JOINT BOARD OF DIRECTORS & COUNCIL OF GOVERNORS (Meeting in Public)
Monday 29TH February 2016
10.30 am, Conference Room 7, Ground Floor, The Curve

AGENDA – PART 1
ITEM
01
Welcome and Introductions
02
Apologies for Absence

ACTION
To Note

PRESENTED BY
Alan Maden, Chair
Alan Maden, Chair

03
04

Declarations of Interest
Minutes of the Previous Meeting of the Board of
Directors held 25th January 2016

To Note
To Approve

Alan Maden, Chair

To Approve

Alan Maden, Chair

05

Minutes of the Previous Meeting of the Council of
Governors held 1st December 2015
Matters Arising from the Previous Meetings

To Note

Alan Maden, Chair

06
07

Chair’s Report
CQC – Day Zero Film

To Note
To Note

Alan Maden, Chair
Bev Humphrey, Chief
Executive

STRATEGY AND POLICY
08

08.01 The Five Year Forward View for Mental
Health – A Report from the Mental Health
Taskforce

To Note

Bev Humphrey, Chief
Executive

To Note

Neil Thwaite, Deputy CEO/
Director of Development and
Performance

08.02 Greater Manchester Mental Health and
Wellbeing Strategy
09

Operational Plan – Key Priorities for 2016/17

GOVERNANCE AND QUALITY
10

Developing the 2015/16 Quality Account

To Note

Neil Thwaite, Deputy CEO/
Director of Development
and Performance

11

Appointment of External Auditors

To Approve

Kim Saville, Company
Secretary

12

Membership Engagement Plan – Update

To Note

Steph Neville, Stakeholder
Development Manager

13

Lead Governor Update (Verbal Update)

To Note

Anne Broadhurst, Lead
Governor

HR & ORGANISATIONAL DEVELOPMENT
14

Update on Chair Recruitment

To Note

Malcolm Cowen, Non‐
Executive Director

15

Chair and Non‐Executive Director Appraisals 2016

To Approve

Alan Maden, Chair

OPERATIONAL PERFORMANCE
16

Board Performance Report (December 2015)

To Note

Neil Thwaite, Deputy CEO/
Director of Development
and Performance

ANY OTHER BUSINESS
17

Schedule of Council of Governors Meetings 2016

To Note

Alan Maden, Chair

18

Any Other Business

To Note

All

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ meeting will take place on 4th April 2016 at 1.00 pm in Room 1, 1st Floor, The Curve
The next Council of Governors’ meeting will take place on 5th April at 10.30am in Conference Room 7, The Curve
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’

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 25th JANUARY 2016, 1.00 PM,
SEMINAR ROOM 3, THE CURVE
Present:
Alan Maden
Terry McDonnell
Malcolm Cowen
Julie Jarman
Anthony Bell
Kathy Doran
Karen Luker
Bev Humphrey
Steve Colgan
Ismail Hafeji
Gill Green
Neil Thwaite
Andrew Maloney
In Attendance:
Kim Saville
Lear Rothwell
One member of the public

01/16

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Chair
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Chief Executive
Medical Director
Director of Finance, Capital and IM&T
Director of Nursing & Operations
Deputy Chief Executive/Director of Development & Performance
Director of HR & Corporate Services

‐
‐

Company Secretary
Deputy Director of Service and Business Development

Action
Noted

Apologies for Absence

03/16

There were no apologies for absence received.
Alan Maden, Chair, opened the meeting by congratulating Karen Luker, Non‐ Noted
Executive Director, on her award of a CBE in the New Year’s Honours List for
services to nursing and midwifery. The Board of Directors noted that this meeting
would be Karen Luker’s last. On behalf of the Board, Alan Maden extended
thanks to Karen Luker for her exceptional service as a Non‐Executive Director
since 2004.
Minutes of the Previous Meeting held 14th December 2015
Approved

04/16

The minutes of the meeting held on 14th December 2015 were agreed as an
accurate record.
Matters Arising from Previous Meeting
Noted

05/16

No matters arising from the previous meeting.
Service Presentation – RAID

02/16
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Noted

The Board of Directors received a presentation from Dr Ross Overshott,
Consultant Psychiatrist (Salford RAID) and Ashton Ntuli, Senior Manager for
Trafford RAID, on the Trust’s RAID/Liaison services. Dr Ann Byrne was also in
attendance for the service presentation.
Ross Overshott outlined the background to, and principles of, the RAID model,
including the savings opportunities. The Board of Directors noted the differences
between the Trust’s three RAID models and S136 provision. Ross Overshott
briefed the Board on the opportunities and challenges facing the services.
Ashton Ntuli’s presentation focused on the Trafford RAID service, highlighting the
different commissioning arrangements and the opportunity for the Trust to
become lead provider for mental health liaison services at University Hospital of
South Manchester NHS Foundation Trust (UHSM). The Board considered the
impact of Healthier Together on Trafford RAID services.
Kathy Doran, Non‐Executive Director, questioned how the provider split (GMW
and Manchester Mental Health and Social Care NHS Trust) works in practice at
UHSM. Ashton Ntuli advised that commissioners have recently sought flexibility
outside of the commissioned models. Kathy Doran raised concern about
potential governance risks as an outcome of this arrangement. Bev Humphrey,
Chief Executive, assured the Board that the Executive Team have also questioned
this.
The Board of Directors discussed options for the location of a S136 suite in
Manchester city centre, noting that the city does not currently offer this service.
Ross Overshott suggested that an exercise to map demand would usefully inform
this solution.

06/16

The Board recognised the positive outcomes achieved by the Trust’s RAID
services, particularly highlighting Trafford for working through complex issues.
Chair & Chief Executive Verbal
Noted

07/16

Bev Humphrey advised that the Bolton substance misuse services employment
appeal tribunal has concluded. The Trust has been successful, with Arch’s appeal
rejected by the tribunal.
Delivering the Forward View: NHS Planning Guidance 2016/17 to 2020/21
Noted
Bev Humphrey presented the new planning guidance (published in December
2015). Bev Humphrey advised that the NHS is required to submit two separate
but connected plans in 2016/17 – a five‐year, place‐based Sustainability and
Transformation Plan and a one‐year Operational Plan.
The Board’s attention was drawn to the following sections of the guidance:



Local health system Sustainability and Transformation Plans (STPs) –
confirmation of STP footprints is required by 29th January 2016
National ‘must dos’ for 2016/17 – noted that areas that can move faster
2





against the ‘must dos’ will be encouraged to do so. Bev Humphrey
outlined the implications of the ‘must dos’ for the Trust, emphasising
that returning the system to aggregate financial balance is the over‐
riding aim. The Board noted that this ‘must do’ applies across STP
footprints, rather than individual organisations, Kathy Doran sought
assurance that the Board’s responsibility would remain to the Trust. Neil
Thwaite, Deputy Chief Executive/Director of Development and
Performance, confirmed that the Monitor licence will not change in the
short‐term. In terms of ‘must do 7’ (Dementia Diagnosis Rates and
Access Standards), Bev Humphrey advised that the Trust is achieving the
required dementia diagnosis rate. Achievement of the access standards
remains a challenge.
New Care Models – The Board noted the significant opportunity for the
Trust to take responsibility for commissioning tertiary services.
Expressions of interest are requested by 29th January 2016 and the Trust
is working closely with providers in Greater Manchester and across the
wider North West to agree an approach.
Timetable – First submission of full draft Operational Plan for 2016/17 is
required by 8th February 2016.

Ismail Hafeji, Director of Finance, Capital and IM&T, summarised the financial
implications of the planning guidance. The Board noted the ‘frontloading’ of
£8.4billion investment from the centre; the £1.8billion Sustainability and
Transformation Fund being made available on a trust by trust basis to fund the
deficit; and the 2% efficiency requirement.

08/16

The Board noted the planning guidance.
Devolution Manchester – Strategic Plan

Noted

Bev Humphrey provided an overview of the publicly available Devolution
Manchester Strategic Plan (‘Taking Charge of our Health and Social Care in
Greater Manchester’). The Board noted that the final draft of the mental health
and wellbeing strategy, which will accompany the over‐arching plan, is expected
by the February 2016 meeting of the Board and Council of Governors.
With reference to the previous item, Bev Humphrey confirmed that the Strategic
Plan will be the Trust’s STP.
The Strategic Plan is focused on improving outcomes and achieving financial
balance. The region is currently forecasting a deficit of £2billion by 2020/21. A
transformation fund of £450million (non‐recurrent revenue) will be made
available to ‘pump prime’ redesign and deliver financial sustainability. (Noted
that this fund is additional to the £1.8billion referenced in the Planning
Guidance). Bev Humphrey advised that Trusts are currently being asked to
confirm their financial position and key challenges.
The Board noted the current position of the Locality Plans and the mental health
priorities identified in each. Bev Humphrey stated that the Trust had been
3

involved, to varying degrees, in the development of these plans.
Karen Luker sought assurance that the Trust’s financial position will not be
placed at risk through Devolution Manchester. Bev Humphrey advised that
current regulations mitigate this risk, but acknowledged that Trusts are
increasingly being asked to work as groups rather than individuals.
The Board discussed the challenges in reconciling the Devolution Manchester
agenda with Trusts working in their own interests and delivering different service
offers across the region. Bev Humphrey advised that an identified aim of the
Provider Federation Board is to bring providers together to improve the
consistency of clinical standards and outcomes. It is hoped that this Board will be
used as a vehicle to work through variability. Neil Thwaite highlighted the
opportunity presented by the transformation fund in supporting this aim.
In response to a query from Kathy Doran, Bev Humphrey outlined the proposed
process for allocating the transformation fund. Kathy Doran also questioned the
plans for those services that do not fall neatly into a locality of the STP i.e.
specialist services. Bev Humphrey acknowledged that the existing plans do not
address the disconnect in specialist service commissioning arrangements. In this
context, the Board recognised the critical opportunity to manage tertiary service
budgets. Bev Humphrey confirmed that transformation funding will be available
to support this change.
Julie Jarman, Non‐Executive Director, questioned the implications for the Trust’s
estate and the risk of centralisation. Bev Humphrey assured the Board that the
current activity relates to sharing of functions rather than shared ownership. All
noted national expectations in terms of low capital expenditure. Julie Jarman
also highlighted the absence in both the Planning Guidance and Strategic Plan of
references to community engagement and expressed concern about the impact
of both on access to services (potential higher thresholds). Karen Luker
questioned the absence of references to staff engagement, given the critical role
of the workforce in delivering change.
The Board discussed whether competition in the marketplace would or could
continue under Devolution Manchester and recognised the challenges of
delivering transformation within the constraints of complex legal frameworks.
Bev Humphrey confirmed that competition has been raised with NHS
Improvement. The Board also discussed the implications for Clinical
Commissioning Groups (CCGs).

09/16

The Board noted the Strategic Plan and the information contained in the
summary report on the Locality Plans and draft mental health and wellbeing
strategy.
GMW Nursing Strategy 2016‐2021
Noted
Gill Green, Director of Nursing and Operations, presented the new Nursing
Strategy for the Board’s consideration and noting. The Strategy is underpinned
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by the Nursing and Midwifery Council’s Code of Practice and is framed by six key
strategic themes. Gill Green outlined the process followed to develop the
Strategy and summarised the themes. Looking ahead, Gill Green advised that the
nursing workforce will be focused on integrated care.

10/16

The Nursing Strategy will be launched at The Curve in March 2016.
Board Performance Report
Neil Thwaite presented the November 2015 Board Performance Report. Neil
Thwaite confirmed that performance continued to be positive, with a small
number of areas for improvement. Neil Thwaite highlighted the following:














Monitor Risk Assessment Framework – ‘green’ for governance and ‘4’
rating for finance
Monitor Mental Health Indicators – All ‘green’ year to date. The Board
were pleased to note achievement of the CPA 12‐month review target in
December 2015. Services are confident of their ability to maintain this
position going forward.
CQC GMW Profile ‐ The Trust’s next Intelligent Monitoring Report is
expected to be published in February 2016.
Community Patient Survey – Results have been drilled down to a local
level and a local workshop has taken place. Three themes for
improvement have been identified – medicines management
(information on new medications), crisis care (re‐publicising out of hours
helpline), and support for individuals to find/keep work.
CQUIN – Issues previously reported in relation to the audits have now
been resolved. On track for all ‘green’ at year‐end.
Sickness Rate – In‐month sickness absence is up at 6.6%. The Board
noted their awareness of the actions to address this.
Appraisal – Andrew Maloney, Director of HR and Corporate Services,
reported that the appraisal rate currently stands at 82%, which
represented a significant improvement since April 2015. Ongoing work in
relation to mandatory training will be supported by the new e‐Learning
system.
Nursing Agency Pay – The cumulative position remains below target.
Noted that the in‐month position is, however, above target and the
cumulative position is moving closer to this. Andrew Maloney assured
the Board that HR and finance are working together to understand the
allocation of costs.
Psychological Therapies Waiting Times – Noted that Salford continue to
experience challenges but have delivered some significant
improvements.

Terry McDonnell, Non‐Executive Director, reported that he felt re‐assured by the
bed occupancy levels across the three acute services.
Julie Jarman questioned the relatively low occupancy levels at Gardener Unit.
Neil Thwaite advised that occupancy for this type of services tends to be cyclical
5

Noted

across the country. The changes in relation to prison services referral routes and
pathways may also have impacted. Gill Green assured Board members that this
position is being monitored. Neil Thwaite confirmed that the current occupancy
levels do not present any financial risk to the organisation.
The Board discussed Junction 17, noting that the commentary in the Board
Performance Report refers to ‘over occupancy’ in error. Gill Green advised that
the commentary around age appropriate beds related to gender mix. Gill Green
also updated the Board on progress with the NHS England review of CAMHS
services, noting that the report is yet to be published.
Julie Jarman sought assurance from the Board on the reported levels of rapid
tranquilisation in Bolton and Salford as at November 2015. Gill Green advised
that the figures can be attributed to a small number of service users, in the
Psychiatric Intensive Care Units (PICUs), who require acute interventions.

11/16

The Board noted the Performance Report.
Corporate Governance

Approved

Andrew Maloney presented the revised Board Committee Terms of Reference,
Scheme of Reservation and Delegation, and Standing Financial Instructions, for
the Board’s consideration and approval. The Board noted that this is the first
phase of a two phase programme of work. The second phase will be focused on
review and revision of the constitution, including the standing orders of both the
Board and Council of Governors, and development of a comprehensive
Corporate Governance Manual.

12/16

The Board approved the revised documents and future plan.
NHS Preparedness for a Major Incident – Statement of Readiness

Noted

Andrew Maloney outlined the Trust’s response to Dame Barbara Hakin’s letter
dated 9th December 2015. The Trust has reviewed its emergency preparedness,
resilience and response procedures and developed a statement of readiness
providing the required assurance.

13/16

The Board noted the statement of readiness.
Improving Attendance and Managing Sickness Absence Update

Noted

Andrew Maloney set the context for the sickness absence update, referencing
the deep‐dive in February 2015 and the Trust’s performance against the North
West mental health benchmarking data. In relation to the latter, the Board
considered whether the inclusion of specialist services may be skewing the
Trust’s comparative position. Terry McDonnell supported an analysis that
excludes substance misuse services, as provision of these services is relatively ACM
unique to GMW.
Andrew Maloney advised that the Trust’s overall sickness absence rates have
improved marginally in‐year. The Trust’s approach to managing long‐term
6

sickness absence has supported this up‐turn, but this has been off‐set by the
increase in short‐term sickness absence. Andrew Maloney assured Board
members that further work focused on short‐term sickness is in progress.
The Board noted that all actions agreed through the internal audit of sickness
absence have been implemented. MIAA have confirmed a significant assurance
rating to the Audit Committee. A new Occupational Health provider will be
operational from April 2016. The new service will be more proactive and reach‐
out across the Trust’s geographical footprint. Bev Humphrey suggested that the
new provider undertakes an early piece of work focused on supporting substance
misuse services.
The Board noted the other initiatives undertaken with regard to recognition of
100% attendance, training, implementation of the Health and Wellbeing
Strategy, and Vacancies, Bank and Agency. In relation to the latter, Andrew
Maloney reported on a successful recruitment event held in January 2016, which
resulted in seven provisional offers of employment to qualified nurses.
In response to a query from Julie Jarman, the Board discussed the impact on
agency rates on the ability to access agency staff.
Anthony Bell, Non‐Executive Director, suggested that the impact of the ACM
temporary Health and Wellbeing Manager be reviewed at year‐end. Andrew
Maloney agreed, recognising the need to demonstrate a return on investment.

14/16

Andrew Maloney summarised the conclusions reached in the Sickness Absence
Update. The Board noted the report and supported the continued embedding of
the actions put in place.
Monitor Guidance – Agency Staff Rules
Noted
Andrew Maloney provided an overview of Monitor’s new rules to govern the use
of agency staff across NHS Trusts, and the Trust’s position in terms of
implementation and monitoring. Andrew Maloney referenced the existing 3%
cap on nursing agency pay costs. The new rules apply to all grades of staff and all
staff groups.
The Board noted that the Trust accesses agency staff through approved
framework arrangements.
The new price caps came into effect on 23rd November 2015 and will reduce on
1st February 2016 and further on 1st April 2016. The Trust has directed its
framework owners to mirror the price caps set by Monitor. No challenge has
been received on this to date.
Andrew Maloney assured Board members that the introduction of price caps will
be monitored for impact on the Trust’s ability to access staff. In response to a
query from Kathy Doran, Andrew Maloney advised that the Trust will apply a
patient safety over‐ride if it is unable to access agency staff at the mandated
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rates. In this scenario, the Trust will breach the cap and report to Monitor via the
weekly reporting mechanism.
Board members noted that the Trust’s agency nursing pay rate has been below
the 1st April 2016 rate from the outset. Medical rates are above the capped rate
and the Trust has instructed agencies to comply with Monitor’s caps going
forward. One breach has been reported to date in relation to PARIS temporary
staff (administrative workers).

15/16
16/16

17/16

The Board noted the report.
Any Other Business
There were no items of any other business
Date and Time of Next Meeting
Monday 29th February at 10.30am in Conference Room 7, The Curve (Joint Board
and Council of Governors Meeting)
Resolution
Adopted
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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COUNCIL OF GOVERNORS MEETING, TUESDAY 1st DECEMBER 2015, 10.30 AM,
CONFERENCE ROOM 7, THE CURVE
Present:
Alan Maden
Anne Broadhurst
Les Allen
Jonathan Elster
Paul Butcher
Sylvia Seddon
Rob Beresford
Iris Emery
Margaret Willis
Fareed Bashir
Sarah McDonald
Eddie Murdoch
Ann Cunliffe

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Chair
Lead Governor
Public Governor: Bolton
Public Governor: Salford
Public Governor: Trafford
Public Governor: Trafford
Public Governor: Other North West
Service User & Carer Governor
Service User & Carer Governor
Staff Governor: Medical
Staff Governor: Non‐Clinical
Staff Governor: Non‐Clinical
Appointed Governor: Bolton MBC

In Attendance:
Terry McDonnell
Malcolm Cowen
Julie Jarman
Steve Colgan
Ismail Hafeji
Gill Green
Neil Thwaite
Andrew Maloney
Kim Saville
Steph Neville

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Non‐Executive Director
Non‐Executive Director
Non‐Executive Director
Medical Director
Director of Finance, Capital and IM&T
Director of Nursing & Operations
Deputy Chief Executive/Director of Development & Performance
Director of HR & Corporate Services
Company Secretary
Stakeholder Development Manager

80/15

Apologies for Absence

Action
Noted

Apologies for absence were received from:








Desmond Bradley – Public Governor: Bolton
John McLellan ‐ Public Governor: Salford
Phil Saxton ‐ Public Governor: Other North West
Margaret Riley ‐ Service User & Carer Governor
Jennifer Carlisle – Staff Governor: Nursing
Julie Turner – Staff Governor: Non‐Clinical
Bev Humphrey – Chief Executive
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 Kathy Doran – Non‐Executive Director
81/15

Declarations of Interest

Noted

There were no declarations of interest for the meeting.
82/15

Minutes of the Previous Meeting held 29th September 2015

83/15

The minutes of the meeting held on 29th September 2015 were agreed as a correct
record subject to the noting of Paul Butcher’s apologies for that meeting.
Matters Arising from the Previous Meeting
Noted

Approved



84/15

Item 72/15 (Manchester Mental Health Services Development) – Neil
Thwaite, Deputy Chief Executive/Director of Development & Performance,
advised that the Trust Development Authority (TDA) considered a report
on Manchester Mental Health & Social Care Trust (MMHSCT) at its Board
meeting on 19th November 2015. The TDA have supported the
recommendation to commence an acquisition process. Nothing is in the
public domain currently with regards to this, though an announcement is
expected imminently.
Chair’s Report

Noted

Alan Maden, Chair, presented his report to the Council of Governors. With regard
to the Recovery Academy, governors were invited to contact the Chair if they
required the new prospectus. The meeting noted the positive outcome of the
Patient Survey, including the Trust receiving the highest score nationally in relation
to helping service users understand what is important to them.
At the Chair’s invitation, Neil Thwaite updated the Council of Governors on
progress with Devolution Manchester. Locality plans continue to be drafted, with
the Trust’s input, and these are informing the over‐arching Strategic Plan. It is
expected that the Strategic Plan will be published in advance of the next meeting
of the Council of Governors, along with the Mental Health and Wellbeing Strategy.
Alan Maden assured the Council of Governors that the Trust remains on target
financially, with a financial risk rating of 4 from Monitor. The Trust also continues
to hold a ‘green’ rating for governance. The Trust is projecting to maintain this
position at year‐end and will be one of the few Trusts nationally to do so.

85/15

Jonathan Elster, Public Governor (Salford), fed back positively to the Council of
Governors on his Recovery Academy session. Alan Maden confirmed that the
Recovery Academy hubs at Edenfield and Haverigg were operational, with lots of
activity also continuing at The Curve. All acknowledged the efforts of those
involved in organising the Recovery Academy, particularly Claire Watson.
Service User and Carer Experience and Engagement
Noted
The Council of Governors received a presentation from Gill Green, Director of
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Operations and Nursing on service user and carer experience and engagement. Gill
Green outlined the background to the development of the CARE Hub and the
rationale for the choice of CARE Hub name. Gill Green also provided an overview
of the CARE Hub Team and associated governance structures, and advised that
approximately 60‐65 volunteers were active currently. The meeting noted that
care and treatment at the Trust is underpinned by the Five Ways to Wellbeing.
The meeting considered the governance structures, including service leads for
service user experience and feedback and carer engagement. Each service has an
identified Carers Lead and Anne Broadhurst, Lead Governor, reminded the
meeting of the number of GMW staff that are carers themselves. Gill Green
confirmed that specialist services have recently recruited a new Carers Lead.
Gill Green outlined the Care Hub ‘commitment’ and advised that all services will be
undertaking an exercise to benchmark their approach to/levels of service user and
carer involvement/engagement, with a view to identifying opportunities for
improvement and share learning.
The meeting noted successful CARE Hub initiatives undertaken to date, including
Recovery Voices and conversation cafes, dementia friendly communities and the
Annual Carers Event. Gill Green extended an open invitation to all governors to
attend the latter on 29th January 2016.
Gill Green finished by outlining the future plans of the CARE Hub, including the
further development of the Recovery Strategy, development of feedback
mechanisms within the Trust’s prison services and the launch of a ‘kite‐mark’.

86/15

Anne Broadhurst and Jonathan Elster commended the work of the CARE Hub,
particularly recognising the hope and inspiration given to service users.
Care Quality Commission (CQC) Presentation

Noted

Neil Thwaite, Gill Green and Steve Colgan, Medical Director, delivered a
presentation on the CQC inspection process (including the changes to the previous
process and the five key questions) and the Trust’s preparation to date.
Neil Thwaite advised that a number of governors will be invited to join a focus
group with the CQC as part of the inspection.
The Trust’s inspection is scheduled for the week commencing 8th February 2016.
The Trust is treating the inspection as an opportunity for staff to demonstrate
their skills and the Trust’s assets. Sylvia Seddon, Public Governor (Trafford0,
welcomed this approach. Neil Thwaite advised that it will be key for the Trust to
show that it is aware of its short‐comings and has plans in place to address them.
The meeting discussed what will happen during inspection week.
The meeting noted the outcomes of inspections already undertaken by the CQC,
including the ratings of local mental health trusts.
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Neil Thwaite briefed the governors on the CQC’s Intelligent Monitoring Report for
the Trust, which is included in the Board Performance Report and currently
identifies three areas of risk (sickness, appraisal and discharge planning). The
meeting considered each of these risks in turn, noting the actions being
implemented to address issues. In terms of discharge planning, Anne Broadhurst
queried whether the CQC consider external factors. Neil Thwaite confirmed that
the CQC will be looking for evidence of agencies working together to facilitate
discharge. Rob Beresford, Public Governor (Other North West) referenced the role
of the Trust’s Occupational Health service is managing sickness absence. Andrew
Maloney, Director of HR & Corporate Services, advised that the Trust is in the end
stages of procuring a new Occupational Health provider. The new provider will
offer an extended service. Andrew Maloney also advised that the Board of
Directors will receive an update on sickness absence at its December meeting.
Steve Colgan briefed the Council of Governors on his experience as Chair of a CQC
Inspection, confirming that the new approach is intended to be more intelligent
with the key questions and associated Key Lines of Enquiry (KLOEs) running
through every part of the inspection. The Council of Governors noted the activity
leading up to Inspection week, including the production of the Inspection Team
Briefing Pack.
All noted that, by law, the CQC will have access to every part of the organisation
during the Inspection. The inspection process is flexible, with opportunity for any
problems identified to be subject to a ‘deep‐dive’.
Steve Colgan provided examples of issues
chaired and advised on the process for
presentation of the Inspection Report at
Governors noted the CQC’s timescales for
delays.

identified during the inspection he
receipt, Trust feedback and final
a Quality Summit. The Council of
this activity, but recognised recent

In response to a query from Julie Jarman, Non‐Executive Director, Steve Colgan
outlined the role of experts by experience in the process. Anne Broadhurst
confirmed that these experts were a key part of the thematic review of Salford
crisis services in January 2015.
Gill Green advised that the CQC were aiming to complete their current inspection
programme by July 2016. The meeting noted that Salford have been part of a pilot
‘place’ inspection and this could inform what future inspection processes will look
like.
Gill Green summarised the approach taken by the Trust to prepare for its
Inspection. This has included mock inspections (involving Non‐Executive Directors,
staff, service users and carers); ‘hot spot’ capital investment; preparation of a staff
handbook; development of Mental Health Act and Mental Capacity Act ‘z’ cards
and a programme of service visits. All activity has been overseen by the
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Sustainability Group, chaired by Neil Thwaite.
In response to a query from Les Allen, Public Governor (Bolton), Gill Green
confirmed that Ward Managers are being supported via a Ward Managers
Network in their preparation. The meeting noted the pressure on this particular
group of staff.

87/15

Paul Butcher, Public Governor (Trafford), questioned whether the CQC’s five key
questions also address staff safety. Gill Green confirmed that the CQC will explore
this from a health and wellbeing perspective.
Notes of the Nominations Committee Meeting held 10th November 2015
Noted

88/15

Malcolm Cowen, Non‐Executive Director, presented the notes of the recent
Nominations Committee meeting. Malcolm Cowen is chairing this meeting during
the Chair recruitment process. The meeting noted the minutes.
Draft Chair Candidate Appointment Pack
Noted
Andrew Maloney presented the current draft Chair Candidate Appointment Pack.
Andrew Maloney advised that the Nominations Committee considered the pack
and recommended a number of additions/changes. The Board of Directors noted
the pack at its meeting on 30th November 2015.
Andrew Maloney highlighted the core areas of responsibility for the new Chair and
the key attributes in the person specification, which have been drawn from the
NHS Leadership Framework. The eligibility criteria reflects the Trust’s constitution.
The new Chair will be appointed for a three‐year term initially and the level of
remuneration has been benchmarked against similar positions across the health
sector.
Andrew Maloney advised that the timescales set out in the Pack are ambitious.
The Trust is planning to work with with an external recruitment consultant, with
particular experience in this area, throughout the process. The Nominations
Committee are aiming to complete the recruitment process by mid‐March 2016,
with a view to making a recommendation to the April meeting of the Council of
Governors. Andrew Maloney confirmed that the process will be finalised over the
next couple of weeks, with Nominations Committee meeting dates scheduled as
soon as possible.
Jonathan Elster sought clarity on the process for reviewing the Chair’s
performance. Andrew Maloney confirmed that the Senior Independent Director
(Terry McDonnell) leads a formal appraisal process annually. The outcomes of this
process ‐ which includes seeking feedback from governors, executive and non‐
executive directors ‐ are reported back to the Council of Governors.
Membership Engagement Strategy
Noted
Steph Neville, Stakeholder Development Manager, briefed the Council of
Governors on the new draft Membership Engagement Strategy. Steph Neville set
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the context for the development of this Strategy and confirmed that a Working
Group of governors, which met in November 2015, has driven this work.
Steph Neville drew the meeting’s attention to the key strategic priorities identified
on page 9 of the Strategy, namely, upholding the Trust’s membership community,
membership engagement and governor development. All recognised that
membership engagement will require time and resources. The meeting also
considered the Membership Engagement Plan in Appendix A.
Anne Broadhurst briefed the governors on the Working Group’s discussion with
regard to governor development. A further Working Group meeting will be
scheduled for January 2016 to progress ideas around this. Anne Broadhurst also
stressed that activity in relation to members will focus on existing members in the
short‐term. Margaret Willis, Service User and Carer Governor, expressed her
support for the strategy.
Steph Neville advised that a key element of the membership engagement strategy
will be to ‘piggy back’ on other events, for example, the Annual Carers Event in
January 2016.
Alan Maden acknowledged the Strategy as a positive step, but recognised the
challenges presented by the Trust’s geography in delivering its ambitions.

89/15

Updates on the implementation of the Strategy will be reported to each meeting
of the Council of Governors. The meeting supported the strategic direction set out
in the Strategy. A further meeting of the Working Group will be arranged for SN
January 2016 to progress this work.
Lead Governor Update
Noted
Anne Broadhurst reported on a successful Carers Event held by the specialist
services network on 25th November 2015. The numbers of carers attending had
increased since the last event, which is positive. The event was also attended by
two psychologists from the Edenfield Centre and Claire Watson. Focus is now on
promoting the Trust’s Annual Carers Event in January 2016.

90/15

Anne Broadhurst advised that she has been contacted by the CQC for feedback,
and will respond, and will also put in CQC posters in areas where she has
connections. It was noted that no other governors have received direct contact
from the CQC at this point.
Any Other Business
Noted

91/15

Margaret Willis requested that future meetings commence with general
housekeeping i.e. in relation to fire exits.
Date and Time of Next Meeting
Monday 29th February 2016 at 10.30am in Conference Room 7, The Curve.
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Meeting of the Council of Governors on Monday 29th February
Chair’s Report
1. Introduction
This report briefs the Council of Governors on items for noting since its last meeting in December
2015 and provides details on upcoming events/opportunities.
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Our Strategic Priorities
2. CQC Inspection
GMW welcomed the CQC Inspectors in the week commencing 8th February 2016. As part of their
inspection, the CQC:








Visited 52 wards
Spoke with 158 service users, 303 members of staff and 27 carers
Reviewed 289 care records
Attended 36 meetings
Received 370 comment cards
Undertook numerous focus groups with staff, service users and carers, governors and other
key stakeholders
Submitted 274 information requests

The Chair, Chief Executive (Bev Humphrey) and Deputy Chief Executive (Neil Thwaite) received high
level feedback from the CQC Lead Inspectors on Friday 12th February. The CQC reported that they:
 Were made to feel very welcome at GMW
 Found staff to be happy, proud to work for GMW and to provide really good care
 Found service users to be happy to be at GMW and to speak highly of the care they receive
and how GMW helps them to recover
A number of areas for improvement were highlighted and the Trust will welcome and act on any
feedback given by the CQC to ensure that are services are the best they can be.
The final CQC Inspection Report is expected in May/June of this year.
Lead: Neil Thwaite, Deputy Chief Executive/Director of Development and Performance
3. Manchester Devolution – Join the Conversation
The Greater Manchester Health and Social Care Devolution Strategic Plan (‘Taking Charge of our
Health and Social Care in Greater Manchester’) was published in December 2015. The plan, which

has been developed and agreed by all 37 NHS organisations and councils in the region, sets out how
those organisations will help people to be healthier and how they will help secure the long‐term
future of our public services.
The GMCA (Greater Manchester Combined Authority) are asking people to join the conversation
about the proposed plans, by feeding back ideas through their own local health and care
organisations, through community roadshows (which are coming to each borough during February
and March 2016), online and through social media.
Lead: Bev Humphrey, Chief Executive
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Our Services
4. Radar on the Radio
At the beginning of the year, our Rapid Access to Alcohol Detoxification Acute Referral (RADAR) ward
at the Chapman‐Barker Unit in Prestwich was featured on BBC Radio Manchester twice!
Following a press release from Nuffield Health Trust, which published figures on how much alcohol
related cases cost the NHS, BBC Radio Manchester interviewed Dr Chris Daly, to gain a better insight
into what we do at on the ward and how this service saves the NHS money. This interview was
broadcast over two days.
RADAR is an innovative service that works with A&E departments across the North West to take
referrals for people repeatedly presenting at A&E with alcohol‐related injuries or illness. The patient
then stays in the ward at Prestwich for five to seven days and undergoes a full detox from alcohol.
The service has already received a Royal College of Psychiatrists award and has received
considerable media interest including a film about the ward shown on BBC Two and the BBC News
Channel.
Lead: Gill Green, Director of Nursing and Operations
5. The Lowry Unit
On Thursday 21st January, staff and service users from both Kingsley and Lowry wards moved into
their brand new unit, called ‘The Lowry Unit’, on the Prestwich site.
Following the move, the former Kingsley Ward has been renamed Delaney Ward and Lowry Ward is
now Isherwood Ward.
An official opening will take place later this year.
Lead: Gill Green, Director of Nursing and Operations
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6. Achieve’s New Location and Official Opening
Achieve Salford Recovery Services have re‐located from Haysbrook Centre and the Recovery
Resource Centre (Mona Street) to a new building, The Orchard Community Centre. The centre is a
focal point for recovery activity in Salford offering support for substance misuse to service users and
their families and carers. The Orchard will provide a base for existing groups and will enable the
development of additional recovery community groups. The official launch of The Orchard
Community Centre took place on 25th February where it was declared open by City Mayor of Salford,
Ian Stewart.
Lead: Gill Green, Director of Nursing and Operations
7. Military Veterans Mental Health Service Launch and Branding
The Military Veterans Mental Health Service launch will take place on Tuesday 15th March in the
Veterans Hub in Warrington. Service users, stakeholders, partners and staff will be in attendance to
celebrate the official launch of the service. Following the launch, there will be a series of roadshows
taking place on the 16th, 17th and 18th March in Cheshire and Merseyside. These roadshows will be
facilitated by GMW and will be a chance for staff to promote the new service and to talk to veterans
and their families about what the service has to offer and what help and support is available. A
series of focus groups have taken place with veterans to help develop a new brand for the service.
This new brand will be unveiled at the launch event on 15th March 2016.
Lead: Gill Green, Director of Nursing and Operations
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Our Service Users and Carers
8. Refresh of Greater Manchester NHS Trust’s Carers Strategy
The role of local carers and the support they require has prompted the launch of an updated Carers
Strategy by GMW. The Family and Carers Strategy was launched on 29 January 2016 by GMW at our
annual carers’ listening event, Carers Matter, in Prestwich.
The strategy recognises and values the important work of family and friends, young and old, caring
for people who need help due to a mental illness, addiction or dementia. It sets out how the Trust
will involve and support carers, as well as how we will work with local organisations to make life
better for carers.
Following a GMW press release and local media coverage, Anne Broadhurst, Lead Governor/ Carer
Governor and Tracy Collard, Carer Lead, were invited to appear on BBC Radio Manchester’s drive
time show on Monday 15th February.
Lead: Gill Green, Director of Nursing and Operations
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9. Children and Young People's Mental Health Research
During Children’s Mental Health Week (8‐14 February), we collaborated with the National Institute
for Health Research (NIHR) to highlight how young people can take part in research.
We run a joint project with the University of Manchester called the Psychosis Research Unit (PRU) to
produce world‐class research that will lead to new and innovative strategies for reducing the distress
experienced by people with psychosis.
Professor Paul French, GMW’s Associate Director of Early Intervention Services and Honorary
Professor, and Dr Rory Byrne, Postdoctoral Researcher at PRU for User‐led research, were filmed as
part of an interview with the NIHR on how children and young people can shape the way that mental
health services and treatments will be delivered in the future. The film was launched on Monday 8th
Feb and promoted by GMW and the NIHR.
Lead: Steve Colgan, Medical Director
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Our Staff
10. GMW Pays Staff ‘Living Wage’
GMW officially announced its commitment to being a Living Wage employer on 27th October 2015 –
making us the first NHS trust in the North West to offer the Living Wage to all our staff. As of 1st
December 2015, 265 staff benefitted from a pay rise with the Living Wage currently set at £8.25 per
hour.
Lead: Andrew Maloney, Director of HR and Corporate Services
11. Professor Alison Yung Named one of the ‘World’s Most Influential Scientific Minds’ for the
Second Year Running
Alison Yung, Honorary Consultant at GMW and Clinical Professor at The University of Manchester,
has been listed in the 2015 World’s Most Influential Scientific Minds and named on the list of Highly
Cited Researchers.
The 2015 list of Highly Cited Researchers represents some of the world’s most influential minds and
recognises leading academics in the sciences and social sciences from around the world.
Following a GMW press release, Professor Yung was interviewed by BBC Radio Manchester.
Lead: Steve Colgan, Medical Director
12. Key 103 Mission Christmas, Cash for Kids
GMW held a ‘present drop’ at The Curve for staff to donate, helping contribute to Mission Christmas
4

Key 103 with the help of businesses and organisations across Manchester raised a staggering
£1,962,467 of toys, making a difference to 51,390 local children who otherwise may have received
nothing on Christmas morning.
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Our Performance
13. Financial
GMW continues to report a Financial Sustainability Risk Rating of 4 with Monitor (meaning ‘no
evident concerns’) and is forecasting this rating at the end of 2015/16. The Trust is on plan to deliver
a surplus at year‐end.
14. Operational
GMW continues to meet its key performance targets, including Monitor’s mental health indicators,
national and local CQUIN schemes and GMW’s Quality Account priorities.

Alan Maden
Chair
February 2016
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The Five Year Forward View
for Mental Health
A report from the independent Mental Health
Taskforce to the NHS in England

Key points

Introduction

• Following the publication of the Five Year

Formed in March 2015, the Mental Health
Taskforce brought together health and care
leaders, people using services and experts in
the field to create a mental health Five Year
Forward View for the NHS in England.

Forward View, Simon Stevens commissioned
the Mental Health Taskforce to produce an
independent report.

• The taskforce sets out a number of priority

areas for action, including improving crisis
care and physical health outcomes.

• The report identifies the need to invest an

additional £1 billion in 2020/21, which will
generate significant savings. It builds on the
£280 million investment each year already
committed to drive improvements for children
and young people.

• The taskforce report recommends the

creation of a Mental Health Advisory Board
reporting to the Five Year Forward View
Board, publicly updating on progress against
recommended outcomes.

The report, published in February 2016, sets
out a vision for improving the mental health of
children, young people, working-age adults and
older people. In addition to recommendations
focused on the NHS and associated arm‘slength bodies (ALBs), the final report also
makes a series of wider recommendations
aimed more broadly at government and wider
partners, including local government.
For the NHS, the taskforce sets out a number of
priority areas for action. People facing a crisis
should have access to mental health care seven
days a week and 24 hours a day, in the same
way that they are able to get access to urgent
physical health care. The report identifies
the need to invest an additional £1 billion
in 2020/21, which will generate significant
savings. It builds on the £280 million
investment each year already committed to
drive improvements in children and young
people’s mental health, and perinatal care.
This briefing summarises key points from the
report for Mental Health Network members.

Background

Priority actions for the NHS
by 2020/21

Following the publication of the Five Year Forward
View1 in October 2014, the Mental Health Taskforce
was commissioned by Simon Stevens, on behalf of
the NHS, to produce an independent report setting
out the start of a ten-year journey for transformation.
The report makes recommendations to the NHS
and national ALBs. Those bodies include the Care
Quality Commission, Health Education England,
NHS England, Public Health England and NHS
Improvement.

The taskforce’s report sets out a number of priorities
for change over the next five years. A summary of
those priorities follows below.

Achieving change also requires action to address
wider societal issues, including support to stay in
education or work, access to supported housing and
tackling stigma. In addition to recommendations
focused on the NHS and associated ALBs, the report
also makes a series of wider recommendations aimed
more broadly at government and wider partners.
More than 20,000 people gave their views to the
taskforce on how the NHS needs to be reshaped
to improve its response to people’s mental health
needs. NHS England published a summary of those
views in September 2015.2
Priorities emerging from that exercise were to
promote good mental health and prevent problems
arising, to increase access to high-quality services
and provide greater choice of evidence-based care.
The taskforce’s final report also builds on the
recommendations of the Children and Young People’s
Mental Health Taskforce report, Future in mind,
which was published in March 2015.3
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Supporting people experiencing a mental
health crisis
The taskforce recommends that, by 2020/21,
“NHS England should expand Crisis Resolution and
Home Treatment Teams (CRHTTs) across England
to ensure that a 24/7 community-based mental
health crisis response is available in all areas, and
that these teams are adequately resourced to offer
intensive home treatment as an alternative to an
acute inpatient admission.” A model of care will be
developed for children and young people within this
expansion programme.
As a step towards establishing a seven-day NHS for
people’s mental health, it is also recommended that
NHS England should ensure that ‘Core 24’ liaison
mental health services are available in up to half
of acute hospitals across England, providing 24/7
all-age mental health liaison services in emergency
departments and inpatient wards.
The report also recommends that more must be done
to prevent suicides. The report states that “improving
the seven-day crisis response service across the NHS
will help save lives”. By 2020/21, at least 10 per
cent fewer people will take their own lives. This can
be done, it is suggested, by leading a major drive to
reduce suicide across the population to support areas
to put multi-agency prevention plans in place.
NHS Improvement and NHS England should identify
what steps services should take to ensure that all
deaths by suicide across NHS-funded mental health
settings, including out-of-area placements, are
learned from, to prevent repeat events. It is further
recommended that the CQC should then embed this
information into its inspection regime.

Improving responses to mental and physical
health needs
The taskforce recommends that NHS England should
lead work to ensure that, by 2020/21, 280,000
more people living with severe mental illness have
their physical health needs met by increasing early
detection and expanding access to evidence-based
physical care assessment and intervention. This will
involve developing, evaluating and implementing
models of primary care whereby GPs and practice
nurses take responsibility for delivering the full suite
of physical care screenings, outreach, carer training
and onward interventions or referrals, in line with
NICE guidelines. This model should include outreach
workers or carer training to support service users to
access primary care.
In addition, NHS England should ensure that people
being supported in specialist older-age acute physical
health services have access to liaison mental health
teams – including expertise in psychiatry of older
adults – as part of their package of care. This should
be incentivised through the introduction of a new
national CQUIN or alternative incentive payments,
and embedded through the vanguard programmes.
By 2020, Public Health England should prioritise
ensuring that people with mental health problems
who are at greater risk of poor physical health get
access to prevention and screening programmes.
This includes primary and secondary prevention
through screening and NHS Health Checks, as well as
interventions for physical activity, obesity, diabetes,
heart disease, cancer and access to ‘stop smoking’
services. As part of this, NHS England and Public
Health England should support all mental health
inpatient units and facilities (for adults, children and
young people) to be smoke-free by 2018.
MCP, PACS, UEC vanguards and the Integrated
Personalised Commissioning Programme should be
supported to ensure that the inclusion of payment for
routine integrated care adequately reflects the mental
health needs of people with long-term physical health
conditions within new care model programmes.
Vanguard sites should also provide greater access
to personal budgets for people of all ages, including
children and young people who have multiple and
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complex needs, to provide more choice and control
over how and when they access different services.
The report also recommends that NHS England
should invest to increase access to integrated
evidence-based psychological therapies for an
additional 600,000 adults with anxiety and
depression each year by 2020/21 (resulting in at
least 350,000 completing treatment), with a focus
on people living with long-term physical health
conditions and supporting 20,000 people into
employment.
The Cabinet Office should ensure that the new Life
Chances Fund of up to £30 million for outcomebased interventions to tackle alcoholism and drug
addiction requires local areas to demonstrate how
they will integrate assessment, care and support for
people with co-morbid substance misuse and mental
health problems.

Transforming perinatal care for children and
young people
The report states NHS England should deliver a
“fundamental change” in the way children and young
people’s services are commissioned and delivered.
By 2020/21, it is suggested at least 70,000 more
children and young people each year should have
access to high-quality mental health care when they
need it.
NHS England should continue to work with Health
Education England, Public Health England,
government and other key partners to resource and
implement Future in mind, building on the 2015/16
local transformation plans and going further to
drive system-wide transformation. The CYP local
transformation plans should be refreshed and
integrated into the forthcoming sustainability and
transformation plans (STPs).
NHS England should work with CCGs, local
authorities and other partners to develop and trial
a new model of acute inpatient care for young
adults aged 16-25 in 2016, working with vanguard
sites. This should evaluate: developmentally and
age-appropriate inpatient services for this group;
supporting young people in an environment that
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maximises opportunities for rehabilitation and
return to education, training or employment; viewing
the young person within their social context; and
enlisting the support of families or carers. This
should build on the existing trials of new models of
‘transitional’ services for those aged 0–25.
By 2020, NHS England should invest to ensure
30,000 more women each year access evidencebased specialist mental health care during the
perinatal period. This should include access to
psychological therapies and ensuring the right range
of specialist community and inpatient care are in
place across England.

Access standards and care pathways
By 2020/21, the taskforce recommends that NHS
England should complete work with ALB partners to
develop and publish a clear and comprehensive set of
care pathways, with accompanying quality standards
and guidance, for the full range of mental health
conditions. These standards should incorporate
relevant physical health care interventions and the
principles of co-produced care planning, balancing
clinical and non-clinical outcomes (such as improved
wellbeing and employment). Implementation should
be supported by use of available levers and incentives
to ensure delivery, plus – among other enablers – the
development of aligned payment models by NHS
England and NHS Improvement. In addition, NHS
England should ensure that by April 2016 more than
50 per cent of people experiencing a first episode of
psychosis should have access to a NICE–approved
care package within two weeks of referral, rising to at
least 60 per cent by 2020/21.

Models of payment
The report states that “mental health services have
been plagued by years of under investment”. It
also states that “more than half of mental health
trusts are paid using block contracts”. The taskforce
report argues that this means financial levers to
drive change are lacking, and explores the current
state of play with regard to alternative models of
payment approaches being developed. In future, it
states, payment models should “incentivise swift
access, high-quality care and good outcomes, while
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deterring cherry picking of people who seem ‘easiestto-treat’.” NHS England should ensure that “by April
2017, population-based budgets are in place which
give CCGs or other local partners the opportunity
to collaboratively commission the majority of
specialised services across the life course”. It is
further recommended this is tested “at scale, with
a particular focus on secure care commissioning,
perinatal and specialised CAMHS services.” NHS
England and NHS Improvement should together lead
on costing, developing and introducing a revised
payment system by 2017/18 to drive the whole
system to improve outcomes that are of value to
people with mental health problems and encourage
local health economies to take action in line with the
aims of this strategy. This approach should be put
in place for children and young people’s services as
soon as possible. A full set of principles to underpin
payment approaches in mental health should look
like is contained within the report, and summarised
briefly on the next page (see page 5).

Acute and secure care
In 2016, NHS England and relevant partners should
set out how they will ensure that standards coproduced with experts by experience, clinicians,
housing and social care leads are introduced for
acute care services. Integral to the standards should
be the expectation that acute mental health care is
provided in the least restrictive manner and as close
to home as possible, with the practice of sending
people out of area for acute inpatient care due to
local acute bed pressures eliminated entirely no
later than 2020/21. Plans for introduction of the
standards should form part of a full response to the
Independent Commission on Acute Adult Psychiatric
Care, established and supported the Royal College of
Psychiatrists, by no later than the end of 2016/17.
NHS England and NHS Improvement should also
ensure that use of the Mental Health Act is closely
monitored at both local and national level, and
rates of detention are reduced by 2020/21 through
the provision of earlier intervention. Targeted
work should be undertaken to reduce the current
significant over-representation of BME and any other
disadvantaged groups in acute care.

Principles underpinning payment approaches in
mental health
1. “Unaccountable” block contracts for mental
health should not be used.
2. Providers should be rewarded for delivering
whole pathways of care and achievement of
outcomes, rather than providing a number of
days of care within a particular setting.
3. Both national and local outcome measures
should be used.
4. Where integrated care is needed, payment
should similarly be integrated.
5. Payment approaches should include access
standards, where these are developed, to drive
achievement of improved access.
6. Payment approaches should be developed with
experts by experience, reward engagement and
delivery of access to excellent care for particular
groups, where this is appropriate. This may
include BME populations and people with
co-morbidities.
7. Outcomes should be holistic and reward
collaborative working.
8. Payment systems must promote transparency
and increased provision of high-quality data.
9. Payment systems should support improved
productivity, value, efficiency and reduced
costs.
10. Payment systems should support pathways
through services, rewarding and incentivising
step down to lower-intensity settings and a
focus on care in the least restrictive setting.
11. National guidance should support
commissioners to commission effectively using
appropriate payment approaches.
12. Additional support should be provided to
commissioners to build leadership, capacity
and capability in commissioning services.
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NHS England should lead a comprehensive
programme of work to increase access to highquality care that prevents avoidable admissions
and supports recovery and ‘step down’ for people
of all ages who have severe mental health problems
and significant risk or safety issues. Care should
be provided in the least restrictive setting, as close
to home as possible. This should seek to address
“existing fragmented pathways in secure care,
increase provision of community-based services such
as residential rehabilitation, supported housing and
forensic or assertive outreach teams and identify new
co-commissioning, funding and service models”.
This work should also “tackle inequalities for groups
shown to be over-represented in detentions and
lengthy stays, and seek to ensure that out-of-area
placements are substantially reduced”.

Tackling inequalities in access and outcomes
The taskforce report states more must be done to
tackle inequalities in access and outcomes.
The report states that “there has been no
improvement in race inequalities relating to mental
health care since the end of the five-year Delivering
Race Equality programme in 2010. Inequalities in
access to early intervention and crisis care, rates of
detentions under the Mental Health Act 1983 and in
lengths of stay in secure services persist.” National
and local commissioners must show leadership
in tackling unwarranted variations in care. The
Department of Health should address race equality as
a priority and appoint a new equalities champion to
drive change.

Supporting employment
Employment should be consistently recognised as a
crucial health outcome. The report calls for the NHS
to play a greater role in supporting people to find or
stay in employment.
The taskforce recommends that, by 2020/21, up
to 29,000 more people living with mental health
problems should be supported to find, or stay in,
work through increasing access to psychological
therapies for common mental health problems
and expanding access to individual placement and
support (IPS). NHS England, the report states, should
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at least double the IPS programme to reach 30,000
people in contact with secondary mental health
services, meaning at least 9,000 more people will be
supported to find employment each year.
Building on the existing centres of excellence,
NHS England should seek to match this investment
by exploring the use of social impact bonds (SIBs) or
other social finance options.

A transparency revolution
In order to support improvements in commissioning
and inform effective decision-making, the taskforce
report calls for a “data revolution”. The Department
of Health, HSCIC and MyNHS, working with NHS
England, should improve transparency in data
to promote choice, efficiency, access and quality
in mental health care, ensuring that all NHScommissioned mental health data is transparent
(including where data quality is poor) to drive
improvements in services.
The CCG Performance and Assessment Framework
should include a robust basket of indicators
to provide a clear picture of the quality of
commissioning for mental health. To complement
this, NHS England should lead work on producing
a mental health Five Year Forward View dashboard
by the summer of 2016 that identifies metrics for
monitoring key performance and outcomes data
that will allow us to hold national and local bodies
to account for implementing this strategy. The
dashboard should include health and social outcomes
for people with mental health problems.
By April 2016, NHS England and Public Health
England should also set out a clear plan to develop
and support the Mental Health Intelligence
Network over the next five years, so that it supports
data linkage across public agencies, effective
commissioning and the implementation of new
clinical pathways and standards as they come online.
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NHS workforce
NHS England should ensure current health and
wellbeing support to NHS organisations extends
to include good practice in the management of
mental health in the workplace, plus the provision of
occupational mental health expertise and effective
workplace interventions from 2016 onwards. NHS
England should also introduce a CQUIN or alternative
incentive payment relating to NHS staff health
and wellbeing under the NHS standard contract by
2017. Furthermore, NHS England should develop
and introduce measures of staff awareness and
confidence in dealing with mental health into annual
NHS staff surveys across all settings.
Health Education England should work with NHS
England, Public Health England, professional bodies,
charities, experts by experience and others to develop
a costed, multidisciplinary workforce strategy for the
future shape and skill mix of the workforce required
to deliver both this strategy and the workforce
recommendations set out in Future in mind. This
review should address training needs for both new
and existing NHS-funded staff and should report by
no later than the end of 2016.

“NHS England should
develop and introduce
measures of staff awareness
and confidence in dealing
with mental health into
annual NHS staff surveys
across all settings.”

Implementation and delivery
The taskforce report puts forward “an ambitious but
deliverable strategy” for mental health to “realise
improvements in prevention, access, outcomes and
experience, backed by a strong clinical and economic
case for investment”. Implementation, it states, will
require robust leadership.

Governance
A robust governance framework should be put in
place to implement the programme, which should
be refreshed in 2019/20 in the light of new data
that will emerge. A summary of the key elements of
the recommended governance arrangements are
illustrated in the box below.
Governance arrangements

• Establishing NHS England as the lead ALB

with responsibility for overall delivery of the
strategy, led by the appointment of a new senior
responsible officer.

• Embedding co-production within the design

and delivery of the programme, through the
involvement of those with experience of mental
health services and the organisations that
represent them. This should include creating an
independent external advisory board to provide
independent scrutiny and challenge to the
programme.

• Establishing a new cross-ALB programme board
as a single coherent governance structure for
delivering the strategy at a senior operational
level, including defining the best approaches for
local delivery.

• Appointing an equalities champion, with a

specific remit to tackle mental health inequalities
across the health system and through crossgovernment action.

• Ensuring the necessary level of resource within
the national team overseeing day-to-day
implementation.

Investment
The report clearly states that “without additional
investment it will not be possible to implement this
strategy and deliver much-needed improvements to
people’s lives, as well as savings to the public purse“.
Investment is required in priority areas to help put
the “essential building blocks in place” to improve
the system over the long term and to increase access
to proven interventions that improve outcomes
and deliver a return. The report identifies that an
additional £1 billion should be available in 2020/21.
This builds on the £280 million investment each year
already committed to drive improvements in children
and young people’s mental health, and perinatal care.
The report’s proposals for investment are primarily
targeted at expanding access to evidence-based
care and scaling up effective programmes of work,
supported by system reforms that are already
happening and where the NHS can expand workforce
capacity relatively quickly.
However, the taskforce also recognises the reality that
reinvesting in services, planning for and recruiting
into the workforce, and initiating system reform takes
time. Proposals therefore focus on consolidating
and expanding programmes for children and young
people, for perinatal care and for early intervention in
psychosis next year, in parallel to laying the ground
for wider investment across the full range of priorities
for action from 2017/18 onwards.

“The report identifies that
an additional £1 billion
should be available in
2020/21.”

The Department of Health, Cabinet Office and NHS
England should put in place clear mechanisms
for ensuring that the cross-government
recommendations made in this report are
implemented in full, and support continued action
to combat stigma and discrimination.
February 2016 Issue 288 The Five Year Forward View for Mental Health
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Wider recommendations
to government
Securing new investment and realising the associated
savings will “require commissioners and providers,
nationally and locally, to demonstrate that they are
delivering high-quality care and value for money
within their budgets”. This means “implementing
evidence-based standards for treatment, supporting
quality improvement, improving data on outcomes
and spend, a strong commitment to transparency,
and integrating services at every level to meet the
needs of their population”.
Mental health must remain a priority in a challenging
financial climate for the NHS in the next five
years. This is why the taskforce has set out specific
recommendations “to ensure that there is proper
transparency and accountability for how money is
spent”. As a minimum, from 2016/17 the taskforce
expects CCGs to be able to demonstrate how they
will increase investment in mental health services in
line with their overall increase in allocation each year
or in line with the growth in recurrent programme
expenditure.

“This is why the taskforce
has set out specific
recommendations
‘to ensure that there is
proper transparency and
accountability for how
money is spent’.”

The taskforce also makes a number of wider
recommendations to government and system
partners, including the following.

Mental health research
The Department of Health, working with all relevant
parts of government, ALBs, independent experts,
experts by experience and industry, should publish
a report in one year from now setting out a ten-year
government and ALB strategy for mental health
research.

Department for Work and Pensions
The Department for Work and Pensions should
ensure that when it tenders the Health and Work
Programme it directs funds currently used to support
people on employment support allowance to
commission evidence-based health-led interventions
that are proven to deliver improved employment
outcomes – as well as improved health outcomes – at
a greater rate than under current work programme
contracts.
Furthermore, the Department of Work and Pensions
should, based on the outcome of the Supported
Housing review in relation to the proposed housing
benefit cap to local housing allowance levels, ensure
the right levels of protection are in place for people
with mental health problems who require specialist
supported housing.

Health and criminal justice
Ministry of Justice, Home Office, Department of
Health, NHS England and Public Health England
should work together to develop a complete health
and justice pathway to deliver integrated health and
justice interventions in the least restrictive setting,
appropriate to the crime which has been committed.

Digital
The Department of Health, through the National
Information Board, should ensure there is sufficient
investment in the necessary digital infrastructure
to realise the priorities identified in this strategy.
Each ALB should optimise the use of digital channels
to communicate key messages and make services
more readily available online, where appropriate,
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Mental Health Network
viewpoint
drawing on user insight. Building on trial findings,
NHS England should expand work on NHS Choices
to raise awareness and direct people to effective
digital mental health products by integrating them
into the website and promoting them through social
marketing channels from 2016 onwards.

Children and young people
The Department of Health should, together with the
Department for Education, establish an expert group
to examine the needs of children who are particularly
vulnerable to developing mental health problems
and how their needs should be best met, including
through the provision of personalised budgets. Both
departments should also review the best way to
deliver parenting programmes.
The CQC should work with Ofsted to establish how
inspectorates can work together to look at how
effectively health, education and social care systems
are coming together to improve mental health
outcomes.

We very much welcome the vision and priorities set
out by the report. The Mental Health Network chief
executive is a member of the Mental Health Taskforce
and has been heavily involved in its work.
We know much more must be done to improve access
and outcomes relating to services, and – crucially
– that this will only be possible with significant
additional investment. The taskforce is clear that
extra funding in the order of £1 billion in 2020/21
will be necessary to deliver on this ambitious agenda,
over and above commitments made earlier in 2015
relating to children, young people, perinatal and
eating disorder services.
Whether the recommendations contained within this
report are successfully implemented will be a key test
of the government’s commitment to mental health
over this parliament.
For more information about the issues raised in this
briefing, please contact rebecca.cotton@nhsconfed.org

Tackling stigma
The Department of Health should work with Public
Health England to continue to support proven
behaviour change interventions, such as Time to
Change, and to establish mental health champions
in each community to contribute towards improving
attitudes to mental health by at least a further
5 per cent by 2020/21.

“The CQC should work
with Ofsted to establish
how inspectorates can work
together to look at how
effectively health, education
and social care systems are
coming together to improve
mental health outcomes.”
February 2016 Issue 288 The Five Year Forward View for Mental Health
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Compelling Vision

GM Mental Health and Wellbeing Strategy

Improving child and adult mental health, narrowing their gap in life
expectancy, and ensuring parity of esteem with physical health is
fundamental to unlocking the power and potential of GM communities.
Shifting the focus of care to prevention, early intervention and
resilience and delivering a sustainable mental health system in GM
requires simplified and strengthened leadership and accountability
across the whole system. Enabling resilient communities, engaging
inclusive employers and working in partnership with the third sector will
transform the mental health and well being of GM residents.
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GM Vision: Aims
● We propose a whole system approach, that includes involvement from the independent and third sector, to improve the mental health and wellbeing of
individuals and their families, supported by resilient communities, inclusive employers and services that maximise independence and choice.
● We will simplify the provider system and bring together commissioning across GM focused on the delivery of agreed GM level outcomes and standards to deliver,
deeper integration, needs based pathway models, pooled budgets and more community-based recovery-focussed models of support.
● Children and Young People’s mental health forms an integral part of our overall strategy. We will use the opportunities through devolution to collectively respond
to the challenges outlined within Futures in Mind and in doing so transform the provision of services for the young people in GM
● We will support and develop our GM workforce to work in new ways to deliver our vision recognising their importance to delivering a sustainable whole system
approach to mental health
● Greater integration across mental and physical health and social care services within each of the ten GM localities as well as across the wider GM conurbation.
These will be patient, carer and family focused, accessed in a consistent, simple way. We will invest in community and crisis support to reduce the requirement for
acute and long term care.
● Develop Prime Provider models to improve pathway design, capacity and efficiency for specialist services

● We will promote employment for people with mental health problems and provide timely and effective support to help people stay in employment through
building on the current GM Mental Health and Employment Programme of activity.
● We will support those most vulnerable in society to help reduce the risk of developing poor mental health, and those with existing mental health conditions from
deteriorating further. In doing this we will build on GMs existing approach to supporting people with complex needs
● Ensure our focus on mental health is integrated with Local Care Organisations
● Through the implementation of the GM strategy, address the wider financial impact of poor mental health on the wider public sector system and deliver against
the £146m potential financial benefits identified

Simplify
Landscape

● Provider system
leader
● GM Commissioning

Improve
Services

● GM Wide standards based
on the best practice
● GM wide 24/7 crisis
response for children and
greater consistency for
adults

Better
Health
and
Wellbeing

● Inclusive training and
employment
● Community resilience
● School involvement
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Stakeholder engagement and feedback

Themes from stakeholder engagement
In developing the strategy we have undertaken a number of conversations and engagement sessions across GM. The key themes arising
from these discussions are summarised below, set against each of the 4 strategic principles for improved mental health and wellbeing in
GM.

● Increase low level intervention spend.

● Mental health support should be embedded in
physical healthcare.

● Focus should be on prevention in order to reduce
service demand in higher tiers.

● Improve access for cohorts of population who
currently find it difficult to access.

● Target children through use of schools and
communities.
● Appropriate mental health training for front
line staff.

PREVENTION

ACCESS

● Reduce waits and increase consistency of access
for IAPT therapies.

● Long wait for IAPTs therapies.

● Eliminate inconsistency of service outcomes
across GM.
● Improved integration and transition of children to
adult services.
● Single point to access care and support.
● Commissioners (health and local authority) to act
as one to give clarity of purpose for providers.
● Providers to be encouraged to build
collaborative approach.
● Develop consistent minimum standards that
allow for local delivery choices.

● Eliminate the vast majority of out of area
placements.

INTEGRATION

SUSTAINABILITY

● Group GM resources to commission more
efficiently and effectively.
● Untangle the current governance to streamline
decision making and actions.
● Agree common delivery outcomes across GM
(the what).
● Allow local delivery methodology (the how).
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Stakeholder engagement

What does great look like?
Through discussions, our stakeholders have articulated what great services would look like. Their suggestions on how we could do things differently are
highlighted below under each of the four strategic principles
Prevention
● Mental health on education
curriculum.
● Intervene earlier in children’s and
young people services as method
of prevention.
● Support for families and carers.
● Support people with mental
health problems to improve their
general health for example to quit
smoking
● Reduced crisis/demand
management.
● Shift to self help.

Access
● Single point of entry.
● Service users access the
appropriate level, setting, and
location of services.
● Service users access services
earlier.
● Directory of voluntary sector
providers.

● First response at single point of
access is consistent.
● Service users understand where
to get the help they need.

● Public behaviour change.

● Access equitable to
minority groups.

● Training to employers and
communities about mental health.

● Reduction in interfaces, more
self-referral.

● Community support features in
care plans.

● Information is consistent and
available in one location.

● Service users offer back to the
community.

● High quality short-term
interventions of high intensity
when ill.

● No stigma – rebadge mental
health.
● Peer support.
● Commissioning research to find
out what works.
● Mental health media campaign
to demonstrate prevention.

● Improve opportunities for
self-care.
● Not just about Tier 3/4 services
– need lower level Tier 2
services for children and
young people.

Integration
● Every GP has mental health champion across
the system.
● Multi-agency hubs, “mental health is my job”.
● Stronger links to employment and skills and supporting
people with complex needs

Sustainability
● Workforce is trained in a range of
disciplines, knowledge of the relevant
services for referral. Core skills
defined and consistent
across GM.

● Integrated children and young people services across
public sector boundaries e.g. CAMHS in schools.

● Holistic approach -supporting people
to self-manage, maintain work,
looking at mental health in the
context of areas such as justice,
troubled families.

● Care co-ordination.

● Embracing technology.

● Services are co-designed and co-evaluated between
commissioners, providers and the public.

● Community resilience – “community
manages itself”.

● Less separation of mental and physical wellbeing.

● Adequate funding for
mental health.

● Local commissioner that boroughs feed into – note
some participants did not agree on this point.

● Fewer pathways, fragmentation and organisations.
More joined up governance and leadership.

● Integration with 3rd sector.
● Whole person care.
● Role of family and circumstances acknowledged.
● Asset based community model.
● Shared information and communication.

● Sustainable recovery – follow up.
● Funding to release people to conduct
peer challenge.
● Information sharing and data.
● Reduction in prescribing drugs.
● Mental health support for staff.

● Joined up working to avoid duplication of assessment.
● Recruitment, promotion and performance framework
based on shared principles.
● Economies of scale/one stop shop co-located services
in community hubs so we are all
working together.
● Mental health feels “less separate” from the rest of the
“caring infrastructure”.
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Compelling Vision

Strategic Plan on a Page
CHARACTERISTICS TO UNDERPIN VISION

PREVENTION

Place based and person centred life course approach improving outcomes, population health and health inequalities through initiatives such as health and work.

ACCESS

Responsive and clear access arrangements connecting people to the support they need at the right time

INTEGRATION

Parity of mental health and physical illness through collaborative and mature cross-sector working across public sector bodies & voluntary organisations

SUSTAINABILITY

Ensure the best spend of the GM funding through improving financial and clinical sustainability by changing contracts, incentives, integrating and improving IT & investing in
new workforce roles
MENTAL HEALTH AND WELLBEING STRATEGY

PREVENTION

Early Years: Children & Family

Parity of Esteem

STRATEGIC GOLDEN THREADS

Wellbeing
Research Deployed to Inform Best Practice

Technology providing new innovative forms
of support

Leverage Successful Programmes e.g.
Troubled Families

Self care

Priorities
Identified for
Years 1 and 2

The Strategic
Initiatives

Single Point of Access and Care Coordination
IAPT Services of Consistent High
Quality for GM
Improving Support for Carers and
Parents at Risk

Suicide Prevention

Introduce 24/7 Mental Health and 7
Day Community Provision for CYP

Early intervention

Ensure consistent 24/7 Mental Health
and 7 Day Community Provision for
adults including crisis concordat

Targeted public health campaigns

Supporting vulnerable people
Prepare the Workforce for Integrated Joined
Up System

ACCESS

Workplace and employment support

Consistent Standards and Protocols
for Step Up and Step Down
Self-sufficiency in GM Provision (out
of area placements)
Eating Disorders for Children and
Young People
Consistent ADHD services for all age
groups

CASE FOR CHANGE

INTEGRATION
Integrated place based
commissioning & contracting aligned
to place based reform
Vertical & horizontal integration
across community, primary & acute
care
Whole person integrated vertical care
pathway across a horizontal integration
of care
A strong partnership with the
community and voluntary sector
Asset-based approach and devolution
estate managed centrally

SUSTAINABILITY
System leadership

Working practices

Programme prioritsation

Pooling of mental health budgets

Provider Landscape Redesign

Payment and incentives

Integrated monitoring, standards
and KPIs

Regulation reform

Integrated data sharing

New investment streams

PRIORITY POPULATION GROUPS

STRATEGIC INITIATIVES
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Current Position
● By 2020/21 the GM health and social care system faces an estimated financial deficit of £2bn demonstrating the need for radical
transformation.
● Costs to the wider health care system of our current approaches are significant:
– Poor mental health makes physical illness worse and raises total health care costs by at least 45% for each person with a long-term
condition.
– This suggests between 12% and 18% of all NHS expenditure on long-term conditions is linked to poor mental health and wellbeing –
between £8 billion and £13 billion in England each year (GM, between £420m and £1.08bn).
– Transforming mental health (along with physical health) services has the ability to contribute significantly to the £2bn projected
financial deficit for Health and Social Care in GM by 2021
● There are 3,981 people in GM in contact with mental health services for every 100,000 of the population compared to 2,176 nationally.

● £615m is spent on mental health services across Greater Manchester, with a wide variance across localities. This is made up of:
– LA spend (£97.05m).
– CCG Learning Disability spend (£38.3m).
– CCG MH Specialist Commissioning (£76.5m) (which includes specialist units.
– CCG MH Spend (£403.4m) - Approximately £30.1m of this is spent on out-of-area inpatient treatment
(7.27% total CCG spend) including acute admissions due to capacity shortfalls and longer terms placements with complex needs
● The wider economic cost to GM of mental health is approximately £3.5bn (see page 21 for breakdown)
● In addition to the above, further costs are incurred within the GM economy as a consequence of poor mental health. These include the
wider costs of mental health associated with unemployment, children with conduct disorder, alcohol and substance misuse and
suicides. The impact of these costs on the GM economy are presented in the economic case on pages 23 onwards.
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System Challenges
● The provider landscape is complex with 5 Adult and Children’s Mental Health NHS Providers, many independent and voluntary sector
providers and a range of specialist mental health services provided outside of GM.
● The commissioning landscape is fragmented. 10 LA’s, 12 CCG’s and 82 Mental Health and Wellbeing Programmes, dedicated expertise
and capacity is scarce and it is therefore difficult to achieve focus, shared solutions and shared priorities.
● There is variability in service provision and outcomes across GM and a lack of consistent and accurate data on activity and outcomes.
KPIs are outdated, which makes it difficult to accurately evaluate performance across GM. Social care and Housing are
underrepresented in service provision leading to higher health activity and costs. Reforming social care to improve information,
prevention, personal budgets, choice and control will yield benefits across the whole service.

● A lack of mental health expertise in GP surgeries and wider primary care and A&E departments is consistently reported and delays
getting access to the right care.
● Improving the mental health of GM residents, and providing reliable access to early help redressing the balance towards early
intervention and prevention will improve family circumstances, help people find and keep good work, improve school attainment and
strengthen communities.
● Lack of integration with wider pubic services

● There is a lack of out of hours, 24/7 crisis care services for children and young people, and inconsistent delivery for adults.
● Services for children and young people and their families and carers, are inconsistent, misaligned and disrupted by transition points.
● Mental health problems in children and young people are associated with educational failure, family disruption, disability, offending
and antisocial behaviour, demands on social services and the youth justice system. Untreated mental health problems create distress
not only in the children and young people, but also for their families and carers, continuing into adult life and affecting
the next generation.

● Mental Health problems are often part of a wider set of complex issues for individuals and families. For example:
● Mental health problems consistently arise with the families we are supporting trough our Troubled Families Programme,
● 68% of the clients on our Working Well Programme (aimed at supporting long term unemployed into sustainable employment)
highlight mental health as an issue
● 18% of secondary care patients in Manchester are not in stable accommodation, mental health problems can be a cause and effect of
housing issues
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Learning from local best practice examples and academic research
There are many
examples of best
practice across GM
which could feasibly be
scaled up.
The implementation
plan will set out how
this can be achieved
and identify
mechanisms through
which we can scale up
local exemplars.
At the GM level the
SelfHelp sanctuary
crisis model is being
rolled out. This will
divert people from
A&E, reduce the
number of section
136s and provide a
suicide prevention
service

GM West RAID – Bolton and Trafford
Successfully implemented RAID – Rapid Access Interface
Discharge for its Bolton and Trafford facility, reducing bed
days by supporting more timely discharge and hence
drive efficiencies.

Centre for Mental Health and Safety
Develop the links between research
base to practice across GM.

Perfect Weeks - Wigan
This is an initiative to
‘suspend the rules’ for a
week to test parts of the
system. This has had
success in Wigan where
Adult Mental Health
workers were linked in to
schools and referred a
mother for services,
subsequently establishing
a good outcome for both
mother and child.
School Model in Chiltern
High Manchester – 42nd
Street
Resilience workshops and
assemblies, mental health
workers with case load and
drop in, dedicated help line
for staff and services offered
over the school holidays.

Key Workers - Trafford
Key workers have been used in the Stronger
Families Phase 1 in Trafford to improve
integration, coordination, prioritisation of
support for people with mental health
problems, focused on evidence based
interventions and greater levels of flexibility
going beyond the status quo.

Crisis Concordat - Oldham
GMP in Oldham and Pennine Care
NHS FT jointly developed Oldham
Phone Triage/RAID Pilot Project to
provide a service available to local
police officers who attend incidents
where an individual appears to be
experiencing mental health
problems; police able to contact
dedicated 24 hour telephone
number for assistance from the
Trust’s psychiatric liaison service
RAID (Rapid Assessment Interface
and Discharge). This has now been
rolled out across GM
Tameside, Oldham and Glossop
MIND
Approached by the local authority
to build a wellbeing centre.
Transformation of the building
took 12 months and c.£250k. The
result is used by the community
and well regarded nationally as a
modern wellbeing centre.
5 Ways to Well-being in Stockport
Aimed at improving mental health
and well-being across the population
and enabling people to reach their
full potential
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Learning from social models across the UK and beyond
There are many
Acute hospital
examples of services
A&E liaison
that enable people to
(Birmingham)
manage their own
Comprehensive
care, to work together
RAID support
with peers, and to be
available 24/7 to all
supported at home
people aged 16 in
with complex needs.
hospital
Learning from these
have fed into the
development of the
THISWAYUP
GM Strategy and
(Aus, NZ, USA and
initiatives.

Canada)
Computer aided
recovery course with
50% complete recovery

Street Triage
26 street triage
schemes across
England showing a
reduction in use of
police custody as a
place of safety

Clubhouse
International
(worldwide)
Where service users come
together to work join in
activities, cook and
participate in their
community

Mind and Body
(Sheffield)
85% of participants
sustained a change in life
style and better health

Mental Health First Aid
(Australia)
Whole System Redesign
(Northumberland, Tyne
and Weir)
Large scale acute care pathway
redesign integrated triage and
telehelath and rapid access to
housing services, social care,
third sector and specialist
services

Single Point Access
Service
(NHS 111 and MIND)
Developing training
courses designed by
people with lived
experiences to support call
handlers in times of crisis

Training citizens and
volunteers to recognise,
respond to and support
people in mental distress

Big White Wall
(UK)
Internet based
anonymous community
where 95% report
improved health –
better than many IAPT
programmes

Crisis Home Treatment
(Leeds)
Survivor led crisis services
,commissioned for 24/7
response and care

10

Priority Initiatives for Early Implementation

Where are we now and where do we want to be?
Current state
1

Future state

1 Place-based cohesive and collaborative commissioning care
pathways, pan-Greater Manchester for specialised services,
to deliver stronger outcomes, deeper integration, needsbased pathway models, pooled budgets and more
community based models of support linked to wider GM
reform activity.

Complex and fragmented commissioning
for GM’s 2.9 million residents across 10 LAs, 12 CCGs and 82
Mental Health and wellbeing programmes.

2

2
Medical-focussed model of care, which does not always pick
up on the holistic and complex needs of the individual and
their environment.

3

Discrepancies in outcomes and quality standards
across 4 Adult MH NHS providers, 4 CAMHS providers,
specialist provision and numerous voluntary sector providers
results in care that can be inconsistent, misaligned and
disrupted by transition points.

4
Mental health not prioritised in the workforce.

Mental health is ‘everyone’s business’, enabling
local areas to make decisions for system wide outcomes
supported by shared information. This includes mental
health and social care, but more broadly the opportunities to
consider the best approach across public services and the 3rd
sector with a focus on community, early intervention and
resilience.

3

Standardised outcomes framework with minimum
standards, outcomes and access across all providers of
health and social care and shared approaches to
strengthening communities and voluntary sector
effectiveness.

4

All public and private sector employers
promote good employment practice for MH and employees
will be supported to feel happy at work and helped to
achieve life satisfaction. Build on GMs existing Working Well
programme to deliver better outcomes.
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Priority Initiatives for Early Implementation

How do we get to the future state?
Place-based commissioning and place-based
delivery, pan-Greater Manchester for specialised
services. Simplify, consolidate and streamline the
current commissioning landscape to create a robust
and accountable commissioning function which
removes duplication, creates economies of scale and
provides consistency.
Determine a clear vision and understanding of
what services should be provided at the GM and
locality levels.
Consolidate commissioning expertise and
develop new payment and incentive
mechanisms.
Develop minimum standards, with a set of
KPIs, which also cut across non-care
settings, for all providers of health and social
care which can be expanded as necessary at
the local level to reduce variations between
different communities.
Minimum standards will be built around best
practice interventions, taking into account a
need for local variations dependent on
different demographics. GM is committed to
ensuring the new national waiting time
standards are achieved and where
possible exceeded.

A self-sufficient
mental health
system for GM
residents

Through our GM Reform Programme we will
support people with a range of complex needs,
working collaboratively across local services to
deliver the right support at the right time to help
people address the factors which prevent them
from realising their potential. Mental Health
provides a unique connection across all our Public
Service Reform objectives and is driving the wider
strategic partnerships required beyond core NHS
and social care to wider local government
services, GMP, GMFRS, NWAS and others
to ensure mental health is everyone’s
business as part of wider Public
Service Reform.
We will sign up organisations across GM to
a Best Employment Practice Charter in
relation to managing stress, mental health
issues, and drive wellbeing in the
workplace. We will also ensure there is
consistent support available across GM for
those currently unemployed and seeking
employment building on the GM Working
Well programme.
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Wider Strategic Considerations
GM has an ambition to
become a self
sustaining city region
supporting growth and
connecting GM
residents to the
benefits growth brings.
In Nov 2014 GM
settled a historic
devolution agreement
which give local
representatives control
over decisions
previously taken at a
national level.

Taking Charge of our Health and Social Care
On 25 February 2015 Greater Manchester entered into a ground-breaking agreement with government
for the devolution of health and social care . The Memorandum of Understanding formally gave GM
control of £6billion of pubic sector funding from 1 April 2016. “Taking Charge of our Health and Social
Care” describes how clinical and financial sustainability will be achieved in GM, aligned to the Five Year
Forward View.
GM is committed to achieving parity of esteem for people with mental health issues, tackling access
and waiting time standards and breaking down barriers to how care is provided.

Supporting People with Complex Needs
GMs reform programme is focused on supporting people with complex needs. Through transformation
of community based care and supporting and integrated place based working we will support people
and families develop resilience and promote independence. We are redressing the balance towards
early intervention and prevention.

Health and social care , particularly mental health is fundamental to understanding the whole needs of
individuals and families. Our existing reform programmes have shown for example:
●Mental health problems consistently arise with the families on our Troubled Families programme
●68% of people on our Working Well Programme (supporting long term unemployed into sustainable
work) express mental health issues as a barrier to work
●42% of people in custody have identified mental health problems
●80% of women in contact with our women’s centres have or have had mental health problems
There are further examples of individuals with complex needs finding difficulties accessing services
including those adults in contact with the criminal justice system, young offenders, young people in
care. Fragmented commissioning, access to services and waiting times are highlighted as key issues
creating difficulties for many of the people we are working with
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Wider Strategic Considerations
Reimagining services across our whole care system
The GM Strategic Plan, “Taking Charge of our Health and Social Care”, identified five key areas for transformation change:
•Radical upgrade in population health prevention – a shift on focus to population health that supports GM residents to self-manage,
innovates the model for prescribers and pharmacies and tackles the future burden on cardiovascular disease and diabetes
•Transforming community based care and support – a new model of care closer to home that includes scalable evidence based models
for integrated primary, acute, community, mental health and social care.
•Standardised acute and specialist care – the creation of single shared services for acute hospital and specialist services to deliver
improvements in patient outcomes and productivity through establishment of consistent best practice and reduced variation
•Standardised clinical support and back office support – The transformational delivery of clinical support and back office services at
scale, including the establishment of coordination centres to help navigate GM residents through our complex system
•Enabling better care – Creating innovative organisation forms, new ways of commissioning, contracting and payment design,
standardised information management and technology to incentivise new ways of working

Five Year Forward View
The Five Year Forward view set out a clear ambition for the future of mental health services in England:
•To create genuine parity of esteem between physical and mental health.
•Improved waiting times so that 95% of people referred for psychological therapies start treatment in 6 weeks or a fortnight for those
experiencing their first episode.
•Provision close to home for those with intensive needs, particularly for young people
•New commissioning approaches to transform service delivery

National Suicide Prevention Strategy
GM is committed to preventing mental ill health, reducing suicides and promoting mental well-being. Suicide prevention is a key strategic
initiatives of our overall strategy. In taking this forward we will build on the national strategy “Preventing Suicide in England”. This strategy
highlights key risk groups: young and middle aged men; people in the care of mental health services including inpatients; people with a
history of self-harm; people in contact with the criminal justice system and those form specific occupational groups.

In response to the national evidence GM will work towards the development of a suicide prevention strategy aimed at becoming a
‘suicide safer city region’
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Wider Strategic Considerations (cont.)
Greater Manchester Principles of Reform
Our GM Mental Health Strategy will work to address identified difficulties and create stronger links between mental health services and
locality based integrated working. Ensuring flexibility in mainstream services and developing evidence based packages of support aligned to
our GM principles of reform:
 A new relationship between public services and citizens, communities and businesses that enables shared decision making, democratic
accountability and voice, genuine co-production and joint delivery of services. Do with, not to.
 An asset based approach that recognises and builds on the strengths of individuals, families and our communities rather than focussing on
the deficits.
 Behaviour change in our communities that builds independence and supports residents to be in control

 Integrated services that place individuals, families, communities at the heart
 A stronger prioritisation of well being, prevention and early intervention
 An evidence based understanding of risk and impact to ensure the right intervention at the right time.

Greater Manchester Public Service Reform Programme
The existing GM Public Service Reform programme provides the opportunity to integrate mental health into wider reform activity focused.
This programme is focused on the delivery of key outcomes including:
• Supporting 50,000 people facing complex challenges move towards employment
• Engaging and supporting over 27,000 families through the expanded Troubled Families programme
• Reductions in reoffending through the implementation of Intensive Community Orders
• Reductions in reoffending as a result of transforming the work of Women’s Centres
• Implementation of our GM Early Years new delivery model
• Reductions in duplication through better integrated local service provision

15

Priority Initiatives for Early Implementation

What we will have in place by April 2016
By 1 April 2016
How will the system look different
● GM will be working towards the standards set out in the Crisis Concordat.
● There will be a reduction in need for Section 136 powers which when needed will be
used consistently across all 10 LAs in GM through a better understanding of ‘places of
safety’ and introduction of street triage support.
● We will have agreed an approach for Place based commissioning and provision at
locality level with increased collaboration between providers for specialist services.
Integrated commissioning approach based on outcomes aligned with GM
commissioning standards framework. Social Care and Housing will be fully engaged in
commissioning and delivery.
● We will develop links with the Centre for mental Health and Safety to inform
systematic reduction in suicide across GM.
● We will have established formal provider collaboration to achieve
self-sufficiency in GM.
● The Mindful Employers charter will be signed by all public sector agencies in GM.
● Increased integration of RAID into acute services and A&E facilities across GM.
● Create fit for purpose governance arrangements responsible for delivering the GM
wide all-age mental health strategy.
● GM Children and Young People outcomes and standards developed and agreed.
● We will have identified leaders and champions to deliver this strategy and they will
have produced delivery plans for each of the initiatives.

How we will measure success:
1. Number of Employers signed up
to the Employers Charter.
2. Increased number of patients
referred to Raid services.
3. Reduction in the requirement for
S136 powers used and evidence
of consistent application
across GM.

Anticipated Financial Benefits
High level financial savings will be
achieved through better
commissioning, simplified provider
landscape, earlier intervention
through RAID and a focus on
resilience in the workplace
and community.
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Priority Initiatives for Early Implementation

What we will have in place by April 2017
By 1 April 2017
How will the system look different
●A single system, with clear leadership and partnership working across all public sector
organisations.
●We will simplify the provider landscape across GM including the integration with social
care and housing by rolling out integrated place-based commissioning using a primeprovider model, with routine outcome measures.
●Consistent GM wide implementation of 24/7 crisis care and community
support for adults including full implementation of GM Crisis Care concordat.
●Development and implementation of 24/7 crisis care support for children and young
people providing easy access to services that are responsive and provide appropriate
help across all GM.
●Established and published the “citizens deal” with a set of all age standards or citizens
rights for commissioners to use as a floor that no GM services can fall below.
●Strategic partnership arrangements with positive and mature engagement between the
private, public, community, voluntary sector and social enterprises.
●Implementation and application of standards for Children and Young People’s services,
focused on young people’s perspectives and expectations building on the national work,
Young Minds, and work already taking place in GM.
●All acute provision (acute beds, PICU, active rehabilitation, LA alcohol and drugs
services and residential care) will be within GM, and patients will only be sent out of area
for inpatient or outpatient services in exceptional specialist circumstances.
●Wider implementation of the employment charter on mental health across private
sector in GM delivered in collaboration with the LEP and local Universities and
organisations commissioned by GM public sector organisations.

How we will measure success:
1. Improved quality across the
Sector (patient satisfaction,
reduced serious untoward
incidents, and reduced never
events, e.g. a reduced
suicide rate).
2. Improved access and reduced
waiting times.
3. Consistent standards across
Greater Manchester

Anticipated Financial Benefits
High level financial savings will be
achieved through removal of Out of
Area placements and reduced
spend in high-end acute settings
and reduced unemployment
because of mental health.
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Economic Case

Markers of Activity/Demand, Opportunities to Address (1)
The table below summarises the key drivers of activity and demand this strategy aims to influence and successfully address
Outcomes
Reduced
inpatient
admissions
and bed days

● Strategic initiatives have been developed to better manage the drivers of activity and demand based around the 4 strategic pillars for
transformation (prevention, access, integration, sustainability). There are also cross-cutting themes or “golden threads” running through all four
pillars. Communication is needed to change behaviour and create social movement changes to ensure these strategic initiatives deliver the
expected transformation.
● The economic benefits of this strategy are generated by the areas for intervention outlined below:

Improved life
chances for
children with
mental health
conditions

– A shift towards early intervention and prevention where those with mental health issues currently in the health system are supported to
access evidence-based less cost-intensive models of care. This will result in reduced spend in acute in-patient settings.
– A more general increase in the support for those with mental health conditions to move back into work. The benefits here are in a reduction
in public sector spend more generally.
– Early identification and intervention as soon as mental health problems emerge.
– The promotion of mental wellbeing and prevention of mental health problems in childhood and adolescence.

Reduced
number of life
years lost to
mental health

Reduced out
of area
placements

Reduced
running costs
for integrated
commissioning

– The promotion of mental wellbeing and prevention of mental health problems in adults.
– Addressing the social determinants and consequences of mental health problems.
– Improving the quality and efficiency of current services.
● An important long-term goal is to repatriate GM NHS and LA patients being treated long-term in out of area placements. This will be dependent
on freeing up capacity in local in-patient settings, which is in turn dependent in enabling community or home-based models. Numerous
initiatives for this are already underway in GM, including:
– The out-of-hospital schemes introduced by Pennine care.
– RAID (rapid assessment, interface and discharge), which installs psychiatric liaison teams in acute hospitals, reducing admissions and length
of stay for patients with mental illnesses.
– Intermediate care for patents with delirium, providing a further deflection in acute admissions. It is also logical to assume a further 10%
reduction in acute in-patient mental health stays through a combination of these initiatives.
● Further savings are likely to be achieved in the reduction of the number of mental health trusts and the number of commissioners involved in
commissioning mental health.
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Economic Case

Markers of Activity/Demand, Opportunities to Address (2)
The table below summarises the key drivers of activity and demand this strategy aims to influence and successfully address
Outcomes
Reduced cost
and demand
(particularly
repeat
demand) to
GMP
Increased
productivity
and
employment
across GM

Increased life
expectancy for
mental health
patients

Reduced
suicide rates

Reduced
alcohol-and
substance
misuse related
MH A&E
admissions

Specific economic evidence to support this approach aligned to the strategic initiatives developed includes the Department of Health Report, ‘No
Health Without Mental Health’ 2011, which identified the following costs of mental disorders across the life course:
● Mental illness during childhood and adolescence results in UK costs of £11,030 to £59,130 annually per child.
● Conduct disorder: Lifetime costs of a one year cohort of children with conduct disorder (6% of the child population) has been estimated at £5.2
billion. Cost of crime attributable to adults who had conduct problems in childhood is estimated at £60 billion a year in England and Wales, of
which £22.5 billion a year is attributable to conduct disorder and £37.5 billion a year to sub-threshold conduct disorder.
● Depression: Total annual costs of depression in England in 2007 were £7.5 billion, of which health service costs comprised £1.7 billion and lost
earnings £5.8 billion. This does not include informal care or other public service costs. Lower productivity accounts for a further £1.7–£2.8
billion and human costs for another £9.9–£12.4 billion, bringing the total annual cost of depression to £20.2–23.8 billion a year.
● Anxiety: Health service costs of anxiety disorders in 2007 were £1.2 bn. The addition of lost employment brings the total costs to £8.9 billion.
● Schizophrenia: Total costs of schizophrenia were approximately £6.7 billion per year in England in 2004–05. Cost of treatment and care was £2
billion, annual costs of welfare benefits were £570 million and the cost to families of informal care and private expenditure amounted to £615
million. Costs of lost productivity due to unemployment, absence from work and premature mortality were £3.4 billion. The opportunity
therefore to make efficiency savings is significant.
● Dementia: Total annual UK costs of dementia are £17 billion. Accommodation accounted for 41% of the total, health services eight per cent,
social care services 15% and estimated costs for informal care support and lost employment 36%. Numbers with dementia in England are
predicted to rise from 680,000 in 2007 to 1.01 million people by 2051. Long-term care for older people with cognitive impairment in England
could rise from £5.4 billion to £16.7 billion between 2002 and 2031.
● Suicide: Average cost per suicide is £1.7 million in England, £1.3 million in Scotland and £1.5 million in Ireland. Better identification of risk in primary
care and in drug and alcohol services. In 70% of suicides the person has seen a GP in the last month, so better access to primary care is critical.
● Alcohol misuse is estimated to cost the health service £2.7 billion every year and results in output losses of £6.0-7.3 billion due to sickness
absence, reduced employment and premature death while annual cost of alcohol related crime and disorder is £9-15 billion. Total cost of
alcohol misuse is estimated at £17.7–£25.1 billion a year, which includes costs of treating alcohol-related disorders and disease, crime and antisocial behaviour, loss of productivity in the workplace and social support for people who misuse alcohol and their families.
● Smoking: Annual direct cost of smoking to the NHS is £5.2 billion with smoking responsible for 462,900 hospital admissions in 2008/9.97 Almost
half of total tobacco consumption is by those with mental disorder.
● Inequality: At the national level substantial costs are generated by inequalities in mental health. Estimated to be £56 -68 billion nationally
(No Health without Mental Health)
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Economic Case

GM Wide Direct Costs of Mental Health
Between CCGs, locals
authorities and
specialised
commissioning, GM
spends c.£615m across
on Mental health
services across health
and social care.

● Greater Manchester spends significantly more on mental health than the majority of UK cities and £30.1m of that is inpatient
treatment spent out-of-area (7.27% total CCG spend).
● Excluding specialised commissioning and non-identifiable data, GM spends £35m per year on children’s mental health, £248m on
adult mental health and £130m on older adult mental health.
● The Local Authority’s social care expenditure on mental adult comprises of mental health support services and excludes learning
disability spend (£216m on adults 18-64 and £34.5m on adults over 65). It also excludes physical, sensory or social support costs.
● Based on inflation anticipated figures (using FYFV assumptions), this projected health and social care spend on mental health
services if we don’t change is set to increase to £644m by 2021.
2014/15

2020/21

£m

£m

97.05

110.8

CCG Learning Disability Spend

38.3

39.4

CCG MH Specialist Commissioning

76.5

78.8

403.4

415.2

615.3

644.3

Local Authority Spend

CCG MH Spend

● However, in addition to the above, costs are incurred within the GM economy as a consequence of poor mental health as illustrated
on page 21.
Source:
Local authority budgets, CCG programme budgeting returns and CCG reported data.
NB - The specialist commissioning figure does not include learning disabilities and is based on the Secure & Specialised Mental Health Database.
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Economic Case

Cost of Mental Health services in GM
Across GM
approximately £403m
is directly spent on
Mental Health services
by CCGs.

CCG commissioned spend
The 12 CCGs in GM spent approximately £403m on mental health services in 2014/15 compared to £441m in 2013/14.
Spend per CCG

Spend per capita

When adjusted for
population variances
Salford and
Manchester CCGs
spend the most.
Wigan, Oldham, Bury,
Stockport and Bolton
spend below the
average in the North
per CCG.

The CCG spend analysis above demonstrates the constrained budgets available for CCGs as only Trafford and Tameside and Glossop
were able to spend more in 2014/15 than in the previous year.
When plotted against the registered population, Salford and the Manchester CCGs were found to be spending the most per capita at
over £170 per head of population.
The average spend in the North was £124 and Wigan, Oldham, Bury Stockport and Bolton spent under this in 2014/15.
Learning from localities has fed into this GM wide strategy.
Source:

2013/14 and 2014/15 CCG programme budgeting returns.
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Economic Case

Wider Cost of Mental Health across Greater Manchester
Cohort

Volume/Impact on GM economy

Cost (£)

GM Population
Unemployed with
Mental health
conditions

● 247,000 Individuals on out of work benefits across
GM. Up to 80% of benefits claimants have a mental
health condition.1

£1.5 bn

Children with conduct
disorder

● 27,200 children with conduct disorders develop antisocial personality disorder as adults 2. (Based on GM
troubled families with 2 children per family).

£252.6m public sector costs

Alcohol misuse

● 504,263 Alcohol-related hospital admissions and
attendances across GM (2013) (1,155 deaths directly
attributable to alcohol).

£138m

Based on £7,789 Estimated Annual fiscal benefit.

Based on £9,288 per child over 25 years (including NHS, social services,
education and criminal justice).

(Hospital admissions, A & E attendances).
Total costs of £1.2bn to wider GM economy
(includes wider costs implications such as crime, health, worklessness and
social care costs).

Substance misuse

● 2,994 Estimated OCU (Opiate or Crack) Users not in
treatment in GM in 2014/15.

£78m cost of crime (this is a conservative estimate and does not include other
drugs such as Amphetamines, Cannabis, prescription drugs and legal highs)
Based on cost of crime for those not in treatment of £2924 per person.

Mental Health bed
based-inpatients

● 44% of total CCG MH spend on bed-based inpatients. £176m CCG spend on bed based-inpatients
● On average, 10495 occupied bed days for MH
inpatients in GM per 100, 000 population

(£21m uncategorised by CCGs).

( higher than the 7199 national average).
Suicides

Source:

(1)
(2)

● 538 suicides registered in Greater Manchester
(2013).

GMCA Mat Ainsworth Working Well: Supporting long term ESA claimants into sustained employment.
http://stats.cesi.org.uk/events_presentations/SeminarSeries2014/Tacklingemployment/MatAinsworth.pdf
a) No Health without mental Health: A cross-Government mental health outcomes strategy for people of all ages.
Supporting document – The economic case for improving efficiency and quality in mental health (DH).
b) http://www.manchesterpartnership.org.uk/info/40/complex_families

£597m
Based on cost per suicide of £1.67m including loss of lives to the individual, lost
outputs (waged and unwaged) police time and funerals.
(3)
(4)

http://www.alcoholconcern.org.uk/training/alcohol-harm-map/
a) ‘ITEM 6 - Substance Misuse in Greater Manchester’, GMCA
b) http://www.nta.nhs.uk/uploads/whyinvest2final.pdf

(5)
(6)

a) CCG programme budget returns.
b) Mental Health Benchmarking 2012to13 vs 2013to14 v4.
Based on rate of 12.3 suicides in North West per 100,000
population (ONS).
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Summary: Investment Case and the Potential Benefits
The following sets out a summary of the impact (costs and the subsequent net benefits) of some of the strategic initiatives within the
strategy across GM. Further detail including assumptions are provided on the next four pages.
Scheme
Early years
Education: School based social and emotional learning
Troubled families
Early Intervention: Screening and brief intervention for alcohol misuse
Suicide Prevention: Suicide awareness training and intervention
Working well
Workplace screening for depression and anxiety
Promoting wellbeing in the workplace
Housing step down support facility
RAID - Psychiatric Liaison
Intermediate Care for patients with delirium
Crisis prevention through IAPT
Reduction in police call outs for MH (S.136)
Cease Out of Area placements
Integrated Commissioning
Total of above schemes

Cost

Annual Net Benefit*

£0.16m
£5m
£17.7m
£0.8m
£0.5m
£1.7m
£0.6m
£1.2m
£0.4m
£6m
£9.6m
£2.6m
£2m
£10.5m
£1.2m
£60m

£0.25m
£44.4m
£14.1m
£0.2m
£28.3m
£3.4m
£0.5m
£10.4m
£4.4m
£2m
£3.1m
£2.9m
£1.5m
£19.6m
£11.08m
£146.2m

* Annual benefits highlighted are NET of the costs indicated
23

Assumptions

The Investment Case and the Potential Benefits (1)
GM MH Strategy &
Underlying Assumptions
Early Years:
Children &
family

Early Years Programme1
● Though investment in parenting support, maternal/postnatal health, and early childhood education yields major, long-term social
and economic growth, and also help prevent children develop anti-social personality disorders as adults. Based on a cohort of
38,000 children across GM, average annual net benefits over 5 year programme amounts to £0.25m, net of £0.16m
cost of intervention.

Education

School based MH curriculum: School based social and emotional learning2
● Mental health curriculum Programmes to help children and young people recognise and manage emotions, set and achieve positive
goals. Based on a cohort of 38,000 children2b.
● Cost of intervention include teacher training, programme coordinator and materials.
● Cumulative gross benefits per child increase from £125 in year 1 to £10164 in year 10. Benefit highlighted denoted average gross
benefit over 10 years of £49.4m less total annual cost of intervention £5m.

Troubled
Families

‘Troubled families’ programme1
● Interventions to support such families characterised by there being no adult in the family working, children not being in school and
family members being involved in crime and anti-social behaviour. Such problems associates with mental health issues and wider
determinants of mental health such as domestic violence, relationship breakdown, mental and physical health problems.
Assumptions based on cohort of 13,561 troubled families (out of total of 27,200 troubled families across GM).
● Intervention Cost include workforce across NHS and LA e.g. tenancy support, drug and alcohol rehab, CAMHS, educational
psychology. Average Net benefit annum over 5 years equate to £1,044 per family.

Alcohol screening and advice2a
● Brief interventions in primary care settings achieve an average 12.3% reduction in alcohol consumption per individual. An
Early
inexpensive intervention in primary care which combines screening by GPs, followed by a 5 minute advice session for those who
Intervention:
screen positive.
Alcohol Misuse ● Based on a cohort of 20,000 patients screened positive, average net benefits over 7 year period amount to £23 per annum
per patient.

Suicide
Prevention

Note:

(1)
(2)

Population-level suicide awareness training and intervention2
● Suicide prevention education for GPs can have an impact as a population level intervention to prevent suicide through greater
identification of those at risk, individuals can receive cognitive behavioural therapy (CBT), followed by ongoing pharmaceutical and
psychological support to help manage underlying depressive disorders.
● By applying the England wide economic model to GM context, this amounts to 30 potential suicides avoided generating net benefits
of £28.4m mainly gained from loss of lives to the individual, lost outputs (waged and unwaged) funerals.
● The cost of this type of intervention includes ten sessions of CBT in the first year with further ongoing pharmaceutical and
psychological therapy together with suicide prevention training for GPs.

Indicative Investment
Costs

Indicative
Annual Net Benefits

£0.16m

£0.25m

Cost of intervention (differs
according to baby, toddler,
parenting).

Benefits split by NHS (23%)
and reduced benefits and
reduction in crime (77%).

£44.4m
Cost of intervention - £132
per child.

Benefits gained split by
NHS (12%), Education (2%),
Criminal Justice ( 18%),
Other (voluntary
sector/victim costs, other
crime costs) (69%).

£17.7m

£14.1m

£5m

Average Cost of intervention
per annum (over 5 years) £1302 per family.

£0.8m
Cost of intervention - £17.41
per patient.

Benefits realised across
NHS Mental Health (31%),
Police/Crime (29%, Social
care (14%), Education
(12%) and DWP/benefits
reduction (13%).

£0.46m
Split by NHS (19%), Crime
(52%), productivity losses
(29%).

£28.4m
£0.5m
Cost of intervention - £2880
per client.

<1% relate to reduced
public sector costs across
NHS and police. Main
benefits relate to non
public sector costs relating
to the individual and family
such as funeral costs,
productivity.

New economics Cost benefits analysis and programme evaluation.
a) Mental health promotion and mental illness prevention: The economic case. LSE/PSSRU, Institute of Psychiatry, Kings college London (April 2011).
b) Cohort based on same size of Early years cohort.
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Assumptions

The Investment Case and the Potential Benefits (2)
GM MH Strategy &
Underlying Assumptions

Employment
Support

Working Well Programme1
● The includes expansion of the current programme across GM to help people with MH conditions whom are on Employment and
Support Allowance (ESA) overcome their barriers to work. The benefits provide a prudent estimate related to a cohort of people
(15,00) directly identified as having a MH condition. However, the number of people within the overall programme is greater and
may also include those be impacted by Mental health issues
● Each person taking part in the scheme will receive individually-tailored packages of support ensuring, through careful co-ordination,
that the issues which are holding them back from work are tackled at the right time and in the right order.
● An evaluated Cost Benefit Analysis demonstrates that the average net benefit per annum (over 5 years) for this cohort amounts to
£3.4m (with benefits increasing, particularly in years 3 to 5 of the programme). Costs relate to cost of service delivering the
intervention (NHS and LA).

Employment
Support

Workplace screening for depression and anxiety2
● Work place based enhanced depression care consists of completion by employees of a screening questionnaire, followed by care
management for those found to be suffering from, or at risk of developing, depression and/or anxiety disorders. Those identified as
being at risk of depression or anxiety disorders are offered a course of cognitive behavioural therapy (CBT) delivered in six sessions
over 12 weeks.
● Based on 25,000 employees, annual gross benefits amount to £1.9m. Cost of intervention covers the cost of facilitating the
completion of the screening questionnaire, follow up assessment to confirm depression, and care management costs. This also
includes six sessions of CBT for those identified at risk.

Employment
Support

Promoting wellbeing in the workplace2
● A multi component health promotion intervention consisting of personalised health and wellbeing information and advice; a health
risk appraisal questionnaire; access to a tailored health improvement web portal; wellness literature; and seminars and workshops
focused on identified wellness issues.
● Evaluation of this type of programme has reported significantly reduced stress levels, reduced absenteeism and reduced
presenteeism which amounting to annual gross benefit of £775 per employee extrapolated to a cohort of 25,000 employees.

Housing
Support

Note:

(1)
(2)
(3)

Supported housing step down facility
● A step-down facility to enable prompt discharges from psychiatric hospitals into the community. The provision of four weeks of
floating support to clients immediately after they move on provides vital continuity of support during transition. This helps to
reduce the revolving door scenario where people relapse during stressful changes in circumstances and need more intensive
support again.
● Based on a cohort of 200 clients per annum, brings net saving of £22,000 per client per year.

Indicative Investment
Costs

Indicative
Annual Net Benefits

£3.4m
£1.7m
Average Cost of intervention
- £1189 per client per
annum

Reduced MH health costs
(NHS) 14%, reduced drug
and alcohol dependency
(NHS and LA social care)
68%, reduced JSA & ESA
(18%).

£1.2m
£0.62m
Cost of intervention - £41.35
per employee

£1.2m

NHS (17%), employers (36%
for absenteeism
productivity losses; 47%
presenteeism
productivity gains).

£11.6m

Cost of multicomponent
intervention - £80 per
employee

Employers (29% for
absenteeism productivity
losses; 71% presenteeism
productivity gains)

£0.44m

£4.4m

Cost of intervention - £556
per client per week for
4 weeks.

Health and social care
benefits (split unspecified
in economic evidence).

Mental health promotion and mental illness prevention: The economic case. LSE/PSSRU, Institute of Psychiatry, Kings college London (April 2011).
Working Well CBA, New economics.
Health and housing: worlds apart?:Housing care and support solutions to health challenges. National Housing Federation 2009.
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Assumptions

The Investment Case and the Potential Benefits (3)
GM MH Strategy &
Underlying Assumptions

Acute
Admission
Avoidance
(RAID)

Indicative Investment
Costs

RAID: Psychiatric Liaison – scale up model across GM1
● RAID teams working in wards and A&E depending on the focus of their team (including A &E, Older people, Alcohol Addiction).
1,694 estimated reduced bed days by reducing length of stay based on 3765 patients at cost per bed day of £275.
● 459 A & E deflections from A & E liaison saving £128.76 per A & E attendance. 1593 ward deflections (£1393 per deflection avoided).
Gross savings amount to £2.7m across 3 sites with staffing costs of £2m, then extrapolated to 9 sites to determine impact of GM
scale up.

Acute
Admission
Avoidance
(MH
Intermediate
Care)

Intermediate Care for patients with delirium - Scale up of ‘Saffron ward’ Pennine Care model)1
● Delirium appropriately identified and treated by trained multidisciplinary team able to identify and design appropriate package of
care for the patient. Trained team able to identify appropriate care and make suitable onward referrals as appropriate.
● 90% of total occupied bed days (5,732 days) reduced from Saffron ward intervention at cost of £246 per bed day.
● Costs of £960k mainly costing of workforce.
● Net benefit of £310k per annum (one site) scaled up and extrapolated across 10 GM boundaries.

Crisis
prevention
through IAPT

Using IAPT to reduce patients in crisis in A&E2,3
● 170,000 A&E attendances in England each year are due to self-harm caused by mental health issues. Based on £110 per A&E
admittance, this equates to £18.7m nationally. By applying the prevalence of incidents across GM’s population, this equates to
9,321 A&E attendance due to self-harm crisis. In addition, higher intensity cost of treatment at this stage can reach up to £1,603 for
children and £945 for adults in treating patients at crisis stage.
● Through early intervention including use of IAPT services earlier on, thus requiring a lower acuity of treatment. Based on 50%
success rate of 9,321 patients (80% adults, 20% children), this reduces the cost of more intense treatment costs and A & E
attendances generating net savings of £2.9m.

Reduction in
police call outs
for MH (S.136)

Reduction in need for s136 powers4
● Section 136 is used by the Police to remove a person (who appears to be suffering from a mental health disorder) from a public
place to a place of safety. In Halton and Warrington with a CCG population of 125,970, there was a 42% reduction in the number of
S136s used by adopting an innovative multi-agency model, with a focus on personal, face-to-face interaction, relationship building,
problem solving and early intervention.
● The cost per patient of Police time was £730.20 (based on an average saving of 20 police hours per patient x £36.51 cost per police
hour). If this approach to reduced S136 use would be applied to GM it could provide an indicative net benefit of £1.5m (based on
0.7% of GM’s population x £730.20).

Note:

(1)
(2)

a) - A standardised offer for community Care, Greater Manchester NHS Provider Trusts Federation (September 2015).
b) Model calculations & assumptions: Frontier economics.
a) (Aitken et al, 2014 an evidence base for liaison psychiatry).
b) (Nice Clinical Guidance 133, Nov 2011).

(3)

(4)

Indicative
Annual Net Benefits

£6m

£2.05m

Staff Cost of intervention

Realised within NHS acute

£9.6m
(assumed workforce
deployed and reconfiguring
use of wards and utilise
existing estate)

£3.1m
Benefits realised within
NHS acute

£2.6m

£2.9m

Cost of lower acute
intervention:
£493 per adult
£836 per child

10% benefits Realised
within NHS acute. 90%
realised within NHS MH
services

£2m

£1.5m

Cost of multi agency staffing
model

Benefits realised within GM
Police

(Radhakrishnana M., Hammond G., et al (2013) Cost of Improving Access to Psychological Therapies (IAPT) programme:
An analysis of cost of session, treatment and recovery in selected Primary Care Trusts in the East of England region.
Behaviour Research and Therapy, Volume 51, Issue 1, January 2013, Pages 37–45.)
Home Office Innovation Fund Specialist Mental Health Practitioner Pilot (GMP, Trafford division).
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Assumptions

The Investment Case and the Potential Benefits (4)
GM MH Strategy &
Underlying Assumptions

Out of Area
Placements

A GM approach to manage and reduce demand for Out of Area placements more effectively 1
● CCGs spend £30.1m on Out of Area placements per annum. Stakeholders across GM have cited that through a better joined up
approach to commissioning, this can be significantly reduced with an ambition of ceasing all out of area placements.
● The Benefits gained relate to the premium associated with out of area placement (this varies according to need). The Royal College
of Psychiatrists estimate that out-of-area placements cost, on average, 65% more than local placements Cost of provision.4

Reduced Commissioning running costs through integrated commissioning 2
● Average forecast CCG running costs (2015/16 to 18/19) equate to £61.5m.
● Assumed 20% reduction in running costs achieved through an integrated commissioning function removing duplication and
Integrated
achieving synergies across GM of £12.3m.
commissioning ● 1% non recurring transition costs assumed to implement MH aspect of integrated commissioning. This is dependent on wider
health and social care commissioning reconfiguration across GM.
● This will be aligned to the GM Joint Commissioning Board

Note:

(1)
(2)

Indicative Investment
Costs

Indicative
Annual Net Benefits

£10.5m
Cost of existing Out of Area
activity repatriated across
GM based on 65% premium
on current cost of provision

£19.6m

£1.2m

£11.01m

(non-recurring
implementation costs)

Benefits realised within
NHS commissioning

Benefits realised within
NHS commissioning

CCG programme budgets returns.
b) https://www.rcpsych.ac.uk/pdf/FR%20RS%2006_for%20web.pdf.
NHS England CCG running costs forecast (https://www.england.nhs.uk/wp-content/uploads/2014/02/run-costs-allow.pdf).
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Strategic Initiatives by Pillar
1

Prevention

2

Access

3

Integration

4

Sustainability

5

Golden Threads

Strategic Initiatives

Prevention
1.1

1.2

1.3

Early Years: Children and Family

Improving perinatal, child and parental mental health and wellbeing is key to the overall future health and wellbeing of
our communities. We will look to direct activities towards the whole family and school life experiences including
maternal mental health, family support (at all points during the whole life course), tackling domestic abuse; together
with Community, Schools and Education programmes.

Wellbeing

A GM wide system approach to helping people improve their wellbeing by using the principles of the ‘Five ways to
wellbeing’ framework - Connect; Be Active, Take Notice, Be Curious, Keep Learning (New Economics Foundation). This
aims to improve physical and mental health, and protect people from loneliness and depression such as engaging in
activities, building support networks within communities, and social prescribing.

Self Care

Aims to build the individual’s capacity to better manage their own care and increase their resilience through providing
self management resources, creating on-line communities and peer support. Also, raising awareness of the benefits of
self care and the individual’s role in taking responsibility for their own health and wellbeing with support from the
people involved in their care.
Working with the GM Suicide Prevention Executive to reduce suicide risk by reflecting the main elements to the
national strategy ie men’s mental health, mental health services, self-harm, young people, suicide hotspots, working
with the media etc. Highlighting the features of MH services we have shown to be linked to lower suicide rates eg
outreach, early follow-up on hospital discharge, adopting NICE guidance on depression and self harm.

1.4

Suicide Prevention

1.5

Early Intervention

Increase focus on early intervention services to enable GM’s population to deal with poor mental wellbeing early on
and stop it becoming a mental illness or deteriorate further. Schemes include enhancing community services available
which provides support on the wider determinants of mental health; addressing lower levels of mental distress earlier
on helping to reduce the likelihood of a more chronic and debilitating illness.

1.6

Targeted Mental Health Campaign

A targeted public mental health and wellbeing campaign to raise awareness of relative mental health issues, reducing
stigma and discrimination and helping the public in understanding their role in own wellbeing and how they can
support others to deal with such issues. Working with faith and cultural communities.

Supporting Vulnerable People

Supporting those most vulnerable in society to help reduce the risk of developing poor mental health, OR from any
existing mental health conditions in deteriorating further. Aims to address inequalities in access, experience and
outcomes for people from black and minority ethnic communities, homeless people, survivors of violence and abuse,
LGBT and people with disabilities. Interventions include ‘wrap around’ services for those with complex needs such as
housing support, drug/alcohol counselling, education programmes. Better targeted case management and outreach
support for frequent attenders.

1.7

1.8

Workplace and Employment Support

By focusing on wellbeing in the workplace, we will support working individuals in feeling happy at work and help
achieve life satisfaction. We will sign up organisations across GM to a Best Employment Practice charter in relation to
managing stress, mental health issues and drive wellbeing in the workplace. We will also ensure there is consistent
support available across GM for those currently unemployed and seeking employment, including access to CV clinics,
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coaching and mentoring.. We will build on the Working Well Programme.

Strategic Initiatives

Access
2.1

Identify single points of access across
primary and secondary care and develop a
care co-ordination role

Strengthen the role of the GP as an initial point of contact, and ensuring there is a consistent care co-ordinator role
with the right skills and competencies across GM. This will bring together primary mental health care and social care
support. Train practice nurses and other primary care workers in early intervention and ensure access to EIP,
perinatal MH and IPT.

2.2

IAPT services of consistent high quality
across GM

We will look at national best practice and aim to build our minimum standards around these interventions, taking
into the account a need for local variations dependent on different demographics. We will work across the 10 Local
Authorities to develop consistent approaches to social care for mental health. Introduce combined mental and
physical enablement and group based practice.

2.3

Improving support for carers and parents
at risk

Support services for parents at risk through home visits by professionals, GMs troubled families’ programmes and/or
befriending initiatives by voluntary organisations. This will encompass the full range of community support in the
NHS, Local councils and the Voluntary Sector. Improve police training and support services.

2.4

24/7 mental health services and 7 day
community provision for children

We will create 24/7 crisis care for children and provide 7 day access to Community mental health teams that are able
to provide support across GM.

2.5

Ensure consistency of 24/7 mental health
services and 7 day community provision
for adults including crisis care concordat

We will ensure consistency is achieved in the delivery of 24/7 crisis care for adult service users and ensure consistent
7 day access to Community mental health teams that are able to provide support across GM including full
implementation of the GM crisis care concordat

2.6

Standards and protocols for step up and
step down (Inc. prisons)

2.7

Self Sufficiency in provision for GM (out of
area placements)

2.8

Eating disorders in CYP

2.9

ADHD in CYP and service expansion for
adults

We will work with clinicians, care managers, including the third sector to review the thresholds for access to all
mental health services and ensure these are explicit within operational policies.
Increase collaboration across providers to tackle current out of area provision, using GM capacity on GM residents,
improving care and driving efficiency

Flexible specialist Children and Adolescent Eating Disorder (CAEDS) service model through Multidisciplinary
community based teams
Co-commissioned multi-agency care pathway for children and young people with ADHD across the lifespan into early
adulthood and service expansion into adulthood.
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Strategic Initiatives

Integration
3.1

Integrated place-based commissioning and
contracting

Simplify, consolidate and streamline the current commissioning landscape to create a robust and accountable
commissioning function which removes duplication, creates economies of scale and provides consistency.
Commissioning will be both place-based (as part of new care organisations) and across GM providers. Commissioners
will have specialist competency training.

3.2

Locality Care Organisations to integrate
care both vertically and horizontally across
community, primary and acute settings

Design and implement appropriate MH services at suitable spatial levels -GM level and place-based settings. MH will
be an assumed part of place-based commissioning and local care organisations will be a major contribution to parity
of esteem with integrated leadership and collective accountability across the public sector.

3.3

A whole person integrated vertical care
pathway across a horizontal integration of
care providers

This involves 4 elements: all-age, integration between physical and mental health, integration across care settings
and integration with the individual’s wider environment. This will engage the whole range of local services including
housing, leisure and learning.

3.4

A strong partnership with the community
and voluntary sector

Building a stronger partnership with the voluntary sector will ensure the third sector is an integral part of each
patient’s pathway and that the third sector can work in an integrated way to ensure appropriate care is provided in
the right place. The service will operate on an outreach as well as responsive model to reduce inequalities.

3.5

Asset-based approach and devolution
estate managed centrally for the benefit
of GM

Provide a GM environment that is appropriate for 21st Century mental health care by reviewing, assessing and
managing all MH physical assets and facilities management across GM and ensure alignment with place-based
working across the public sector. Make services available by telephone and over the internet.

3.6

Integrated monitoring, standards and KPIs

3.7

Integrated data sharing

Develop a consistent set of shared minimum standards and outcomes for GM with a set of standard KPIs that cover
the whole range of mental health services that are involved in changing and promoting positive mental well being.

Improve information sharing between agencies to facilitate collaboration and drive integrated care, through
integrated patient records and/or patient ownership of information.
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Strategic Initiatives

Sustainability
4.1

System leadership

Systems leadership is necessary in driving new integrated care models, and it requires a real commitment across
senior leadership to align their organisation’s goals with the goals of the wider system. ONE LEADER.

4.2

Improve SOCIAL CARE, community and
primary care capacity

Our vision for mental health is that it is led by wider primary care (including community pharmacies, schools and
adult education), fully integrated with social care and supported by specialist interventions provided where
necessary, based on an integrated, neighbourhood management model.

4.3

Working practices

Changes to working practices and training to facilitate a culture of shared leadership accountability linking with the
Academic Health Science Network and others to develop new curricula and qualifications.

4.4

Programme prioritisation

Establishing a consistent standard benchmark for programmes which must be implemented in all areas, and a more
robust methodology for evaluating the success of a programme and the next steps.

4.5

Pooling of Mental Health budgets

4.6

Provider Landscape Redesign

Pooling of budgets to enable joint decision making for the system as an integrated whole.

A: Strengthen collaboration between providers, more substantially than integration of back office functions, to
enable full needs based pathways.
B: Short-term solution for MMHSC unsustainability.

4.7

Payment and incentives

4.8

Regulation reform

4.9

New investment streams

Recognising the value in alternative sources of investment, for example social impact bonds.

Freedom to relax or reform regulation in areas where radical change to the system is proposed.

Recognising the value in alternative sources of investment, for example social impact bonds.
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Strategic Initiatives

Cross-cutting Golden Threads
5.1

Ensure parity of esteem between mental
and physical health

Initiatives to address this parity must address the multiple sources of this inequality – financial, attitudes and beliefs,
both within and beyond health and social care and as MH accounts for 23% disease burden, need greater equality re
resource through reducing unnecessary acute trust admissions, OPCs, investigations.

5.2

Improve deployment of research to inform
best practice care across GM

We will work in partnership with HInM and the Centre for Mental Health and Safety to ensure mental health research
is sufficiently prioritised, drive better co-ordination, and that interventions which have been proven to be effective
are swiftly rolled out.

5.3

Prepare a workforce to work as part of an
integrated, joined-up system

Staff must be enabled to become more adaptable in order to respond to systems-wide changes, and more
multidisciplinary, in order to drive integrated care. This will require leadership, training and culture change.

5.4

Utilise technology to provide new forms of
support

Technology offers the opportunity to transform mental health and support self-care, but we need to ensure that all
interventions are carefully assessed and evidence-based.

5.5

Leverage the success of existing
programmes (e.g. Troubled Families,
Working Well) which prioritise the top
10% which account for 40% resources
through repeat admissions, detention and
crises

These programmes must have access to the right mental health treatment, and they should be effectively integrated
with other health and social care services. Target the 10% of people that generate 40% of activity and cost.
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Compelling Vision

GM Mental Health and Wellbeing Strategy

Improving child and adult mental health, narrowing their gap in life
expectancy, and ensuring parity of esteem with physical health is
fundamental to unlocking the power and potential of GM communities.
Shifting the focus of care to prevention, early intervention and
resilience and delivering a sustainable mental health system in GM
requires simplified and strengthened leadership and accountability
across the whole system. Enabling resilient communities, engaging
inclusive employers and working in partnership with the third sector will
transform the mental health and well being of GM residents.

2

GM Vision: Aims
● We propose a whole system approach, that includes involvement from the independent and third sector, to improve the mental health and wellbeing of
individuals and their families, supported by resilient communities, inclusive employers and services that maximise independence and choice.
● We will simplify the provider system and bring together commissioning across GM focused on the delivery of agreed GM level outcomes and standards to deliver,
deeper integration, needs based pathway models, pooled budgets and more community‐based recovery‐focussed models of support.
● Children and Young People’s mental health forms an integral part of our overall strategy. We will use the opportunities through devolution to collectively respond
to the challenges outlined within Futures in Mind and in doing so transform the provision of services for the young people in GM
● We will support and develop our GM workforce to work in new ways to deliver our vision recognising their importance to delivering a sustainable whole system
approach to mental health
● Greater integration across mental and physical health and social care services within each of the ten GM localities as well as across the wider GM conurbation.
These will be patient, carer and family focused, accessed in a consistent, simple way. We will invest in community and crisis support to reduce the requirement for
acute and long term care.
● Develop Prime Provider models to improve pathway design, capacity and efficiency for specialist services
● We will promote employment for people with mental health problems and provide timely and effective support to help people stay in employment through
building on the current GM Mental Health and Employment Programme of activity.
● We will support those most vulnerable in society to help reduce the risk of developing poor mental health, and those with existing mental health conditions from
deteriorating further. In doing this we will build on GMs existing approach to supporting people with complex needs
● Ensure our focus on mental health is integrated with Local Care Organisations
● Through the implementation of the GM strategy, address the wider financial impact of poor mental health on the wider public sector system and deliver against
the £146m potential financial benefits identified

Simplify
Landscape

● Provider system
leader
● GM Commissioning

Improve
Services

● GM Wide standards based
on the best practice
● GM wide 24/7 crisis
response for children and
greater consistency for
adults

Better
Health
and
Wellbeing

● Inclusive training and
employment
● Community resilience
● School involvement

3

Stakeholder engagement and feedback

Themes from stakeholder engagement
In developing the strategy we have undertaken a number of conversations and engagement sessions across GM. The key themes arising
from these discussions are summarised below, set against each of the 4 strategic principles for improved mental health and wellbeing in
GM.

● Increase low level intervention spend.
● Focus should be on prevention in order to reduce
service demand in higher tiers.
● Target children through use of schools and
communities.
● Appropriate mental health training for front
line staff.
● Long wait for IAPTs therapies.

● Eliminate inconsistency of service outcomes
across GM.
● Improved integration and transition of children
to adult services.
● Single point to access care and support.
● Commissioners (health and local authority) to act
as one to give clarity of purpose for providers.
● Providers to be encouraged to build
collaborative approach.
● Develop consistent minimum standards that
allow for local delivery choices.

PREVENTION

INTEGRATION

ACCESS

SUSTAINABILITY

● Mental health support should be embedded in
physical healthcare.
● Improve access for cohorts of population who
currently find it difficult to access.
● Reduce waits and increase consistency of access
for IAPT therapies.

● Eliminate the vast majority of out of area
placements.
● Group GM resources to commission more
efficiently and effectively.
● Untangle the current governance to streamline
decision making and actions.
● Agree common delivery outcomes across GM
(the what).
● Allow local delivery methodology (the how).
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Stakeholder engagement

What does great look like?

Through discussions, our stakeholders have articulated what great services would look like. Their suggestions on how we could do things differently are
highlighted below under each of the four strategic principles
Prevention
● Mental health on education
curriculum.
● Intervene earlier in children’s and
young people services as method
of prevention.
● Support for families and carers.
● Support people with mental
health problems to improve their
general health for example to quit
smoking
● Reduced crisis/demand
management.
● Shift to self help.

Access
● Single point of entry.
● Service users access the
appropriate level, setting, and
location of services.
● Service users access services
earlier.
● Directory of voluntary sector
providers.
● First response at single point of
access is consistent.
● Service users understand where
to get the help they need.

● Public behaviour change.

● Access equitable to
minority groups.

● Training to employers and
communities about mental health.

● Reduction in interfaces, more
self‐referral.

● Community support features in
care plans.

● Information is consistent and
available in one location.

● Service users offer back to the
community.

● High quality short‐term
interventions of high intensity
when ill.

● No stigma – rebadge mental
health.
● Peer support.
● Commissioning research to find
out what works.
● Mental health media campaign
to demonstrate prevention.

● Improve opportunities for
self‐care.
● Not just about Tier 3/4 services
– need lower level Tier 2
services for children and
young people.

Integration
● Every GP has mental health champion across
the system.
● Multi‐agency hubs, “mental health is my job”.
● Stronger links to employment and skills and supporting
people with complex needs

Sustainability
● Workforce is trained in a range of
disciplines, knowledge of the relevant
services for referral. Core skills
defined and consistent
across GM.

● Integrated children and young people services across
public sector boundaries e.g. CAMHS in schools.

● Holistic approach ‐supporting people
to self‐manage, maintain work,
looking at mental health in the
context of areas such as justice,
troubled families.

● Care co‐ordination.

● Embracing technology.

● Services are co‐designed and co‐evaluated between
commissioners, providers and the public.

● Community resilience – “community
manages itself”.

● Less separation of mental and physical wellbeing.

● Adequate funding for
mental health.

● Local commissioner that boroughs feed into – note
some participants did not agree on this point.

● Fewer pathways, fragmentation and organisations.
More joined up governance and leadership.
● Integration with 3rd sector.
● Whole person care.
● Role of family and circumstances acknowledged.
● Asset based community model.
● Shared information and communication.

● Sustainable recovery – follow up.
● Funding to release people to conduct
peer challenge.
● Information sharing and data.
● Reduction in prescribing drugs.
● Mental health support for staff.

● Joined up working to avoid duplication of assessment.
● Recruitment, promotion and performance framework
based on shared principles.
● Economies of scale/one stop shop co‐located services
in community hubs so we are all
working together.
● Mental health feels “less separate” from the rest of the
“caring infrastructure”.
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Compelling Vision

Strategic Plan on a Page
CHARACTERISTICS TO UNDERPIN VISION
PREVENTION

Place based and person centred life course approach improving outcomes, population health and health inequalities through initiatives such as health and work.

ACCESS

Responsive and clear access arrangements connecting people to the support they need at the right time

INTEGRATION

Parity of mental health and physical illness through collaborative and mature cross‐sector working across public sector bodies & voluntary organisations

SUSTAINABILITY

Ensure the best spend of the GM funding through improving financial and clinical sustainability by changing contracts, incentives, integrating and improving IT & investing in
new workforce roles
MENTAL HEALTH AND WELLBEING STRATEGY

PREVENTION
Early Years: Children & Family

Parity of Esteem

STRATEGIC GOLDEN THREADS

Wellbeing
Research Deployed to Inform Best Practice

Technology providing new innovative forms
of support

Leverage Successful Programmes e.g.
Troubled Families

Self care

Priorities
Identified for
Years 1 and 2

The Strategic
Initiatives

Single Point of Access and Care Co‐
ordination
IAPT Services of Consistent High
Quality for GM
Improving Support for Carers and
Parents at Risk

Suicide Prevention

Introduce 24/7 Mental Health and 7
Day Community Provision for CYP

Early intervention

Ensure consistent 24/7 Mental Health
and 7 Day Community Provision for
adults including crisis concordat

Targeted public health campaigns

Supporting vulnerable people
Prepare the Workforce for Integrated Joined
Up System

ACCESS

Workplace and employment support

Consistent Standards and Protocols
for Step Up and Step Down
Self‐sufficiency in GM Provision (out
of area placements)
Eating Disorders for Children and
Young People
Consistent ADHD services for all age
groups

CASE FOR CHANGE

INTEGRATION
Integrated place based
commissioning & contracting aligned
to place based reform
Vertical & horizontal integration
across community, primary & acute
care
Whole person integrated vertical care
pathway across a horizontal integration
of care
A strong partnership with the
community and voluntary sector
Asset‐based approach and devolution
estate managed centrally

SUSTAINABILITY
System leadership

Working practices

Programme prioritsation

Pooling of mental health budgets

Provider Landscape Redesign

Payment and incentives

Integrated monitoring, standards
and KPIs

Regulation reform

Integrated data sharing

New investment streams

PRIORITY POPULATION GROUPS

STRATEGIC INITIATIVES
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Current Position
● By 2020/21 the GM health and social care system faces an estimated financial deficit of £2bn demonstrating the need for radical
transformation.
● Costs to the wider health care system of our current approaches are significant:
– Poor mental health makes physical illness worse and raises total health care costs by at least 45% for each person with a long‐term
condition.
– This suggests between 12% and 18% of all NHS expenditure on long‐term conditions is linked to poor mental health and wellbeing –
between £8 billion and £13 billion in England each year (GM, between £420m and £1.08bn).
– Transforming mental health (along with physical health) services has the ability to contribute significantly to the £2bn projected
financial deficit for Health and Social Care in GM by 2021
● There are 3,981 people in GM in contact with mental health services for every 100,000 of the population compared to 2,176 nationally.
● £615m is spent on mental health services across Greater Manchester, with a wide variance across localities. This is made up of:
– LA spend (£97.05m).
– CCG Learning Disability spend (£38.3m).
– CCG MH Specialist Commissioning (£76.5m) (which includes specialist units.
– CCG MH Spend (£403.4m) ‐ Approximately £30.1m of this is spent on out‐of‐area inpatient treatment
(7.27% total CCG spend) including acute admissions due to capacity shortfalls and longer terms placements with complex needs
● The wider economic cost to GM of mental health is approximately £3.5bn (see page 21 for breakdown)
● In addition to the above, further costs are incurred within the GM economy as a consequence of poor mental health. These include the
wider costs of mental health associated with unemployment, children with conduct disorder, alcohol and substance misuse and
suicides. The impact of these costs on the GM economy are presented in the economic case on pages 23 onwards.
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System Challenges
● The provider landscape is complex with 5 Adult and Children’s Mental Health NHS Providers, many independent and voluntary sector
providers and a range of specialist mental health services provided outside of GM.
● The commissioning landscape is fragmented. 10 LA’s, 12 CCG’s and 82 Mental Health and Wellbeing Programmes, dedicated expertise
and capacity is scarce and it is therefore difficult to achieve focus, shared solutions and shared priorities.
● There is variability in service provision and outcomes across GM and a lack of consistent and accurate data on activity and outcomes.
KPIs are outdated, which makes it difficult to accurately evaluate performance across GM. Social care and Housing are
underrepresented in service provision leading to higher health activity and costs. Reforming social care to improve information,
prevention, personal budgets, choice and control will yield benefits across the whole service.
● A lack of mental health expertise in GP surgeries and wider primary care and A&E departments is consistently reported and delays
getting access to the right care.
● Improving the mental health of GM residents, and providing reliable access to early help redressing the balance towards early
intervention and prevention will improve family circumstances, help people find and keep good work, improve school attainment and
strengthen communities.
● Lack of integration with wider pubic services
● There is a lack of out of hours, 24/7 crisis care services for children and young people, and inconsistent delivery for adults.
● Services for children and young people and their families and carers, are inconsistent, misaligned and disrupted by transition points.
● Mental health problems in children and young people are associated with educational failure, family disruption, disability, offending
and antisocial behaviour, demands on social services and the youth justice system. Untreated mental health problems create distress
not only in the children and young people, but also for their families and carers, continuing into adult life and affecting
the next generation.
● Mental Health problems are often part of a wider set of complex issues for individuals and families. For example:
● Mental health problems consistently arise with the families we are supporting trough our Troubled Families Programme,
● 68% of the clients on our Working Well Programme (aimed at supporting long term unemployed into sustainable employment)
highlight mental health as an issue
● 18% of secondary care patients in Manchester are not in stable accommodation, mental health problems can be a cause and effect
of housing issues
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Learning from local best practice examples and academic research
There are many
examples of best
practice across GM
which could feasibly be
scaled up.
The implementation
plan will set out how
this can be achieved
and identify
mechanisms through
which we can scale up
local exemplars.
At the GM level the
SelfHelp sanctuary
crisis model is being
rolled out. This will
divert people from
A&E, reduce the
number of section
136s and provide a
suicide prevention
service

GM West RAID – Bolton and Trafford
Successfully implemented RAID – Rapid Access Interface
Discharge for its Bolton and Trafford facility, reducing bed
days by supporting more timely discharge and hence
drive efficiencies.

Centre for Mental Health and Safety
Develop the links between research
base to practice across GM.

Perfect Weeks ‐ Wigan
This is an initiative to
‘suspend the rules’ for a
week to test parts of the
system. This has had
success in Wigan where
Adult Mental Health
workers were linked in to
schools and referred a
mother for services,
subsequently establishing
a good outcome for both
mother and child.
School Model in Chiltern
High Manchester – 42nd
Street
Resilience workshops and
assemblies, mental health
workers with case load and
drop in, dedicated help line
for staff and services offered
over the school holidays.

Key Workers ‐ Trafford
Key workers have been used in the Stronger
Families Phase 1 in Trafford to improve
integration, coordination, prioritisation of
support for people with mental health
problems, focused on evidence based
interventions and greater levels of flexibility
going beyond the status quo.

Crisis Concordat ‐ Oldham
GMP in Oldham and Pennine Care
NHS FT jointly developed Oldham
Phone Triage/RAID Pilot Project to
provide a service available to local
police officers who attend incidents
where an individual appears to be
experiencing mental health
problems; police able to contact
dedicated 24 hour telephone
number for assistance from the
Trust’s psychiatric liaison service
RAID (Rapid Assessment Interface
and Discharge). This has now been
rolled out across GM
Tameside, Oldham and Glossop
MIND
Approached by the local authority
to build a wellbeing centre.
Transformation of the building
took 12 months and c.£250k. The
result is used by the community
and well regarded nationally as a
modern wellbeing centre.
5 Ways to Well‐being in Stockport
Aimed at improving mental health
and well‐being across the population
and enabling people to reach their
full potential
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Learning from social models across the UK and beyond
There are many
Acute hospital
examples of services
A&E liaison
that enable people to
(Birmingham)
manage their own
Comprehensive
care, to work together
RAID support
with peers, and to be
available 24/7 to all
supported at home
people aged 16 in
with complex needs.
hospital
Learning from these
have fed into the
development of the
THISWAYUP
GM Strategy and
(Aus, NZ, USA and
initiatives.

Canada)
Computer aided
recovery course with
50% complete recovery

Street Triage
26 street triage
schemes across
England showing a
reduction in use of
police custody as a
place of safety

Clubhouse
International
(worldwide)
Where service users come
together to work join in
activities, cook and
participate in their
community

Mind and Body
(Sheffield)
85% of participants
sustained a change in life
style and better health

Mental Health First Aid
(Australia)
Whole System Redesign
(Northumberland, Tyne
and Weir)
Large scale acute care pathway
redesign integrated triage and
telehelath and rapid access to
housing services, social care,
third sector and specialist
services

Single Point Access
Service
(NHS 111 and MIND)
Developing training
courses designed by
people with lived
experiences to support call
handlers in times of crisis

Training citizens and
volunteers to recognise,
respond to and support
people in mental distress

Big White Wall
(UK)
Internet based
anonymous community
where 95% report
improved health –
better than many IAPT
programmes

Crisis Home Treatment
(Leeds)
Survivor led crisis services
,commissioned for 24/7
response and care
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Priority Initiatives for Early Implementation

Where are we now and where do we want to be?
Current state
1

Future state
1 Place‐based cohesive and collaborative commissioning care
pathways, pan‐Greater Manchester for specialised services,
to deliver stronger outcomes, deeper integration, needs‐
based pathway models, pooled budgets and more
community based models of support linked to wider GM
reform activity.

Complex and fragmented commissioning
for GM’s 2.9 million residents across 10 LAs, 12 CCGs and 82
Mental Health and wellbeing programmes.

2

2
Medical‐focussed model of care, which does not always pick
up on the holistic and complex needs of the individual and
their environment.

3

Discrepancies in outcomes and quality standards
across 4 Adult MH NHS providers, 4 CAMHS providers,
specialist provision and numerous voluntary sector providers
results in care that can be inconsistent, misaligned and
disrupted by transition points.

4
Mental health not prioritised in the workforce.

Mental health is ‘everyone’s business’, enabling
local areas to make decisions for system wide outcomes
supported by shared information. This includes mental
health and social care, but more broadly the opportunities to
consider the best approach across public services and the 3rd
sector with a focus on community, early intervention and
resilience.

3

Standardised outcomes framework with minimum
standards, outcomes and access across all providers of
health and social care and shared approaches to
strengthening communities and voluntary sector
effectiveness.

4

All public and private sector employers
promote good employment practice for MH and employees
will be supported to feel happy at work and helped to
achieve life satisfaction. Build on GMs existing Working Well
programme to deliver better outcomes.
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Priority Initiatives for Early Implementation

How do we get to the future state?
Place‐based commissioning and place‐based
delivery, pan‐Greater Manchester for specialised
services. Simplify, consolidate and streamline the
current commissioning landscape to create a robust
and accountable commissioning function which
removes duplication, creates economies of scale and
provides consistency.
Determine a clear vision and understanding of
what services should be provided at the GM and
locality levels.
Consolidate commissioning expertise and
develop new payment and incentive
mechanisms.
Develop minimum standards, with a set of
KPIs, which also cut across non‐care
settings, for all providers of health and social
care which can be expanded as necessary at
the local level to reduce variations between
different communities.
Minimum standards will be built around best
practice interventions, taking into account a
need for local variations dependent on
different demographics. GM is committed to
ensuring the new national waiting time
standards are achieved and where
possible exceeded.

A self‐sufficient
mental health
system for GM
residents

Through our GM Reform Programme we will
support people with a range of complex needs,
working collaboratively across local services to
deliver the right support at the right time to help
people address the factors which prevent them
from realising their potential. Mental Health
provides a unique connection across all our Public
Service Reform objectives and is driving the wider
strategic partnerships required beyond core NHS
and social care to wider local government
services, GMP, GMFRS, NWAS and others
to ensure mental health is everyone’s
business as part of wider Public
Service Reform.
We will sign up organisations across GM to
a Best Employment Practice Charter in
relation to managing stress, mental health
issues, and drive wellbeing in the
workplace. We will also ensure there is
consistent support available across GM for
those currently unemployed and seeking
employment building on the GM Working
Well programme.
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Wider Strategic Considerations
GM has an ambition to
become a self
sustaining city region
supporting growth and
connecting GM
residents to the
benefits growth brings.
In Nov 2014 GM
settled a historic
devolution agreement
which give local
representatives control
over decisions
previously taken at a
national level.

Taking Charge of our Health and Social Care
On 25 February 2015 Greater Manchester entered into a ground‐breaking agreement with government
for the devolution of health and social care . The Memorandum of Understanding formally gave GM
control of £6billion of pubic sector funding from 1 April 2016. “Taking Charge of our Health and Social
Care” describes how clinical and financial sustainability will be achieved in GM, aligned to the Five Year
Forward View.
GM is committed to achieving parity of esteem for people with mental health issues, tackling access
and waiting time standards and breaking down barriers to how care is provided.

Supporting People with Complex Needs
GMs reform programme is focused on supporting people with complex needs. Through transformation
of community based care and supporting and integrated place based working we will support people
and families develop resilience and promote independence. We are redressing the balance towards
early intervention and prevention.
Health and social care , particularly mental health is fundamental to understanding the whole needs of
individuals and families. Our existing reform programmes have shown for example:
● Mental health problems consistently arise with the families on our Troubled Families programme
● 68% of people on our Working Well Programme (supporting long term unemployed into sustainable
work) express mental health issues as a barrier to work
● 42% of people in custody have identified mental health problems
● 80% of women in contact with our women’s centres have or have had mental health problems
There are further examples of individuals with complex needs finding difficulties accessing services
including those adults in contact with the criminal justice system, young offenders, young people in
care. Fragmented commissioning, access to services and waiting times are highlighted as key issues
creating difficulties for many of the people we are working with
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Wider Strategic Considerations
Reimagining services across our whole care system
The GM Strategic Plan, “Taking Charge of our Health and Social Care”, identified five key areas for transformation change:
• Radical upgrade in population health prevention – a shift on focus to population health that supports GM residents to self‐manage,
innovates the model for prescribers and pharmacies and tackles the future burden on cardiovascular disease and diabetes
• Transforming community based care and support – a new model of care closer to home that includes scalable evidence based models
for integrated primary, acute, community, mental health and social care.
• Standardised acute and specialist care – the creation of single shared services for acute hospital and specialist services to deliver
improvements in patient outcomes and productivity through establishment of consistent best practice and reduced variation
• Standardised clinical support and back office support – The transformational delivery of clinical support and back office services at
scale, including the establishment of coordination centres to help navigate GM residents through our complex system
• Enabling better care – Creating innovative organisation forms, new ways of commissioning, contracting and payment design,
standardised information management and technology to incentivise new ways of working

Five Year Forward View
The Five Year Forward view set out a clear ambition for the future of mental health services in England:
• To create genuine parity of esteem between physical and mental health.
• Improved waiting times so that 95% of people referred for psychological therapies start treatment in 6 weeks or a fortnight for those
experiencing their first episode.
• Provision close to home for those with intensive needs, particularly for young people
• New commissioning approaches to transform service delivery

National Suicide Prevention Strategy
GM is committed to preventing mental ill health, reducing suicides and promoting mental well‐being. Suicide prevention is a key strategic
initiatives of our overall strategy. In taking this forward we will build on the national strategy “Preventing Suicide in England”. This strategy
highlights key risk groups: young and middle aged men; people in the care of mental health services including inpatients; people with a
history of self‐harm; people in contact with the criminal justice system and those form specific occupational groups.
In response to the national evidence GM will work towards the development of a suicide prevention strategy aimed at becoming a
‘suicide safer city region’
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Wider Strategic Considerations (cont.)
Greater Manchester Principles of Reform
Our GM Mental Health Strategy will work to address identified difficulties and create stronger links between mental health services and
locality based integrated working. Ensuring flexibility in mainstream services and developing evidence based packages of support aligned to
our GM principles of reform:
 A new relationship between public services and citizens, communities and businesses that enables shared decision making, democratic
accountability and voice, genuine co‐production and joint delivery of services. Do with, not to.
 An asset based approach that recognises and builds on the strengths of individuals, families and our communities rather than focussing on
the deficits.
 Behaviour change in our communities that builds independence and supports residents to be in control
 Integrated services that place individuals, families, communities at the heart
 A stronger prioritisation of well being, prevention and early intervention
 An evidence based understanding of risk and impact to ensure the right intervention at the right time.

Greater Manchester Public Service Reform Programme
The existing GM Public Service Reform programme provides the opportunity to integrate mental health into wider reform activity focused.
This programme is focused on the delivery of key outcomes including:
• Supporting 50,000 people facing complex challenges move towards employment
• Engaging and supporting over 27,000 families through the expanded Troubled Families programme
• Reductions in reoffending through the implementation of Intensive Community Orders
• Reductions in reoffending as a result of transforming the work of Women’s Centres
• Implementation of our GM Early Years new delivery model
• Reductions in duplication through better integrated local service provision
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Priority Initiatives for Early Implementation

What we will have in place by April 2016
By 1 April 2016
How will the system look different
● GM will be working towards the standards set out in the Crisis Concordat.
● There will be a reduction in need for Section 136 powers which when needed will be
used consistently across all 10 LAs in GM through a better understanding of ‘places of
safety’ and introduction of street triage support.
● We will have agreed an approach for Place based commissioning and provision at
locality level with increased collaboration between providers for specialist services.
Integrated commissioning approach based on outcomes aligned with GM
commissioning standards framework. Social Care and Housing will be fully engaged in
commissioning and delivery.
● We will develop links with the Centre for mental Health and Safety to inform
systematic reduction in suicide across GM.
● We will have established formal provider collaboration to achieve
self‐sufficiency in GM.
● The Mindful Employers charter will be signed by all public sector agencies in GM.
● Increased integration of RAID into acute services and A&E facilities across GM.
● Create fit for purpose governance arrangements responsible for delivering the GM
wide all‐age mental health strategy.
● GM Children and Young People outcomes and standards developed and agreed.
● We will have identified leaders and champions to deliver this strategy and they will
have produced delivery plans for each of the initiatives.

How we will measure success:
1. Number of Employers signed up
to the Employers Charter.
2. Increased number of patients
referred to Raid services.
3. Reduction in the requirement for
S136 powers used and evidence
of consistent application
across GM.

Anticipated Financial Benefits
High level financial savings will be
achieved through better
commissioning, simplified provider
landscape, earlier intervention
through RAID and a focus on
resilience in the workplace
and community.
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Priority Initiatives for Early Implementation

What we will have in place by April 2017
By 1 April 2017
How will the system look different
● A single system, with clear leadership and partnership working across all public sector
organisations.
● We will simplify the provider landscape across GM including the integration with social
care and housing by rolling out integrated place‐based commissioning using a prime‐
provider model, with routine outcome measures.
● Consistent GM wide implementation of 24/7 crisis care and community
support for adults including full implementation of GM Crisis Care concordat.
● Development and implementation of 24/7 crisis care support for children and young
people providing easy access to services that are responsive and provide appropriate
help across all GM.
● Established and published the “citizens deal” with a set of all age standards or citizens
rights for commissioners to use as a floor that no GM services can fall below.
● Strategic partnership arrangements with positive and mature engagement between
the private, public, community, voluntary sector and social enterprises.
● Implementation and application of standards for Children and Young People’s services,
focused on young people’s perspectives and expectations building on the national
work, Young Minds, and work already taking place in GM.
● All acute provision (acute beds, PICU, active rehabilitation, LA alcohol and drugs
services and residential care) will be within GM, and patients will only be sent out of
area for inpatient or outpatient services in exceptional specialist circumstances.
● Wider implementation of the employment charter on mental health across private
sector in GM delivered in collaboration with the LEP and local Universities and
organisations commissioned by GM public sector organisations.

How we will measure success:
1. Improved quality across the
Sector (patient satisfaction,
reduced serious untoward
incidents, and reduced never
events, e.g. a reduced
suicide rate).
2. Improved access and reduced
waiting times.
3. Consistent standards across
Greater Manchester

Anticipated Financial Benefits
High level financial savings will be
achieved through removal of Out of
Area placements and reduced
spend in high‐end acute settings
and reduced unemployment
because of mental health.
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Economic Case

Markers of Activity/Demand, Opportunities to Address (1)
The table below summarises the key drivers of activity and demand this strategy aims to influence and successfully address
Outcomes
Reduced
inpatient
admissions
and bed days
Improved life
chances for
children with
mental health
conditions

Reduced
number of life
years lost to
mental health

Reduced out
of area
placements

Reduced
running costs
for integrated
commissioning

● Strategic initiatives have been developed to better manage the drivers of activity and demand based around the 4 strategic pillars for
transformation (prevention, access, integration, sustainability). There are also cross‐cutting themes or “golden threads” running through all four
pillars. Communication is needed to change behaviour and create social movement changes to ensure these strategic initiatives deliver the
expected transformation.
● The economic benefits of this strategy are generated by the areas for intervention outlined below:
– A shift towards early intervention and prevention where those with mental health issues currently in the health system are supported to
access evidence‐based less cost‐intensive models of care. This will result in reduced spend in acute in‐patient settings.
– A more general increase in the support for those with mental health conditions to move back into work. The benefits here are in a reduction
in public sector spend more generally.
– Early identification and intervention as soon as mental health problems emerge.
– The promotion of mental wellbeing and prevention of mental health problems in childhood and adolescence.
– The promotion of mental wellbeing and prevention of mental health problems in adults.
– Addressing the social determinants and consequences of mental health problems.
– Improving the quality and efficiency of current services.
● An important long‐term goal is to repatriate GM NHS and LA patients being treated long‐term in out of area placements. This will be dependent
on freeing up capacity in local in‐patient settings, which is in turn dependent in enabling community or home‐based models. Numerous
initiatives for this are already underway in GM, including:
– The out‐of‐hospital schemes introduced by Pennine care.
– RAID (rapid assessment, interface and discharge), which installs psychiatric liaison teams in acute hospitals, reducing admissions and length
of stay for patients with mental illnesses.
– Intermediate care for patents with delirium, providing a further deflection in acute admissions. It is also logical to assume a further 10%
reduction in acute in‐patient mental health stays through a combination of these initiatives.
● Further savings are likely to be achieved in the reduction of the number of mental health trusts and the number of commissioners involved in
commissioning mental health.
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Economic Case

Markers of Activity/Demand, Opportunities to Address (2)
The table below summarises the key drivers of activity and demand this strategy aims to influence and successfully address
Outcomes
Reduced cost
and demand
(particularly
repeat
demand) to
GMP
Increased
productivity
and
employment
across GM

Increased life
expectancy for
mental health
patients

Reduced
suicide rates

Reduced
alcohol‐and
substance
misuse related
MH A&E
admissions

Specific economic evidence to support this approach aligned to the strategic initiatives developed includes the Department of Health Report, ‘No
Health Without Mental Health’ 2011, which identified the following costs of mental disorders across the life course:
● Mental illness during childhood and adolescence results in UK costs of £11,030 to £59,130 annually per child.
● Conduct disorder: Lifetime costs of a one year cohort of children with conduct disorder (6% of the child population) has been estimated at £5.2
billion. Cost of crime attributable to adults who had conduct problems in childhood is estimated at £60 billion a year in England and Wales, of
which £22.5 billion a year is attributable to conduct disorder and £37.5 billion a year to sub‐threshold conduct disorder.
● Depression: Total annual costs of depression in England in 2007 were £7.5 billion, of which health service costs comprised £1.7 billion and lost
earnings £5.8 billion. This does not include informal care or other public service costs. Lower productivity accounts for a further £1.7–£2.8
billion and human costs for another £9.9–£12.4 billion, bringing the total annual cost of depression to £20.2–23.8 billion a year.
● Anxiety: Health service costs of anxiety disorders in 2007 were £1.2 bn. The addition of lost employment brings the total costs to £8.9 billion.
● Schizophrenia: Total costs of schizophrenia were approximately £6.7 billion per year in England in 2004–05. Cost of treatment and care was £2
billion, annual costs of welfare benefits were £570 million and the cost to families of informal care and private expenditure amounted to £615
million. Costs of lost productivity due to unemployment, absence from work and premature mortality were £3.4 billion. The opportunity
therefore to make efficiency savings is significant.
● Dementia: Total annual UK costs of dementia are £17 billion. Accommodation accounted for 41% of the total, health services eight per cent,
social care services 15% and estimated costs for informal care support and lost employment 36%. Numbers with dementia in England are
predicted to rise from 680,000 in 2007 to 1.01 million people by 2051. Long‐term care for older people with cognitive impairment in England
could rise from £5.4 billion to £16.7 billion between 2002 and 2031.
● Suicide: Average cost per suicide is £1.7 million in England, £1.3 million in Scotland and £1.5 million in Ireland. Better identification of risk in primary
care and in drug and alcohol services. In 70% of suicides the person has seen a GP in the last month, so better access to primary care is critical.
● Alcohol misuse is estimated to cost the health service £2.7 billion every year and results in output losses of £6.0‐7.3 billion due to sickness
absence, reduced employment and premature death while annual cost of alcohol related crime and disorder is £9‐15 billion. Total cost of
alcohol misuse is estimated at £17.7–£25.1 billion a year, which includes costs of treating alcohol‐related disorders and disease, crime and anti‐
social behaviour, loss of productivity in the workplace and social support for people who misuse alcohol and their families.
● Smoking: Annual direct cost of smoking to the NHS is £5.2 billion with smoking responsible for 462,900 hospital admissions in 2008/9.97 Almost
half of total tobacco consumption is by those with mental disorder.
● Inequality: At the national level substantial costs are generated by inequalities in mental health. Estimated to be £56 ‐68 billion nationally
(No Health without Mental Health)
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GM Wide Direct Costs of Mental Health
Between CCGs, locals
authorities and
specialised
commissioning, GM
spends c.£615m across
on Mental health
services across health
and social care.

£76.5m

CCG mental health
£97.05m

CCG learning disability
Local authorities

£38.3m

Specialised commissioning

£403.4m

● Greater Manchester spends significantly more on mental health than the majority of UK cities and £30.1m of that is inpatient
treatment spent out‐of‐area (7.27% total CCG spend).
● Excluding specialised commissioning and non‐identifiable data, GM spends £35m per year on children’s mental health, £248m on
adult mental health and £130m on older adult mental health.
● The Local Authority’s social care expenditure on mental adult comprises of mental health support services and excludes learning
disability spend (£216m on adults 18‐64 and £34.5m on adults over 65). It also excludes physical, sensory or social support costs.
● Based on inflation anticipated figures (using FYFV assumptions), this projected health and social care spend on mental health
services if we don’t change is set to increase to £644m by 2021.

Local Authority Spend

2014/15

2020/21

£m

£m

97.05

110.8

CCG Learning Disability Spend

38.3

39.4

CCG MH Specialist Commissioning

76.5

78.8

403.4

415.2

615.3

644.3

CCG MH Spend

● However, in addition to the above, costs are incurred within the GM economy as a consequence of poor mental health as illustrated
on page 21.
Source:
Local authority budgets, CCG programme budgeting returns and CCG reported data.
NB ‐ The specialist commissioning figure does not include learning disabilities and is based on the Secure & Specialised Mental Health Database.
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Cost of Mental Health services in GM
Spend per CCG

Spend per capita

2013/14 spend

Bolton

Stockport

Bury

Oldham

Wigan Borough

Manchester (x3)

Salford

Wigan Borough

Tameside
and Glossop

Oldham

Stockport

Heywood, Middleton
and Rochdale

Bolton

0

Heywood, Middleton
and Rochdale

10

Trafford

20

Tameside
and Glossop

30

Manchester (x3)

40

Salford

200
180
160
140
120
100
80
60
40
20
0

50

Trafford

Wigan, Oldham, Bury,
Stockport and Bolton
spend below the
average in the North
per CCG.

The 12 CCGs in GM spent approximately £403m on mental health services in 2014/15 compared to £441m in 2013/14.

Bury

When adjusted for
population variances
Salford and
Manchester CCGs
spend the most.

CCG commissioned spend

£m

Across GM
approximately £403m
is directly spent on
Mental Health services
by CCGs.

Spend per capita
2014/15 spend

The CCG spend analysis above demonstrates the constrained budgets available for CCGs as only Trafford and Tameside and Glossop
were able to spend more in 2014/15 than in the previous year.
When plotted against the registered population, Salford and the Manchester CCGs were found to be spending the most per capita at
over £170 per head of population.
The average spend in the North was £124 and Wigan, Oldham, Bury Stockport and Bolton spent under this in 2014/15.
Learning from localities has fed into this GM wide strategy.
Source:

2013/14 and 2014/15 CCG programme budgeting returns.
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Wider Cost of Mental Health across Greater Manchester
Cohort

Volume/Impact on GM economy

Cost (£)

GM Population
Unemployed with
Mental health
conditions

● 247,000 Individuals on out of work benefits across
GM. Up to 80% of benefits claimants have a mental
health condition.1

£1.5 bn
Based on £7,789 Estimated Annual fiscal benefit.

Children with conduct
disorder

● 27,200 children with conduct disorders develop anti‐
social personality disorder as adults 2. (Based on GM
troubled families with 2 children per family).

£252.6m public sector costs
Based on £9,288 per child over 25 years (including NHS, social services,
education and criminal justice).

Alcohol misuse

● 504,263 Alcohol‐related hospital admissions and
attendances across GM (2013) (1,155 deaths directly
attributable to alcohol).

£138m
(Hospital admissions, A & E attendances).
Total costs of £1.2bn to wider GM economy
(includes wider costs implications such as crime, health, worklessness and
social care costs).

Substance misuse

● 2,994 Estimated OCU (Opiate or Crack) Users not in
treatment in GM in 2014/15.

£78m cost of crime (this is a conservative estimate and does not include other
drugs such as Amphetamines, Cannabis, prescription drugs and legal highs)
Based on cost of crime for those not in treatment of £2924 per person.

Mental Health bed
based‐inpatients

● 44% of total CCG MH spend on bed‐based inpatients. £176m CCG spend on bed based‐inpatients
● On average, 10495 occupied bed days for MH
(£21m uncategorised by CCGs).
inpatients in GM per 100, 000 population
( higher than the 7199 national average).

Suicides

● 538 suicides registered in Greater Manchester
(2013).

Source:

(1)
(2)

GMCA Mat Ainsworth Working Well: Supporting long term ESA claimants into sustained employment.
http://stats.cesi.org.uk/events_presentations/SeminarSeries2014/Tacklingemployment/MatAinsworth.pdf
a) No Health without mental Health: A cross‐Government mental health outcomes strategy for people of all ages.
Supporting document – The economic case for improving efficiency and quality in mental health (DH).
b) http://www.manchesterpartnership.org.uk/info/40/complex_families

£597m
Based on cost per suicide of £1.67m including loss of lives to the individual, lost
outputs (waged and unwaged) police time and funerals.
(3)
(4)

http://www.alcoholconcern.org.uk/training/alcohol‐harm‐map/
a) ‘ITEM 6 ‐ Substance Misuse in Greater Manchester’, GMCA
b) http://www.nta.nhs.uk/uploads/whyinvest2final.pdf

(5)
(6)

a) CCG programme budget returns.
b) Mental Health Benchmarking 2012to13 vs 2013to14 v4.
Based on rate of 12.3 suicides in North West per 100,000
population (ONS).
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Summary: Investment Case and the Potential Benefits
The following sets out a summary of the impact (costs and the subsequent net benefits) of some of the strategic initiatives within the
strategy across GM. Further detail including assumptions are provided on the next four pages.
Scheme
Early years
Education: School based social and emotional learning
Troubled families
Early Intervention: Screening and brief intervention for alcohol misuse
Suicide Prevention: Suicide awareness training and intervention
Working well
Workplace screening for depression and anxiety
Promoting wellbeing in the workplace
Housing step down support facility
RAID ‐ Psychiatric Liaison
Intermediate Care for patients with delirium
Crisis prevention through IAPT
Reduction in police call outs for MH (S.136)
Cease Out of Area placements
Integrated Commissioning
Total of above schemes

Cost

Annual Net Benefit*

£0.16m
£5m
£17.7m
£0.8m
£0.5m
£1.7m
£0.6m
£1.2m
£0.4m
£6m
£9.6m
£2.6m
£2m
£10.5m
£1.2m
£60m

£0.25m
£44.4m
£14.1m
£0.2m
£28.3m
£3.4m
£0.5m
£10.4m
£4.4m
£2m
£3.1m
£2.9m
£1.5m
£19.6m
£11.08m
£146.2m

* Annual benefits highlighted are NET of the costs indicated
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Assumptions

The Investment Case and the Potential Benefits (1)
GM MH Strategy &
Underlying Assumptions

Early Years:
Children &
family

Early Years Programme1
● Though investment in parenting support, maternal/postnatal health, and early childhood education yields major, long‐term social
and economic growth, and also help prevent children develop anti‐social personality disorders as adults. Based on a cohort of
38,000 children across GM, average annual net benefits over 5 year programme amounts to £0.25m, net of £0.16m
cost of intervention.

Education

School based MH curriculum: School based social and emotional learning2
● Mental health curriculum Programmes to help children and young people recognise and manage emotions, set and achieve positive
goals. Based on a cohort of 38,000 children2b.
● Cost of intervention include teacher training, programme coordinator and materials.
● Cumulative gross benefits per child increase from £125 in year 1 to £10164 in year 10. Benefit highlighted denoted average gross
benefit over 10 years of £49.4m less total annual cost of intervention £5m.

Troubled
Families

‘Troubled families’ programme1
● Interventions to support such families characterised by there being no adult in the family working, children not being in school and
family members being involved in crime and anti‐social behaviour. Such problems associates with mental health issues and wider
determinants of mental health such as domestic violence, relationship breakdown, mental and physical health problems.
Assumptions based on cohort of 13,561 troubled families (out of total of 27,200 troubled families across GM).
● Intervention Cost include workforce across NHS and LA e.g. tenancy support, drug and alcohol rehab, CAMHS, educational
psychology. Average Net benefit annum over 5 years equate to £1,044 per family.

Alcohol screening and advice2a
● Brief interventions in primary care settings achieve an average 12.3% reduction in alcohol consumption per individual. An
Early
inexpensive intervention in primary care which combines screening by GPs, followed by a 5 minute advice session for those who
Intervention:
screen positive.
Alcohol Misuse ● Based on a cohort of 20,000 patients screened positive, average net benefits over 7 year period amount to £23 per annum
per patient.

Suicide
Prevention

Note:

(1)
(2)

Population‐level suicide awareness training and intervention2
● Suicide prevention education for GPs can have an impact as a population level intervention to prevent suicide through greater
identification of those at risk, individuals can receive cognitive behavioural therapy (CBT), followed by ongoing pharmaceutical and
psychological support to help manage underlying depressive disorders.
● By applying the England wide economic model to GM context, this amounts to 30 potential suicides avoided generating net benefits
of £28.4m mainly gained from loss of lives to the individual, lost outputs (waged and unwaged) funerals.
● The cost of this type of intervention includes ten sessions of CBT in the first year with further ongoing pharmaceutical and
psychological therapy together with suicide prevention training for GPs.

Indicative Investment
Costs

Indicative
Annual Net Benefits

£0.16m

£0.25m

Cost of intervention (differs
according to baby, toddler,
parenting).

Benefits split by NHS (23%)
and reduced benefits and
reduction in crime (77%).

£44.4m
Cost of intervention ‐ £132
per child.

Benefits gained split by
NHS (12%), Education (2%),
Criminal Justice ( 18%),
Other (voluntary
sector/victim costs, other
crime costs) (69%).

£17.7m

£14.1m

£5m

Average Cost of intervention
per annum (over 5 years) ‐
£1302 per family.

£0.8m
Cost of intervention ‐ £17.41
per patient.

Benefits realised across
NHS Mental Health (31%),
Police/Crime (29%, Social
care (14%), Education
(12%) and DWP/benefits
reduction (13%).

£0.46m
Split by NHS (19%), Crime
(52%), productivity losses
(29%).

£28.4m
£0.5m
Cost of intervention ‐ £2880
per client.

<1% relate to reduced
public sector costs across
NHS and police. Main
benefits relate to non
public sector costs relating
to the individual and family
such as funeral costs,
productivity.

New economics Cost benefits analysis and programme evaluation.
a) Mental health promotion and mental illness prevention: The economic case. LSE/PSSRU, Institute of Psychiatry, Kings college London (April 2011).
b) Cohort based on same size of Early years cohort.
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Assumptions

The Investment Case and the Potential Benefits (2)
GM MH Strategy &
Underlying Assumptions

Employment
Support

Working Well Programme1
● The includes expansion of the current programme across GM to help people with MH conditions whom are on Employment and
Support Allowance (ESA) overcome their barriers to work. The benefits provide a prudent estimate related to a cohort of people
(15,00) directly identified as having a MH condition. However, the number of people within the overall programme is greater and
may also include those be impacted by Mental health issues
● Each person taking part in the scheme will receive individually‐tailored packages of support ensuring, through careful co‐ordination,
that the issues which are holding them back from work are tackled at the right time and in the right order.
● An evaluated Cost Benefit Analysis demonstrates that the average net benefit per annum (over 5 years) for this cohort amounts to
£3.4m (with benefits increasing, particularly in years 3 to 5 of the programme). Costs relate to cost of service delivering the
intervention (NHS and LA).

Employment
Support

Workplace screening for depression and anxiety2
● Work place based enhanced depression care consists of completion by employees of a screening questionnaire, followed by care
management for those found to be suffering from, or at risk of developing, depression and/or anxiety disorders. Those identified as
being at risk of depression or anxiety disorders are offered a course of cognitive behavioural therapy (CBT) delivered in six sessions
over 12 weeks.
● Based on 25,000 employees, annual gross benefits amount to £1.9m. Cost of intervention covers the cost of facilitating the
completion of the screening questionnaire, follow up assessment to confirm depression, and care management costs. This also
includes six sessions of CBT for those identified at risk.

Employment
Support

Promoting wellbeing in the workplace2
● A multi component health promotion intervention consisting of personalised health and wellbeing information and advice; a health
risk appraisal questionnaire; access to a tailored health improvement web portal; wellness literature; and seminars and workshops
focused on identified wellness issues.
● Evaluation of this type of programme has reported significantly reduced stress levels, reduced absenteeism and reduced
presenteeism which amounting to annual gross benefit of £775 per employee extrapolated to a cohort of 25,000 employees.

Housing
Support

Note:

(1)
(2)
(3)

Supported housing step down facility
● A step‐down facility to enable prompt discharges from psychiatric hospitals into the community. The provision of four weeks of
floating support to clients immediately after they move on provides vital continuity of support during transition. This helps to
reduce the revolving door scenario where people relapse during stressful changes in circumstances and need more intensive
support again.
● Based on a cohort of 200 clients per annum, brings net saving of £22,000 per client per year.

Indicative Investment
Costs

Indicative
Annual Net Benefits

£3.4m
£1.7m
Average Cost of intervention
‐ £1189 per client per
annum

Reduced MH health costs
(NHS) 14%, reduced drug
and alcohol dependency
(NHS and LA social care)
68%, reduced JSA & ESA
(18%).

£1.2m
£0.62m
Cost of intervention ‐ £41.35
per employee

£1.2m

NHS (17%), employers (36%
for absenteeism
productivity losses; 47%
presenteeism
productivity gains).

£11.6m

Cost of multicomponent
intervention ‐ £80 per
employee

Employers (29% for
absenteeism productivity
losses; 71% presenteeism
productivity gains)

£0.44m

£4.4m

Cost of intervention ‐ £556
per client per week for
4 weeks.

Health and social care
benefits (split unspecified
in economic evidence).

Mental health promotion and mental illness prevention: The economic case. LSE/PSSRU, Institute of Psychiatry, Kings college London (April 2011).
Working Well CBA, New economics.
Health and housing: worlds apart?:Housing care and support solutions to health challenges. National Housing Federation 2009.
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Assumptions

The Investment Case and the Potential Benefits (3)
GM MH Strategy &
Underlying Assumptions

Indicative Investment
Costs

Indicative
Annual Net Benefits

RAID: Psychiatric Liaison – scale up model across GM1
● RAID teams working in wards and A&E depending on the focus of their team (including A &E, Older people, Alcohol Addiction).
1,694 estimated reduced bed days by reducing length of stay based on 3765 patients at cost per bed day of £275.
£6m
● 459 A & E deflections from A & E liaison saving £128.76 per A & E attendance. 1593 ward deflections (£1393 per deflection avoided). Staff Cost of intervention
Gross savings amount to £2.7m across 3 sites with staffing costs of £2m, then extrapolated to 9 sites to determine impact of GM
scale up.

£2.05m

Acute
Admission
Avoidance
(MH
Intermediate
Care)

Intermediate Care for patients with delirium ‐ Scale up of ‘Saffron ward’ Pennine Care model)1
● Delirium appropriately identified and treated by trained multidisciplinary team able to identify and design appropriate package of
care for the patient. Trained team able to identify appropriate care and make suitable onward referrals as appropriate.
● 90% of total occupied bed days (5,732 days) reduced from Saffron ward intervention at cost of £246 per bed day.
● Costs of £960k mainly costing of workforce.
● Net benefit of £310k per annum (one site) scaled up and extrapolated across 10 GM boundaries.

(assumed workforce
deployed and reconfiguring
use of wards and utilise
existing estate)

£3.1m
Benefits realised within
NHS acute

Crisis
prevention
through IAPT

Using IAPT to reduce patients in crisis in A&E2,3
● 170,000 A&E attendances in England each year are due to self‐harm caused by mental health issues. Based on £110 per A&E
admittance, this equates to £18.7m nationally. By applying the prevalence of incidents across GM’s population, this equates to
9,321 A&E attendance due to self‐harm crisis. In addition, higher intensity cost of treatment at this stage can reach up to £1,603 for
children and £945 for adults in treating patients at crisis stage.
● Through early intervention including use of IAPT services earlier on, thus requiring a lower acuity of treatment. Based on 50%
success rate of 9,321 patients (80% adults, 20% children), this reduces the cost of more intense treatment costs and A & E
attendances generating net savings of £2.9m.

£2.6m

£2.9m

Cost of lower acute
intervention:
£493 per adult
£836 per child

10% benefits Realised
within NHS acute. 90%
realised within NHS MH
services

Reduction in
police call outs
for MH (S.136)

Reduction in need for s136 powers4
● Section 136 is used by the Police to remove a person (who appears to be suffering from a mental health disorder) from a public
place to a place of safety. In Halton and Warrington with a CCG population of 125,970, there was a 42% reduction in the number of
S136s used by adopting an innovative multi‐agency model, with a focus on personal, face‐to‐face interaction, relationship building,
problem solving and early intervention.
● The cost per patient of Police time was £730.20 (based on an average saving of 20 police hours per patient x £36.51 cost per police
hour). If this approach to reduced S136 use would be applied to GM it could provide an indicative net benefit of £1.5m (based on
0.7% of GM’s population x £730.20).

£2m

£1.5m

Cost of multi agency staffing
model

Benefits realised within GM
Police

Acute
Admission
Avoidance
(RAID)

Note:

(1)
(2)

a) ‐ A standardised offer for community Care, Greater Manchester NHS Provider Trusts Federation (September 2015).
b) Model calculations & assumptions: Frontier economics.
a) (Aitken et al, 2014 an evidence base for liaison psychiatry).
b) (Nice Clinical Guidance 133, Nov 2011).

(3)

(4)

£9.6m

Realised within NHS acute

(Radhakrishnana M., Hammond G., et al (2013) Cost of Improving Access to Psychological Therapies (IAPT) programme:
An analysis of cost of session, treatment and recovery in selected Primary Care Trusts in the East of England region.
Behaviour Research and Therapy, Volume 51, Issue 1, January 2013, Pages 37–45.)
Home Office Innovation Fund Specialist Mental Health Practitioner Pilot (GMP, Trafford division).
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Assumptions

The Investment Case and the Potential Benefits (4)
GM MH Strategy &
Underlying Assumptions

Out of Area
Placements

A GM approach to manage and reduce demand for Out of Area placements more effectively1
● CCGs spend £30.1m on Out of Area placements per annum. Stakeholders across GM have cited that through a better joined up
approach to commissioning, this can be significantly reduced with an ambition of ceasing all out of area placements.
● The Benefits gained relate to the premium associated with out of area placement (this varies according to need). The Royal College
of Psychiatrists estimate that out‐of‐area placements cost, on average, 65% more than local placements Cost of provision.4

Reduced Commissioning running costs through integrated commissioning2
● Average forecast CCG running costs (2015/16 to 18/19) equate to £61.5m.
● Assumed 20% reduction in running costs achieved through an integrated commissioning function removing duplication and
Integrated
achieving synergies across GM of £12.3m.
commissioning ● 1% non recurring transition costs assumed to implement MH aspect of integrated commissioning. This is dependent on wider
health and social care commissioning reconfiguration across GM.
● This will be aligned to the GM Joint Commissioning Board

Note:

(1)
(2)

Indicative Investment
Costs

Indicative
Annual Net Benefits

£10.5m
Cost of existing Out of Area
activity repatriated across
GM based on 65% premium
on current cost of provision

£19.6m

£1.2m

£11.01m

(non‐recurring
implementation costs)

Benefits realised within
NHS commissioning

Benefits realised within
NHS commissioning

CCG programme budgets returns.
b) https://www.rcpsych.ac.uk/pdf/FR%20RS%2006_for%20web.pdf.
NHS England CCG running costs forecast (https://www.england.nhs.uk/wp‐content/uploads/2014/02/run‐costs‐allow.pdf).
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Strategic Initiatives by Pillar
1

Prevention

2

Access

3

Integration

4

Sustainability

5

Golden Threads

Strategic Initiatives

Prevention
1.1

1.2

1.3

Early Years: Children and Family

Improving perinatal, child and parental mental health and wellbeing is key to the overall future health and wellbeing of
our communities. We will look to direct activities towards the whole family and school life experiences including
maternal mental health, family support (at all points during the whole life course), tackling domestic abuse; together
with Community, Schools and Education programmes.

Wellbeing

A GM wide system approach to helping people improve their wellbeing by using the principles of the ‘Five ways to
wellbeing’ framework ‐ Connect; Be Active, Take Notice, Be Curious, Keep Learning (New Economics Foundation). This
aims to improve physical and mental health, and protect people from loneliness and depression such as engaging in
activities, building support networks within communities, and social prescribing.

Self Care

Aims to build the individual’s capacity to better manage their own care and increase their resilience through providing
self management resources, creating on‐line communities and peer support. Also, raising awareness of the benefits of
self care and the individual’s role in taking responsibility for their own health and wellbeing with support from the
people involved in their care.
Working with the GM Suicide Prevention Executive to reduce suicide risk by reflecting the main elements to the
national strategy ie men’s mental health, mental health services, self‐harm, young people, suicide hotspots, working
with the media etc. Highlighting the features of MH services we have shown to be linked to lower suicide rates eg
outreach, early follow‐up on hospital discharge, adopting NICE guidance on depression and self harm.

1.4

Suicide Prevention

1.5

Early Intervention

Increase focus on early intervention services to enable GM’s population to deal with poor mental wellbeing early on
and stop it becoming a mental illness or deteriorate further. Schemes include enhancing community services available
which provides support on the wider determinants of mental health; addressing lower levels of mental distress earlier
on helping to reduce the likelihood of a more chronic and debilitating illness.

1.6

Targeted Mental Health Campaign

A targeted public mental health and wellbeing campaign to raise awareness of relative mental health issues, reducing
stigma and discrimination and helping the public in understanding their role in own wellbeing and how they can
support others to deal with such issues. Working with faith and cultural communities.

Supporting Vulnerable People

Supporting those most vulnerable in society to help reduce the risk of developing poor mental health, OR from any
existing mental health conditions in deteriorating further. Aims to address inequalities in access, experience and
outcomes for people from black and minority ethnic communities, homeless people, survivors of violence and abuse,
LGBT and people with disabilities. Interventions include ‘wrap around’ services for those with complex needs such as
housing support, drug/alcohol counselling, education programmes. Better targeted case management and outreach
support for frequent attenders.

1.7

1.8

Workplace and Employment Support

By focusing on wellbeing in the workplace, we will support working individuals in feeling happy at work and help
achieve life satisfaction. We will sign up organisations across GM to a Best Employment Practice charter in relation to
managing stress, mental health issues and drive wellbeing in the workplace. We will also ensure there is consistent
support available across GM for those currently unemployed and seeking employment, including access to CV clinics,
29
coaching and mentoring.. We will build on the Working Well Programme.

Strategic Initiatives

Access
2.1

Identify single points of access across
primary and secondary care and develop a
care co‐ordination role

Strengthen the role of the GP as an initial point of contact, and ensuring there is a consistent care co‐ordinator role
with the right skills and competencies across GM. This will bring together primary mental health care and social care
support. Train practice nurses and other primary care workers in early intervention and ensure access to EIP,
perinatal MH and IPT.

2.2

IAPT services of consistent high quality
across GM

We will look at national best practice and aim to build our minimum standards around these interventions, taking
into the account a need for local variations dependent on different demographics. We will work across the 10 Local
Authorities to develop consistent approaches to social care for mental health. Introduce combined mental and
physical enablement and group based practice.

2.3

Improving support for carers and parents
at risk

Support services for parents at risk through home visits by professionals, GMs troubled families’ programmes and/or
befriending initiatives by voluntary organisations. This will encompass the full range of community support in the
NHS, Local councils and the Voluntary Sector. Improve police training and support services.

2.4

24/7 mental health services and 7 day
community provision for children

We will create 24/7 crisis care for children and provide 7 day access to Community mental health teams that are able
to provide support across GM.

2.5

Ensure consistency of 24/7 mental health
services and 7 day community provision
for adults including crisis care concordat

We will ensure consistency is achieved in the delivery of 24/7 crisis care for adult service users and ensure consistent
7 day access to Community mental health teams that are able to provide support across GM including full
implementation of the GM crisis care concordat

2.6

Standards and protocols for step up and
step down (Inc. prisons)

2.7

Self Sufficiency in provision for GM (out of
area placements)

2.8

Eating disorders in CYP

2.9

ADHD in CYP and service expansion for
adults

We will work with clinicians, care managers, including the third sector to review the thresholds for access to all
mental health services and ensure these are explicit within operational policies.
Increase collaboration across providers to tackle current out of area provision, using GM capacity on GM residents,
improving care and driving efficiency
Flexible specialist Children and Adolescent Eating Disorder (CAEDS) service model through Multidisciplinary
community based teams
Co‐commissioned multi‐agency care pathway for children and young people with ADHD across the lifespan into early
adulthood and service expansion into adulthood.
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Strategic Initiatives

Integration
3.1

Integrated place‐based commissioning and
contracting

Simplify, consolidate and streamline the current commissioning landscape to create a robust and accountable
commissioning function which removes duplication, creates economies of scale and provides consistency.
Commissioning will be both place‐based (as part of new care organisations) and across GM providers. Commissioners
will have specialist competency training.

3.2

Locality Care Organisations to integrate
care both vertically and horizontally across
community, primary and acute settings

Design and implement appropriate MH services at suitable spatial levels ‐GM level and place‐based settings. MH will
be an assumed part of place‐based commissioning and local care organisations will be a major contribution to parity
of esteem with integrated leadership and collective accountability across the public sector.

3.3

A whole person integrated vertical care
pathway across a horizontal integration of
care providers

This involves 4 elements: all‐age, integration between physical and mental health, integration across care settings
and integration with the individual’s wider environment. This will engage the whole range of local services including
housing, leisure and learning.

3.4

A strong partnership with the community
and voluntary sector

Building a stronger partnership with the voluntary sector will ensure the third sector is an integral part of each
patient’s pathway and that the third sector can work in an integrated way to ensure appropriate care is provided in
the right place. The service will operate on an outreach as well as responsive model to reduce inequalities.

3.5

Asset‐based approach and devolution
estate managed centrally for the benefit
of GM

Provide a GM environment that is appropriate for 21st Century mental health care by reviewing, assessing and
managing all MH physical assets and facilities management across GM and ensure alignment with place‐based
working across the public sector. Make services available by telephone and over the internet.

3.6

Integrated monitoring, standards and KPIs

3.7

Integrated data sharing

Develop a consistent set of shared minimum standards and outcomes for GM with a set of standard KPIs that cover
the whole range of mental health services that are involved in changing and promoting positive mental well being.

Improve information sharing between agencies to facilitate collaboration and drive integrated care, through
integrated patient records and/or patient ownership of information.
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Strategic Initiatives

Sustainability
4.1

System leadership

Systems leadership is necessary in driving new integrated care models, and it requires a real commitment across
senior leadership to align their organisation’s goals with the goals of the wider system. ONE LEADER.

4.2

Improve SOCIAL CARE, community and
primary care capacity

Our vision for mental health is that it is led by wider primary care (including community pharmacies, schools and
adult education), fully integrated with social care and supported by specialist interventions provided where
necessary, based on an integrated, neighbourhood management model.

4.3

Working practices

Changes to working practices and training to facilitate a culture of shared leadership accountability linking with the
Academic Health Science Network and others to develop new curricula and qualifications.

4.4

Programme prioritisation

Establishing a consistent standard benchmark for programmes which must be implemented in all areas, and a more
robust methodology for evaluating the success of a programme and the next steps.

4.5

Pooling of Mental Health budgets

4.6

Provider Landscape Redesign

Pooling of budgets to enable joint decision making for the system as an integrated whole.

A: Strengthen collaboration between providers, more substantially than integration of back office functions, to
enable full needs based pathways.
B: Short‐term solution for MMHSC unsustainability.

4.7

Payment and incentives

4.8

Regulation reform

4.9

New investment streams

Recognising the value in alternative sources of investment, for example social impact bonds.

Freedom to relax or reform regulation in areas where radical change to the system is proposed.

Recognising the value in alternative sources of investment, for example social impact bonds.
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Strategic Initiatives

Cross‐cutting Golden Threads
5.1

Ensure parity of esteem between mental
and physical health

Initiatives to address this parity must address the multiple sources of this inequality – financial, attitudes and beliefs,
both within and beyond health and social care and as MH accounts for 23% disease burden, need greater equality re
resource through reducing unnecessary acute trust admissions, OPCs, investigations.

5.2

Improve deployment of research to inform
best practice care across GM

We will work in partnership with HInM and the Centre for Mental Health and Safety to ensure mental health research
is sufficiently prioritised, drive better co‐ordination, and that interventions which have been proven to be effective
are swiftly rolled out.

5.3

Prepare a workforce to work as part of an
integrated, joined‐up system

Staff must be enabled to become more adaptable in order to respond to systems‐wide changes, and more
multidisciplinary, in order to drive integrated care. This will require leadership, training and culture change.

5.4

Utilise technology to provide new forms of
support

Technology offers the opportunity to transform mental health and support self‐care, but we need to ensure that all
interventions are carefully assessed and evidence‐based.

5.5

Leverage the success of existing
programmes (e.g. Troubled Families,
Working Well) which prioritise the top
10% which account for 40% resources
through repeat admissions, detention and
crises

These programmes must have access to the right mental health treatment, and they should be effectively integrated
with other health and social care services. Target the 10% of people that generate 40% of activity and cost.

33

Joint Board of Directors & Council of Governors Meeting – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:

Operational Plan – Key Priorities for 2016/17
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EXECUTIVE SUMMARY:

In January 2016, the Board of Directors noted the Planning Guidance for 2016/17 –
2020/21 and the requirements for organisations to submit a draft operational plan
for 2016/17 by 8th February 2016 and a final draft by 11th April 2016.
The “Plan on a Page” attached is a summary of the organisation’s business planning
priorities for 2016/17. Each directorate in GMW has developed a Business Plan,
outlining their key achievements, risks, priorities for the year ahead, quality,
financial and workforce plans, mapped against GMWs 6 strategic objectives. These
plans were reviewed by an extended Executive Management Team meeting in
January and a draft plan submitted to Monitor on 8th February.
The final draft will be required by Monitor on 11th April and in accordance with the
Trust’s constitution, the views of the Council of Governors on these priorities are
being sought.
It should be noted that the “Plan on a Page” is a high level summary and not a
comprehensive list of all the Trust priorities which are contained in the full Annual
Plan, Capital Plan, Quality Account and Annual Report. As with previous years, a
more comprehensive ‘easy to read’ summary of all these reports will be produced
once they are all published.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

CQC Registration and Monitor Licence

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors and Council of Governors’ views are sought on the draft “Key
Priorities 2016/17” summary attached.

TRUST‐WIDE PRIORITIES

STRATEGIC
OBJECTIVES

STRATEGIC CONTEXT

VISION

OPERATIONAL PLAN – KEY PRIORITIES FOR 2016/17
Improved Lives and Optimistic Futures for People Affected by Mental Health and Substance Misuse
Problems
‘Delivering the Forward
View 2016/17‐2020/21’

Mental Health
Taskforce
Report

‘Devo Manc’
Strategic
Plan

Winterbourne, Berwick,
Francis and Keogh
Inquiries and Reports

Promote recovery by
providing high quality
care and delivering
excellent outcomes

National and local
commissioning
intentions

Closing
the Gap

Everyone Counts:
Planning for Patients
2014/15 – 2018/19

‘Choice’ and
competition

Work with service
users and carers to
achieve their goals

Engage in effective
partnership working

Invest in our
environments

Crisis care
Concordat

CQC Inspection
Regime

No Health
Without
Mental Health

Financial Climate: Efficiencies
& PBR for Mental Health

Enable staff to reach
their potential and
innovate

Achieve sustainable
financial strength and be
well‐governed

Engage in Devo Manc

Competition ‐ Responding to
tender opportunities (new
and existing business)

Developing and
strengthening
partnerships

Reviewing and
improving existing
clinical services

Promoting and delivering
quality and performance
agendas

Achieve Quality
Account
Priorities

Promoting recovery
through education –
Recovery College

Continuous
improvement –acting
on patient
experience feedback

Embed Paris System

Proactive workforce planning,
development and management

Monitor’s Risk
Assessment
Framework

Supporting the
Redesign of
mental health
services in

Manchester

Delivering the financial plan,
including efficiencies

CLINICAL SERVICE DEVELOPMENT PRIORITIES



SPECIALIST SERVICES NETWORK

DISTRICT NETWORK










Introducing new expanded teams to achieve the new Early Intervention targets – more than 50% of people seen within two weeks
and offered NICE approved packages
Improving the psychological therapies offer by taking the lead provider role for Bolton and developing the Working Well Talking
Therapies service across Greater Manchester
Improving access to psychological therapies – achieving 75% 6 week and 95% 18 week maximum wait targets
Open Braeburn House, a new 28 bedded male recovery service, and work with commissioners across Bolton, Salford, Trafford and
Manchester to develop Rehab and Recovery Services to return out of area placements and further improve pathways
Support the implementation of the Salford Integrated Care Organisation
Capital project to improve in patient and community properties in Bolton
Implement the lead provider RAID model at South Manchester A&E
Continue to develop better pathways and closer working relationships with GP’s, Substance Misuse Services, Housing and CAMHS
Further Development of Woodlands as a centre of excellence for MATs and Older Adults

 Implement capital projects including a new bedroom suite at Gardener Unit and expansion of Junction 17
 To respond to tenders for Lancashire prisons, Bolton SMS, CAMHS and adult secure services (may also be some tenders to retain other
contracts in SMS)
 Implement the new mental health service at HMP Risley and HMP Thorn Cross
 Opening of 4th Ward at Recovery First
 Use expertise to reduce restrictive practice across services
 Continue to develop pathways and closer working relationships with district and specialist services across Greater Manchester
 Extended the provision of Tier 4 inpatient detoxification services to meet the contracting requirements for St Helens and Knowsley
 Central Lancashire Substance Misuse Service service re‐design
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Developing the 2015/16 Quality Account
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10
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AUTHOR(S):

Neil Thwaite, Deputy Chief Executive / Director of Development and Performance
Lear Rothwell, Deputy Director of Business and Service Development

EXECUTIVE SUMMARY:

This paper briefs the Joint Meeting of the Council of Governors and Trust Board on
the development of the 2015/16 Quality Account and outlines the proposed
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Developing the 2015/16 Quality Account
1.

Introduction

This paper briefs the Joint Meeting of the Council of Governors and Trust Board on the
development of the 2015/16 Quality Account and outlines the proposed approach,
framework and timescales for production.
In developing the Quality Account for 2015/16 reference will be made to:
 Monitor’s ‘NHS Foundation Trust Annual Reporting Manual 2015/16’
 Monitor’s ‘Detailed Requirements for Quality Reports 2015/16 and
 Quality Accounts: Reporting Arrangements 2015/16
At the time of writing, we are awaiting publication of the detailed requirements and
reporting arrangements for Quality Accounts. We are meeting all other guidance to date.
2.

Monitor’s ‘2015/16 Detailed Guidance for External Assurance on Quality Reports’

2.1

Existing Priorities for Improvement

The quality improvement priorities for 2015/16 are summarised in the following table:

Improvement Priorities
1

2
3

4
5

6
7
8

Lead

Psychological Therapies – Improving Access and Aidan Bucknall,
Outcomes
Professional lead for Psychological
Therapies
Service User Experience ‐ Listening to and Richard Backhouse, Deputy Director
Learning from Service User Feedback
of Integrated Governance
Recovery – Improving Outcomes through the Paul French,
delivery of Recovery‐Focussed Services
Associate Director of Early
Intervention
Carers – Improving Carer Identification, Jayne Wright,
Involvement and Engagement
District Services Network Director
Enhancing the Quality of Life of People with Gill Drummond, Quality Dementia
Dementia and Older People with Functional lead
Illness
Physical Health
Rebecca McCarren,
Deputy Director of Nursing
Positive and Safe – Promoting Individualised
Karen Clancy, , Deputy Director of
Support Plans
Integrated Governance
Dual Diagnosis
Matt Paterson,
Head of MDO Services.

Progress against each of the above improvement priorities is monitored by the Quality
Governance Committee (QGC). The identified Lead for each improvement priority compiles
a progress report which is reported to the QGC on a quarterly basis. In addition, specific
focus is given to a number of priorities at each QGC meeting to ensure a more in‐depth
review of progress.
A quarterly progress update has also been reported to the Trust Board via the Board
Performance Report.
Achievements have been made against all priorities in 2015/16 and this will be outlined in
detail in the 2015/16 Quality Account
2.2

Proposed Priorities for Improvement in 2016/17

The eight existing quality improvement priorities remain important for the Trust going
forward. Last year, other than replacing “Improving the Physical Environment” with the
“Positive and Safe” improvement priority, the Trust retained the over‐arching priorities and
focused its involvement and engagement activities on defining further improvement
measures and stretch targets that supported the continued improvement and achievement
of each.
For 2016/17, the Board and Council of Governors are asked to consider whether the number
and focus of the over‐arching improvement priorities should change, or whether a similar
approach to last year is adopted. In particular, consideration should be given to feedback
from the recent CQC inspection.
The process of involvement and engagement on the improvement priorities has
commenced and will include:
Meeting

Date

Notes

Council of Governors ‐ Staff,
service user and carer and public
representatives

29th February
2016

Views on improvement priorities and
improvement measures for 2016/17

Trust Board of Directors

29th February
2016 and
4th April 2016

Decision on improvement priorities for
2016/17 and views on improvement measures

Quality Governance Committee

Wider staff involvement via:
 Specialist Services Network
Hub
 District Services Network Hub
 Directorate Management
Board

16th May 2016

Feedback on involvement and engagement
and review of first draft Quality Account

3rd March 2016

Views on improvement measures for 2016/17

5th May 2016

Review of first draft Quality Account

14th March 2016

Views on improvement measures for 2016/17

30th March 2016
6th April 2016

 Matrons Meeting
 Research Readiness Group
 Medicines Management
Group
 Local management meetings
 Dedicated meetings chaired
by Priority Leads e.g. QAP1
Steering Group and Dual
Diagnosis Steering Group

18th April 2016
TBC
10th March 2016

GMW Service Development
Group
Joint meeting between MH
commissioners, GP reps, local
authority reps and GMW staff
GMW Quality Monitoring Group
Often includes GP attendees
GMW Joint Scrutiny Committee

26th February
2016

Views on improvement measures for 2016/17

18th March 2016

Views on improvement measures for 2016/17

TBA

Overview of draft Quality Account and
development of Quality Account priorities
2016‐17
Views on improvement measures for 2016/17

Recovery Care Hub
Local Healthwatch meetings:
Bolton
Salford
Trafford

3.

March/Early April
2016
March/Early April
2016

April 2016 (TBC) –
Clare Watson

Views on improvement measures for 2016/17
22nd March 2016
April ‐ date tbc
27th March 2016

External Assurance on the Quality Account

As in previous years, in addition to the publication of the Quality Account, the Trust will be
required to seek external assurance from its external auditors (KPMG) on the content of its
2015/16 Quality Account. The external assurance requirements for 2015/16 will likely
comprise of:
 Auditors limited assurance report on the content of the Quality Account
 Assurance over mandated indicators. As in previous years, auditors are expected to
be required to provide a limited assurance report on whether two mandated
indicators have been reasonably stated in the Quality Account. The 2 mandated
indictors are proposed to be:
o CPA – 7‐day follow
o Delayed transfers of care
The Council of Governors is likely to be required to choose one local indicator (although this
will be determined in the guidance, when published). Two examples are listed below:
o Carers being contacted within 72 Hours of admission to an inpatient Ward
o Sickness absence rates
The selection of the local indicator for audit will be agreed by the Council of Governors on
29th February 2016

4.

Quality Account Timescales

The following timetable outlines the key steps the Trust will follow in developing its 2015/16
Quality Account.

Action

Date

Trust Board and Council of Governors agree
process
Involvement and engagement activity
Development of first draft Quality Account
Circulation of draft Quality Account to
commissioners, Joint Scrutiny Committee and
Healthwatch for comments

29th February 2016

March 2016
13th April 2016
13th April 2016
Timescale allows for 30 working days for
comments prior to submission to Monitor, as per
regulations.
Circulation of draft Quality Account to KPMG
13th April 2016
Feedback to Board on involvement and 4th April 2016
engagement activities and review of first draft
Quality Account
KPMG to undertake review of QA, fieldwork, April / May 2016
data testing and interviews
Quality Governance Committee consider draft 5th May 2016
Quality Account and KPMG’s draft assurance
opinion
Board approval of second draft Quality Account 16th May 2016
and delegation of final sign‐off to EMT
Comments back on draft Quality Account from 27th May 2016
commissioners, Joint Scrutiny Committee and
Healthwatch
Presentation of KPMG’s limited assurance 23rd May 2016
opinion to the Audit Committee
Submission of Quality Account to Monitor as 27th May 2016 by noon
part of Annual Report
Submission of KPMG’s limited assurance opinion 27th May 2016 by 5pm
and private assurance report to Monitor
Formatting of Quality Account in preparation for 27th May to 24th June 2016
laying before parliament and publication
Laying of Annual Report (including final 24th June 2016
formatted Quality Account) and accounts before
parliament
Upload and Publication of Quality Account on 30th June 2016
NHS Choices
Quality Governance Committee receive final 7th July 2016
formatted Quality Account
Sending laid Quality Account to Monitor for 11th July 2016
publication

5.

Next Steps

The Board and Council of Governors is asked to:
 Note the proposed approach to developing the Trust’s 2015/16 Quality Account and
advise of any further action required
 Delegate for EMT approval
The Council of Governors is asked to:
 Provide their Views on the Improvement Priorities
 Select a single local indicator for external assurance (should this be required when
Monitor and the Department of Health publish the relevant guidance).
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EXECUTIVE SUMMARY:

The contract term for the Trust’s current external auditors, KPMG, expires on 31st
December 2016. Appointment of the external auditors is a statutory duty of the
Council of Governors. The following paper sets out a process for the Council of
Governors to follow in order to fulfil this duty and also describes the role of the
Audit Committee in supporting this. A proposed procurement approach and
timescales are outlined, which will ensure continuity of service.
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Paper to Audit Committee of the Board of Directors on 1st February 2016 –
‘Appointment of External Auditors’
Supporting the Council of Governors to fulfil its statutory roles and responsibilities
with regard to the appointment of the Trust’s external auditors
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The joint meeting is asked to note the contents of the attached paper.
The Council of Governors are asked to:







Note their statutory duty under the 2006 Act to appoint the Trust’s external
auditor and the role of the Audit Committee in supporting the appointment
process;
Nominate representatives from the Council of Governors to form an
External Auditor Working Group, with members of the Audit Committee, to
undertake the appointment process;
Approve the proposal that the Chair of the Audit Committee also chairs the
Working Group; and
Approve the proposed approach to procurement.

Appointment of External Auditors
PROPOSED PROCESS
1. Purpose
This paper proposes a process for the Council of Governors to follow in appointing the Trust’s external
auditor.
2. Background
Under the National Health Service Act 2006 (the 2006 Act), it is a legal requirement for all NHS
foundation trusts to have an external auditor in place at all times.
The role of a foundation trust external auditor is outlined in Monitor’s ‘Audit Code for NHS Foundation
Trusts’. The external auditor is responsible for ensuring that:





the accounts of the NHS foundation trust are prepared in accordance with all relevant
directions set out by Monitor and any other statutory provisions;
proper practices are observed in compiling the accounts;
the NHS foundation trust is using its resources economically, efficiently and effectively; and
the annual Quality Account has been prepared in accordance with Monitor’s detailed
guidance.

To be eligible for appointment as the external auditor for an NHS foundation trust, a firm must:




be established in the UK and be approved by Monitor;
have an established and demonstrable standing within the healthcare sector and be able to
show a high level of experience and expertise; and
have robust internal quality control procedures to monitor the compliance of the audit work
with Monitor’s Audit Code.

3. Current External Auditors ‐ Contract Term
The contract term for the Trust’s current external auditors, KPMG, expires on 31st December 2016.
KPMG were initially appointed on the 1st October 2010 for a period of 26 months ending 31st December
2012. On the basis of a recommendation from the Audit Committee, the Council of Governors
subsequently approved the extension of this contract for two further 24‐month terms i.e. until the
end of 2016. The second extension was agreed subject to a full tendering exercise being undertaken
in 2016.
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4. Statutory Role of the Council of Governors in Appointing the External Auditor
The appointment of the Trust’s external auditor is one of the Council of Governors’ statutory duties.
The decision to appoint should be taken at a general meeting of the whole Council. GovernWell’s
‘Appointing the External Auditors: A Guide for Governors’, which is attached as Appendix 1, provides
useful information for governors on their role in the appointment process.
It is proposed that the Council of Governors establish a small Working Group to lead this work. Two
or three interested governors, with a financial background, are invited to nominate themselves for
this Group following the Council of Governors’ meeting on 29th February 2016. (Please contact Kim
Saville, Company Secretary on kim.saville@gmw.nhs.uk or 0161 358 1646, by 4th March 2016 to
discuss this opportunity).
The Working Group will be supported by members of the Audit Committee (see below), the Director
of Finance, Capital and IM&T, representatives from the Trust’s finance and procurement departments
and the Company Secretary. The Group will also receive guidance and training throughout the process,
including access to relevant documents and key personnel as required.
5. Role of Audit Committee
The Trust’s Audit Committee will hold a central role in supporting the Working Group to determine
the specification and process for appointing the external auditor, and to agree the contract term. The
Audit Committee will also take responsibility for running the procurement process, with the support
of the procurement department, ensuring that it is fair and transparent.
On completion of the procurement process, the Audit Committee will make recommendations to the
Council of Governors, alongside the Working Group, on the preferred candidate. If the Council of
Governors choose to make an appointment, the Audit Committee will set and approve the Auditor’s
terms of engagement.
At its meeting on 1st February 2016, the Audit Committee agreed that all three members of the Audit
Committee (Malcolm Cowen, Anthony Bell and Terry McDonnell) join the Working Group:
It is proposed that Malcolm Cowen, Chair of the Audit Committee, also chair the Working Group. This
is subject to approval by the Council of Governors.
To enable the procurement process to complete in the timescales set out in Section 7, the Audit
Committee also agreed to delegate authority to its members on the Working Group to carry out the
above role on behalf of the Committee.
6. Procurement Process
It is proposed that the Trust procure its external audit services from an existing procurement
framework. As the capacity and capability of suppliers on frameworks has already been assessed by
the framework owner, the Trust will be able to undertake a mini competition to ‘call off’ a contract.
2

Mini competitions are less onerous than a full tender process and are intended to enable buyers to
focus on achieving best value for money for their specific requirements.
It is likely that the framework used will be the replacement for a current framework, Consultancy ONE
Framework RM1502, which expires in May 2016. (Framework RM1502 is an agreement created by
Crown Commercial Service (CCS), central government’s commercial service.) As an indication, the
following qualified providers are part of the ‘external audit and advice’ lot of Framework RM1502:










KPMG
Ernst & Young
BDO
Deloitte
Grant Thornton
Insight MSC
Moore Stephens
PWC
RSM Tax and Accountancy

The procurement process is underway for the replacement of this Framework and it is expected that
the new framework will be agreed in time for the Trust’s use. The Procurement Team will monitor
progress with this and have identified a number of fall‐back options should there be any issues.
7. Timescales
As previously stated, KPMG’s current contract expires on 31st December 2016. A proposed
procurement timetable is set out below. This timetable factors in meetings of the Council of Governors
and the Audit Committee and ensures that there will be no gap in the external audit service. The
timetable allows for a handover period in November 2016 should a different audit firm be appointed.
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Procurement Timetable:
Task Name

Duration Start

Finish

Planning Stage

Resource Names

72 days

Mon 28/12/15

Tue 05/04/16

Stakeholder mapping exercise/determine contract scope/confirm baseline spend

35 days

Mon 28/12/15

Fri 12/02/16

Procurement

Agree procurement exercise (route to market) i.e. which Framework

1 day

Mon 01/02/16

Mon 01/02/16

Audit Committee

Draft tender documentation (Specification/Award Criteria/Scoring Methodology)

35 days

Mon 28/12/15

Fri 12/02/16

Procurement

Appoint an External Audit Working Group from Council of Governors and Audit Committee

1 day

Mon 29/02/16

Mon 29/02/16

Working Group

Working Group to meet to review Specification/Award Criteria/Scoring Methodology

20 days

Tue 01/03/16

Mon 28/03/16

Working Group

Finalise Specification/Award Criteria/Scoring Methodology

1 day

Tue 29/03/16

Tue 29/03/16

Procurement

Planning Stage completion

1 day

Wed 30/03/16

Wed 30/03/16

Procurement

Tender Stage

62 days

Mon 11/04/16

Tue 05/07/16

Issue Tender

23 days

Mon 11/04/16

Wed 11/05/16

Procurement

Closing date for receipt of offers/bids

1 day

Thu 12/05/16

Thu 12/05/16

Procurement

Final selection process (External Audit Working Group)

38 days

Fri 13/05/16

Tue 05/07/16

Summary & distribution of Tender Responses to Working Group

7 days

Fri 13/05/16

Mon 23/05/16

Procurement

Verbal update to Audit Committee

1 day

Mon 23/05/16

Mon 23/05/16

Procurement

Desktop evaluation/initial shortlist by Procurement

1 day

Mon 23/05/16

Mon 23/05/16

Procurement

Working Group to review and agree shortlist

3 days

Wed 01/06/16

Fri 03/06/16

Working Group

Supplier Presentations (Shortlisted)
Meeting to discuss final selection and award, clarify any points from Presentations/Indicative Costing
Models.
Council of Governors approval of Working Group recommendation

1 day

Wed 08/06/16

Wed 08/06/16

Working Group

1 day

Wed 08/06/16

Wed 08/06/16

Working Group

1 day

Tue 05/07/16

Tue 05/07/16

Council of Governors

15 days

Tue 05/07/16

Mon 25/07/16

Award business pending Alcatel / Standstill

10 days

Wed 06/07/16

Tue 19/07/16

Procurement

Unsuccessful & successful letters

1 day

Wed 20/07/16

Wed 20/07/16

Procurement

Officially award contract & raise purchase order

2 days

Thu 21/07/16

Fri 22/07/16

Procurement

Publish on Contract finder

1 day

Mon 25/07/16

Mon 25/07/16

Procurement

Complete award recommendation report and notification to GMW Audit Committee

1 day

Mon 05/09/16

Mon 05/09/16

Audit Committee

Ordering Stage
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8. Recommendations
The Council of Governors are asked to:




Note their statutory duty under the 2006 Act to appoint the Trust’s external auditor and the
role of the Audit Committee in supporting the appointment process;
Nominate representatives from the Council of Governors to form a Working Group, with
members of the Audit Committee, to undertake the appointment process; and
Approve the proposed approach to procurement.

5

Appendix 1 – ‘Appointing the External Auditor: A Guide of Governors’ (GovernWell, 2014)
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Appointing the external auditor:
a guide for governors

BACKGROUND
This guide provides governors and company secretaries
with information about the governor role in appointing
an external auditor. It brings together the relevant
statutory requirements and procurement regulations,
uses case studies from five foundation trusts to
illustrate the different approaches that can be taken
and provides a helpful glossary of common terms used
when appointing the external auditor.

An external audit is an examination of the annual financial statements of the
foundation trust in accordance with specific rules by someone who is independent
of the foundation trust. The external auditor performs the audit by examining and
testing the information prepared by the foundation trust to support the figures
and information it includes in its financial statements. In contrast, an internal audit
provides the foundation trust with independent assurance that internal financial (and
non-financial) processes and systems are working properly.
Foundation trusts will have contracts in place for the delivery of both external
and internal audit. Both external and internal auditors report their work to the
foundation trust’s audit committee which is made up of nominated non-executive
directors and is attended by the finance director. The audit committee is a committee
of the board and therefore governors cannot be members. The audit committee
uses the work of auditors to provide the board of directors with an independent
and objective review of how the foundation trust manages its finances (financial
governance), how it is structured to deliver its strategy (corporate governance) and
how it manages its risks.

CONTENTS
Background

1

Glossary and acronyms

2

Why is the appointment of the external auditor important for governors?

4

When do governors appoint an external auditor?

6

What are the rules and procedures governors need to be aware of?

8

What do governors need to know about external auditors?

10

What are the key stages of the appointment process and what should
governors expect?

12

Process for appointment

17

NHS foundation trust case studies – appointing the external auditor

18

Case studies

20

The audit committee is responsible for evaluating the performance of the foundation
trust’s external and internal auditors each year. It supports the council of governors
to determine and deliver the process for appointing the external auditor every three
to five years (depending on the length of contract used by the foundation trust).
It is the council of governors who must meet and make the final decision on the
appointment of the external auditor.
The external auditor addresses all its work to the council of governors. While there
is no formal requirement for the external auditor to meet with or engage with
governors typically external auditors present a report on their work to the council
of governors often at the annual general meeting.

We would like to thank Suresh Patel at Mazars for putting this guidance together,
and the five trusts which participated in providing case study information.
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GLOSSARY AND ACRONYMS
Accountable

Pre-qualification questions (PQQ)

Foundation trusts are responsible to its membership and wider public for delivering
its services in line with its licence from Monitor.

A set of questions used by the foundation trust to establish minimum criteria
that interested suppliers need to meet to progress to the next stage of the
contracting process.

Audit Code for NHS foundation trusts (Audit Code)
Sets out the responsibilities of the external auditor as included in the NHS 2006 Act
in relating to the external audit of a foundation trust.

Procurement

External audit

Public Contracts Regulations

Examination of a foundation trust’s annual financial statements by someone
independent of the foundation trust.

A legal framework that helps ensure that the process that public bodies follow to
buy goods and services is conducted fairly and openly.

Financial statements

Standing Financial Instructions (SFIs)

The foundation trust’s annual accounts showing for a period of 12 months how
much money it spent (and on what) and received (and from whom) and what it
owns (including land, buildings and equipment) and what it owes to others.

Detail the financial responsibilities, policies and procedures adopted by the
foundation trust.

The process by which foundation trusts buy goods and services.

Standing orders (SOs)
Internal audit
Independent assurance on a foundation trust’s internal financial (and some nonfinancial) processes and systems.

Internal rules that regulate the proceedings and business of the foundation trust and
form part of its corporate governance arrangements.
Standstill period

International Standards on Auditing (ISAs)
Common set of professional standards that all auditors must follow in delivering
external audit to foundation trusts.

A compulsory waiting period (10-15 days) between the decision to award a contract
and the date on which the contract is signed in order to give unsuccessful bidders a
chance to seek remedies if they were dissatisfied with the procurement process.

Invitation to tender (ITT)

Statutory

The document that the foundation trusts issue to interested suppliers, outlining the
foundation trust’s detailed requirements for the external audit service.

Foundation trusts must adhere to requirements as laid out in the law, including the
need to have an external auditor appointment at all times.

Office of the Journal for the European Union (OJEU)
A daily publication advertising tender notices of the EU member states including
invitations to tender and contract award notices.
2

3

WHY IS THE APPOINTMENT OF THE
EXTERNAL AUDITOR IMPORTANT FOR
GOVERNORS?
The council of governors appoints the external auditor.
NHS foundation trusts are independent from central government and have greater
control over decisions on the services they deliver. However they remain part of
the NHS and are accountable to their members and the public through the council
of governors. The external auditor plays an important role in this accountability
structure, reporting to governors their independent opinion on the foundation
trust’s accounts and quality report. This is why the council of governors has the
responsibility for appointment.

4

5
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Typically, a small group representing the council of governors works with members
of the audit committee to undertake the appointment process, but the final decision
must be made by the council of governors.

WHEN DO GOVERNORS APPOINT
AN EXTERNAL AUDITOR?
Table 1: Triggers for the external audit appointment

Foundation trusts must have an external auditor in place at all times. This is a legal
requirement under the 2006 NHS Act. There are four instances that will trigger the
need for the appointment. In all four instances, trusts and governors need to be
aware of timescales to ensure that they meet the requirement to have an external
auditor in place at all times.

Photographs courtesy of Will Stedman Photography

Depending on the procedure the foundation trust follows the appointment process can
take between three and six months. In practice the audit committee of the foundation
trust will be aware of the triggers and engage with governors appropriately.
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Trigger for external audit
appointment

When and how should governors
be notified

1. When Monitor authorises a new
foundation trust.
[see case study 2]

Shadow governors should be made
aware of the need to appoint an
external auditor by the trust board
secretary (or equivalent).

2. When a FT’s existing audit
contract expires.
[see case study 5]

The audit committee should inform
the council of governors prior to the
commencement of the final year of
the contract.

3. If the audit committee
recommends that the governors
remove the existing auditor.

The audit committee will report
annually on the performance of the
auditor to the council of governors
and can make recommendations for
the removal of the auditor, where
appropriate.

4. When the existing auditor resigns.
[see case studies 1-4]

The audit committee or finance
director should notify the council of
governors immediately they become
aware of the potential for the auditor
to resign.

Monitor recommends that foundation trusts go through a competitive process for
the appointment of the external auditor every 3-5 years. Typically this competitive
process involves seeking quotes from interested audit firms on the quality of the
work that they will perform and the price they will charge for delivering the services
required by the foundation trust.
7

WHAT ARE THE RULES AND PROCEDURES
GOVERNORS NEED TO BE AWARE OF?
Foundation trusts must follow the Public Contracts Regulations, a legal framework
that helps ensure that public procurement (the process for buying goods and
services) is conducted fairly and openly. The appointment of the external auditor
involves the award of a contract for services between a foundation trust and an
external audit provider, typically a firm of accountants. Foundation trusts follow
internal rules and regulations known as Standing Orders (SOs) aimed at ensuring
competition, transparency and consistency in all forms of procurement. SOs are
often published on the foundation trust’s website.

There are four procurement procedures for public sector tenders. These are
outlined below.
Table 3: Procurement procedures explained
Type of procurement

Explanation

Open

This is where all interested suppliers are asked
to return tenders by a set date. These are then
evaluated and the contract is awarded

Restricted

This is a two-stage process. In the first stage,
interested suppliers are asked to fill out a
questionnaire and a short-list is drawn up. In the
second stage, the shortlisted suppliers are invited to
respond to an Invitation to Tender (ITT). The tenders
are then evaluated and the contract awarded.

Competitive dialogue

This procedure is used for more complex
procurements. After a selection process, the buyer
negotiates with suppliers and invites chosen
companies to put in a bid. Suppliers put in their
tenders and the contract is awarded

Negotiated

In this procedure, the buyer enters into contract
negotiations with one or more suppliers.

SOs will outline a foundation trust’s approach to contracts of different values. Generally
the higher the contract value the lengthier and more involved the process will be. Table 2
shows a typical contract, but you should check the rules set by your own trust.

Table 2: An example of the procurement required for a contract by value
Contract value

Procurement required

Less than �10,000

Written quote from nominated
supplier

�10,000 – �50,000

Obtain at least two competitive
quotes

More than �50,000

Advertise as a formal tendering
process

The SOs will also include reference to European Union procurement rules which
require foundation trusts to advertise in the Office of the Journal for the European
Union (OJEU) where the estimated total contract value (over the duration of the
contract) exceeds �173,934. Contracts for external audit services tend to exceed the
OJEU threshold.
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Typically, an external audit tender follows the restricted procedure to enable
foundation trusts to remove ineligible suppliers from the evaluation stage of the
process. The open and restricted procedures do not allow the foundation trust to
negotiate with suppliers.
Foundation trusts can also use Framework Agreements for procuring external audit.
These agreements involve a list of suppliers which have been pre-approved by the
organisation who operates the Framework Agreement (typically a specialist service
for buying professional services) as meeting a prescribed set of eligibility criteria
(including those outlined in the Monitor’s Audit Code for NHS foundation trusts).
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WHAT DO GOVERNORS NEED TO KNOW
ABOUT EXTERNAL AUDITORS?
The role of a foundation trust external auditor is outlined in Monitor’s Audit Code for
NHS foundation trust (the Audit Code). Essentially the external auditor:
gives the governors an independent opinion on the truth and fairness of the
accounts;
reports to governors if they have not been able to satisfy themselves that the
foundation trust is using its resources economically, efficiently and effectively; and
provides the governors with independent assurance on the foundation trust’s
annual quality report.

1.

be established in the United Kingdom and be approved by Monitor;

2.

have an established and demonstrable standing within the healthcare
sector and be able to show a high level of experience and expertise; and

3.

have robust internal quality control procedures to monitor the
compliance of the audit work with the Audit Code and the standards
that govern external audit in the UK.

In practice there are a large number of firms which can meet criteria 1 and 3 but a
smaller group who can also demonstrate that they meet criteria 2. The ability of a
firm to demonstrate that they meet these criteria will often form part of the initial
appointment process.
External auditors must undertake their work following a set of common standards
known as International Standards on Auditing or ISAs. These standards include a
requirement for the senior member of the team (referred to as the engagement
partner or engagement lead) to limit the number of years that they spend auditing
an individual foundation trust. Most firms adopt a policy of 5-7 years although
ethical standards for auditors allow up to 10 years after which the firm is required to
consider taking action to ensure it can continue to be objective and independent.
10
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There is recognition that the external audit of a foundation trust is a specialist
activity. As such, to be eligible for appointment a firm must:

WHAT ARE THE KEY STAGES OF THE
APPOINTMENT PROCESS AND WHAT
SHOULD GOVERNORS EXPECT?
Key stage of
appointment
process

Governors should expect to…

Decide on the
appointment
process

1. Be briefed by the foundation trust, typically by a
combination of the chair of the audit committee, finance
director, trust board secretary and procurement staff on the:
role of the external auditor;
scope of the external audit;
procurement rules and regulations;
timetable required to ensure that there is always an
external auditor in place; and
procurement options which include:
		
– the foundation trust’s internal procurement team
		 (see case studies 2 and 5);
		
– use of an external procurement service
		 (see case study 3); or
		
– use of a procurement framework containing external
		 audit firms who have already been confirmed as 		
		 meeting the eligibility criteria (see case study 4).
2. Be asked by the foundation trust to nominate governors
who have an interest in making the appointment. The
code of governance enables the council of governors to
delegate authority to the audit committee for undertaking
the appointment process. However, the council of
governors should take a lead in the process and typically will
request the involvement of two governors to represent the
council on an audit working group or panel. Other members
of the working group typically include the chair of the audit
committee, the finance director and procurement. However,
the case studies illustrate that there is no mandated
approach to the membership of the audit working group.
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Key stage of
appointment
process
Determine
what the
governors
consider to
be important
considerations
in appointing
the external
auditor

Governors should expect to…

1. Be made aware that the work of an external auditor is
determined by auditing standards that firms must comply
with and the scope is prescribed by the Audit Code.
The governors on the working group should expect to
consider other criteria that they consider to be important
for an external auditor.
They should also expect to consider the relative
weightings associated to each criterion to enable each
returning tender to be evaluated on a consistent basis.
This may be different for each trust, an example may be:
Criteria

% Weighting

Experience of the audit team

25

Quality of service delivery

15

Quality of communications

10

Added value offered

15

Fee competitiveness

20

Quality of engagement with
council of governors

15
100%

2. The working group may be involved or consulted on
the drafting of the invitation to tender document which
includes the tender criteria and weightings.
13

Key stage of
appointment
process

What governors should expect

Key stage of
appointment
process

Evaluate
tenders
received

1. Procurement and/or finance staff should provide an
evaluation sheet to enable governors to score each of the
tenders against the agreed tender criteria.

Recommendation
to the council of
governors

2. Finance directors and audit committee chairs will support
governors if required.
3. Foundation trusts have the option of using the tender
evaluation to determine a short list of firms who are then
invited to make a presentation to the evaluation panel.
Alternatively the foundation trust may elect to invite all
firms responding to the ITT to make a presentation.

Key stage of
appointment
process

What governors should expect

Final evaluation
of tenders

The working group should receive an analysis of their
individually scored tenders and agree on a successful firm.
A report will be drafted proposing the successful external
auditor to the council of governors. It is the council of
governors that makes the final decision.

14

What governors should expect

The council of governors should receive a report from the
chair of the audit committee on the appointment process
and the recommendation. The case studies show that the
governors on the working group often jointly present the
report to the council of governors.
Once the council of governors makes the decision on the
appointment of the external auditor, the rules relating to
awarding contracts requires the foundation trust contact
all of the firms involved in the process, including the
successful firm, informing them of the decision and starting
a ten day period (referred to as the standstill period) where
unsuccessful firms can appeal against the decision. Following
the ten days if no appeals have been received the foundation
trust awards a contract to the successful firm.
If the council of governors does not accept the
recommendation the foundation trust must undertake the
appointment process again, quickly, to ensure that the
foundation trust has an external auditor in place at all times.
There is no requirement for the foundation trust to publish
details about the process it followed in appointing the
external auditor. However, to promote transparency,
foundation trusts can do so as part of reporting the work of
the council of governors or the audit committee in its annual
report.
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PROCESS FOR APPOINTMENT
Trigger
Audit committee, finance or procurement engagement with
council of governors to determine process to be followed
Governors agree the appointment process
Publish contract notice
Receive requests from firms to participate
Issue and then evaluate pre-qualification questionnaire (PQQ) (optional)
Publish the invitation to tender (ITT)
Supplier day – invite all interested suppliers to attend a meeting at the foundation
trust for further information about the trust and its requirements (optional)
Receipt of tenders
Evaluate tenders and short list for presentation
Presentation by tenderers

Photographs courtesy of Will Stedman Photography

Final evaluation
Audit committee recommendation to council of governors
Council of governors decision
Winner notified
Contract award
Contract award notice
16

17

NHS FOUNDATION TRUST CASE STUDIES –
APPOINTING THE EXTERNAL AUDITOR

1

2

* The resignation of the external auditor is very rare. However, in 2010 the government announced the
abolishment of the audit commission who at the time provided external audit services to almost fifty per
cent of all foundation trusts. As a result, the audit commission was required to resign its foundation trust
appointments thereby triggering the need for the affected foundation trusts to seek new external auditors.

Foundation trust

Trigger

Process supported by

Timescale

Governor involvement

North East
Ambulance NHS
Foundation Trust

Resignation
of auditor*

Framework agreement

5 months

Two governors on an audit task and
finish group.

Royal Free London
NHS Foundation Trust

Resignation of
auditor* and gaining
foundation trust
status

In-house

Lead governor made the
recommendation to the council.
3 months

Two governors on audit sub-group
of council of governors.

Monthly programme
of updates included
a session from the
incumbent auditors.
Nothing specific.

Audit committee chair presented the
recommendation to council with the
two governors.

3

East London NHS
Foundation Trust

Resignation of
auditor*

External procurement
service

7 months

Two governors involved in the process.
Chair of audit committee made the
recommendation to the council.

Informal and 1-2-1
support from foundation
trust managers.

4

The Walton Centre
NHS Foundation Trust

Resignation of
auditor*

Framework agreement

6 months

Three governors formed a working
group.

Presentation to council
of governors on the
role of external audit
and briefings from the
finance director and
head of procurement.

Lead governors made
recommendation to the council.

5
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Specific support
provided to governors

Birmingham and
Solihull Mental Health
NHS Foundation Trust

Expiry of existing
contract

In-house

6 months

Four governors established a
working group.
Working group presented the
recommendation to the council.

Several sources of
guidance provided to
governors including a
number of face to face
sessions over a two week
period and a meeting
with the chair of audit of
another foundation trust
initiating the same process.
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1. North East Ambulance NHS Foundation Trust
(September 2012 appointment)

CASE STUDIES
For all five case studies the chair of the foundation trust audit committee made a
recommendation to the council of governors on the firm to appoint as external auditor
and in all case studies the council of governors accepted the recommendation.

The foundation trust used an existing skills audit of their governors to
enable the council of governors to quickly identify two governors to
represent them on an audit task and finish group which managed the
process. The audit task and finish group reported to the audit committee
and its membership also included the audit committee chair, another NED,
the finance director and head of procurement. The council of governors’
monthly programme included a session on the role and duties of the
external auditor.
The audit task and finish group considered the different procurement
options available to the foundation trust and due to the time constraints it
faced, agreed to use a framework agreement for external audit. This meant
that the foundation trust had access to a list of audit firms which had
already met the eligibility requirements outlined in the Audit Code.
The foundation trust still required interested firms to make a presentation
to support their tender response.

Case studies 1-4
The resignation of the external auditor is very rare. However, in 2010 the
government announced the abolishment of the audit commission who at the time
provided external audit services to almost fifty per cent of all foundation trusts. As a
result, the audit commission was required to resign its foundation trust
appointments thereby triggering the need for the affected foundation trusts to seek
new external auditors.
20
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Royal Free London

East London

NHS Foundation Trust

NHS Foundation Trust

2. Royal Free London NHS Foundation Trust
(September 2012 appointment)

3. East London NHS Foundation Trust
(April 2012 appointment)

The Royal Free London achieved foundation trust status on 1 April 2012
and owing to the inability of the incumbent to continue as external auditor
the foundation trust was required to start the appointment process. The
council of governors identified one governor with relevant experience
and another governor volunteered to form a task and finish sub-group.
The sub-group also included the chair of the audit committee, another
NED, the finance director and deputy director of finance. The process
which comprised a pre-qualification questionnaire, evaluation of responses
to the ITT and a presentation from shortlisted firms was largely led by the
finance director and deputy director of finance with regular engagement
with the council of governors.

The foundation trust was undertaking its second external audit
appointment process in 2012. The audit committee chair and director of
finance presented a report to the council of governors on their involvement
in the process to appoint a new provider. The council of governors
identified two governors to join a group to lead the process, which also
included the chair of the audit committee, the deputy director of finance,
the head of procurement and the director of governance. The two
governors received informal and one-to-one support from foundation trust
staff to help them to understand the role of external audit.

The governors represented on the task and finish sub-group were not
directly involved in the pre-qualification evaluation but did evaluate the
tenders and were part of the panel that received the presentations from
invited firms. The governors were unable to use the accepted commercial
practice of requesting ‘best and final offers’ after firms had submitted their
proposals because of the restricted procedure used by the foundation trust.
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The foundation trust decided to use an external procurement service to
facilitate the management of the tender process. Although the governors
on the group had limited involvement in the pre-qualification questionnaire
they did bring a focus on the quality agenda in the discussions on the
tender specification. The governors were part of the evaluation panel
receiving tenders and presentations from invited firms and again focused
their questions on the quality agenda.
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The Walton Centre

Birmingham and Solihull

NHS Foundation Trust

Mental Health NHS Foundation Trust

4. The Walton Centre NHS Foundation Trust
(September 2012 appointment)

5. Birmingham and Solihull Mental Health NHS
Foundation Trust (November 2013 appointment)

The foundation trust was required to start the appointment process
following the inability of the incumbent to continue as external auditor.
The director of corporate and research governance talked to the council of
governors and outlined the role of external audit, the appointment process
and the council agreed that the process be kept as simple as possible.

The foundation trust began undertaking its second external audit
appointment process in June 2013 as the existing three year contract was
extended one year to include the financial year 2013/14. As such it had
more time to plan and prepare for the role of the council of governors in
the appointment process. It also had learning from the first appointment
process. As a result the foundation trust invested significant time and
resource into ensuring governors were supported and made sufficiently
aware of the role and duties of the external auditor to enable them to
discharge their responsibilities in making the appointment. The council
of governors formed a working group comprising four governors with a
variety of experience but none directly related to external audit.

Three governors volunteered to join a working group to lead the process,
including one governor with a financial background.
The working group was supported by briefings and information from the
chair of the audit committee, the director of finance and procurement. The
foundation trust used an existing procurement framework used by other
public bodies for external audit so the working group had no involvement
in the pre-qualification stage of the process.
The governors also requested that the foundation trust staff set the tender
specification and evaluation criteria however the three governors did form
the evaluation panel along with the chair of the audit committee. The
director of finance and the director of corporate and research governance
advised the panel but did not evaluate the tenders.
The governors felt that their involvement helped ensure the appointment
of an external auditor who understood the foundation trust and had the
requisite skills and experience to deliver a quality service.
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The group received training and guidance throughout the process
including access to guidance documents such as the HFMA audit
committee handbook, discussions with the chair of the audit committee
and presentations from the foundation trust’s internal auditors on the role
of external audit and from the chair of audit committee from another
foundation trust going through the same process. The governors were
instrumental in drafting the invitation to tender document including
challenging the weightings and scoring of the evaluation criteria. The working
group also decided on an evaluation panel which comprised the working
group, the chair of the audit committee and the chief financial officer.
The governors focused on the non-technical aspects of the external
audit function, particularly around the importance of effective working
relationships between the auditor, foundation trust staff and the council
of governors.
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GovernWell is the national training programme for foundation trust governors
run by the Foundation Trust Network. The programme aims to be a one-stop
resource for governors to develop their knowledge and skills.
To find out more visit:
www.foundationtrustnetwork.org/governwell

Produced in partnership with Mazars – an international audit, accounting
and advisory firm, working with foundation trusts and other UK public bodies.
© GovernWell 2014. This text is copyright and may not be reproduced without permission.
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EXECUTIVE SUMMARY:

The attached report summarises progress against the Engagement Plan recently
approved by the Council of Governors as part of its Membership Engagement
Strategy. The Strategy has been developed to support Governors in fulfilling one of
their statutory duties in representing the interests of Members of the Trust.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

Links to Greater Manchester West Membership Engagement Strategy 2016‐19,
approved by the Council of Governors in December 2015
Supporting Governors to fulfil their statutory duties
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If ‘yes’: n/a
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The joint meeting is asked to note the content of the report. The Council of
Governors are asked to review and approve the Terms of Reference and
appointment of Chair for the Membership Governor Working Group.

Joint Board of Directors and Council of Governors
29th February 2016
Membership Engagement Plan Update
1. Introduction
This paper provides an update on implementation progress against the Governors’ recently
approved Membership Engagement Strategy 2015‐18 and requests the Council’s approval to
some items of business.
2. Background
The Council of Governors approved a new Strategy for membership engagement in December
2015 for the next 3 years which has a particular focus on:




Membership community – upholding membership community by addressing natural
attrition and membership profile shortcomings;
Membership engagement – developing and implementing best practice engagement
methods
Governor development – supporting the developing and evolving role of governors

By focussing on these three key priorities, Governors will be able to ensure and evidence local
accountability to their constituents and the wider membership base, helping to improve
services for service user and carers through understanding the needs of the community they
serve. In doing so, Governors will also be able to demonstrate meeting one of their statutory
duties.
3. Current Position
A Membership Governor Working Group was established last month. Key issues of business
included;





Draft Terms of Reference developed – attached at Appendix 1 for formal approval by the
Council of Governors with Les Allen, Public Governor, Bolton as Chair.
Analysis of current membership to determine areas of under‐representation and
agreement on flyer to circulate to public members to increase numbers held with valid
email addresses.
Review of current membership literature and toolkit for membership recruitment by
Governors
Creative session on development of Governor personal development plans

In line with the Trust’s Core Constitution, an analysis of Governor attendance has been carried
out with the offer of support and briefings for those who have been unable to attend for a
number of meetings. Given the forward agenda for the Trust it is important that Governors are
engaged to ensure that they are representative of the membership base.

4. Next Steps
The Working Group will meet bi‐monthly to progress the Membership Engagement Plan. Over
the next few weeks the emphasis will be on agreeing an approach to development plans for
Governors which will inform a Governor Development Plan, development of a dedicated area of
the website for members together with a Governor Newsletter for the membership base.
5. Recommendation
The Members are asked to note the contents of the report. The Council of Governors is asked
to review and approve the Terms of Reference and appointment of Chair for the Membership
Governor Working Group.

Steph Neville
Stakeholder Engagement Manager
29th February 2016

Greater Manchester West
Mental Health NHS Foundation Trust

Appendix 1
Council of Governors
Membership Governor Working Group
Terms of Reference
DRAFT
1.

Function

1.1

The Council of Governors shall appoint a Governor Working Group to lead the
development and implementation of the Council of Governors Membership
Engagement Strategy.

1.2

The Membership Working Group is an advisory group with terms of reference
and powers as agreed by the Council of Governors to allow the Council to fulfill
its duty to engage with its local communities, encouraging local people to
become members of the organisation, and in doing so, ensuring that
membership is representative of the communities it serves.

2.

Scope of Responsibility

2.1

The Membership Working Group will lead on the development, implementation
and review of the Council of Governors Membership Strategy.

2.1

In doing so, the Working Group will consider national guidance and published
best practice to ensure it maximises opportunities for the involvement of staff
and the general public to get involved with the Trusts services for the benefit of
service users and carers.

2.2

Key priorities for the Working Group identified within the Membership Strategy
2016/19 include Governor engagement with the membership base through:





Membership Community – uphold membership community, addressing natural
attrition and membership profile shortcomings
Membership Engagement – develop and implement best practice engagement
methods
Governor Development ‐ support the developing and evolving role of Governors.

2.3

As a working group of the Council of Governors, regular updates will be provided
to the full Council on progress against the Membership Strategy.

3.

Membership of the Committee

3.1.

In line with GMW’s Constitution, the Working Group will comprise
representatives from each of the Trusts public elected and staff constituencies.

Greater Manchester West
Mental Health NHS Foundation Trust

3.2

Management support will be available to the Working Group. The Stakeholder
Development Manager will act as the main support to the Group with other
service leads providing support as necessary.

4.

Chair of the Working Group

4.1

The Chair of the Working Group will be a Governor.

5.

Quorum

5.1

There will be a minimum of 3 public elected or staff members present for a
meeting of the Membership Working Group.

6.

Accountability

6.1

The Membership Working Group is an advisory group of, and accountable to, the
Council of Governors.

7.

Frequency of meetings

7.1

Meetings will be held as often as required but a minimum of 4 times a year.

8.

Communication

8.1

In order to ensure effective communication, the Stakeholder Development
Manager will act as the central point of contact for the Working Group.

January 2015
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The Council of Governors is asked to receive and note the verbal update
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EXECUTIVE SUMMARY:

The attached paper provides an update on the Chair recruitment process and
outlines the timetable for short‐listing, assessment and final interviews. The process
is being supported by Diane Charnock, a Recruitment Consultant with expertise in
this area.
The Nominations Committee will formally recommend the preferred applicant to
the Council of Governors on 5th April 2016. The Council of Governors will then be in
a position to decide on an appointment in accordance with its statutory obligations.
It is proposed that Malcolm Cowen, Vice Chair, act as Interim Chair from 1st April
2016 until the new Chair comes into post.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

Paper to Council of Governors on 1st December 2015 – ‘Draft Chair Candidate Pack’
Supporting the Council of Governors to fulfil its statutory roles and responsibilities
with regard to the appointment of the Chair

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’: n/a
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors and Council of Governors are asked to note the progress
made by the Nominations Committee of the Council of Governors in the recruitment
of a new Chair, and the minutes of the Nominations Committee meeting held on 1st
February 2016.
The Council of Governors are asked to approve the proposal that Malcolm Cowen,
Vice Chair, acts as Interim Chair from 1st April 2016.

Update on Chair Recruitment

1. Advertisement
Following the Council of Governors’ approval of the Chair Candidate Pack in December 2015, the Chair’s
position was advertised via the Times Online on 8th January 2016. The online advertisement was
supplemented by a targeted search undertaken by Diane Charnock. 11 applications were received in total.
2. Long‐Listing
All applications received were reviewed by the Nominations Committee on 1st February 2016, along with
a summary of the applications (outlining applicants’ background and experience) produced by Diane
Charnock. The Nominations Committee agreed a long‐list of 8 applicants for progression to preliminary
interview with Diane Charnock. The purpose of preliminary interview is to further explore areas
highlighted in the person specification and during long‐listing.
The minutes of the Nominations Committee meeting held on 1st February 2016 are attached as Appendix
1 for noting. All unsuccessful applicants will be offered feedback.
3. Short‐listing
The outcomes of the preliminary interviews will inform the Nominations Committee’s short‐listing process,
which will take place on 26th February 2016. A verbal update on the outcomes of short‐listing will be
provided to the Council of Governors on 29th February 2016.
4. Final Interviews and Assessment
Short‐listed applicants will be invited to meet with the Chief Executive on 11th March 2016, prior to final
interviews and assessment on 14th March 2016. A draft schedule for the 14th March will be considered by
the Nominations Committee at the end of February. It is currently proposed that all applicants will be
asked to participate in an informal, roundtable discussion, on strategic priorities, with key stakeholders
(governors, Non‐Executive Directors and Executive Directors) during the morning session. This will be
followed by a presentation to the appointment panel and Trust Board, the appointment panel and Trust
Board members. Interviews will then be conducted by the appointment panel which will comprise the
Nominations Committee, with an external advisory function provided by Frank Griffiths, Chair of Leeds and
York Partnership NHS Foundation Trust.
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5. Recommendation to Council of Governors
The Nominations Committee will agree a preferred candidate on the 14th March and put this forward as a
formal recommendation to the Council of Governors on 5th April 2016. If in agreement, the Council of
Governors will then be in a position to fulfil their statutory duty and appoint a new Chair.
6. Interim Chair
The current Chair’s retirement is with effect from 31st March 2016. It is recognised that the timetable
outlined above will result in a gap between the current Chair’s retirement and the new Chair coming into
post. The length of this gap will depend on the successful applicant. It is proposed that Malcolm Cowen,
Vice Chair, act as Interim Chair during this period. The Council of Governors are asked to approve this
proposal.
7. Recommendations
The Council of Governors are asked to note the progress made by the Nominations Committee of the
Council of Governors in the recruitment of a new Chair, and the minutes of the Nominations Committee
meeting held on 1st February 2016.
The Council of Governors are also asked to approve the proposal that Malcolm Cowen acts as Interim Chair
from 1st April 2016.
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Appendix 1

Council of Governors Nominations Committee
Title of Meeting

Nominations Committee

Name and Job Title of
Chair
Membership

Malcolm Cowen, Vice‐Chair

Apologies
In Attendance

Date of Meeting
Items for Discussion

Anne Broadhurst, Lead Governor (Service User & Carer: Carer)
Julie Turner, Governor (Staff: Non‐clinical)
Sylvia Seddon, Governor (Public: Trafford)
Alan Mitchell, Governor (Appointed: Trafford)
Les Allen, Governor (Public: Bolton)
None received
Andrew Maloney, Director of HR and Corporate Affairs
Kim Saville, Company Secretary
Diane Charnock, Diane Charnock Consulting
1st February 2016
1. Notes of Meeting Held on 10th November 2015
Noted
2. Chair Recruitment – Timetable
Andrew Maloney summarised the revised Chair Recruitment
timetable. The Committee noted that short‐listed candidates would
have the opportunity to meet with Bev Humphrey on 11th March
2016.
3. Chair Candidate Longlisting – Summary of Applications
Diane Charnock summarised the process to date. The opportunity
was advertised in the Times Online in early January. Only one
application had come via that route, with others generated through
Diane Charnock’s search or internal. 11 applications have been
received in total.
Diane Charnock presented a summary report on the applications,
which was informed by discussions with the applicants. Committee
3

members also reviewed the applications themselves. The purpose of
the meeting was noted as long‐listing, with Diane Charnock to
undertake a preliminary interview with all long‐listed candidates.
The Committee considered each application in turn, looking in
particular at experience, pre‐existing commitments and indicative fit
with the person specification and role requirements.
Following a lengthy discussion, the Committee agreed a long‐list of 8
candidates.
Diane Charnock will feedback to the unsuccessful candidates and
invite those long‐listed to preliminary interview. The Committee
agreed that preliminary interviews should cover values, motivation,
time commitment, development needs, relationship with governors
and Chief Executives, time with service users and carers, and
approaches to driving better quality of care and seeking assurances
from Executive Directors. Preliminary interviews will also cover key
strategic priorities e.g. Devolution Manchester.
4. Process for Shortlisting and Final Interviews/Assessment
Diane Charnock advised she will produce comprehensive reports,
following the preliminary interviews, summarising the candidates’
responses and recommending those considered to best match the
person specification. The Nominations Committee is scheduled to
meet again on 26th February at 1.00pm to consider these reports and
agreed a short‐list.

Any Other Business

Andrew Maloney advised that interviews and assessments will take
place on 14th March. The morning session will include an informal
discussion with key stakeholders, including governors, on key topic
areas. This will be followed by a presentation and then interviews
with the Nominations Committee in the afternoon. An agenda for the
14th March will follow.
Non‐Executive Directors Appraisals
Kim Saville advised that NED appraisals for 2016 will follow a similar
process to previous years. A paper will be going to the Council of
Governors at the end of February seeking approval of this approach.
The Nominations Committee will receive a report from the Chair on
the outcomes of the appraisals.

Date of Next Meeting

26th February 2016 at 1.00pm in Rooms 1 and 2, First Floor, The
Curve
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EXECUTIVE SUMMARY:

The appraisal process for the Chair, Executive Directors and Non‐Executive Directors
takes place between February and April each year.
The attached document contains guidance on the process and documentation for
completion. The process is unchanged to that followed in previous years and
approved by the Council of Governors.
Given the current Chair’s retirement at the end of March 2016, it is not proposed
that an appraisal of the Chair is undertaken this year. The timeline for Non‐Executive
Director appraisals is also marginally earlier than previous years, for this reason.
Non‐Executive Director appraisals are being scheduled for the 9th, 10th and 11th
March 2016. The Chair will also complete the Chief Executive’s appraisal in March.
A Nominations Committee meeting will be arranged in early April 2016 to receive
the Chair’s report on the Non‐Executive Director appraisals and agree the outcomes.
The Nominations Committee’s role in the appraisal process is critical to enabling it to
perform its duties, particularly with regard to the appointment or removal of the
Chair and Non‐Executive Directors. The final Non‐Executive Director appraisal report
will be brought to the Council of Governors for noting in July 2016.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

Executive Director appraisal process
Supporting the Council of Governors to fulfil its statutory roles and responsibilities

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’: n/a
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Council of Governors are asked to approve the process and timescales for Non‐
Executive Director appraisal and the recommendation to not complete a Chair
appraisal in 2016

Chair & Non-Executive
Director
Reflective Appraisal Process
& Documentation

1

Chair and Non‐Executive Director
Reflective Appraisal Process and Documentation

1.

Introduction

The use of a reflective appraisal system for Trust Board Directors is good practice and supports
the principle outlined in The NHS Foundation Trust Code of Governance, that an effective
Board of Directors should head every NHS Foundation Trust. This paper outlines the Reflective
Appraisal Scheme for the Chair and Non‐Executive Directors.

2.

Non‐Executive Director Appraisals

Reflective Appraisal for Non‐Executive Directors takes place between February and April each
year.
The Non‐Executive Director Reflective Appraisal process is based on a narrative feedback
approach. This narrative feedback approach has been designed to help non‐executive directors
develop effective feedback relationships in support of their practice and their role as a Board
member. This process is based on a developmental rather than judgemental model, so that
non‐executive directors can increase their knowledge of how they are perceived by others and
use this to assist their personal development.
A key mechanism of this narrative feedback approach is to gather feedback from other Board
members.
The Non‐Executive Director Reflective Appraisal Process has 4 stages:
1.
2.
3.
4.

Seeking feedback from others
Individual reflection on the feedback
The reflective appraisal meeting and personal development planning
Monitoring and reporting

Stage 1 ‐ Seeking feedback from others (from February)
Feedback is sought from four/five other Board members plus the Chief Executive and the Chair.
Non‐Executive Directors may also seek feedback from members of the Council of Governors.
This is initially in writing (see Appendix 1) and then followed up with individual discussions with
a sample of those that have provided feedback.
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Stage 2 ‐ Individual reflection and feedback
Following the feedback stage, the appraisee prepares a note of reflection (see Appendix 2)
highlighting:






The main themes arising from the feedback
What areas confirmed your previous assumptions?
What areas caused you to question your assumptions?
Were there any surprises?
What are the implications of the above for your practice and development?

Stage 3 ‐ The reflective appraisal meeting and personal development planning (during March)
On completion of the feedback and dialogue, the appraisee prepares a short document (see
Appendix 3), based on the questions below, for discussion with the Chair:





What would you identify as the significant themes from your conversations and
feedback with your colleagues?
What are the top four key messages for you in support of your development?
In what ways has your understanding of how others perceive you changed?
What are the key lessons you have learned?

From these discussions the appraisee will prepare a personal development plan (see Appendix
4) and agree this with the Chair at the appraisal meeting.
Stage 4 ‐ Monitoring and reporting (April)
The Nominations Committee of the Council of Governors has ownership of the Non‐Executive
Appraisal process and may wish to meet with individuals to ensure the quality of the process.
A report (including collated training needs) will be presented to the Nominations Committee in
April each year as assurance that the process has taken place and for the Nominations
Committee to agree the outcomes. The Council of Governors will also be asked to note that the
Nominations Committee has considered the Non‐Executive Directors appraisal report.

3.

Chair Appraisal

The Chair’s appraisal will be conducted between February and April each year and be based on
feedback from the Council of Governors, Executive Directors and Non‐Executive Directors. The
Nominations Committee, co‐ordinated by a Senior Independent Director (SID), has overall scrutiny
of the process.
The Chair Appraisal Process has 3 stages.
1.
2.

Seeking the views of others
Reflective appraisal meeting and personal development planning
3

3.

Monitoring and Reporting

Stage 1 ‐ Seeking the views of others
The Senior Independent Director (SID) and the lead Governor select a representative group of
Governors to take part in the appraisal of the Chair. Selected Governors and four/five Non‐
Executive and Executive Directors are asked to complete the feedback form (Appendix 1).
The SID will meet with the Chief Executive to receive any additional feedback from the Executive
Directors. The SID will also meet with the Governors for feedback, and separately with the Non‐
Executive Directors, without the Chair present, to receive any additional feedback.
Stage 2 ‐ The reflective appraisal meeting and personal development planning
On completion of the feedback and dialogue the Chair prepares a short document (see Appendix
3), based on the questions below, for discussion with the Senior Independent Director:





What would you identify as the significant themes from your conversations and
feedback with your colleagues?
What are the top four key messages for you in support of your development?
In what ways has your understanding of how others perceive your leadership qualities
changed?
What are the key lessons you have learned?

From these discussions the Chair will prepare a personal development plan (See Appendix 4) and
agree this with the SID at the appraisal meeting.
Stage 3 ‐ Monitoring & Reporting
The Nominations Committee has ownership of the Chair’s appraisal process, and will receive a
report as assurance that the process has taken place.
The Council of Governors will also be asked to note that the Nominations Committee has
considered the report.

4.

Executive Director Appraisals

The appraisal process for the Executive Directors follows a similar format and timescale to the above,
with the Chief Executive conducting appraisals for each Executive Director and the Chair carrying out
the Chief Executive’s appraisal. The outcome of individual Executive Director appraisals will be
reported to the Chair by the Chief Executive.
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Appendix 1
SEEKING FEEDBACK FROM OTHERS
You have been selected by the participant as someone they wish to seek feedback from that explores perceptions about their leadership qualities
and their role as a Board member. At the centre of this is a narrative approach to the feedback. Through this feedback the participant will gain a
greater appreciation of themselves and their personal development.
You are required to complete the following document by answering the questions set out in part 1 “The present” and part 2 “The future”. Following
completion, you should return the document to the participant in order that they can reflect on your insights. You may then be asked by the
participant to engage in a discussion with them to further explore your perceptions in order that they can gain a greater appreciation of themselves
and their personal development.
The narrative feedback approach focuses on behaviours and is not a judgemental evaluative process. The feedback should therefore be specific,
descriptive and clear. It should also be challenging but in the context that it will challenge the assumptions that are held about our own behaviour
and its impact on others.
Name of participant receiving feedback:

Date:

Name of colleague providing feedback:
Part 1. The Present
1. How do you think the Chair/Non‐
executive is viewed currently in
relation to his/her Board member
role and/or by the Council of
Governors?
How does the Chair/Non‐
executive demonstrate the
organisations values i.e. Values
into Action (welcoming and
5

friendly, caring and kind, value
and respect, working together
and going the extra mile
What examples can you give that
support your views?

2. What do you think are the main
strengths of his/her current
approach and contribution to the
Board and/or the Council of
Governors?

3. What particular opportunities are
there for her/him at present to
improve?

Part 2. The Future
1. How can her/his strengths be
best applied in the future?
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2. Where can s/he focus her/his
development for greatest
benefit?
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NOTE OF REFLECTION

Appendix 2

This note of reflection should be completed following your feedback and one to one discussions. You should draw upon the following key questions:






Highlight the main themes arising from the feedback
What areas confirmed your previous assumptions?
What areas caused you to question your assumptions?
Were there any surprises?
What are the implications of the above for your contribution as a Board member?
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REFLECTIVE APPRAISAL RECORD

Appendix 3

To be completed by Appraisee to enable a discussion with Appraiser
Once you have completed your dialogues, and in consideration of your reflection notes, you are asked to use this document to prepare a summary,
based on the questions as prompts, for discussion and further exploration with your line manager.

1.

What would you identify as the significant themes from your conversations and feedback with your colleagues?

2.

What are the top four key messages for you in support of your development as a Board member?
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3.

In what ways has your understanding of how others perceive you changed?

4.

What are the key lessons you have learned?
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PERSONAL DEVELOPMENT PLAN

Identified Area

What is my
development
need?

Appendix 4

What will I do to
develop myself?

What specific action
will I take?

Target
Date

What support do I need What are the
and where will I get it? barriers and how
will I overcome
them?

Signature of Individual

Date

Name of Individual

Signature of Appraiser

Date

Name of Appraiser
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Joint Board of Directors & Council of Governors Meeting – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Board Performance Report
29th February 2016
16
Neil Thwaite, Deputy Chief Executive, Director of Business and Service Development
Neil Thwaite Deputy Chief Executive, Director of Business and Service Development

EXECUTIVE SUMMARY:

The report summarises the Trust’s performance against regulatory requirements
from Monitor and the CQC as well as contractual quality requirements agreed with
commissioners.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

Previous Board Performance Reports

LEGAL/REGULATORY
IMPLICATIONS:

Operational Plan, Values into Action, Strategic Plan, Quality Account
Compliance with Monitor targets, CQC standards and contractual KPIs

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

Yes

If ‘yes’:
DATIX ID
1490

Strategic Objective
Achieve sustainable financial
strength and be well governed

RECOMMENDATIONS:

Description (as per BAF)
Risk of failure to meet national and/or local targets and
standards which may impact on patient care, Trust ratings
and could lead to financial penalties and/or intervention=
from regulators.

To note the Board Performance Report

Board Performance Report
December 2015
Final Version

Context
The Board Performance Report is designed to provide assurance to the Trust Board on progress against a range of key performance indicators and highlight any areas
of concern. The key performance indicators reported include both national targets and locally-agreed priorities.
The Trust Board has delegated responsibility for monitoring and managing performance to nominated Executive Directors within the Executive Management Team
(EMT). The Deputy Chief Executive / Director of Development & Performance has overall responsibility for the co-ordination of the performance agenda and provision of
business intelligence support. The Director of Operations and Nursing and Medical Director are responsible for enabling the clinical workforce to deliver the key clinical
performance indicators. The Directors of Finance, Capital and IM&T, and HR and Corporate Services, are responsible for progressing performance against their respective targets (local and national).
The Trust has systems and procedures in place to assure the quality of data reported to the Trust Board in the Board Performance Report.
Within the Report, the dashboards provide an ‘at a glance’ summary of the Trust’s key performance indicators. Indicators are grouped by source or topic for ease of
understanding. ‘Comments’ are used to highlight exceptions and areas of concern to the Trust Board. Details of corrective action required, or taken, in these areas is
provided.
The Board Performance Report is under-pinned by more detailed individual Directorate Performance reports. Directorate reports are used to focus action on improving
performance and are reviewed in Network Board meetings and local management forums.

Perspective
Quick View
Monitor Compliance Framework Overview
Monitor Mental Health Indicators
Monitor Mental Health Indicators
Monitor Mental Health Indicators

Care Quality Commission
CQUIN
CQUIN
Quality Account

Area
Indicators Linked to the 4 Domains
of Quality
Monitor Risk Ratings
Governance Risk Ratings
Financial Risk Ratings
Membership
Summary
CPA 7 Day Follow Up
CPA Formal Reviews
Psychosis Early Intervention
Delayed Transfers of Care
MHMDS Data Completeness
CQC GMW Profile
CQC Registration
CQC Visits
Service Reviews
CCG Scheme
NHS England Scheme
Quality Account

Page
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4
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Perspective
Human Resources

Human Resources

Human Resources

6
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Human Resources / Finance and
Contracts
Integrated Governance

8
9
10
11

Integrated Governance
Integrated Governance
Integrated Governance

Locally Agreed Targets

Locally Agreed Targets
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Area
Sickness Rate
Workforce Overview
Ethnicity
Mandatory Training
Turnover
Temporary Staffing
Staffing Levels - Percentage
Staff, Friends and Family
Staff Costs
Financial Summary
Contract Income
Mental Health Clustering
Incidents - Patient Safety
Incidents - Staff Safety
Incidents - Positive and Safe
Safeguarding Incidents
Complaints
Bed Occupancy
Young People Admitted to Adult
Wards
Infection Control
PLACE
EMSA Breaches
Psychology - Length of Time Waited

Page
12

13

14

15

16
17
18
19

20

21
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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
G
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
R
G

3

Risk Assessment Framework—Overview
Risk Ratings
Area

Area of Risk

Balance Sheet Sustainability
Continuity of
Liquidity
Service
Weighted Average

Area

Ratio

Liquidity Ratio (days)

Indicator

Care Quality Commission
inspections and judgments
Governance Third party information
Organisational health indicators
Continuity of services and aspects
of financial governance

Area

Indicator
Monitor Risk Governance
Ratings
Financial

50%

28.05

50%

4

4

4

4

4

100.00%

4

4

4

4

4

Capital Servicing Capacity (No. of times)

Performance against national
access and outcomes requirements

Overall

6.69

Overall
Risk
Rating
4

Rating

Plan

Q1

2015/16
Q2

G

G

G

G

G

G

G

G

Q3

G

G

G

G

G

G

G

G

G

G

2015/16
Plan
4

Q1
4

Q2
4

Q3
4

Q4

MEMBERSHIP as at Q3 2015-2016

G

G

Monitor
Weighting

Q4

G

Plan
G

Q1
G

2015/16
Q2
G

Q3
G

G

G

G

G

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC
Bolton Public

10.20%

285

821

Salford Public

8.86%

210

713

Over

Trafford Public

8.35%

294

672

Over

NW Public

16.53%

162

1,331

Over

43.94%

951

3,537

Over

Sub Total

Over

SERVICE USER & CARER

G

G

Group

G

Service User

16.65%

417

1,340

Over

Carer

2.96%

69

238

Over

19.60%

486

1,578

Over

Health and Social
Care

36.46%

795

2,935

Over

GMW TOTAL

100.00%

2,232

8,050

Over

Sub Total

Q4

STAFF

Comments: The Trust is planning to achieve a rating of 4 in the “Financial Sustainability Risk Ratings”. As at month 10 2015/16 a level 4 is being achieved by the Trust.
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Monitor Mental Health Indicators
Monitor Mental Health Indicators — Summary
2014/15
Outturn

Target

Q1

Q2

97.9%

95.0%

96.8%

98.3%

2. Have formal review within 12 months.

96.1%

95.0%

97.1%

3. Delayed Transfers of Care.

0.8%

7.5%

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

99.3%
148.1%

Indicator
Care Programme Approach (CPA) Patients:Receive follow-up contact within 7 days of
1.
discharge

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%

94.3%

Green

2015/16
Q3

Dec-15

YTD

97.2%

98.5%

97.6%

95.3%

97.3%

97.4%

NA

0.2%

0.2%

0.2%

0.3%

0.2%

95.0%

99.1%

99.7%

99.3%

100.0%

99.3%

95.0%

154.5% 136.8% 148.4%

154.5%

156.4%

97.0%

50.0%

99.3%

99.1%

98.9%

Q4

98.9%

NA

95.2%

93.0%

93.5%

93.5%

NA

Compliance
with all 6
Green
requirements

Green

Green

Green

Green
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Comments
The target has been achieved for December
2015.
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 December
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 Associate Director for Operations routinely
monitors compliance.
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Monitor Mental Health Indicators
1. CPA 7 Day Follow UP

95.0%

YTD
98.3%
98.2%
100.0%
97.5%
97.3%
100.0%
97.5%
97.3%
100.0%
93.9%
100.0%
97.6%

100.0%
90.0%
80.0%

99.3%

99.2%

96.7%

97.8%

95.9%

98.5%

60.0%

100.0%

70.0%

97.0%

95.0%

Dec-15
100.0%
100.0%
100.0%
97.4%
97.4%
98.0%
98.0%
100.0%
100.0%
98.5%

94.2%

Target

97.9%

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%
100.0%
FMH
100.0%
MHD
97.9%
GMW (Functional Only)
Directorate

14/15

A

M

J

J

A

S

O

N

D

50.0%
J

F

M

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

Comments: All services are within target for December 2015.

5. Psychosis Early Intervention

2. CPA Formal Review within 12 Months
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200.0%
150.0%

227.3%

156.4%

50.0%

200.0%

100.0%

136.8%

within the Directorates have been identified and remedial action is being undertaken. DQ Reports have been circulated to
all services.

YTD
182.1%
152.4%
120.8%
156.4%

250.0%

155.2%

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

95.0%

155.6%

95.0%

95.0%

Dec-15
92.3%
73.5%
375.0%
154.5%

154.5%

95.0%

Q3
97.9%
97.7%
96.3%
97.6%
100.0%
100.0%
88.9%
97.3%

Target

148.9%

Target

2014/15
163.5%
155.1%
112.5%
148.1%

109.1%

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

Directorate
Bolton
Salford
Trafford
GMW

148.1%

Directorate
Bolton
Salford
Trafford
FMH
CJS
MHD
CPTS
GMW

2015/16
Dec-15
97.8%
98.0%
96.2%
97.7%
100.0%
100.0%
100.0%
97.4%

14/15 A

M

J

J

A

S

O

N

D

Comments:
Trafford remain confident that the
target will be achieved by the end of
the year. This is not an unusual position for the Directorate to be in at this
stage through the year, and the target of 32 new cases has always
been exceeded every year since the
target began. The team are aware of
the need to find new cases and engage with GPs and other services to
find suitable patients for Early Intervention in Trafford.

0.0%
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

7.5%

YTD
0.2%
0.2%
0.0%
0.3%
0.4%
0.0%
0.6%
0.8%
0.0%
0.0%
0.0%
0.0%
0.0%
0.2%

8.0%
7.0%
6.0%
5.0%
4.0%

J

J

0.3%

M

0.3%

A

0.2%

1.0%

0.3%

2.0%

0.4%

3.0%
0.0%

Forensic
Mental
Health
MHD
GMW (Exc. CAMHS)

7.5%

Dec-15
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
2.3%
2.7%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%

0.0%

Trafford

Target

0.3%

Salford

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%

0.3%

Bolton

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

0.8%

Directorate

A

S

O

N

D

0.0%
14/15

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 December 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 (consultant-led 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
CPTS
GMW

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

Target

97.0%

97.0%

Dec-15
99.62%
98.84%
99.37%
96.92%
97.79%
95.93%
99.17%
98.94%

Q3
2014/15
99.58%
96.3%
98.77%
93.9%
100.34% 93.2%
96.93%
89.6%
97.95%
91.0%
95.51%
91.0%
99.16%
91.0%
98.89%
94.3%

Target

50.0%

50.0%

Emp't
96.79%
94.19%
92.97%
99.05%
97.59%
93.33%
95.45%
94.54%

Outcomes
2015/16
Dec-15
Acc'n
HoNOS
96.92%
94.87%
91.75%
91.50%
92.84%
93.43%
98.85%
89.99%
98.13%
91.15%
100.00% 71.88%
100.00% 90.00%
94.15%
92.07%

Emp't
96.79%
94.19%
92.97%
98.76%
97.59%
93.33%
95.45%
94.36%

Q3
Acc'n
96.69%
91.72%
92.42%
98.87%
96.20%
100.00%
100.00%
94.05%

HoNOS
94.98%
91.43%
93.38%
89.87%
93.90%
72.31%
88.46%
92.20%

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. Figures at Directorate level are not available for Quarter 2 due to PARIS changeover.
Board Performance Report — December 2015 Final Version
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Care Quality Commission
CQC GMW Profile
Month

Risks

Nov-14
Jun-15

0
3

CQC Registration

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

Bolton
Salford
Trafford
FMH
SMS
CAMHS
R1

60
50
40
30
20
10
0

Nov-14
Elevated Risks

How it w orks:
Risk Score
Number of Risks +
(Number of
Elevated Risks x 2)
Maximum
Risk Score
Proportional
Risk Score

CQC Visits
Directorate

CQC Identified Risks

70

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

Number of
indicators x 2
Risk Score /
Maximum Risk
Score

Risks

Jun-15
No Risks Identified

Banding
Thresholds,
based on
proportional
risk score:

Band 1
Band 2
Band 3
Band 4

6.5% and
above
Betw een 4%
and 6.49%
Betw een 2%
and 3.99%
Less than 2%

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
Elevated Risks:Proportion of staff appraised in last 12 months (Staff Survey—September 2014—
December 2014).
Proportion of records checked that show evidence of discharge planning (MHA
Database—December 2013—November 2014)
The Trust has received notification of a forthcoming inspection by the CQC. This is
scheduled for the 8th February 2016.
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Apr
C M
- - - - 2
- - - 1

May
C M
- - 1
- - 2
- - - 1

Jun
C M
- - 1
- - - - - -

Jul
C M
- - - - 1
- - - -

Number of Visits 2015/16
Aug Sep Oct Nov
C M C M C M C M
- - - - - - - - - - - - - - - - - - - - - 2
- - - 1 - 3 - 1
- - - - - - - - - - - - - - - - - - - - - -

Dec Jan Feb Mar
C M C M C M C M
- - - - - - - -

Mental Health Act Monitoring: There were no visits during December 2015.
Themed Reviews : 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.
Salford services are also part of a CQC Place Review of all health and social care
in Salford, including mental health, primary care, acute care and social care. The
publication of this report is awaited.
CQC Inspection: The Trust’s CQC inspection is occurring w/c 8th February 2016.
Following the detailed review, 9 inspection reports will be published covering: 1.
Older Peoples Inpatient; 2. Older Peoples Community/MATS; 3. Adult Inpatients &
PICU; 4. Adult Community; 5. Crisis Services and Place of Safety; 6. CAMHS Inpatient - J17 & Gardener; 7. Forensic Inpatient; 8. Rehab Inpatient - Recovery First,
Bramley Street, Copeland & JDU; 9. Provider Level Report.

Service Reviews
Community Patient Survey:

Quality Health presented the results of the Community Mental Health Patient Survey to an extended EMT and a more detailed analysis of data by service and
teams was undertaken. A workshop has now taken place and the three priority
areas identified as :1) The giving of information to service users in relation to newly prescribed medicines.
2) Improving awareness of the Out of Hours Crisis Helpline.
3) Improving pathways which support services users to find or keep work.
Services continue to action plan against these priorities and progress updates will
be provided to DMB.
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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)
Indica tor
Numbe r

Indica tor

Fina ncia l
Va lue

Ta rge t

Q1

2015/16
Q2
Q3

Q4

YTD

Cardio Metabolic
Assessment and Treatment
for Patients with Psychoses

£97,011

G

G

G

G

National 1B

Communication with General
Practitioners

£97,011

G

G

G

G

National 2

GM Crisis Concordat
Partnership Working

£388,044

G

G

G

G

GM 1

GM Employment & Mental
Health

£155,218

G

G

G

G

GM 2

GM Transformation IT and
Information CQUIN

£97,011

G

G

G

G

Local 1

Clozapine Treatment

£97,011

G

G

G

G

Local 2A

Early Intervention - Screening

£145,516

G

G

G

G

Local 2B

Assertive Outreach Screening

£145,516

G

G

G

G

Local 3A

Safety - NHS Safety
Thermometer

£145,516

G

G

G

G

Local 3B

Reduction in the prevalence
of Medicine Omissions

£145,516

G

G

G

G

Local 4

Serious Incidents - Lessons
Learned

£194,022

G

G

G

G

Local 5

Older Persons Functional
Compliance with NICE
Guidelines

£232,826

G

G

G

G

Tom
eet thequarterlym
ilestones

National 1A
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Comme nts
100 randomly selected cases audited as per timescales. Information
uploaded to the national database. Awaiting national analysis and
production of audit report. Internal audit report based on the data to be
produced for Q4 with appropriate actions plans completed. Bespoke
educational programme commissioned from Bolton University to train
clinical staff to support service users with long terms physical
healthcare conditions.
There is no milestone for Q3 for this CQUIN, completed in Q2.
Training continuously refined and delivered based on attendee
evaluation forms. Training to be shared with NWAS. Quarterly GM
Partnership meetings and local GMW meetings continue, providing
opportunity to update progress and share good practice. GMW
continue to support GMP with the Home Office data requirement on
Section 136 and service user outcomes.
Dataset submitted with 68% discharges having employment status
recorded. 57.3% staff trained by end-Q3, an increase of 46% on Q2.
Audit undertaken with results showing 18% referred to employment
support in Q3, a significant improvement on Q2 which was 5.4%.
Given other regional IM&T initiatives, a new IM&T Strategy being
developed. Salford CCG confirm this will be accepted providing it takes
into account the CQUIN 2020 vision.
NHS Number on documents: auto-populated on ICIS documents.
Audit undertaken October 2015 and awaiting final results. Documents
in PARIS set to auto-populate the NHS number. Second audit to be
undertaken February 2016 for PARIS.
Wifi: Appropriate reception areas identified and rollout started.
Deadline for completion delayed until mid-February as inappropriate
areas (e.g. Medium Secure & CAMHS) have reviewed local risk
assessments on mobile devices and identified new sites.
Q3 saw increase in referrals and acceptance to Clozapine Home
Based Treatment, saving 92 bednights. Detailed data provided in
CQUIN report. Promotion of service and staff training continued.
Action plan continues to be implemented and new PARIS PHIT Tool
developed throughout Q3. Data can now be extracted and monthly
reporting set up for Q4. In absence of data for interventions, audit
undertaken for Q3 positon with results provided in CQUIN report.
Patient Case Study also included in CQUIN report.
PHIT tool developed in PARIS through Q3 and is mapped to Lester
Positive Cardio Metabolic Health Resource. The Q3 data shows a
compliance of 67.8% of all cardio metabolic measures completed or a
documented evidence of refusal.
During Q3, all inpatient wards have completed the full Mental Health
Safety Thermometer as per schedule. Q2 final report included in Q3
CQUIN report. Q3 final report to be completed in January 2016.
Data collected for each quarter to date. Actions agreed to reduce the
number of patients declining medication including ward visits, reviews
of medication, increased information on medication given to patient,
and training sessions for patients on medication.
Audit of process for sharing learning from serious incidents shows
positive picture of how services implementing lessons learned, with
posters shared and desktop splash screens requested. In Q3, 61%
Positive Learning Events held within 2 months of completing Serious
Incident Review. Action plans from Serious Incident Review being
implemented within 6 months.
Meeting with Commissioners December 2015 where findings from
audits undertaken in Q2 were shared and action plans developed.
Psychological Interventions Steering Group met regularly and have
reviewed resources, staff skills delivering interventions, and
interventions and assessment tools. Group has proposed a training
programme to support staff assessing and treating patients, and new
models of practice within inpatient and CMHT to ensure compliance
with NICE guidelines.
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CQUIN
NHS England CQUIN Scheme (2.5% of NHS England contract values which equates to £1,052,215)

FMH

National 1

MHD

Improving Physical
Healthcare to reduce
premature mortality in
people with severe mental
illness

SEC 1

Secure service users
active engagement
programme

SEC 2

Supporting service users
in secure services to stop
smoking

SEC 3

CAMHS

Indicator

JDU 1

J17 1
J17 2

Mental Health carer
involvement strategies

Deaf recovery package

Assuring the
appropriateness of
unplanned admissions
Improving care pathway
journeys

Financial
Value

Target

£168,354

Q1

G

2015/16
Q2
Q3

G

G

Q4

YTD

G

£168,354

G

G

G

G

£42,089

G

G

G

G

£84,177

To meet the quarterly milestones

Indicator
Number

G

G

G

G

£168,354

G

G

G

G

£168,354

G

G

G

G

£252,532

G

G

G

G
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Comments
Staff training commissioned from Bolton University with dates
available in February 2016. Guidance circulated on how to record
measures and interventions in PARIS. Trust wide system for
monitoring performance and clinical outcomes completed with BI
with weekly reports provided to clinical teams mapped to the clinical
parameters of the Lester. Audit completed in line with the CQUIN
timetable. Data currently being uploaded to the national system.
No Q3 targets, so progress is towards Q4 targets. Educational
sessions on Collaboration in Risk continued through the recovery
academy. These continue until the end of Q4. Progress continued
on development of My Personal Safety Plan, with 73% of services
users either having completed one or in the process of working on a
plan. Video training and other resources to support the CQUIN have
been developed.
No Q3 targets, so progress is towards Q4 targets. Salford HIS
continue to provide smoking cessation support to service users and
promote smoking cessation via community meetings. They have
delivered staff training and conducted a survey of the hospital
grounds to review smoke free signage. Action plan developed from
audit against NICE guidance in September 2015. To support the
strategy for service users remaining smoke free following discharge
from hospital and during S17 leave, a Forensic Community Mental
Health nurse has joined the steering group. Successful Network
wide “Stoptober” campaign took place.
No Q3 targets, so progress is towards Q4 targets. Development of a
framework for Carer involvement and engagement, an identified
governance structure, an evaluation process, and a feedback/
monitoring process. A framework strategy group established and a
carer satisfaction survey implemented. A regional group of MH8
CQUIN leads formed with agreement to hold quarterly Carer Events
each held in different parts of the region. First event scheduled for
05/03/16 at The Curve, Prestwich. Draft agenda agreed.
All Q3 targets achieved. Over 75% of service users have a deaf
recovery package and over 75% of staff trained in deaf awareness.
Feedback from staff and service users collected and fed into
National Meetings (last one held in Birmingham on 21/10/15). JDU
representative attended the NW Recovery and Outcomes Forum
and a Local Recovery Forum continues. NW Network meeting was
hosted by GMW on 08/12/15 with 2 peer reviews (by All Saints
Hospital and Alpha Hospital, Bury) followed by a business meeting
to review the Draft NW Mental Health Deaf Standard Gatekeeping
process map. Case review discussions informed the pilot of the
gatekeeping protocol. 3 peer reviews have identified recurrent
themes in the care & treatment of MH&D patients. Final version of
the Access Template for Mental Health & Deafness agreed.
Q3 targets completed. Data collected and analysed for Q3 with
100% of reviews held within 5 days of an unplanned admission
All Q3 targets achieved. CAMHS Network Meeting on 20/11/15 at
Maple Ward/Pine Lodge, Chester, attended by J17 Ward Manager.
Action plan updated and to be progressed as a forum.
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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.
Psychological Therapies – Improving
Access and Outcomes.

Priority Two.
Listening to and Learning from Service
User Feedback.

In Quarter 2, IAPT services continue to progress
towards meeting their KPIs. New national access
targets now apply, the three IAPT services combined meeting the 75% target for entry to treatment
within 6 weeks (80.3%), and the 95% target for
entry to treatment within 18 weeks (96.1%). Services were close to meeting the 50% recovery rate
target (47.3%), again an improvement on Q1. In
secondary care, pilots continue for increased access to CBT and Family Interventions in Psychosis/Bipolar Disorder, and for case management
and treatment pathways for people with Personality
Disorder. Recruitment to Older Adult Functional
and Dementia Consultant Psychology posts continues.

The strategy for obtaining and learning from feedback is set out in the Trust’s Service User and
Carer Engagement Policy. Feedback collected
using a range of media including paper surveys,
text messages, kiosks, electronic surveys and
postcards. Response to feedback is available
through “You Said, We Did” posters, community
meetings and the Trust website. Learning from
specific complaints and concerns raised by service
users is included in monthly customer care reports
to each service, and the actions required to bring
about service improvements are closely monitored.
EDS2 community engagement events continue to
be hosted at which feedback is gathered on equality performance which helps to review and revise
equality objectives to ensure equal access is
achieved as well as outcomes for service users of
all protected equality characteristics across the

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

Priority Six.
Physical Health.

The CQUIN regarding experiences of older people
with severe depression has progressed and an
action plan to be agreed with Commissioners in
November 2015 is being developed. It includes a
review of the Psychological Interventions model of
care and proposes a new model to ensure patients
have access to interventions as advocated by
NICE guidelines. The new model has some resource implications that need to be considered.
4 more staff have become Dementia Friends
Champions and delivered Dementia Friends
Awareness Sessions in their local areas.
The integrated care agenda continues to gain momentum in line with Devolution Manchester plans.
A Dementia Research Conference is planned, and
the Joint Dementia Research Campaign continues
to be shared with patients and carers within

Each of the improvements associated with this
priority have progressed during the quarter. Key
developments include the provision of a further
help yourself to health check in Bolton where 80
staff attended for a health check similar to that
provided by the NHS Health Check.
The wound care programme commissioned from
Salford University commenced and 25 staff were
booked onto the first session.
Final arrangements have also been made for the
commencement of a new speech and language
therapy service which is due to go live on the 2nd
November 2015.
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Priority Three.
Recovery.
The 6th Prospectus from the Recovery Academy
has been published. The Curve has been completed and the Recovery Academy is now located
within this exciting new space. A collaborative bid
with Ziggys Wish to the Dragon’s Den to support
the character development of a new interactive
online game book to tackle stigma associated with
mental health issues was successful.

Priority Seven.
Positive and Safe: Promoting Individualised Support Plan.
SafewardsTM is a multi-component intervention that
aims to reduce conflict and containment in inpatient mental health settings (Bowers et al. 2014).
Safewards is being rolled out across the Trust as
part of the Positive & Safe Strategy. Activity in Q1
includes:
• Positive Strategy approved April 15

• Datix has been updated to improve transparen•

cy of reporting and detail on the types of interventions used (June 15).
My positive support plan has been approved
and will be made available within PARIS.

Priority Four.
Carers - Improving Identification, Involvement and Engagement.
Inpatient areas are revisiting reviewing their Triangle of Care Action Plans and refocusing their programmes of work. The Carers Lead is developing a
team based accreditation to recognise those teams
that have made improvements in the way they
engage with carers.
The Carers Strategy has now been reviewed and
approved and will be launched at the Annual Carers Event which will be held in January 2015.
84% of the identified carers of service users have
been offered a carers assessment.
At the end of August 2015, 86% of staff were compliant and had received the Mandatory Carers
Awareness Training.
29.65% of community carers had been provided
with a carers information pack within 10 days of
referral – this is a KPI target and the compliance
target is 80% by the end of Q3.

Priority Eight.
Dual Diagnosis.
The Dual Diagnosis Team has reached the end of
its project life. It is continuing in Salford as a specialist provision, is being integrated into treatment
as usual in Trafford, and Bolton is reviewing potential models.
A trust wide event focusing on Novel Psychoactive
Drugs is to be held in January 2016.
Training programs in NPS have commenced, primarily in prisons but with a view to a wider roll out.
Health promotion resources have been collated for
NPS and are to be disseminated in Q3.
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Human Resources

6.09%
D
6.19%
D

6.12%
N
6.60%
N

6.11%

6.08%
S

6.11%

O

6.13%
J

A

6.56%

6.16%
J

5.63%

6.16%
M

S

6.13%
A

O

6.15%
M

6.20%
J

6.15%

6.25%
D

F

6.23%
14/15

2014/15

2015/16

5.71%

5.70%

5.85%

A

M

J

6.04%

5.68%
M

5.80%

5.57%

J

F

J

6.28%

2014/15

A

6.49%

Sickness rate - In m onth Actual
6.80%
6.60%
6.40%
6.20%
6.00%
5.80%
5.60%
5.40%
5.20%
5.00%

D

Dec-15

Target 14/15
5.75
7.29 7.40 5.65 6.64 6.69 5.58 5.50 5.81 6.59 7.24 7.85 7.33 7.34
5.75
6.94 7.06 6.72 6.66 6.31 6.63 5.89 6.10 6.48 5.19 6.04 7.15 6.40
5.75
7.14 5.71 5.73 6.61 6.10 5.71 5.68 5.21 4.97 5.37 8.06 7.87 5.92
5.75
7.33 6.78 5.79 5.30 4.84 4.54 4.67 5.10 6.39 5.88 7.07 6.09 6.40
5.75
7.78 7.82 6.44 6.65 6.76 7.48 7.21 7.78 6.82 6.03 6.32 7.73 8.83
5.75
3.69 4.98 5.39 7.31 4.34 2.93 5.97 6.50 5.44 1.91 5.74 5.46 4.97
5.75
1.94 2.83 1.88 4.85 4.23 7.27 8.20 3.89 6.86 10.08 5.09 7.28 2.99
5.75
6.55 6.53 4.27 5.10 5.27 5.49 8.17 6.79 6.70 7.26 8.96 8.56 7.54
3.00
5.63 5.26 5.10 4.54 4.40 4.63 5.43 4.78 5.06 4.42 4.64 3.97 3.18
5.75
6.49 6.28 5.57 5.68 5.71 5.70 5.85 5.80 6.04 5.63 6.56 6.60 6.19
1.79 1.80 1.60 1.81 2.05 1.80 2.05 1.85 2.06 1.84 2.57 2.42 1.53
4.70 4.48 3.97 3.87 3.67 3.90 3.80 3.94 3.98 3.80 3.99 4.18 4.66
3.54 3.72 3.74 3.94 3.89 3.45 4.06 4.12 3.94

Sickness rate - Rolling 12 m onths

5.96%

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

Feb-15

Jan-15

Mar-15

Mar-15

6.41
6.78
6.07
5.84
7.14
5.36
5.63
6.70
4.74
6.09
1.59
4.50

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
Criminal Justice Service
Mental Health & Deafness
Child & Adolescent MH
Corporate
GMW
GMW - Short term
GMW - Long term
Indicative Cost of Absence (£100K)

Feb-15

In Month Actual (HR 2) 2015/16 (%)

Jan-15

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

Target 14/15
5.75
6.32 6.32 6.25 6.26 6.23 6.66 6.58 6.51 6.55 6.73 6.85 6.45
5.75
7.37 7.24 7.15 7.15 7.09 6.45 6.48 6.43 6.35 6.18 6.17 6.82
5.75
5.76 5.55 5.60 5.78 5.83 6.34 6.45 6.48 6.43 6.35 6.42 6.16
5.75
7.13 7.06 7.02 6.98 6.80 6.60 6.34 6.09 5.94 5.86 5.95 5.90
5.75
7.53 7.46 7.32 7.33 7.27 7.29 7.28 7.32 7.29 7.19 7.03 7.03
5.75
6.10 6.07 6.07 6.36 6.30 6.07 6.01 6.20 6.19 5.77 5.64 5.32
5.75
9.63 8.60 8.23 7.75 6.94 6.42 6.24 5.79 5.45 5.58 5.50 5.68
5.75
8.65 8.34 7.66 7.19 6.96 6.83 7.05 6.96 6.85 6.78 6.64 6.55
3.00
4.04 4.22 4.27 4.33 4.46 4.65 4.82 4.89 5.00 5.08 5.18 4.96
5.75
6.25 6.20 6.15 6.15 6.13 6.16 6.16 6.13 6.11 6.08 6.11 6.12
1.64 1.61 1.60 1.64 1.70 1.70 1.71 1.70 1.71 1.69 1.70 1.68
4.62 4.60 4.55 4.51 4.44 4.46 4.45 4.43 4.40 4.39 4.41 4.44

Dec-14

Rolling 12 Month (HR 1) 2015/16 (%)

Dec-14

Sickness Rate

2015/16

Commentary.
At 6.09% the total sickness rate for the rolling 12 months ending December 2015 was 0.03% less than the previous month.
The December in-month total for the Trust was 0.41% lower than the previous month and at 6.19% was 0.44% above target.
Long-term sickness accounts for 75% of the total which is an increase on the previous month. The average sickness rate for Mental Health/Learning Disability Trusts in
the NW for the month of November 2015 was 5.8% (latest available data); 0.8% lower than the GMW rate at that time.
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Human Resources
Workforce Overview
Apr-15
2,659
2,893

May-15
2,675
2,906

Jun-15
2,681
2,910

Jul-15
2,682
2,914

Aug-15
2,698
2,931

Sep-15
2,713
2,945

Oct-15
2,729
2,961

Nov-15
2,723
2,957

Dec-15
2,737
2,971

472

460

448

447

437

419

383

432

426

IPDR

Mar-16

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

Ethnicity

87.65
88.63
White
1.51
1.60
Mixed
15
14
14
14
13
12
14
13
4.44
6.77
Asian
4.48
1.66
Black
Chinese/Other
Mandatory Training
0.84
1.33
Ethnic group
Percentage of staff with valid completed mandatory training as at end of the month
1.08
Not Stated
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 *Source: ONS PEEG Estimates for 2009
90
90
92
93
93
93
92
92
90
Turnover
70
69
74
77
79
78
78
76
74
91
92
93
92
93
93
92
93
92
3.0
80
82
79
78
76
76
75
76
75
2.5
44
51
63
66
70
75
80
79
81
64
63
65
64
64
63
61
61
60
2.0
81
86
87
88
88
88
87
87
86
1.5
90
90
90
90
90
90
89
90
89

-0.18
0.09
0.08
0.01
0.00
-0.01

31%

51%

57%

57%

55%

60%

62%

76%

80%

1.3

1.0

1.1

N

D

1.6

O

1.4

A

1.5

1.4

J

2014/15
% Turnover

S

1.3

J

0.0

1.0

61
47

0.5

M

91

2.6

92

A

91

0.7

93

M

93

1.2

93

F

93

1.2

92

J

1.0

92

D

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
Basic Life Support - 1 Year
Intermediate Life Support - 1 Year

Feb-16

1.4

15

Jan-16

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

Ethnicity

2015/16

Commentary.
Workforce Overview: Staffing levels have increased by 14 FTE since last month and the relationship between contracted and budgeted whole-time equivalents shows a
change of -6 wte.
Mandatory Training: For the most part compliance rates were either static or changed only marginally when compared to the previous month. The new e-learning system went live from mid-December and this is expected to have an impact on mandatory training compliance over the coming months. The number of staff who have completed an IPDR in the previous 12 months increased by a further 4% to 80% in December.
Ethnicity: When compared with the ethnicity of Greater Manchester, the Trust had a slightly smaller proportion of white employees. GMW has a greater percentage of
staff of Black origin but is under-represented in the “Mixed”, “Asian” and “Chinese/Other” category. 1.08% of staff chose not to state their ethnic origin.
Turnover: The monthly turnover rate for GMW is comparable with the North West Mental Health average turnover rate.
Board Performance Report — December 2015 Final Version
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Human Resources
Staffing Levels
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%

May-15
Day
Night
100.0%
103.4%
99.3%
105.6%
99.7%
105.7%
100.5%

100.0%
102.9%
100.0%
100.0%
95.7%
103.2%
96.9%

100.0%
103.1%
100.0%
101.7%
99.8%
104.9%
104.5%

100.0%
103.7%
102.0%
102.6%
98.5%
99.5%
93.8%

100.0%
100.3%
100.0%
100.0%
99.9%
106.9%
98.3%

100.0%
104.4%
100.0%
101.3%
99.9%
97.4%
94.3%

100.0%
101.8%
100.0%
102.8%
100.0%
104.4%
98.8%

100.0%
105.7%
100.0%
100.0%
99.4%
100.3%
98.5%

GMW

101.05% 102.26% 102.2% 102.7%

101.0%

102.8%

100.9% 101.7% 99.2% 101.1% 100.0% 101.1%

100.9%

101.6%

102.4% 102.1% 98.9% 100.7%

100.0%
106.7%
98.7%
102.1%
95.0%
101.0%
96.8%

Jun-15
Day
Night

Jul-15
Day
Night
100.0%
101.2%
101.4%
103.2%
99.9%
104.7%
101.6%

Aug-15
Day
Night
100.0%
100.0%
100.1%
100.0%
98.0%
100.1%
95.4%

100.0%
100.0%
100.0%
100.0%
99.5%
107.4%
100.0%

Sep-15
Day
Night
100.0%
101.0%
100.0%
100.0%
99.6%
99.8%
96.6%

Oct-15
Day
Night

Nov-15
Day
Night
100.0%
102.2%
100.0%
100.8%
99.8%
104.1%
103.5%

Dec-15
Day
Night
100.0%
100.0%
100.0%
100.4%
95.7%
97.4%
98.5%

Jan-16
Day
Night

Feb-16
Day
Night

Mar-16
Day
Night

100.0%
100.0%
100.0%
102.4%
99.7%
104.5%
99.9%

Comments:

Staff, Friends and Family Test - Quarter 2 (2015/16)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

5%

Question 2. How likely are you to recom mend this organisation to friends
and fam ily as a place to w ork?

3%

6%
11%

26%

28%
Extremely Likely

16%

Extremely Likely

Likely
Neither likely nor unlikely

Likely
16%

Neither likely nor unlikely

Unlikely

Unlikely

Extremely Unlikely

Extremely Unlikely

48%

41%

Comments: 1020 staff responded to the staff FFT; GMW has consistently high numbers of staff engaging with the process. 75% said they would recommend the Trust
as a place to receive care or treatment (76% in the previous staff FFT) and 66% said they would recommend GMW as a place to work (65% in the previous staff FFT).
There is no Test undertaken for Quarter 3.
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Human Resources / Finance and Contracts
Staff Costs — Rolling 12 Months

386

486

F M A M J
2014/15

J

A S O N D J
2015/16

398

381

419

526

436

426

530

J

522

A S O N D J
2015/16

592

J

Bank Costs (000s)

477

F M A M J
2014/15

800
700
600
500
400
300
200
100

410

761

735

588

661

760

724

636

676

J

700

9010

8951

8751

8815

8719

J A S O N D J
2015/16

637

J F M A M J
2014/15

8613

8642

8777

8632

8809

8372

8695

2000

8885

4000

928

6000

Agency Costs (000s)

694

8000

800
700
600
500
400
300
200
100

603

Salary Costs (000s)

10000

Nursing Agency Pay
Costs
Registered nurses,
midwives and health
visiting staff, agency (£m)
Registered nurses,
midwives and health
visiting staff, total
(including agency) (£m)
Nursing agency costs as
% of total nursing costs
(%) (Target: 3%)

Jan-16 Cumul
ative
0.080 0.817

2.780 27.733

2.9%

2.9%

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

Jan-16
Plan Actual
12.58
13.30
-9.69 -10.16
-0.24
-0.23
-2.17
-2.50
0.48
0.41
-0.28
-0.33
0.01
0.02
-0.02
-0.00
0.00
0.00
-0.20
-0.23
-0.01
-0.14
0.00
-0.46
-0.01
-0.60
-0.00
-0.00
-0.01
-0.60
3.8%
3.1%

YTD
Var
Plan Actual
0.72 138.57 141.24
-0.47 -98.14 -99.11
0.02
-2.73
-2.84
-0.33 -22.61 -23.70
-0.06
15.09
15.60
-0.05
-2.82
-3.17
0.01
0.10
0.13
0.01
-0.17
-0.03
0.00
-0.50
-0.15
-0.03
-2.00
-2.32
-0.13
9.70
10.06
-0.46
0.00
(0.87)
-0.59
9.70
9.18
0.00
-0.01
-0.01
-0.59
9.69
9.17
-0.7% 10.9% 11.0%

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
0.3
8.6
0.0
2.9
0.0
0.0
0.8
12.6

Jan-16
Actual
0.4
9.0
0.0
2.9
0.0
0.0
1.0
13.3
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Var
0.1
0.5
0.0
0.0
0.0
0.0
0.1
0.7

Plan
3.0
88.5
0.0
28.8
0.0
0.0
18.3
138.6

YTD
Actual
2.7
91.3
0.0
28.8
0.0
0.0
18.5
141.2

FY Finance Comments:
Var
Plan The Trust is reporting a surplus on income and expenditure of
2.67 166.53 £9,182k as at month 10 15/16. This is £521k behind the planned
-0.96 -117.61 surplus.
-0.11
-3.21 Directorate financial positions compared to budget can be found in
-1.09 -26.95 section 5 of the Board Report.
0.50
18.76
-0.36
-3.38
0.03
0.12
0.14
-0.21
0.35
-0.50
-0.32
-2.39 Mental Health Clustering
0.35
12.40 Percent Clustered
Percent with Valid Cluster
-0.87
(2.29)
Comments
-0.52
10.10
Percent Clustered is the total num0.00
3.99
ber of clients clustered to date,
-0.52
14.09
and is a decrease of 0.6% from
0.2% 11.3%
the November 2015 position.
Percent with a Valid Cluster is the
number of clustered clients for
FY
whom the clustering review is not
Var
Plan
yet due, and is a decrease of
0.7% from the November 2015
-0.3
3.6
position. The drop in performance
2.8
106.6
is due to the change in clinical
0.0
0.0
information system. As the new
0.0
35.0
process embeds data quality is0.0
0.0
sues will be addressed.
0.0
0.0
1579 clients remain unclustered.
0.2
21.3
2.7
166.5
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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 Comments:
All RCAs investigations continue to be managed as per
0
1
0
1
1
2
0
1
5
5

7

6

5

5

6

7

8

Never Events

0

0

0

0

0

0

0

0

0

Regulation 28's

0

0

0

0

0

0

0

0

1

8

8
6

4

5

2

R1

Trafford

Salford

Bolton

CPTS

CJS

CAMHS

FMH

R1

0

MHD

1

2

3
Salford

Bolton

CPTS

MHD

1

4
CAMHS

CJS

2
1
SMS

FMH

3

2

4

6

9

Major

No. Incidents

Modera te

4. Incidents Degree of Harm Resulting in
Death Reported on Datix December 2015

10

10

R1

1
Trafford

Salford

Bolton

12

2

17

7
1
CPTS

7
MHD

11
CJS

11
1
CAMHS

2
SMS

FMH

40

62
39

35

20

14

No. Incidents

Major

40

22

No. Incidents

Modera te

60

2. Incidents Degree of Harm Reported on
Datix during December 2015

16

Trafford

1. Incidents Degree of Harm Reported on
Datix YTD Decem ber 2015

80

National SUI Framework (2015) and Trust Incident Policy
and relevant Health & Safety/HR Policies.
All data was extracted, include data, on 12/01/2016.
Regulation 28: (Trafford) focuses on care pathway between two services involved in care.

19
35
23
51
73

11

RCA 2

SMS

RCA 1

Chart 1: Cumulative data YTD showing the number of incidents where severity was recorded as Moderate or above.
Chart 2: Data showing the number of incidents in December 2015 were severity was recorded as Moderate or above.
Chart 3: This YTD data on deaths has previously been captured in Charts 1 and 2.
Chart 4: The twelve deaths, all outpatient-unexpected include: suspected suicide x1, physical health x2, died in acute trust, suspected overdose x2 and 6 cause of death unknown at the
time of reporting.
Statutory Duty of Candour- Being Open involves acknowledging, apologising and explaining to service users/carers (face to face) when harm categorised as moderate/
severe has occurred following a patient safety incident during their care. There have been 64 recorded Being Open discussions between April 15 - December 15.

Incidents—Staff Safety

Modera te harm requ iring
treatme nt
Major perman ent or lon g
term ha rm

1

Op & Nurs

HR & Gov

Fin & IMT

Est & Fac

R1

Salford

Trafford

Bolton

MHD

CJS

CPTS

CAMHS

SMS

FMH

HR & Gov

Op & Nurs

Fin & IMT

3

1

1

1

2

No. Incidents

Minor harm, may require
aid/suppor t

2

2

7
Est & Fac

R1

Trafford

1
1
10
Salford

9
3

MHD

CPTS

CJS

CAMHS

Bolton

2

9

2

1

8
1

3
1

Major perman ent or lon g
term ha rm

19

21
1

SMS

3

1
Trafford

R1

1
Salford

Bolton

3
CPTS

MHD

CJS

CAMHS

2
SMS

4
R1

Moderate harm r equirin g
treatme nt

FMH

10

8. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - Decem ber 2015

3

Minor harm, may require
aid/suppor t

20

4

5

No. Incidents

Minor harm, may require ai d/support
Mo derate harm requirin g treatment
Major perman ent or long term harm

10

7. Accident Incidents Causing Harm to Staff
(Including RIDDOR) - Year to date to December
2015

30

71

7

Salford

Trafford

12

Bolton

66

58
3
CPTS

MHD

CJS

17

57
7
1
CAMHS

SMS

8

85
FMH

5

50

165

100

No. Incidents

No. Incidents

Minor harm, may require ai d/support
Mo derate harm r equirin g treatment
Major permanent or lon g-te rm harm

10

150

15

FMH

200

6. Violence and Aggression Incidents Causing
Harm to Staff (Including RIDDOR) - Decem ber
2015

14

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

Chart 5: Accumulative data highlighting the violence and aggression incidents causing harm to staff
Chart 6: Total number of incidents where injury to staff was recorded was 38, of which 1 was RIDDOR reportable. All incidents related to the category of Violence & Aggression. The Salford incidents were linked to 9 service users, detained at the time of the incidents. All incidents have been reviewed and management plans are in place for each service user.
Chart 7: Accumulative data highlighting accidents causing harm to staff.
Chart 8: Total number of incidents where harm to staff was recorded was 5, of which none were RIDDOR reportable. Incidents included: needle stick injury, contact with moving machin-
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Positive and Safe
Incidents - Positive and Safe (Positive Management of Violence and Aggression)

R1 26

Trafford 33

Salford

4
MHD

Bolton 26

95
CAMHS

20
15

12

R1

Trafford

Salford

Bolton 1

MHD

CAMHS

SMS

FMH

R1 1

Traffor
d

Salford

Bolton

MHD

2

3

5

7

10

10

23

No. Incidents

6

120

188

14. Use of Seclusion - December 2015

25

8

SMS

13
R1

50

FMH

15

24
Salford

Bolton

MHD

CAMH
S

10
SMS

9
8
7
6
5
4
3
2
1

FMH 1

Standin g

No. Incidents

1
5
21

Sitting

SMS

FMH

12. Use of Rapid Tranquilisation - December 2015

Face Down
(Pa t)

Kne eling

Traffor
d

39

100

20

Standin g

Face Up

No. Incidents

30

10

13. Use of Seclusion Year to Date end December
2015

150

Sitti ng

Face Down
(Med)

200

40

CAMH
1
S

222

11. Use of Rapid Tranquilisation- Year to date end
Decem ber 2015

17

208

Face Up

28

2
15 8 7 6 3

Bolton 4 10 8 9

1
MHD

Face Down
(Med)

R1

Trafford 68 465294112

97 55752 5416
Salford

Bolton 56297464012

MHD 66251

14
17
95 467 46

1
SMS

23
FMH

10

9 74

20

CAMHS

30

1

40

Trafford

50

Salford 7 8 2 10 15 3

60

21

No. Incidents

70

(Pa t)

Kne eling

10. Use of Restaints - Decem ber 2015
11 6

80

3 19

90

CAMHS

100

1

200

SMS

300

130

94 14 91 4331

400

FMH

No. Incidents

500

50
No. Incidents

84226
13

9. Use of Restaints - Year to date end Decem ber
2015
Face Down

R1

600

Please Note: YTD Figures for Graphs 9 and 11 start from July 2015 as the facility to record this information was not available in DATIX prior to this date.
Positive & Safe
The Department of Health’s Positive & Safe Programme (2014) outlines the key requirements in relation to promoting the development of therapeutic environments and
minimising all forms of restrictive practice, including prone restraint.
Chart 9 - Accumulative data highlighting the restraint techniques used during violence and aggressive incidents. The data provides assurance that staff are using least
restrictive techniques i.e. standing, sitting in order to support the service user. The ‘Face Down (Pat)’ category refers to when patients have taken themselves into a facedown prone position and the ‘Face Down (Med)’ is when staff have initiated this in order to give rapid tranquilisation. Within Datix the use of de-escalation and debrief
post an incident is also recorded.
Chart 10 - Data highlighting the use of restraint in December 15
Chart 11 - Accumulative data highlighting incidents that required the use of Rapid Tranquilisation YTD
Chart 12 - This data represents the use of rapid tranquilisation during December 15
Chart 13 - Accumulative data highlighting incidents that required the use and of Seclusion YTD.
Chart 14 - Data highlighting incidents that required the use of Seclusion during December 2015. Buttermere Ward (FMH-MSU) x1, Dovedale Ward (FMH-MSU) x6,
Eskdate Ward (FMH-MSU) x2, Hayeswater Ward (FMH-MSU) x9, Rydal Ward (FMH-MSU) x1, Kingsley Ward (FMH-LSU) x4, Gardener Unit (CAMHS) x7, Phoenix Ward
(CAMHS-J17) x1, Pegasus Ward (CAMHS-J17) x2, Maple House—PICU (Bolton) x1, Chaucer Ward (Salford) x9, Copeland Ward (Salford) x1, Eagleton Ward (Salford)
x2, Irwell Ward (Trafford) x2, Medlock Ward (Trafford) x1, Ash Ward (R1) x2, Beech Ward (R1) x5.
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Safeguarding

No. Incidents

11

11 2 1

Salford
Bolton

333

10

7

42
Other
Incidents

Trafford

Self Ha rm

FMH

V&A 69

17

65

100

Child
Adult

27

9

6

4 111

SMS

200

Patient Ca re

Bolton

MHD

300

Illici t
Sub stances

Salford

CPTS

400

9

CJS

500

Missing
Patient

CAMHS

19. Total num ber of incidents leading to a
safeguarding action reported up to December 15

3
1
4

R1

No. Incidents

2
11

Trafford

R1

18. Type of adult safeguarding action taken
during December 15
Corpor ate

10
5

CAMHS

8
1

CJS

Accident

CPTS

4. Referral to
saf eguarding unit 1

FMH

SMS

3. Other action
taken

1
V&A Staff

1
V&A Prisoners

V&A Patients

V&A Others 2

1
Security Incident

Patient Care 2

SMS

FMH

15

1

1

11

MHD

Trafford

7

20

Salford

5

1 1
6

1
1
1

1
Illicit Substances

Medication

1
Accident

5

CPTS

1

10

4

Bolton

No. Incidents

2
9

CAMHS
CJS

15

2

2. Managed in
Service

CAMHS

R1

20

4

V&A Staff

V&A Patients

CJS

Corpor ate

25

6

1. Initiation of a 2. Referral to 3. Other Act ion 4. Contacted
5. Local
Common
Children's
Taken
the police /
Authorit y
Assessment
Social Care
PPIU (Public
Designat ed
Framework
Services
Prot ection Off icer (LADO)
(CAF)
Invest Unit)

17. Num ber of incidents leading to a safeguarding
adults action during December 15

30

No. Incidents

CPTS

8

1. Contacted
police/ PPIU
(Public Protection 1111
Invest Unit)

SMS

16. Type of child safeguarding action taken during
Decem ber 15

1

1 1

1
Self Harm

FMH

V&A Others

1
Patient Care

Trafford

Salford

1 1 1

3
35

1

Bolton

10

2 1

15. Num ber of incidents leading to a safeguarding
children’s action during December 15

7
6
5
4
3
2
1

Missing Patient

No. Incidents

Incidents - Safeguarding

Comments:
Staff report in Datix when they have initiated a safeguarding referral as a consequence of information/observation/disclosures pertaining the welfare and safety of children, young people and adults from any setting i.e. Trust/Non Trust locations. The safeguarding incidents are reviewed by the safeguarding leads and any queries escalated to the Safeguarding Children’s Practitioner, Name Nurse (Children), Named Doctor (Children), Named Doctor (Adults) and Safeguarding Lead (Adults) to ensure that the safeguarding incident is managed as per safeguarding policies and that those reaching the threshold of multiagency procedures are appropriately referred.
Chart 15 - The patient care incident relates to behaviour amongst two service users. Self-harm incident was an adult service user resulting in a referral to children’s
social services for further support.
Chart 17 - The patient care incidents relate to relationship issues amongst service users, allegation of family abuse, financial vulnerability. The security incident was
noted to be financial vulnerability, with the medication issue relating to another provider and the fall being within a care home.
Charts 16 and 18 provides safeguarding data on the actions taken by services
Number of hospital-acquired pressure ulcers: There was 1 recorded during December 2015 on Greenway Ward, Trafford, bringing the total YTD to 1.
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Complaints and Patient Feedback
Complaints
Complaints and concerns over 12 months to December 2015
District Services complaints and concerns by directorate

Specialist Network complaints and concerns by service

Trust wide complaints and concerns by level

35

30
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30

25

50

20

40

15

30

10

20

5

10

25
20
15
10
5

0

0

0
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Bolton

Salford

Trafford

Tota ls:

Trend

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
SMS
Recove ry First

FMH
Totals:

SSN Other
Trend

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Level 1
Level 5

Level 2
Tota ls:

Level 3
Trend

Level 4

Comments:
22 complaints and concerns were recorded across the Trust in December representing a 31% decrease from the number of complaints and concerns recorded in November (32). There is now a downwards trend for complaints and concerns over the past twelve months.
During December 2015, 20 complaints at level 2 and above were closed, of which 7 (35%) were either upheld or partially upheld.
During December 2015 no level 4 complaints were closed.

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

4.6%
2.8% 3.3%
5.0%

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 to December 2015, of the 1,397 service users asked, 84.0% said they would recommend our services to friends and family.

2 - Likely
3 - Neither likely nor unlikely
25.4%

4 - Unlikely
58.8%

5 - Extremely unlikely
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
91
94
86
94
98
100
89
76
129
84
58

Jun
92
98
94
95
98
94
88
79
127
82
85

Jul
93
102
102
96
96
86
88
85
127
83
82

Aug
96
98
101
95
96
83
94
73
111
70
86

2015/16
Sep Oct
96
95
98
99
107
99
95
95
97
98
83
87
94
85
73
56
78
79
56
64
87
96

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

2014/15
Outturn
95
80
96
95
94
96

Apr
97
78
96
86
94
98

May
95
77
97
81
94
98

Jun
94
100
99
95
95
98

Jul
101
99
98
93
96
96

Aug
98
107
97
95
95
96

Sep
99
104
99
99
95
97

90

100

100

94

86

83

81
107
93

88
110
95

85
111
94

85
109
95

87
109
97

Nov
91
98
89
93
100
100
81
59
84
59
100

Dec
84
101
92
97
97
92
72
38
93
48
89

Jan

Feb

2015/16
Oct
97
96
100
102
95
98

Nov
94
82
94
104
93
100

Dec
91
90
100
102
97
97

Jan

83

87

100

92

92

88
94
96

88
69
95

85
74
94

81
76
92

67
78
93

84
91
95

2015/16
Oct Nov

Dec

Feb

Mar

Mar

YTD
92
98
96
95
98
92
87
69
105
69
84
YTD
96
92
98
95
95
98

Young People Admitted to Adult Wards
2014/15
Indicator
Outturn
No. Young People
23
Admitted to Adult Wards
Bed Nights
45

Apr

May

Jun

Jul

Aug

Sep

0

4

1

0

0

0

0

1

0

6

0

4

2

0

0

0

0

3

0

9

Comments: There were no under 18 admissions to adult wards in December 2015.
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Jan

Feb

Mar

YTD

J17 over occupancy was as a result of opening spot purchase beds.
From October, CBU also includes RADAR
beds due to the configuration in PARIS. During December the configuration was reset in
PARIS, with CBU including RADAR for half
the month and RADAR being separated for
the second half.

Infection Control
There were no outbreaks of infection during
December 2015

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

PLACE
The annual PLACE formal assessments
were conducted during Quarter 1 2015, and
the information submitted to the Department
of Health. Results of the submission from the
DH have been received:Cleanliness: 100%
Food: 91.87%
Privacy, Dignity and Wellbeing: 95.65%
Condition, Appearance and Maintenance:
98.50%
Dementia: 93.30%
These are all above National Averages, and
all are equal or higher than 2014 except
Food which has dropped from 94%.
The next submission will be in Q1 2016 and
results will be included when available.
20

Locally Agreed Targets
Psychology - Length of Time Waited
Bolton - IAPT Step 3
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
297
283
288
334
294
306
349
321
286
295
276
279
269
146
115
110
113
139
112
102
125
82
95
92
83
61
141
115
107
107
132
106
95
122
78
90
83
79
56
0
146
115
110
113
139
112
102
125
82
95
92
83
61
75
96.6% 100.0% 97.3% 94.7% 95.0% 94.6% 93.1% 97.6% 95.1% 94.7% 90.2% 95.2% 91.8%
95
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Salford - IAPT Step 3/4
Referrals per month
Discharged
Discharged - Waited <= 6wks
Discharged - Waited <= 18wks
% within <= 6 weeks
% within <= 18 weeks

Target Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
390
424
395
476
431
425
482
537
494
448
426
478
431
87
93
94
163
126
69
128
158
121
52
79
52
118
43
44
43
81
58
31
63
73
69
36
57
35
84
0
70
77
73
131
101
52
108
137
109
51
76
51
113
49.4% 47.3% 45.7% 49.7% 46.0% 44.9% 49.2% 46.2% 57.0% 69.2% 72.2% 67.3% 71.2%
75
95
80.5% 82.8% 77.7% 80.4% 80.2% 75.4% 84.4% 86.7% 90.1% 98.1% 96.2% 98.1% 95.8%

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

Target Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
577
783
898
863
858
804
863
961
717
450
556
514
507
141
128
151
190
132
150
177
206
187
108
107
146
102
117
104
131
156
115
125
148
181
170
94
95
124
89
0
139
128
151
189
131
148
174
202
184
108
105
144
101
75
83.0% 81.3% 86.8% 82.1% 87.1% 83.3% 83.6% 87.9% 90.9% 87.0% 88.8% 84.9% 87.3%
98.6% 100.0% 100.0% 99.5% 99.2% 98.7% 98.3% 98.1% 98.4% 100.0% 98.1% 98.6% 99.0%
95

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

Target Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15
80.5% 78.3% 79.2% 73.8% 76.8% 79.2% 75.2% 76.9% 81.3% 86.3% 84.5% 84.7% 81.5%
75
95
94.9% 95.2% 94.1% 92.9% 93.5% 94.3% 94.3% 94.9% 96.2% 99.6% 98.2% 98.9% 97.9%

Waiting times are calculated using the national definitions.
Bolton: Bolton continues to robustly manage the Psychology service and maintain the 18 weeks waiting list target.
Salford: The service continues to receive significant numbers of referrals above contract. The number of cases seen within 18 weeks continues to exceed the target for a
fourth month with 95.8% seen in December 2015.
Trafford: Trafford continues to closely monitor and manage the waiting list and has maintained the 18 week target in December 2015.
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Alan Maden, Chair
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EXECUTIVE SUMMARY:

The Council of Governors is asked to receive and note the attached schedule of
meetings for 2016.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:

N/a
Compliance with the ‘Standing Orders for the Practice and Procedure of the Council
of Governors’ (Annex 7 of the constitution)

DOES THIS PAPER ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

No

If ‘yes’: n/a
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Council of Governors are asked to note the schedule of meetings for 2016.

Greater Manchester West
Mental Health NHS Foundation Trust

SCHEDULE OF COUNCIL OF GOVERNORS MEETINGS 2016

Meeting

Date of
Meeting

Date for
Distribution of
papers

Time

Room

Joint Board and Council of Governors
Meeting

29 February

19 February

10.30 am

Conference
Room 7, The
Curve

Council of Governors

5 April

25 March

10.30 am

Council of Governors

5 July

24 June

10.30 am

Council of Governors

13 September

2 September

10.30 am

Conference
Room 7, The
Curve
Conference
Room 7, The
Curve
Conference
Room 6, The
Curve

Council of Governors

6 December

25 November

10.30 am

Conference
Room 6, The
Curve

