People Admitted to Adult Wards
Indicator
No. Young People
Admitted to Adult Wards
Bed Nights

2014/15
Outturn

Apr

23

0

0

45

0

0

May

Jun

Comments:
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Jul

Aug

Sep

2015/16
Oct
Nov

Dec

Jan

Feb

Mar

YTD

J17 over occupancy is as a result of opening
spot purchase beds.
CBU occupancy is against 16 beds and RADAR against 8 beds.

Infection Control
During April 2015 there was one outbreak of
confirmed Norovirus on Greenway Ward.

EMSA Breaches
There have been no breaches of Single Sex
Accommodation during April 2015.

PLACE
The first annual PLACE (Patient Led Assessment of the Care Environment) formal assessments were conducted during Quarter 1
2014, and the information been submitted to
the Department of Health. Results of the
submission from the DH have been
received:Cleanliness: 100%
Food: 94.41%
Privacy, Dignity and Wellbeing: 94.66%
Condition, Appearance and Maintenance:
98.54%
The next annual assessment will be collated
in July 2015 and the figures will be included
as soon as they are available .
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Locally Agreed Targets
Psychology - Length of Time Waited
Bolton - IAPT Step 2/3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
231
226
229
252
240
292
251
297
297
283
288
334
294
165
183
133
146
94
133
156
107
146
115
110
113
123
150
156
109
124
84
119
150
99
141
115
107
107
118
0
165
183
132
145
94
133
156
107
146
115
110
113
123
75
90.9% 85.2% 82.0% 84.9% 89.4% 89.5% 96.2% 92.5% 96.6% 100.0% 97.3% 94.7% 95.9%
95
100.0% 100.0% 99.2% 99.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Salford - IAPT Step 2/3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
391
395
411
393
317
370
458
398
390
424
395
451
400
202
206
96
93
81
100
106
88
87
93
94
163
136
119
103
33
37
31
50
55
43
43
44
43
81
66
0
195
199
69
76
61
80
86
74
70
77
73
131
111
75
58.9% 50.0% 34.4% 39.8% 38.3% 50.0% 51.9% 48.9% 49.4% 47.3% 45.7% 49.7% 48.5%
95
96.5% 96.6% 71.9% 81.7% 75.3% 80.0% 81.1% 84.1% 80.5% 82.8% 77.7% 80.4% 81.6%

Trafford - IAPT Step 2/3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
838
811
777
845
694
807
764
813
577
783
898
863
858
308
284
163
156
154
181
182
169
141
128
151
190
135
284
249
110
133
121
135
147
141
117
104
131
156
116
0
308
283
161
154
153
180
179
167
139
128
151
189
134
75
92.2% 87.7% 67.5% 85.3% 78.6% 74.6% 80.8% 83.4% 83.0% 81.3% 86.8% 82.1% 85.9%
95
100.0% 99.6% 98.8% 98.7% 99.4% 99.4% 98.4% 98.8% 98.6% 100.0% 100.0% 99.5% 99.3%

Trust
% within <= 6 weeks
% within <= 18 weeks

Target Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15
75
81.9% 75.5% 64.3% 74.4% 71.7% 73.4% 79.3% 77.7% 80.5% 78.3% 79.2% 73.8% 76.1%
95
99.0% 98.8% 92.3% 94.9% 93.6% 94.9% 94.8% 95.6% 94.9% 95.2% 94.1% 92.9% 93.4%

Traditionally we have measured from Referral Activation to first therapy contact taking into account periods of suspension due to client choice, this has changed to date
of referral to first treatment contact regardless of any client induced delays. Nationally we are now required to measure the length of wait for patients who have waited, as
this is the new national definition published.
Bolton: Bolton continues to robustly manage the Psychology service and maintain the 18 weeks waiting list target.
Salford: All long waiters, including those with patient-initiated delays, will be offered appointments in the next two months. The impact of these changes, on waiting time
and numbers waiting, will be seen by July 2015.
Trafford: Trafford continues to closely monitor and manage the waiting list and has maintained the 18 week target in April 2015.
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Board of Directors – Part 1
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Summary:
The Board of Directors are asked to note the Annual Fire Assurance
Report.
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1. Introduction
The DoH in December 2012 wrote to all Chief Executives of NHS organisations and advised them that pending the outcome of the
Fundamental Review of Data Returns the requirement to submit the Annual Statement of Fire Safety Management had been
suspended. It was recommended that in future years a similar statement should be completed and kept locally by each NHS
organisation as a recorded assurance document, with information being included in the NHS organisation’s annual report.
In January 2013 a further letter was received reminding Chief Executives of their duties under current fire safety legislation, the
Regulatory Reform (Fire Safety) Order 2005. This followed a significant fire at a hospital in October 2011 that was investigated by
the Fire and Safety Services. The subsequent report detailed compelling evidence of inadequate fire safety governance.
It is a statutory requirement for all public bodies to take the necessary precautions to ensure that their premises are safe, suitable
and sufficient in regard to fire management. Failure to provide adequate fire management can lead to public prosecution, including
imprisonment or fines for the Trust Responsible Person/s, enforcement orders from the fire authority and an increased risk of fire.
The Annual Fire Assurance Report is only applicable to premises where GMW are considered the RESPONSIBLE PERSON as
defined by the RRO and relevant HTM’s and defined in Section 3 of this document
2. Purpose
This document has been developed to replace the annual statement of fire safety and is designed to provide the Board with
assurance with regard to fire safety governance at GMW
3. Definitions
Compliant. Fully compliant with Regulatory Reform (Fire Safety) Regs 2005 and HTM Firecode
Broadly Compliant. Mostly compliant with minor deficiencies. Information and education by Fire Service. No Enforcement
Action
Non-compliant Minor. Possible notification of minor deficiencies by Fire Service. No Enforcement Action
Non-compliant Major. Possible notification of deficiencies, enforcement action or prosecution by Fire Service
The Responsible Person

Ensuring compliance with the requirements with the Regulatory Reform (Fire Safety) Order is:
The Employer
The person who has control of the workplace who is typically the local manager or nominated
person for fire
The owner of the premises

Nominated Person for Fire

The person who has been nominated by Service or Directorate as the person responsible for fire
safety in their area of responsibility. This person will be the manager who has day-to-day control
of the premises/department.

Relevant Persons

Any person (including the responsible person) who is lawfully on the premises, any Person in the
immediate vicinity of the premises who is at risk from fire

RRO

Regulatory Reform (Fire Safety) Order 2005

HTM

Health Technical Memorandum (Fire Code)

DoH

Department of Health

Initial Fire Risk Assessment

Risk Assessment carried out on newly occupied premises by Trust Fire Safety Officer or
Contracted Person

Annual Local Fire Risk
Assessment Review

Local Review of the Initial Fire Risk Assessment taking into account local competencies
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Corporate Fire Risk
Assessment Review

Corporate review of the Initial Fire Risk Assessment carried out by Trust Fire Safety officer mainly
concentrating on structural fire protection and fixed systems. Carried out annually for all high risk
inpatient and non-inpatient premises and three yearly for all normal risk premises
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4. Fire Safety Organisational Structure

Chief Executive

Director of Estates
and Facilities

Chair
Fire Safety Strategy Group

Deputy Director
of Facilities

Fire Safety Manager

Fire Safety Advisor

Local Responsible
Person
Fire (Local Manager)
Fire Warden

All Staff
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Chair
Fire Safety Committee
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5. Annual Assurance Framework Compliance

Comment

Compliant

Regulatory Reform (Fire Safety ) Order 2005
(RRO)
Health Technical Memorandum. 05-02
Managing Healthcare Fire Safety (HTM)

Non-compliant
Major

Standard
Non-compliant
Minor

Required Statutory Compliance

Broadly
Compliant

Assurance

Initial Fire Risk
Assessments

RRO Article 9. The responsible person must
make a suitable and sufficient assessment of
the risks to which relevant persons are
exposed

All premises owned and or occupied by GMW staff
have in place an RRO compliant Initial Fire Risk
Assessment

All premises where GMW is ‘The Responsible
Person for Fire’ as defined in the Regulatory
Reform Order have Initial Fire Risk Assessments
in place.

Annual Local Fire Risk
Assessment Reviews.

RRO Article 9. Any such assessment must
be reviewed by the responsible person
regularly so as to keep it up to date

Annual Corporate Fire Risk
Assessments

RRO Article 9. Any such assessment must
be reviewed by the responsible person
regularly so as to keep it up to date

All premises where GMW are the RESPONSIBLE
PERSON have an updated Annual Local Fire Risk
Assessment in place consistent with the frequency
detailed in the GMW Fire Safety Policy
All premises where GMW are the RESPONSIBLE
PERSON have an updated Corporate Fire Risk
Assessment in place consistent with the frequency of
inspection detailed in the GMW Fire Safety Policy

Fire Safety Drills

RRO Article 15. The responsible person
must:
(a) establish and, where necessary, give
effect to appropriate procedures, including
safety drills, to be followed in the event of
serious and imminent danger to relevant
persons

All premises where GMW are ‘The Responsible
Person for Fire’ as defined in the Regulatory
Reform Order have carried out Annual Local Fire
Risk Assessment Reviews
Due to long term sickness there were four
premises not subject to annual Corporate reviews
in year 2014-15. As of 15TH May 2015 there was
only Edenfield main building outstanding a
corporate review. These will be completed
May/June. All other premises where GMW is ‘The
Responsible Person for Fire’ as defined in the
Regulatory Reform Order have been subject to
Corporate Reviews in compliance with the Trust
frequency of inspection; Annual for inpatient
premises. 3 yearly for all other premises
The following premises where GMW is ‘The
Responsible Person for Fire’ as defined in the
Regulatory Reform Order have not provided
evidence in annual local fire risk assessment
reviews that fire drills have taken place within
previous 12 month period from date of review:

At least one fire drill within the last 12 months has been
undertaken in premises where GMW is the
RESPONSIBLE PERSON. A record of the fire drill has
been made in the Fire Safety Log Book/Annual Local
Fire Safety Review.

RBH: Maple House
PRESTWICH SITE:
CBU Admin. Block
JDU. Ground Floor Admin
Junction 17 – Ward Areas
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Standard

Compliant

Regulatory Reform (Fire Safety ) Order 2005
(RRO)
Health Technical Memorandum. 05-02
Managing Healthcare Fire Safety (HTM)

Comment
Non-compliant
Major

Required Statutory Compliance

Non-compliant
Minor

Assurance

Broadly Compliant

Annual Fire Assurance Report

Lowry Ward
Maintenance Workshops
Newlands
Edenfield – Buttermere, Grasmere,, Patterdale

Fire Safety Drills cont…….

MOORSIDE
Greenway/Bollin
Non - Ward Areas

Mandated Fire Safety
Training

RRO Article 21 (1) The responsible person
85% of all GMW employees have undertaken fire safety
must ensure that his employees are provided training consistent with the requirements detailed in the
with adequate Fire Safety Training
Fire Safety Training Needs Analysis.

Local Fire Safety Inductions

RRO Article 15. The responsible person
must:
(a) establish and, where necessary, give
effect to appropriate procedures, including
safety drills, to be followed in the event of
serious and imminent danger to relevant
persons

The responsible person for each property provides local
fire safety induction training for all staff, including
volunteers, new to the property on the first day of
employment or if this cannot be achieved within 10
working days of their first attendance.

Maintenance of Fire Safety
equipment

RRO Article 17 – Where necessary in order
to safeguard the safety of relevant persons,
the responsible person must ensure that the
premises and facilities, equipment & devices
provided are subject to a suitable system of
maintenance in an efficient state and in an
efficient working order and in good repair

GMW has in place a maintenance regime consistent
with ensuring all fire safety equipment including alarms
systems are maintained in a functional manner
consistent with their normal operational design
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Services have recognised these deficiencies and
have planned and/or carried out fire drills in
response but not in time for 2014-15 reporting
purposes
As of end of year March 2015 GMW compliance
with mandatory fire safety training is as follows:
Those requiring annual training (ward areas) - 67%
Three year frequency (all other staff) - 91%
Overall Compliance – 83%
See inserted report
All premises where GMW is ‘The Responsible
Person for Fire’ as defined in the Regulatory
Reform Order have fire log books which contain
Local Fire Induction checklists.
The requirement to carry out the inductions is
covered in mandatory fire safety and fire warden
training and is included as an action in the Annual
Local Fire Risk Assessment Reviews
Information source: Graham Mills. Maintenance
manager:
All premises where GMW is ‘The Responsible
Person for Fire’ as defined in the Regulatory
Reform Order have in place systems of testing and
maintenance for; fire alarm systems, emergency
lighting, firefighting equipment, electrical testing
and fire suppression systems
A review of the Trusts planned maintenance

Standard
Compliant

Regulatory Reform (Fire Safety ) Order 2005
(RRO)
Health Technical Memorandum. 05-02
Managing Healthcare Fire Safety (HTM)
Maintenance of Fire Safety
equipment cont………..

Fire and Rescue Service
Inspections

Capital Investment in Fire
Safety compliance

Fire Safety Reporting

RRO Article 8. (1) The responsible person Issues raised by Fire and Rescue Service inspections
must take such general fire precautions to have been actioned. This includes details of any
ensure the safety of employees and that enforcement action taken.
premises are safe
RRO Article 8. (1) The responsible person
must take such general fire precautions to
ensure the safety of employees and that
premises are safe
HTM Section 12. The board should receive
reports containing the number of fire
incidents with running totals for the annual
reporting period

A capital investment programme of investment in
Statutory Fire Safety compliance will be directed by the
outcome from Fire Risk Assessments
A monitoring system is in place to report and record all
fire incidents and to report annually to the Executive
Team. This includes Fires, False Alarms and unwanted
fire signals.

Non-compliant
Major

Required Statutory Compliance

Broadly
Compliant

Assurance

Non-compliant
Minor

Annual Fire Assurance Report

Comment

programme for supply and extract ventilation
systems and plant was carried out April 2015. It
found that within the planned programme there is
no task to undertake a full test of all smoke and fire
dampers integrated within the ductwork to test the
actuating mechanism and control system of the
damper. Further investigation revealed that the
Trust have no complete record of where all the
dampers are within the ventilation systems
throughout the Trust’s estate. An action plan has
been formulated and a target date set for March
2016 dependant on funding. See inserted report
In 2014-15 The following premises were subject to
formal audit by the fire and recuse service:
St Wilfred’s. Preston – Broadly Compliant
See inserted report
Information source: Andy Morris Head of Capital
Capital Programme-2014-15: Statutory compliance
at 106k and Fire Risk Assessments at 75k
All fire incidents have been reported via Datix
Incident Recording and investigated by GMW
Trust Fire Safety Officer
See inserted report
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6. Annual Assurance Statement of Fire Safety
This is to confirm that the assurances as detailed in the ‘Annual Assurance Framework’ is a true and accurate assessment of the
current status of GMW with regard to its fire safety management relating to the premises for which it is deemed the RESPONSIBLE
PERSON as defined by the RRO and relevant HTM’s.
Signatories:
Designation

Name

Fire Safety Manager/Advisor

Bill Davies

Director Responsible for Fire Safety
Management

Joe Peers

Chief Executive Officer

Beverly Humphrey
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Signature

Date

