Council of Governors 10.30 am,
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Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Declaration of Interest

Agenda Number:

3

Accountable Person:

Alan Maden, Chair

Recommendation:

To Note

Executive Summary:
All members of the Council of Governors are required to disclose any
material interest that they, their spouse or partner has and these will be
recorded in the register of interests of governors
Interests should be declared:


On the declaration of interests form



At the Council of Governors’ meeting if they have an interest in any
of the items to be considered

Governors are asked to complete and return the declaration of interest
form to: Steph Neville, Head of Corporate Affairs

Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Minutes of the Previous Meeting Held –
7th April 2015

Agenda Number:

4

Accountable Person:

Alan Maden, Chair

Recommendation:

To Approve

Executive Summary:
The Council of Governors is asked to receive and approve the minutes
of the previous meeting held on 7th April 2015.
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54/15 DECLARATIONS OF INTEREST
There were no declarations of interest.
55/15 MINUTES OF THE PREVIOUS MEETING HELD ON 7th APRIL 2015
The minutes of the meeting held on 7TH April 2015 were approved as an accurate record
subject to the addition of Les Allen to the list of attendees.
56/15 MATTERS ARISING
There were no matters arising.
57/15 CHAIRS REPORT
The Chair, Alan Maden, presented his report to the Council of Governors.
The meeting noted the following:
(i)
(ii)

RADAR – shortlisting
Celebration of Learning – Alan presented certificated 80 am, 40 pm

The meeting noted the Chairs Report.
58/15 QUARTERLY BRIEFING ON EXTERNAL CONTEXT AND GMW POSITION
Bev Humphrey, Chief Executive, gave a presentation that had also been given to all staff on
the rapid strategic changes in NHS and in Greater Manchester.
Post general election new government able to develop policy in definitive way and 5 year
forward view is a significant policy organisational change in financial problems in the NHS
with productivity challenge to address finances massive and unprecedented. Changes in
regulators TDA and Monitor to combine and develop arm expanding to deal with challenged
organisations. Integration between health and social care in relation to mental health very
pertinent.
John McClellan asked a question in relation to care provided in Woodlands as compared to
that provided in Social Care institutions and pay range for unskilled staff and amount of
resource required too much. Bev responded real and genuine concerns over LA having to
reduce care budgets in nursing and residential homes and care into own homes. Whilst
talking of integration its coordinated and resource streams separate at moment across
health and social care. First integration will be around commissioning budgets. Need to be
clear about governance standards. Greater Manchester Devolution attracting huge national
spotlight – moving pace significantly and currently in shadow form to become live April
2016. Exec Team at GMW all involved in pockets of work and commissioning pooling of
budgets and provider forum meeting monthly to feed into Executive Partnership Board
across Greater Manchester. Much to be gained but significant risks.
Devolution of NHS England Specialist Services budgets will take place as an improvement
but being mindful some offer services wider than Greater Manchester and not neglect those
wider relationships. Bev gave assurance that worked hard within early priorities to get a
mental health workstream for all ages with separate one which Salford LA leading on in
relation to one for dementia. Its embryonic which links into improving employment
opportunities and reducing health inequalities including the added inequality relating to
mental health – to be included in business case to government.
In relation to the five year forward view the Trust is involved in Salford Vanguard work and
close to other bids for further pilot sites. Governors noted the new target for IAPT and early
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interventions and discussions with commissioners on access to additional new monies to hit
targets for active monitoring from April 2016.
CQC Intelligent Monitoring Report had raised concern around appraisals reduced because
of change and redeployment to do with ACP and change in the Trust’s processes. In
addition discharge planning requiring evidenced in case notes not having been raised
before by CQC. Trust has one of the lowest delayed discharge rates in the country.
Inspection Band 2 expecting a visit before December 2015 so preparing as a Trust.
The Governors noted the financial position of the Trust having achieved targets and surplus
which was challenging.
The Council of Governors noted the presentation.
59/15 RIGHT THERE: RIGHT NOW: CQC REPORT ON CRISIS SERVICES MENTAL
HEALTH CRISIS CARE: SALFORD SUMMARY REPORT
Steve Colgan, Medical Director, presented two papers on Crisis Services. The first review
of CQC undertook of Crisis Care Services across many agencies nationally, eg A&E, GP,
Ambulance Services.
The conclusion was work to do and services need to be
commissioned and accessibility to be improved. The second report is the Salford specific
report which the findings are positive making specific praise for extended hours of CMHTs
following ACP review. HBT well received and visiting upto 4 times per day. Two potential
areas for development for all agencies note just the Board.
Anne Broadhurst, Lead Governor, congratulated the Trust and associated agencies on the
review. Jonathan Elster commented on the ACP and acuity on inpatient wards and
housekeepers on the wards. Bev Humphrey, Chief Executive responded on additional
investment on inpatient wards of qualified staff following review of ACP implementation on
district inpatient wards across Bolton, Salford and Trafford.
The Council of Governors noted and congratulated the Trust on the report
60/15 APPOINTMENT PROCESS OF GMW CHAIR
Malcolm Cowen, Non Executive Director, explained the process to appoint a new Chair
from January 2016. Noted the timescale and composition of the Nominations Committee.
Responsibility of the Council of Governors to make the appointment and its and important
role.
The Council of Governors noted the report
61/15 REPORT OF THE NOMINATIONS COMMITTEE
61/15/01 Appraisal Process of the Chair
Terry McDonnell as Senior Independent Director – values into action and Alan epitomises it.
Inclusive and strong when needed. Relationship with CEO particularly important – excellent
Chair and hard act to follow
The Council of Governors noted the report
61/15/02 Appraisal Process of Non Executive Directors
Alan Maden, Chair explained 3 new NEDs appointed – all performing well, maintained
balance on the Board. Robust process carried out entirely to develop effective Board of
Directors. Impressed by level of commitment and attendance of NEDs.
The Council of Governors noted the report
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62/15 QUALITY ACCOUNT 14/15 EXTERNAL ASSURANCE
Neil Thwaite, Deputy CEO/Director of Development and Performance, met as Joint Board
and COG meting to identify indicator for audit by external assurance. Now completed audit
following random sample 100% recorded accurately. Includes comments back from
external stakeholders and achieved full clean opinion. At a recent Board meeting KPMG
few organisations to use Quality account to improve services for patients.
The Council of Governors noted the report
63/15 LEAD GOVERNOR UPDATE
Anne Broadhurst, Lead Governor, reported on recent conference on psychosis and
schizophrenia which had been well attended and excellent content. Research and
Development Department to be congratulated for going beyond in arranging access for
those working. Excellent and volunteering programme 2nd gold triangle of care, carers
strategy in draft, draft nursing strategy.
The Council of Governors noted the update.
64/15 ANY OTHER BUSINESS
64/15/01 Military Veterans
Pennine Care currently providing in Manchester. GMW won Mersey and Cheshire.
65/15 DATE AND TIME OF NEXT MEETING
The next meeting of the Council of Governors would be held on:
Tuesday 29th September 2015, 10.00 am
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Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Chair’s Report

Agenda Number:

6

Accountable Person:

Alan Maden, Chair

Recommendation:

To Note

Executive Summary:
This report provides the Council of Governors with details of the issues
arising from the Board of Directors’ meetings and other key issues for
noting by the Council.

Meeting of the Council of Governors
Tuesday 7 July 2015
Chairs Report
1. Introduction
This report provides the Council of Governors with details of the items for noting by the
Council over the past few weeks since its last meeting.
2. Innovative alcohol project shortlisted for nursing ‘Oscar’
The Trust’s RADAR scheme is celebrating the announcement of being shortlisted for a
Nursing Times award in the HRH The Prince of Wales Award for Integrated Approaches to
Care category, for its revolutionary alcohol detox project.
The Rapid Access to Detoxification Acute Referral (RADAR) is based at the Trust’s Chapman‐
Barker Unit (CBU) in Prestwich and is the only unit in the country which accepts direct
referrals from accident and emergency departments across the North West. They have
created a specialist pathway for those individuals who frequently present to emergency
departments with alcohol‐related illness or injuries. Instead of being admitted to general
hospital, they are offered a bespoke, medically‐managed five to seven‐day detoxification at
RADAR and then a full package of aftercare and support, to help them remain addiction‐
free. By reaching people at that ‘treatable’ moment ensures they can access help straight
away and this has proven extremely successful – with 95% of people leaving the unit fully
detoxed and 60% remaining abstinent or drinking in a controlled way, three months after
admission. After RADAR, individuals have significantly fewer presentation, with 75% not
attending hospital since their detox.
Dubbed the ‘Oscars of the nursing profession’, the Nursing Times awards celebrate the best
in professional practice across all aspects of healthcare. RADAR’s nomination is only one of
124 to be shortlisted out of 823 entries. The awards ceremony will take place at Grosvenor
House, London on 12 November 2015.
Lead: Gill Green, Director of Operations and Nursing
3. New scheme to tackle mental health crisis care is to continue in Trafford
A Trafford scheme, delivered jointly by GMW and GMP has received praise following an
independent evaluation. The collaboration sees police officers work alongside a specialist
mental health nurse to assess people in a mental health crisis and help people who need
further support.
It was found that the introduction of the specialist mental health nurse resulted in quicker
assessments for people affected by a mental health crisis and improved coordinated case
management, thereby reducing officer time spent dealing with people with mental health
problems.
The outcomes of the project were:
• Reduction in police demand resulting in a 15% reduction in volume of calls (64%
reduction in resource demand)

•
•
•
•

Reduction in 999 calls to the North West Ambulance Service resulting in a 20%
reduction in call volumes
Reduction in attendances at the hospital emergency department resulting in a 42%
reduction in volume of attendances
Reduction in hospital in‐patient admissions resulting in a 58% reduction in the
number of bed days
Reduction in the number of interventions from the GMW Crisis Resolution and Home
Based Treatment Team resulting in a 50% reduction in call volumes.

Early findings from an independent evaluation, completed jointly by New Economy with the
Safer Trafford Partnership, estimated the scheme could save emergency services and the
NHS in excess of £150k per annum.
Front line police officers have said they found the role of the specialist mental health nurse
a key benefit in their day‐to‐day work and being able to draw on expert advice has brought
out confidence amongst the officers who have previously lacked a real understanding of
mental health services.
Lead: Gill Green, Director of Operations and Nursing
4. Craig takes top Volunteer of the Year award in the first regional Adult Learners’ Week
awards
The winners of the 2015 North West Adult Learners’ Week Awards in Health and Social Care,
running for the first time this year, were announced during a ceremony at Manchester
Museum on Thursday 11 June. Former service users of GMW, Craig Gorton and Martin
Smyth, were awarded Volunteer of the Year Award and runner up for the same award
respectively.
They had been nominated for the award by staff from GMW where Craig and Martin
volunteer to help support adults with alcohol and drug problems at the Trust’s inpatient
detox unit, the Chapman‐Barker Unit (CBU).
Health Education North West in partnership with North West Employers and Voluntary
Sector North West, chose to celebrate and promote the national learning campaign Adult
Learners’ Week with a series of joint health and social care awards.
Lead: Gill Green, Director of Operations and Nursing
5. Celebration of Learning Event
On Friday 19th June 2015, we joined in the celebrations for Adult Learners Week 2015 –
which runs from 13 – 15 June 2015 ‐ by hosting our Celebration of Learning Event at Friends
Meeting House in central Manchester.
During the event, we celebrated the learning achievements of our service users and staff
and the difference this makes to individual, patient and organisational wellbeing. Students
from different learning programmes across the Trust, who had achieved a qualification in
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the past 12 months, were awarded with certificates of achievement and were also given the
opportunity to take part in Recovery Academy taster sessions on the day.
Lead: Andrew Maloney, Director of HR and Governance
6. Film helps raise awareness of psychosis
An inspirational film which gives real life accounts of the symptoms, thoughts and feelings
young people experience whilst battling psychosis was premiered at an event in Manchester
last month. Service users of GMW’s Early Intervention Service gave brave accounts of their
journeys and how the support they received helped them to make sense of their
experiences and work towards recovery.
The film was made in collaboration with a local film maker to help raise awareness of
psychosis and reduce stigma. The film which will be shown in schools and colleges will help
stress the importance of getting help at the earliest possible opportunity. It also looks at the
different factors that can contribute to someone experiencing an episode of psychosis.
The film will also be used as part of psychological therapy sessions and family interventions
at the service to help those individuals and their families understand psychosis further
whilst conveying a hopeful message that recovery is possible.
The film is available from GMW’s YouTube site.
Lead: Gill Green, Director of Operations and Nursing
7. May‐ June Media round‐up
Nursing Standard ‐ Wednesday 6th May 2015 issue
The Nursing Standard interviewed Clare Hilton, Ward Manger at the Chapman‐Barker Unit,
on the 28th April following our detox ward (RADAR) being featured on the BBC’s Victoria
Derbyshire programme.
The full article was published in the Nursing Standard ‐ Wednesday 6th May 2015 issue. “The
NHS could save millions of pounds a year by setting up small nurse‐led detox units to treat
patients with alcohol dependency, a study has concluded.” The reporter based much of his
article on Liverpool John Moores University’s evaluation of our RADAR unit.
The Nursing Standard – 3rd June 2015 issue
On 29th May, Maeve Murphy, Clinical Nurse Specialist for the Specialist Services Network,
was approached by The Nursing Standard to comment on the new NICE Violence and
Aggression guidelines (published on 27 May 2015; “Violence and aggression: short‐term
management in mental health, health and community settings”) in her capacity as a
member of the Violence & Aggression guideline group.
The article was published in the 2nd June edition of the Nursing Standard. The article
discusses de‐escalation techniques for nurses, the adaption of manual restraint for young
people and the need for training as well as guidelines for the public around keeping safe in
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the community. “Nurses should take part in debriefings when restrictive interventions such
as physical restraint are used to deal with patient aggression, a new guideline has
recommended.”
The Nursing Standard is the UK's best‐selling nursing journal and read by over 186,243
nurses every week.
BBC Radio 4 ‘The World Tonight’ ‐ 19th June 2015 programme
A journalist from the BBC Radio 4 programme ‘The World Tonight’ interviewed Professor
Paul French, Associate Director of Early Intervention for the Trust and Honorary Professor in
the Department of Psychological Sciences at the University of Liverpool, on the 8th June for a
feature about young people’s mental health.
The interview was broadcast on 19th June at 10pm as part of a programme on Mindfulness
and the pressures faced by young people in today’s society.
The section begins at 24.33 with Paul’s interview being around the 27.33 mark.
You can listen to our episode here: http://www.bbc.co.uk/programmes/b05y18q3#auto
The World Tonight is a current affairs radio programme broadcast every weekday evening
featuring in depth reporting on the day’s news, intelligent analysis and major breaking news
from a global perspective. The average listener figures for The World Tonight is 1.7million!
All episodes are available on the BBC iPlayer Radio.
8. Recommendation
The Council of Governors is asked to note the contents of the Chair’s Report.
Alan Maden
Chair
July 2015
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Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Quarterly Briefing on the External Context and
GMW Position - Presentation

Agenda Number:

7

Accountable Person:

Bev Humphrey, Chief Executive

Recommendation:

To Note

Executive Summary:
The Council of Governors is asked to receive a presentation on the
quarterly briefing on the external context and GMW position.

Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Right Here, Right Now : CQC Report on Crisis
Services
Mental Health Crisis Care: Salford Summary
Report

Agenda Number:

8

Accountable Person:

Steve Colgan, Medical Director
Gill Green, Director of Operations and Nursing

Recommendation:

To Note

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

People’s experiences of help, care and
support during a mental health crisis

Summary

JUNE 2015

Right here, right now – help, care and support during a mental health crisis
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The Care Quality Commission is the
independent regulator of health and
adult social care in England.

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

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

Deputy Chief Inspector of Hospitals
(Mental Health)

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

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

If there is a reason to be confident then it may be
found in the Crisis Care Concordat. Launched in
February 2014, it focuses on how services respond
It also points the way forward for CQC. As set out in
to help people with mental illness at the time of their our business plan for 2015/16, Shaping the Future,
greatest need. It has been a remarkable initiative.
the way we operate contributes to the way health
and social care is, and needs to be, changing. We
With the momentum built by the Concordat, it is
want to more actively look at the quality of care not
now the time for health and care leaders to act
just in a provider, but also across pathways.
decisively. They need to tackle the long-standing
issues that result in the most vulnerable people
Thanks to the work of this review, we are now far
in society being abandoned at a time of crisis.
better placed to inspect the health and social care
Organisations must look carefully at when, where
services that interact with people experiencing a
and why a person in crisis comes into contact with a mental health crisis, to understand what good looks
local service and how they can work collaboratively
like and to encourage services to improve.
to challenge unacceptable responses.
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Right here, right now – help, care and support during a mental health crisis

Forewords

When crisis care works well
“The care that I received during my crisis was amazing. My care
coordinator responded appropriately and helpfully in calling the crisis
and home treatment team who I was already known to having had
several crises over the last few years.
They saw me within the expected time frame and were able to
offer me the help and support I needed. The day after I saw
them I knew I could not remain in my own home so some
friends offered for me stay with them. When I rang the crisis
team to say this would be happening and would they be
able to support me there, the immediate answer was yes
and that is what they did.“

Lucy Seren

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

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

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

In February 2014, the Coalition Government
announced the launch of a new agreement called
the Crisis Care Concordat. This is a challenge to
those responsible for commissioning, providing and
delivering the services to commit to a set of core
principles around crisis care, to make sure that people
get the help they need when they are having a
mental health crisis. The Concordat has been signed
by more than 25 national bodies, including CQC.
As part of our commitment, we agreed to review the
quality, safety and effectiveness of care provided
to those experiencing a mental health crisis.
Throughout we have put people at the heart of the
issue and sought to understand whether people were
being offered the right care, at the right time, and if
they were being given the information they needed,
as well as what they felt about the attitudes of those
providing help, care and support.

4

Our findings show that there are clear variations in
the help, care and support available to people in
crisis and that a person’s experience depends not
only on where they live, but what part of the system
they come into contact with.
We found many examples of good crisis care, but
our work has also shown that far too many people in
crisis have poor experiences due to service responses
that fail to meet their needs and lack basic respect,
warmth and compassion. This is unsafe, unfair and
completely unacceptable.

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

Background

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

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

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

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

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

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

Table 1

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

My concerns were
taken seriously
and listened to

I was treated
with warmth
and compassion

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

Average
number of
respondents

Volunteers or a charity

74%

86%

88%

84%

97

GP

52%

64%

65%

66%

538

Telephone helpline

50%

62%

63%

64%

112

NHS ambulance

63%

61%

63%

53%

156

Police (encountered
in a public place)

65%

54%

50%

104

Crisis resolution home
treatment team

41%

44%

46%

47%

317

Community mental
health team

38%

48%

52%

54%

431

Accident and emergency

35%

37%

34%

33%

316

Local Service

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

Figure 1

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

42%

42%

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

113

336

339

16

Yes

Some but
not all

No

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

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

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

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

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

One person told us:

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

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

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

Peak hours for acute admission via A&E

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

22:00–03:59

Mental Health conditions caused by substance misuse

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

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

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

Experiences of
Figure 2
being detained

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

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

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

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

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

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

We recommend that representatives of
local Crisis Care Concordat groups:
Ensure that all ways into crisis care are focused on providing
accessible and available help, care and support for all those who
require it at the time they need it.
Hold commissioners to account for commissioning crisis
services that deliver a quality of care based on evidencebased good practice and that is in line with the Concordat
key principles.
Engage with local, regional and national partners to
make sure that innovative approaches to improving
the experiences of those in crisis are shared within,
and across, local areas.

Right here, right now – help, care and support during a mental health crisis
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How to contact us
Call us on 03000 616161
Email us at enquiries@cqc.org.uk
Look at our website www.cqc.org.uk
Write to us at
Care Quality Commission
Citygate
Gallowgate
NE1 4PA
Follow us on Twitter @CareQualityComm
Download this report in
other formats at www.cqc.org.uk/righthere
Scan this code on your phone to visit the site now.
Please contact us if you would like this report
in another language or format.
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Mental Health Crisis Care:
Salford Summary Report
Date of local area inspection:
20, 21 and 22 January 2015
Date of publication:
June 2015

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

People who experience a mental health crisis and who present to
Accident and Emergency


Care Pathways

People experiencing a mental health crisis could present at accident and emergency in a
number of ways including via ambulance, police, sent by their GP or self-referral. Front
line staff, including reception staff was knowledgeable and sensitive to supporting people
in crisis. In particular with those people who were regular attenders.
Triage assessments took place that were in line with national triage guidelines and
included a risk assessment. Adults who presented in crisis received a “parallel
assessment”. This comprised an initial assessment by acute nursing staff followed by an
assessment from the mental health liaison team. Acute and mental health staff worked
together, discussing assessments and agreeing the most appropriate response. This
could be a referral to the home based treatment team or a request for an assessment
under the Mental Health Act 1983. We saw this process worked well and we were told
this meant that people were not kept waiting for long periods of time. A range of services
were available to support people post assessment at accident and emergency, with the
least restrictive option being preferred.
Partner agencies had developed a pathway to follow in response to people who left the
accident and emergency department whilst waiting for treatment or during a
2

consultation. Additionally, a pathway had been developed for people who were frequent
attenders or who frequently contacted emergency services. Meetings between
professionals were periodically held to consider the most appropriate way of responding
to and managing people’s behaviours and this ensured a consistent approach by all
staff.


Equality of access

As part of this review we looked at how children and young people accessed services
when experiencing mental health crisis. CAMHS services were provided by Central
Manchester University Hospitals NHS Foundation Trust.
Children presenting to accident and emergency did not undergo a “parallel assessment”
experienced by adults. Children had to be medically fit before a mental health
assessment was undertaken, however children could be seen by CAMHS prior to
medical fitness if an urgent mental health assessment was required. Children under 16
years of age were admitted to the PANDA unit based at Salford Royal Hospital. Young
people aged between 16 and 18 years of age were generally seen by staff from the
mental health liaison team based within accident and emergency and acute nursing
staff.
Staff on the PANDA unit observed children and carried out physical healthcare checks
but did not carry out mental health assessments. Children could stay on the unit for up to
48 hours, after which they would be transferred to a children’s hospital in the Manchester
area for further assessment or until a bed was found. When children were transferred
between services a risk assessment was completed.
Staff we met and spoke with on the PANDA unit were compassionate when talking about
children with mental health problems but did not feel that they were sufficiently equipped
to care for them as they had not received mental health awareness training.
Sharing patient information about this age group was problematic and acute staff and
staff from the local mental health trust were not able to access records held by the
CAMHS team. CAMHS did not have electronic patient records and this was seen by staff
as a hindrance to effective handovers.

People who experience a mental health crisis and who requires to and
support from specialist mental health services


Service provision

People had access to a range of specialist mental health services 24 hours a day, seven
days a week. These included a mental health liaison service and a home based
treatment team. People who used the home based treatment service told us they had
received visits up to four times a day and this had helped them in their recovery and
avoided an admission to hospital. Additionally people in crisis could also access support
via community mental health teams for adults and an older people’s team. There were
plans to extend the operating hours of these teams to late evenings and weekends.
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People could also contact the local authority emergency duty team.
At the time of our inspection we found that a 24 hour telephone helpline was provided by
the local mental health trust and run by mental health liaison team. Feedback from
people who used the services on response times was variable. We discussed this with
senior managers from GMW, who were aware of the limitations of the current service
and confirmed that through redesign had funded a new 24/7 helpline for known service
users. It is planned this will be operational by May 2015


Care planning and records

We looked at a sample of six care plans and found these to be detailed. There was clear
evidence that people who used the services had been involved in the development of
care plans and were given a copy. Some people who used the service told us that they
couldn’t recall having had a care plan and only one person had an advanced directive.
However carers we spoke with confirmed that care arrangements and care plans were in
place and they had been included and consulted as part of the assessment process.
We saw comprehensive risk assessments and risk management was facilitated across
teams that supported people in crisis. These were used effectively to manage crisis and
avoid admissions to inpatient facilities. The sharing of electronic care records between
the acute trust and the mental health trust allowed information including risk
management and care plans to be shared.
We were told of positive working relationships between community mental health teams
and GPs, with GPs telephoning the team to discuss concerns.


User involvement

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

Local strategic and operational arrangements
Relevant local strategic partners had built good relationships and meetings took place
regularly between organisations involved in the commissioning and provision of mental
health crisis services. The local area had developed an action plan to respond to the
Crisis Care Concordat and many areas had been actioned.
We found that agencies including local voluntary agencies such as carers groups
worked well together. There was a shared understanding and commitment to improving
4

care and support to people in crisis. There was a clear commitment to commissioning
appropriate and quality services for people and this was done through partnership and
service user engagement.
Partners had worked and continued to work in developing a number of strategies to
support people in crisis and there was a clear recognition of the importance of early
intervention when people experienced mental health crisis, of working together and a
consistent approach. The Joint Strategic Needs Assessment for Salford both explored
and supported a shift in focus from treatment to prevention services, with greater
emphasis on community based services and supported the mental health wellbeing
agenda on prevention.
There was a commitment from partner agencies to supporting people in the least
restrictive way and as a consequence of this and through working closely with
commissioners a range of community services had been developed to support people to
remain in their homes and avoid admission to hospital. Following a period of intensive
consultation with commissioners there were plans to make available a number of crisis
beds at a community location.
Joint training between accident and emergency staff, staff from the mental health liaison
team and the police had supported a greater understanding of each other roles, duties
and responsibilities and was complemented by a positive working relationship.

Areas of good practice


Strong culture of partnership working supported by effective multi agency working
between all providers and agencies.



Triage and assessment processes within accident and emergency in line with
national guidance.



Pathways for managing to people who go missing from or who are frequent
attenders at accident and emergency that provided a risk based response to
patients’ needs.



Comprehensive care plans with chronological records related to each patient’s
care following admission to hospital.



Reconfiguration of services within Salford to include, 24/7 helpline, the
development of 24/7 mental health liaison team within accident and emergency
and the development of a 24/7 home based treatment team ensuring access to
support for people in crisis 24/7.



Committed staff with good knowledge of patients they cared for and supported.
This extended to involvement and consideration of the needs of carers.



Joint training initiatives between acute trust staff, mental health trust staff and
police had led to an understanding of each role in supporting people who
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experience mental health crisis.

Areas for development



Training of staff including: in Mental Capacity Act 2005 and the Deprivation of
Liberties Safeguarding training available for all staff; access to mental health
awareness training for accident and emergency nursing staff, doctors and
reception staff and staff on the PANDA unit. Inclusion of people who use services
in the planning and delivery of mental health training to staff.



Local strategic partners to consider how services are commissioned and
delivered to ensure the needs of children and young people experiencing a metal
health crisis are met.
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Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Appointment Process of GMW Chair

Agenda Number:

9

Accountable Person:

Malcolm Cowen, Non Executive Director

Recommendation:

To Note

Executive Summary:
The appointment process for a new Chair to replace Alan Maden needs
to begin in September 2015. The attached report outlines the process
and provides and overview of key dates in the appointments process.

Appointment of Chair of Board of Directors and Council of Governors
1.

Introduction

Alan Maden’s second term of office ends on 31st December 2015 and it is the
responsibility of the Council of Governors to appoint a new Chair to succeed Alan for
a four year term.
2.

Process

The appointment of a new Chair s handled by the Nominations Committee on behalf
of the Council of Governors chaired by Malcolm Cowen as Vice Chair of the Trust. In
addition to the Nominations Committee, it is likely that the interview panel will comprise
of an experienced Chair of an existing Foundation Trust with Andrew Maloney and
Bev Humphrey in attendance in an advisory capacity.
3.

Overview of Key Dates

Below is a draft timetable identifying key dates in the recruitment timetable. The dates
are indicative at the moment but give an indication of the timescales and process
required to enable a recommendation of a new Chair to be made to the December
meeting of the Council of Governors.
Activity

Indicative Dates

National advertisement

Week commencing 21st September 2015

Closing date for applications

Week commencing 5th October 2015

Short-listing

Week commencing 2nd November 2015

Interactive Session: to an invited
audience of members of the Council of Week commencing 2nd November 2015
Governors and the Board of Directors.
Formal Interview Panel:
Nominations Committee
Attendance for advice:

Week commencing 9th November 2015

Bev Humphrey, Chief Executive
Andrew Maloney, Director of HR and
Corporate Services
Recommendation to the Board of
30th November 2015
Directors
Recommendation to the Council of
1st December 2015
Governors

4.

Next Steps

The Nominations Committee will need to develop an advertisement and an information
pack for prospective candidates.
The role of Chair will be advertised locally and nationally to attract as strong a field of
high calibre candidates as possible. The information pack, having taken the advice of
the Board of Directors, will include a description of role and responsibilities of the
Chair, together with key attributes required by a Chair for Greater Manchester West.
5.

Recommendation

The Council of Governors is asked to note the content of the report.

Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Report of the Nominations Committee

Agenda Number:
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Accountable Person:

Alan Maden, Chair
Terry McDonnell, Senior Independent Director

Recommendation:

To Note

Executive Summary:
Attached for note is a report of the Nominations Committee which met on
the 16th April 2015 to consider the appraisal reports of the Chair and Non
Executive Directors.
Governors are asked to note:1.

The report to the Nominations Committee on the appraisal
process for the Chair presented by Terry McDonnell, Senior
Independent Director.

2.

The report to the Nominations Committee on the appraisal
process for the Non Executive Directors presented by Alan
Maden, Chair.

Appraisal Process for the Chair
Report to the Nominations Committee
April 2015

1

Introduction

The use of appraisal for the Chair 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.
The GMW appraisal process is based on a narrative feedback approach. The approach has been designed
to help the Chairman develop effective feedback relationships in support of their practice and their role in
leading the Trust Board. A Senior Independent Director (SID) leads the process; it is open and transparent,
concluding with an individual meeting with the SID and the Chair and agreement of objectives and a
personal development plan. The process for appraising the Chief Executive and Executive Directors is
separate.
This report has been prepared for the Nominations Committee as assurance that the process is robust and
that it achieved what it set out to achieve in terms of ensuring an effective Board of Directors. This report will
be annual.
The Nominations Committee are asked to note the report as assurance of the process.
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Appraisal Process

The Chair’s appraisal is conducted annually, based on feedback from the Council of Governors, and from
Executive and Non Executive Directors. The Nominations Committee, coordinated by a Senior Independent
Director (SID), has overall scrutiny of the process.
The Chair Appraisal Process has 3 stages.
1. Seeking the views of others
2. Reflective appraisal meeting and personal development planning
3. Monitoring and Reporting

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.
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.

The reflective appraisal meeting and personal development planning
On completion of the feedback and dialogue the Chairman prepares a short document, 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 Chairman will prepare a personal development plan and agree this with the SID
at the appraisal meeting.

Monitoring & Reporting
The Nominations Committee has ownership of the 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.

3

Performance Outcomes 2014/15

The Chair completed a detailed self-evaluation form, and the SID held meetings with the Chief Executive,
and offered individual meetings with each NED to receive additional verbal feedback.
The Chairman’s attendance at Board and other Committees for 2014/15 is as follows:
Board of Directors
Council of Governors
Nominations Committee

10/10
5/5
3/3

As a result of the Appraisal process, it was agreed that Alan will:





Work to maintain the present standards set throughout the Trust.
Work with Governors to improve the Council, particularly taking into account the points raised by
them during the appraisal process and throughout the past year.
Take a leading role in further developing the Board in the light of new Non Executive Director
appointments.
Stay friendly and approachable to Users, Carers and Staff and upholding the “Values into Action” of
the Trust.
Maintain a very “visible” profile within the Trust.

The Chair found the process useful and meaningful, and the comments valuable, for his role and future
development.

Recommendation of Senior Independent Director to Governors on performance of the
Chair.
Alan has continued to provide another excellent year of positive, proactive leadership to GMW, steering it
through continued difficult financial and NHS structural changes. This has resulted in the Trust achieving
financial balance at the same time as putting even greater emphasis on the quality of services it provides.
The Trust is one of the declining few to be maintaining the highest ratings nationally for finance and
governance. Whilst the financial challenges are obvious, the challenges encountered by dealing with
commissioners and the constant round of tenders are just as challenging, and Alan has provided constant
encouragement and support to the staff involved.
He has continued to visit services and events where he has met governors, service users, carers and staff in
order to get an in depth understanding of the services provided and the issues involved. He has supported at
a time of particular challenge in reconfiguring acute inpatient services across the Trust’s footprint.
Whilst doing so, has maintained his own individual style of leadership, offering support and advice where
required, but also providing challenge with high expectation. The appraisal process showed that this
approach was greatly valued. Once again he has demonstrated a high degree of integrity and excellent
leadership.
In chairing the Board he combines his own personal skill, knowledge and experience with that of other board
Members in leading the Trust forward. His appraisals show that his inclusive, nurturing and encouraging

approach in Board meetings has been appreciated particularly by our new Non Executive colleagues who
joined the Board in 2014/15.
He remains an excellent ambassador for the Trust in dealing with external organisations, making full use of
his personal expertise and extensive experience of the NHS. He continues to be highly committed to the
Trust, its staff and the quality of services it provides for both users and carers.

ASSURANCE
The Senior Independent Director requests that the Nominations Committee note this report as assurance
that the appraisal process for the Chair is robust in ensuring an effective Board of Directors for the future.

Mr T McDonnell
Senior Independent Director
April 2015

Greater Manchester West
Mental Health NHS Foundation Trust

Council of Governors Nominations Committee
Title of Meeting

Nominations Committee

Name and Job Title of
Chair
Membership

Alan Maden, Chair

Apologies

Les Allan
Terry McDonnell

In Attendance

Steph Neville
Head of Corporate Affairs

Date of Meeting

16th April 2015

Items for Discussion

1. Chairs Appraisal

Anne Broadhurst
Julie Turner
Sylvia Seddon
Alan Mitchell




Appraisal carried out by Terry McDonnell for the Chair was
noted.
Appreciation of the support and guidance given by Chair to
the integration of three new Non Executive Directors.

2. Non Executive Directors Appraisals



Any Other Business

1. Appointment of Chair



Date of Next Meeting

Excellent choices of new Non Executive Directors appointed
in July 2014
Reviewed attendance at meetings
Excellent contribution of each Non Executive Director to the
Board of a successful Foundation Trust.

Malcolm Cowen to Chair as Vice-Chair
Process and timescale for appointment of new Chair to be
outlined to July meeting of Council of Governors

As required

Non Executive Director
Appraisal Process
Report to the Nominations Committee
presented by the Chair, Mr A Maden
April 2015

1

Introduction

The use of appraisal for Non Executive 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.
The GMW appraisal process is based on a narrative feedback approach. The 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. The process is
open and transparent, concluding with an individual meeting with the Chair and agreement
of a personal development plan.
This report has been prepared to provide assurance to the Nominations Committee that
the process is robust, that it has achieved what it set out to achieve in terms of ensuring an
effective Board of Directors, and finally that the Non Executive Directors consider the
process worthwhile. This report will be annual.
The Nominations Committee has ownership of the Non Executive Appraisal process and
may wish to meet with individuals to ensure the quality of the process. The Council of
Governors will also be asked to note that the Nominations Committee has considered this
report.
2

Appraisal Process

Appraisal for Non Executive Directors took place throughout March 2015 so that common
development needs can be planned and delivered, and aligned with achievement of the
objectives and targets of the Trust.
The Non Executive Director Appraisal Process has 4 stages.
1. Seeking the views of others
2. Individual reflection on the feedback
3. The Reflective Appraisal meeting and Personal Development Planning
4. Monitoring & Reporting

Seeking feedback from others
Feedback is sought from four/five other Board members plus the Chief Executive
and the Chairman. Non-Executive Directors may also seek feedback from members
of the Council of Governors. This is initially in writing and then followed up with
individual discussions with a sample of those that have provided feedback.
Individual reflection and feedback
Following the feedback stage, the appraise prepares a note of reflection
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?

The reflective appraisal meeting and personal development planning

On completion of the feedback and dialogue, the appraise prepares a short
document, based on the questions below, for discussion with the Chairman:





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 appraise will prepare a personal development plan and
agree this with the Chairman at the appraisal meeting.
Monitoring & Reporting
The Nominations Committee 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 in April each year as
assurance that the process has taken place.
3

Outcomes for 2014/15

All 6 Non Executive Directors (NED) completed the Appraisal process, and all sought
completed feedback forms from other Directors, the Chairman and Chief Executive. Some
NEDs also sought feedback from Council of Governor members. The Chair completed a
personal development plan with each Non Executive Director as part of the appraisal
discussion.
Attendance and Board and Sub Committees
Board of Directors
Malcolm Cowen
Karen Luker
Terry McDonnell
Anthony Bell
Julie Jarman
Kathy Doran

9/10
7/10
10/10
6/7
7/7
7/7

Audit Committee
Malcolm Cowen (Chair)
Terry McDonnell
Anthony Bell

5/5
5/5
2/3

Quality Governance Committee
Terry McDonnell (Chair)
Karen Luker
Julie Jarman
Kathy Doran

5/6
4/6
4/4
3/4

Charitable Funds
Malcolm Cowen (Chair)
Anthony Bell

2/2
1/1

As part of the process, I have had a one to one with all the Non Executive Directors to
review their appraisal and to discuss any training or learning needs. All the Non Executive
Directors are performing well, challenging when necessary and form part of a well
informed well balanced Board of Directors. Malcolm Cowen is Vice Chair of the Trust and
Chair of the Audit Committee and Terry McDonnell is Senior Independent Director and
Chair of the Quality Governance Committee. Non Executive Directors made many service
visits during the year.
I can confirm that the performance of all the Non Executive Directors is excellent and they
all contribute, each in their own way, to the success of the Trust.
Summary of Training Needs for 2015
 Ensuring all non-executives consistently gain assurance and understanding by visiting

services and engaging with staff, service users and carers
 Continued access to specific NED development via the North West Leadership

Academy, Mersey Internal Audit and KPMG
 Continued Board Development as part of Well Led Governance for Board of Directors

ASSURANCE
The Chair requests that the Nominations Committee accept this report as assurance that
the Appraisal process for Non Executive Directors has been completed robustly and that it
will support the development of an effective Board of Directors for the future. The
Nominations Committee is requested to recommend this report to the Council of
Governors.
Alan Maden
April 2015

Report to:

Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Quality Account 2014/15 External Assurance

Agenda Number:
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Accountable Person:

Neil Thwaite, Deputy CEO/Director of
Development and Performance

Recommendation:

To Note

Executive Summary:
KPMG have completed their external assurance of the Quality Account.
As part of this process they reviewed patient data in relation to:1. Care Programme Approach (CPA) patients receiving follow up
contact within 7 days of discharge
2. Delayed transfers of care
3. Dementia diagnosis (chosen by Governors)
The results of the audit are attached. The auditors gave GMW the
highest rating possible – a clear opinion.

2014/15: External
assurance on your
quality report
Greater Manchester West Mental Health NHS Foundation Trust
28 May 2015

Our audit opinions:
Content of quality report: Clean opinion
Indicators:

National Indicator One – 100% enhanced Care Programme Approach (CPA)
patients receive follow up contact within seven days of discharge from
hospital: Clean opinion
National Indicator Two - Minimising delayed transfer of care: Clean opinion
Local Indicator – MCI Dementia diagnosis: If we had been required to we would
have issued a clean opinion

Contents
Page
The contacts at KPMG
in connection with this
report are:
Amanda Latham
Director

Executive summary

2

Section one: Content of the quality report

4

Section two: Performance indicators

6

Appendices
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KPMG LLP (UK)
Tel:

01772 473 623

amanda.latham@kpmg.co.uk

1. Scope of work performed and approach

Jillian Burrows

2. Recommendations raised

Senior Manager
KPMG LLP (UK)
Tel:

3. Responsibilities of the Board of Directors and Council of Governors and limitations
associated with this engagement

0161 246 4705

jillian.burrows@kpmg.co.uk
Rhian Owen
Assistant Manager
KPMG LLP (UK)
Tel:

0161 246 4845

rhian.owen2@kpmg.co.uk

This report is addressed to the Board of Directors and the Council of Governors of Greater Manchester West Mental Health Foundation Trust (“the Trust”) and has
been prepared for your use only. We accept no responsibility towards any member of staff acting on their own, or to any third parties.
This engagement is an assurance engagement over the content of the quality report and mandated indicators conducted in accordance with generally accepted
assurance standards.
In preparing our report, our primary source has been information made available and representations made to us by management. We do not accept responsibility for
such information which remains the responsibility of management. We have satisfied ourselves, so far as possible, that the information presented in our report is
consistent with other information which was made available to us in the course of our work in accordance with the terms of our Engagement Letter dated 24 April 2015.
© 2015 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. All rights reserved.
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Executive summary

Headlines
Introduction
In February 2015, Monitor released their ‘2014/15 Detailed guidance for external assurance on quality reports’. This document provides an overview of the external assurance
requirements for the quality report and forms the basis for our approach to reviewing your quality report and performing testing over performance indicators. The output of our work is
a ‘limited’ assurance opinion as well as this report to your Council of Governors on our findings and recommendations for improvements concerning the content of the quality report,
the mandated indicators and the locally selected indicator.
Conclusion
You have received a limited assurance opinion on whether anything has come to our attention which leads us to believe that your quality report does not comply with the
requirements set out in the NHS Foundation Trust Annual Reporting Manual; your quality report is not consistent with specified documentation; and either or both of the indicators we
have tested has not been reasonably stated in all material respects.
Key findings
Our work is substantially complete, subject to our team carrying out final checks to ensure you have reflected our comments in the quality report and to review changes made by the
Trust after the date of this report. We have set out the key headlines from our work:
Area of work
Content and consistency of
the report

Conclusion
The content of the quality report was accurately reported in line with the quality report regulations.
We noted minor matters concerning presentation. Feedback from governors, commissioners, Healthwatch and the Overview and Scrutiny
Committee has not been included. We understand that this is expected on 22 May and that the content will be reflected in the Quality report as soon
as they are received and before the finalisation deadline.
We reviewed the information sources specified by Monitor and identified that:
■ Significant matters in the specified information sources were reflected in the quality report where appropriate;
■ Significant assertions in the quality report were supported by the specified information sources.

Mandated Indicator 1: CPA 7
day follow up

We did not identify any issues that impact on our ability to issue a limited assurance opinion in respect of this indicator.
We have not identified any areas for improvement.
See section two for our detailed findings.

Mandated Indicator 2:
Minimising delayed transfers
of care

We did not identify any issues that impact on our ability to issue a limited assurance opinion in respect of this indicator.
We have not identified any areas for improvement.
See section two for our detailed findings.

© 2015 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. All rights reserved.
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Executive summary

Headlines

Area of work

Conclusion

Local Indicator: Mild
Cognitive Impairment
(percentage of dementia
diagnosis)

We did not identify any issues that impact on our ability to issue a limited assurance opinion in respect of this indicator.
We have identified one minor area for improvement.
See section two for our detailed findings.

Recommendations raised
We have raised one recommendation as a result of our work, which is not a high priority. Detailed recommendations are included in Appendix B. We have followed up prior year
recommendations in Appendix C. Of three recommendations raised, one has been fully implemented.
Next steps to conclude the 2014/15 quality report assurance process
1)

The Trust needs to provide us with its Statement of Directors’ Responsibilities in respect of the Quality Report and a signed letter of management representation.

2)

In line with Monitor’s reporting requirements, we will provide a final signed opinion by 29 May 2015. This will be in addition to a finalised version of this report concluding our work up
to that date.

3)

The Trust needs to include our limited assurance opinion on the content of the quality report and the mandated indicators (see Appendix C) in the Annual Report which the Trust will
submit to Monitor on 29 May 2015.

Acknowledgement
We would like to take this opportunity to thank your staff their support during our audit.
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Section one

Content of the quality report
Conclusion
Subject to carrying out our final checks to ensure you have reflected our comments in the quality report and reviewing changes made by the Trust after the date of this report, we are
satisfied that there is sufficient evidence to provide a limited assurance opinion on the content of the quality report. We have raised one recommendation to address the issues noted in
this section, which are detailed in Appendix B.
Work performed and findings
In this section, we report our work on the content of the quality report against two criteria:
1) A review of content to ensures it addresses the requirements set out in the NHS Foundation Trust Annual Reporting Manual; and
2) A review of content in the quality report for consistency with the content of other information specified by Monitor.
We have set out in more detail the scope of this work in Appendix A. Our findings are set out below:
Issue considered

Findings

Inclusion of all mandated
content

The content of the quality report was accurately reported in line with the quality report regulations.
We did not note any matters concerning the availability of specified information for prescribed indicators and presentation.
The only areas of mandated content not reflected in the report is feedback from governors, commissioners, Healthwatch and the Overview and
Scrutiny Committee. The Trust expects to receive this information by 22 May and we will review the consistency of the information with the content
of the updated quality report before we issue our opinion.

We identified that the Trust reflected its significant matters, relevant to the selected priorities from the specified information sources received to date,
Are significant matters in the
in its quality report.
specified information sources
reflected in the quality report
Significant assertions in the quality report are supported by the relevant information sources.
and significant assertions in the
quality report supported by the
specified information sources?
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Section two

Performance indicators

Introduction
We carried out work on two mandated indicators, chosen by the Trust from a list of three available indicators as specified by the Monitor in its guidance:
1.

100% enhanced Care Programme Approach (CPA) patients receive follow-up contact within seven days of discharge from hospital

2.

Minimising delayed transfers of care

In addition, we carried out work on a locally selected indicator chosen by your Council of Governors. The indicator selected was MCI dementia diagnosis. This indicator is not subject to
a limited assurance opinion. We have set out in more detail the scope of this work in Appendix A.
Conclusion
Our work on the indicators requiring a limited assurance report suggests there is sufficient evidence to provide a limited assurance opinion in respect of both mandated indicators
selected by the Trust. Please note that the extent of the procedures performed is reduced for limited assurance. The nature of the procedures may be different and less challenging that
those used for reasonable assurance. Therefore, our work was not a reasonable assurance audit of either the performance indicators or the processes used to collate and report them.
Results of our work
We have set out overleaf the key findings from our work as described above in relation to the two mandated indicators and the locally selected indicator. In reaching our conclusions we
are required to assess the design and operational of the systems of control over the data against the six data quality dimensions defined by the National Audit Office. In reaching our
conclusion we have assessed these arrangements to consider whether they can be graded as:
•

Green: no improvement to achieve compliance with the dimensions of data quality noted.

•

Amber: Opportunities to achieve great efficiency or better control in compliance with the dimensions of data quality noted.

•

Red: Concern that systems will not achieve compliance with one or more aspects of the dimensions of data quality and therefore a limited assurance opinion cannot be provided.

© 2015 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. All rights reserved.
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Section two

Performance indicators

Design of system and processes and operation
Data quality
dimension

Design

Operation

Results of our sample testing

Conclusion reached

Commentary on ratings

Mandated indicator one: 100% enhanced Care Programme Approach (CPA) patients receive follow up contact within seven days of
discharge from hospital
Performance target: >=95%
Performance recorded in Quality Account: 98%
Accuracy





Is accurate data used and reported?

Completeness





How is completeness ensured?

Relevance





Is the information relevant for the reported purpose?

Reliability





Is the information reported reliable insofar as it agrees to data
source(s)?

Timeliness





Is real-time data used and is it reported on a timely basis?

Validity





What checks are performed to ensure that the data is valid?

Overall





Overall view on data quality

We have not identified any
Of the 25 records traced back from
all discharges, the CPA 7 day follow issues which impact our overall
opinion.
up was correctly captured on the
ICIS system in 100% of cases. All
discharge dates matched the ICIS
records and were entered in a timely
manner by an appropriate member
of staff.
The indicator has been calculated
correctly and appropriate cases
have been excluded from the
indicator as per Monitor guidance.
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Section two

Performance indicators

Design of system and processes and operation
Data quality
dimension

Design

Operation

Results of our sample testing

Conclusion reached

Commentary on ratings

Mandated indicator two: Minimising delayed transfer of care
Performance target: <=7.5%
Performance recorded in Quality Account:
Accuracy





Is accurate data used and reported?

Completeness





How is completeness ensured?

Relevance





Is the information relevant for the reported purpose?

Reliability





Is the information reported reliable insofar as it agrees to data
source(s)?

Timeliness





Is real-time data used and is it reported on a timely basis?

Validity





What checks are performed to ensure that the data is valid?

Overall





Overall view on data quality

The entire population (40 records) of We have not identified any
patients with delayed discharges
issues which impact our overall
was tested and we found that the
audit opinion.
delayed discharge was correctly
captured on the ICIS system in
100% of the cases.
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Section two

Performance indicators

Design of system and processes and operation
Data quality
dimension

Design

Operation

Results of our sample testing

Conclusion reached

Commentary on ratings

Local indicator: MCI Dementia diagnosis
Performance target: 20%
Performance recorded in Quality Account: Bolton – 19%; Salford 32.3%; Trafford 28.6%.
Accuracy





Is accurate data used and reported?

Completeness





How is completeness ensured?

Relevance





Is the information relevant for the reported purpose?

Reliability





Is the information reported reliable insofar as it agrees to data
source(s)?

Timeliness





Is real-time data used and is it reported on a timely basis?

Validity





What checks are performed to ensure that the data is valid?

Overall





Overall view on data quality

The sample of 25 patients who have We have not identified any
been diagnosed with MCI all traced issues which impact our overall
back to evidence (clinical reports by audit opinion.
GPs on the patient file). The
performance percentages were
found to have been calculated
correctly.
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Appendix A

Scope of work performed and our approach
Background
In February 2015, Monitor released their ‘2014/15 Detailed guidance for external assurance on quality reports’. This document provides an overview of the external assurance
requirements for the quality report. The publication of High Quality Care for All in 2008 placed quality and quality improvement at the heart of current debate in the NHS. The Health Act
2009 and associated regulations require all providers of NHS healthcare services in England to publish a quality report each year about the quality of NHS services they deliver.
Scope, approach and outputs
Our work has been based on the principles of ISAE 3000 (Assurance Engagements other than Audits and Reviews of Historical Financial Information) in order to provide an independent
assurance opinion. We have set out our approach below
Requirement

Review the content of the quality
report against the requirements
specified by the quality reports
Regulations

Review the content of the quality
report for consistency against the
other information sources detailed in
Monitor’s guidance.

Approach
■ Desktop review of the Trust’s quality report against the checklist of requirements as set out
in Monitor’s guidance. This work addressed:

■

–

Significant matters in the specified information sources relevant to the priorities selected
by the Trust for the quality report to be reflected in the quality report; and

–

Significant assertions in the quality report to be supported by a suite of specified
information sources.

Testing of two indicators agreed with
the trust

■

Limited assurance
opinion over:
■ Compliance with
the regulations

Desktop review of the Trust’s quality report against the Trust’s file of evidence.

■ We will:

Testing of a locally selected indicator
as chosen by the Council of
Governors

Output

–

confirm the definition and guidance used by the Trust to calculate the indicator;

–

document and walk through the NHS trust’s systems used to produce the indicator; and

–

undertake substantive testing on the underlying data against six specified data quality
dimensions.

See above. Our approach is consistent with our approach for the mandated indictors.
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■ Consistency with
specified
documentation
■ Two indicators in
the quality report

Report to the Council
of Governors
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Appendix B

Recommendations
We have raised one recommendation, which is not high priority. The Trust has agreed to the recommendation and has provided management responses. We will follow up this action
during 2015/16. We have followed up prior year recommendations in Appendix C.

High priority

#

Fundamental issues which have
resulted or could result in a
qualification of the limited
assurance opinion and require
immediate action

Priority


Medium
priority

Improvements which are required but may not
need immediate action. In isolation this issue may
not prevent an assurance opinion being issued but
it may contribute to a group of issues that could
prevent an assurance opinion being sought


Low

Low priority

Minor improvements which, if corrected,
would benefit the organisation but would
not in isolation be likely to prevent an
assurance opinion being sought

Issue and Recommendation

Management Response

Communication of local indicator

KPMG were unable to audit the dementia Responsible Officer:
diagnosis rates for each CCG as this Paula Grange, Deputy Director of
data is not held by GMW.
Service and Business
Development
However, the Mild Cognitive Impairment
percentage is monitored and this has Due date:
been audited. This did cause some February 2016
protracted discussions which will ensure
are clearer in future audits.

In February 2015 the Governors picked Dementia diagnosis as the local
indicator. There was some confusion around what exactly this local indicator
was representing. Although the dementia diagnosis rates were reported in the
monthly performance reports, there was no explicit diagnosis rates reported in
the quarterly quality accounts.
3



This meant that the staff involved in the reporting of this indicator were not
entirely certain what was being tested. This leads to a risk that the Trust
incorrectly records the local indicator selected.

Responsible Officer/Due Date

We recommend that, in advance of the 2015/16 Quality Accounts production,
the decision on the local indicator is clearly and formally communicated to
those Trust staff involved in the underlying data relating to the indicator and
the production of the Quality Accounts.
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Appendix C

Follow up of prior year recommendations
In 2013/14, we raised three recommendations. In the table below, we have set out the two recommendations which has not been fully implemented by the Trust.
#

1

Issue and Recommendation

Outcome of follow up

Status as at 30 April 2015

Our testing of the data quality reports for delayed transfers of care, which
are reviewed by ward managers, heads of departments and service
managers, showed that responses were only received back if there were
issue with the report. No positive confirmation was received if the report was
correct. Therefore there is a risk that the data quality reports are not being
reviewed which may mean anomalies are not being identified.

Per the management response in 201314, the Trust will not be requiring staff to
validate every entry as the reports are
extracted directly from the electronic
patient record. They continue to use
MIAA to undertake annual checks on the
indicator.

This low priority recommendation
will not be implemented by the Trust
and so will not be re-raised in future
periods.

Per the management response in 201314, the Trust will not be requiring staff to
validate every entry as the reports are
extracted directly from the electronic
patient record. They continue to use
MIAA to undertake annual checks on the
indicator.

This low priority recommendation
will not be implemented by the Trust
and so will not be re-raised in future
periods.

We recommend that the Trust implements a policy whereby a mandated
return is required on all vital pieces of performance data which are sent for
review.

2

Our testing of the data quality reports for gatekeeping, which are reviewed
by ward managers, heads of departments and service managers, showed
that responses were only received back if there were issue with the report.
No positive confirmation was received if the report was correct. Therefore
there is a risk that the data quality reports are not being reviewed which
may mean anomalies are not being identified.
We recommend that the Trust implements a policy whereby a mandated
return is required on all vital pieces of performance data which are sent for
review

© 2015 KPMG LLP, a UK limited liability partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative (“KPMG International”), a Swiss entity. All rights reserved.
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Appendix D
Responsibilities of the Board of Directors and limitations associated with this
engagement
It is important that the Board of Directors and Council of Governors, as the intended users of this report, understand the limitations associated with the procedures
performed for this engagement:
•

Procedures designed to assess the content of the Quality Report in order to be able to provide a ‘limited assurance’ opinion have been performed. Where an
opinion has been issued, we have carried out sufficient work to ensure that there is nothing that has come to our attention in the Quality Report that is not
inconsistent with other information as specified in Monitor’s Detailed Guidance for External Assurance on the Quality Report. This is not as detailed as providing
a reasonable assurance opinion because we only have been required to review a limited amount of information. We have set out this limited information on the
following page.

•

Procedures designed to assess readiness for a ‘limited assurance’ opinion on the mandated indicators requiring a limited assurance report are not as detailed
or as challenging as those designed for ‘reasonable assurance’. A limited assurance opinion on a performance indicator does not mean that indicator has been
confirmed as accurate only that, based on the limited procedures performed including identification of controls and walkthroughs of systems nothing has come
to our attention to suggest the indicator is inaccurate.

The Statement of Directors’ Responsibilities in respect of the Quality Accounts outlines the directors’ responsibilities under the Health Act 2009 and the National
Health Service (Quality Accounts) Regulations 2010 in preparing Quality Accounts and the expectations of Monitor, the Independent Regulator. This work, and any
subsequent work to provide an assurance opinion in future periods, is not a substitute for these responsibilities which remain with the Board of Directors of the
Trust.
As set out in the Executive Summary next steps paragraph, we will require a management representation around the responsibility of the Board for data quality and
the inclusion of all relevant content, as well as a signed Statement of Directors’ Responsibilities before we issue any opinion.
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Council of Governors

Date of Meeting:

7th July 2015

Item Title:

Lead Governor Report – verbal update

Agenda Number:

12

Accountable Person:

Anne Broadhurst, Lead Governor

Recommendation:

To Note

Executive Summary:
The Council of Governors is asked to receive a verbal update from Anne
Broadhurst, Lead Governor.

