BOARD OF DIRECTORS (Meeting in Public)
Monday 27th June 2016
2.00pm, Seminar Room 3, Ground Floor, The Curve
AGENDA – PART 1
ITEM
01
02
03
04

Apologies for Absence
Minutes of the Previous Meeting held 16th May 2016
Matters Arising from the Previous Meeting
Service Presentation – “Veterans in Mind”

ACTION
To Note
To Approve
To Note
To Note

PRESENTED BY
Malcolm Cowen, Interim Chair
Malcolm Cowen, Interim Chair
Malcolm Cowen, Interim Chair
Richard Rogers, Strategic Lead,
Substance Misuse Services
Rachel Crawshaw, Service
Manager for Specialist IAPT
Community Psychological
Therapy Services

05

Declaration of Interests

To Note

All

06

Chair and Chief Executive – Verbal Report

To Note

Malcolm Cowen, Interim Chair
Bev Humphrey, Chief Executive

07

Care Quality Commission Inspection Outcome

To Note

Neil Thwaite, Deputy CEO/
Director of Development and
Performance

08

Corporate Governance Statement and Other elf‐
Certification to NHS Improvement

To Approve

Andrew Maloney, Director of HR
and Corporate Services

09

Modern Slavery – Risk Assessment and Statement

To Approve

Andrew Maloney, Director of HR
and Corporate Services

10

Annual Statement of Fire Safety 2015/16

To Note

Andrew Maloney, Director of HR
and Corporate Services

11

Revalidation and Appraisal 2015/16

To Note

Steve Colgan, Medical Director

GOVERNANCE AND QUALITY

OPERATIONAL PERFORMANCE
12

Board Performance Report (May 2016)

To Note

Neil Thwaite, Deputy CEO/
Director of Development and
Performance

ANY OTHER BUSINESS
13

Any Other Business

To Note

All

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on 25th July 2016 at 1.00 pm in Conference Room 7, Ground
Floor, The Curve
RESOLUTION
The Board was invited to adopt the following:
‘That representatives of the press and other members of the public be excluded from the remainder of this meeting,
having regard to the confidential nature of the business to be transacted, publicity on which would be prejudicial to
the public interest’

Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Minutes of the Previous Meeting Held 16th May 2016
27th June 2016
02
Malcolm Cowen, Interim Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors is asked to approve the minutes of the previous meeting held
16th May 2016.

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

Minutes of the previous Board of Directors Meetings

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
x
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’: N/A
DATIX ID

RECOMMENDATIONS:

Strategic Objective

To Approve

Description (as per BAF)

No

x
x
x

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 16th MAY 2016, 1.00 PM, SEMINAR
ROOM 1, GROUND FLOOR, THE CURVE
Present:
Malcolm Cowen
Terry McDonnell
Julie Jarman
Anthony Bell
Kathy Doran
Bev Humphrey
Steve Colgan
Ismail Hafeji
Gill Green
Neil Thwaite
Andrew Maloney
In Attendance:
Kim Saville
Two members of the public

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

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

‐

Company Secretary

106/16 Apologies for Absence

Action
Noted

There were no apologies for absence.
107/16 Minutes of the Board of Directors meeting held 4th April 2016

Approved

The minutes of the meeting held on 4th April 2016 were agreed as an accurate
record.
108/16 Matters Arising from Previous Meeting
Noted
There were no matters arising from the previous meeting.
109/16 Service Presentation – Mental Health and Deafness
The Board received a presentation from Kate Hall, Network Operational
Manager, and Sodi Mann, Lead Consultant for Mental Health and Deafness, on
the John Denmark Unit (JDU). The presentation opened with introductions using
British Sign Language (BSL) – the language used at JDU.
Kate Hall provided an overview of provision at JDU – 18 mixed gender open acute
beds ‐ in the context of the national picture. Board members noted that JDU is
one of only three units commissioned by NHS England to provide this service
nationally. Kate Hall provided a number of examples of differences between
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Noted

these three units, including responsibility for care co‐ordination and capacity for
long‐stay patients. In response to a query from Kathy Doran, Non‐Executive
Director, Kate Hall confirmed current lengths of stay for long‐stay patients at JDU
and explained how family links are maintained.
Kate Hall clarified the Unit’s required occupancy levels (87% on 14 beds) and
outlined discrepancies between provision and funding practice.
Sodi Mann briefed Board members on the current lack of forensic step‐down
provision, highlighting this as a potential development for JDU.
The Board considered the breakdown of the JDU Clinical Team, noting the new
posts and inclusion of volunteers and deaf professionals. Kate Hall confirmed
that all staff in patient‐facing roles at JDU are expected to have BSL Level 2. Sodi
Mann advised of the clinical resources shared between JDU and CBU to support
management of co‐morbidities.
Sodi Mann highlighted the diversity of patients at JDU and the themes of a deaf
patient’s journey, including communication deprivation.
The Board noted the Unit’s key achievements and the challenges faced going
forward. Challenges include the integration of the Deaf Recovery Tool (a CQUIN
scheme) with care plans and the development of an IT solution (tablets) for
accessible information. Dragon’s Den money has been awarded to support the
latter, which, through provision of a range of information in BSL, will enable
meaningful patient engagement/involvement in care and discharge planning.
In response to a question from the Board, Sodi Mann summarised the changes to
the Clinical Reference Group (CRG) structures – namely, the merging of mental
health and deafness with personality disorder and eating disorder services.
Anthony Bell, Non‐Executive, sought further information on how best practice
and learning is shared between the different units. Kate Hall provided an
overview of the national peer review process, which provides opportunity for
benchmarking across services, and also identified the CRG meetings as
facilitating shared learning.
In response to a query from Kathy Doran, Sodi Mann confirmed that the service
does not currently have a waiting list. Kate Hall advised that the Unit participates
in a national bed planning meeting with the other 2 open acute units. Out of area
placements are avoided unless there is an over‐riding clinical reason.
The Board discussed opportunities to address blockages in the current system in
the context of the tertiary services prime provider model.
Malcolm Cowen, Interim Chair, thanked Kate Hall and Sodi Mann for their
presentation.
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110/16 Declaration of Interests

Noted

There were no declarations of interest.
111/16 Chair and Chief Executive Verbal Report

Noted

No issues to report.
112/16 Draft Quality Account 2015/16

Approved

Neil Thwaite, Deputy Chief Executive/Director of Development and Performance,
presented the draft Quality Account for 2015/16. Neil Thwaite advised that
earlier drafts of the Quality Account have been reviewed by the Executive
Management Team and Quality Governance Committee.
The current draft incorporates feedback received from key stakeholders,
including the Board of Directors, on the Quality Account Improvement Priorities.
Board members noted that 7 priorities have been identified for 2016/17. This
includes two new priorities (staffing and CAMHS). Previous years’ priorities
relating to carers, dual diagnosis and psychological therapies have been
removed. This decision was based on feedback received from key stakeholders
(including the Council of Governors) and is reflective of the sustainable position
reached in these areas.
Neil Thwaite advised that the Quality Account has been informed by informal
feedback received following the CQC deep‐dive inspection. This feedback has
influenced the choice of priorities.
Malcolm Cowen commended the success of the Dragons’ Den initiatives, which
are highlighted as a theme throughout the Quality Account.
Neil Thwaite briefed Board members on the outcomes of KPMG’s external audit
on the Quality Account. The Board noted that the highest possible assurance
rating has been awarded for the indicators reviewed (namely, Monitor 7‐day
follow up and CPA 12‐month review indicators and sickness recording).
The Board approved the recommendation to delegate responsibility for the final
sign‐off of the Quality Account and Statement of Directors’ Responsibilities to
EMT and the Chair and Chief Executive respectively.
Neil Thwaite confirmed that, as with previous years, the Trust will produce a
summary of the Annual Plan, Quality Account and Annual Report in the next
couple of months.
113/16 Board Performance Report (March 2016)
Noted
Neil Thwaite presented the year‐end Performance Report. Neil Thwaite
highlighted the positive achievements against the Monitor mental health
indicators and financial and governance risk ratings during the year, in addition
to the informal CQC inspection feedback and the improvements achieved in the
staff and patient surveys.
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Neil Thwaite confirmed that the Early Intervention in Psychosis and IAPT access
targets will be added to the report from April 2016.
Neil Thwaite drew the Board’s attention to the following:




CQUIN – the majority of schemes are ‘green’ at year‐end. Of the
schemes’ total value (c£3million), approximately £50k is at risk. Neil
Thwaite summarised the position against the ‘amber’ schemes (cardio‐
metabolic assessment and treatment for patients with psychoses and
improving physical healthcare).
Staff Friends and Family Test – the Board noted the % increase in staff
recommending the Trust as a place to work and as a place to receive care
and treatment

Julie Jarman, Non‐Executive Director, sought clarity on the Trust’s performance
in terms of MHMDS data completeness (outcomes). Neil Thwaite assured the
Board that the Monitor target has been achieved and that this position will
improve in the new financial year due to an agreed PARIS ‘work‐around’.
Andrew Maloney (Director of HR and Corporate Services) confirmed that agency
pay costs will be reported differently in future to reflect Monitor requirements.
Anthony Bell clarified that the finance comments on page 15 should state ‘£70k
ahead of plan’.
The Board discussed the number of referrals into Salford IAPT service. Gill Green,
Director of Nursing and Operations, advised that the impact of internal work on
the service ‘offer’ and processes should be seen in the next couple of months.
Board members noted, however, that the number of referrals is not expected to
change significantly and that the Trust has committed to accommodate referral
rates within agreed resources going forward.
114/16 Any Other Business
Noted
There were no items of other business.
115/16 Date and Time of Next Meeting

Noted

Monday 27th June at 1.00pm in Conference Room 7, Ground Floor, The Curve
116/16 Resolution

Adopted

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

Care Quality Commission Inspection Outcome
27th June 2016
07
Neil Thwaite, Deputy CEO/Director of Development & Performance
Lewis Standring, CQC Programme Lead

EXECUTIVE SUMMARY:

The CQC have published their inspection reports for GMW, showing an overall rating
of ‘Good’. This is the highest overall rating awarded to any NHS Mental Health Trust
in England. 70% of Mental Health Trusts have received ‘Requires Improvement’ or
‘Inadequate’.
GMW are the only Mental Health Trust within our geographical footprint of Greater
Manchester, Lancashire and Cumbria which has been inspected to achieve this
rating.
This paper provides a brief overview of the CQC inspection that occurred week
commencing 8th February 2016; the feedback post inspection and the actions taken
in response to the now published inspection reports.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

Report/Presentation to Board of Directors:



LEGAL/REGULATORY
IMPLICATIONS:

Preparation for the Care Quality Commission Inspection – 14th December
2015
Post CQC Inspection Action Plan Update – 4th April 2016

CQC registration and rating

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

Yes/No

If ‘yes’: 2128/1804/2521
DATIX ID
2128

Strategic Objective
Work with service users and
carers to achieve their goals

Description (as per BAF)
Risk of failure to implement the new PARIS clinical
information system effectively which may impact upon
clinical safety and delivery.

x

x

1804
2521

Enable staff to reach their
potential and innovate
Promote recovery by
providing high quality care and
delivering excellent outcomes

RECOMMENDATIONS:

Lower than agreed compliance with mandatory training
leads to risk that staff are not adequately trained.
Address the concerns identified during the CQC inspection
regarding the CAMHS service to ensure safe and effective
care is being delivered.

The Trust Board are asked to note the content of this paper and advise of any
further points for consideration.

CQC Inspection Outcome

1. Introduction
This paper provides a brief overview of the findings from the ‘deep dive’ CQC inspection of GMW
which occurred in February 2016, with GMW receiving an overall provider rating of ‘Good’.
2. The CQC Inspection
CQC carried out an announced visit between 8th and 12th February 2016 to the following GMW core
services:









Acute wards and the psychiatric intensive care units
Long stay rehabilitation wards
Forensic inpatient wards
Wards for older people with mental health problems
Ward for children and adolescents with mental health problems
Community based mental health services for adults of working age
Mental health crisis services and health based places of safety
Community based mental health services for older people

On 23rd February CQC also carried out an unannounced visit.
Before visiting, the inspection team requested information from the trust to review and compile
intelligence reports. They also asked other organisations to share what they knew about GMW
already. These organisations included Monitor, NHS England, clinical commissioning groups,
Healthwatch, Health Education England, Royal College of Psychiatrists, other professional bodies and
user and carer groups. In the week prior to the inspection the CQC:





Sought the views of carers and service users at 7 focus groups
Spoke with 22 patients being cared for in hospital and in the community
Received information from patients, carers and other groups through the CQC website
Held 24 focus groups for staff across the trust which were attended by 220 staff

During the inspection visits the inspection team:












Visited 58 wards, teams and clinics
Spoke with 161 patients and 37 relatives and carers who were using the service
Collected feedback from 390 patients, carers and staff using comment cards
Spoke with 310 staff members
Attended and observed 42 hand‐over meetings and multi‐disciplinary meetings
Joined care professionals for 11 home visits and clinic appointments
Joined 5 service user meetings
Attended 7 focus groups attended by 63 staff
Interviewed 7 senior executive and board members
Looked at 275 treatment records of patients
Carried out a specific check of the medication management across a sample of wards and
teams
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Carried out 4 visits to check how the trust cared for people who were detained under the
MHA
Looked at a range of policies, procedures and other documents relating to the running of the
service
Requested and analysed further information from the trust to clarify what was found during
site visit

In April, Board members were presented with early indication CQC inspection feedback obtained
from the Inspection Hub and also from the verbal feedback received at the end of the week from
Nicholas Smith, Head of Mental Health Inspection (North), CQC.
At the end of inspection week CQC commented that their inspectors had been made to feel very
welcome at GMW and actually enjoyed their visit. They described how during the inspection staff
seemed happy and proud to work for the trust. They commented also that during the inspection
patients spoke highly of the care they receive and how GMW helps them to recover.
The feedback post CQC inspection did identify some areas for improvement, so as to respond
immediately to these an Executive led action plan was developed. Some of the areas identified
within the action plan were to improve the recording of mandatory training and to make some
environmental improvements in one of the older people’s services.
3. CQC Inspection Rating
On 2nd June CQC published GMWs final inspection reports, this showing an overall provider score of
‘Good’.
The below matrix shows the ratings for each individual core service and also for each domain:
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In total CQC published 9 reports, 1 for each of the 8 core services and 1 overall provider report. The
reports describe how GMW ‘did many things well’ with good practice being displayed ‘across most
services’.
A summary of highlights within the reports are as follows:
















Staff were caring, professional and worked to support the patients using the services
The trust was supporting patients with their physical health well. People had their health
assessed in a comprehensive manner and were being supported to have any health care
needs addressed
Staff, patients and carers had access to a wide range of opportunities for learning and
development, which was helping improve care
Patients and carers had the opportunity to be involved in how services were provided and
their input was leading to changes
The trust was aware of best practice and was using guidance and research to inform their
work. Access to psychological therapies was good in the child and adolescent mental health
wards and acute wards
Patients could access care in their local service when they needed it. Services were designed
to be accessible for all patient groups and the trust worked hard to ensure that hard to
reach groups were engaged
The trust had excellent working relationships with external agencies and stakeholders. An
example was the work of the community team for older people working to reduce
admissions into the acute trust
Patients were cared for in the least restrictive way in the forensic service with patients self‐
medicating and positive risk management
There was strong, effective and visible leadership. Staff knew the trust values and vision and
their importance in the work of the trust. There was an effective governance system in place
at board level so that the trust knew where action was needed
The care plans within the Long Stay/Rehabilitation MH Wards for Working Age Adults core
service were said to be the ‘best care plans seen anywhere’ by the experienced inspector
who inspected this service

Appendix 1 shows a collection of quotes taken from the inspection reports against each of the 5
domains.
4. Response to CQC Inspection Reports
Within the reports that show a ‘requires improvement’ the CQC have identified areas where
regulations have been breached. So as to respond immediately these breaches the action plan
developed immediately post inspection has been updated to include new mitigating actions. The
action plan provides an update on progress against each action including expected completion dates
and status of action. Each action area has an Executive Lead who has agreed to overseeing
completion of the actions and all actions are currently either complete or on track to complete
within timescales.
As well as the areas mentioned above already identified, further actions added are around the
reviewing of restrictive practices within CAMHS and undertaking a trust wide audit on the use and
practice of seclusion.
On 8th June the CQC chaired the Quality Summit at GMW which is the last stage of the ‘deep dive’
inspection process. The purpose of this summit is to present the findings from the inspection and to
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discuss any actions and recommendations based on these. As well as representatives from GMW
and CQC, partners from within the health economy and local authority also attended the Quality
Summit.
At the Quality Summit the action plan developed was presented to the group. The group as a whole
were impressed with the thoroughness of the plan.
5. Recommendations
The Trust Board are asked to note the content of this paper and advise of any further points for
consideration.
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Appendix 1
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Corporate Governance Statement and Other Self‐Certifications to NHS Improvement
27th June 2016
08
Andrew Maloney, Director of HR and Corporate Services
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

To comply with the conditions of their provider licence, all NHS foundation trusts are
required to make three declarations to NHS Improvement by 30th June 2016:



Corporate Governance Statement
Certification on Academic Health Science Centres (AHSCs) and governance



Certification on training of governors

The following paper outlines a proposed response to each of these requirements,
including evidence to inform the Board’s response to the key statements within the
Corporate Governance self‐certification.

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

Annual Report 2015/16
Compliance with Monitor Risk Assessment Framework and the governance
condition of the Trust’s provider licence

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

√

Yes

If ‘yes’:
DATIX ID
2152

Strategic Objective
Objective 1 – promote
recovery by providing high
quality care and delivering
excellent outcomes

Description (as per BAF)
Safe staffing levels – risk that unless staffing levels are
defined and resourced to an appropriate level the Trust is
unable to provide safe and effective inpatient care

1804

Objective 5 – enable staff to
reach their potential and
innovate

Lower than agreed compliance with mandatory training
leads to risk that staff are not adequately trained

RECOMMENDATIONS:

The Board of Directors are asked to consider and approve the proposed response to
the following, prior to signature of the self‐certification template by the Chief
Executive and Chair and submission to NHS Improvement:




Corporate Governance Statement – all key statements ‘confirmed’ with risks
and mitigating actions identified for statement 6 only
Certification on AHSCs and governance – ‘not confirmed’ as not applicable
Training of governors statement – ‘confirmed’

Corporate Governance Statement and Other Self‐Certifications to NHS Improvement
1.

Introduction

1.1 To comply with the governance condition (Condition FT(4)) of their provider licence, all NHS
foundation trusts are required to make the following declarations to NHS Improvement within 3
months of the end of the financial year:




Corporate Governance Statement – in accordance with Appendix F of Monitor’s ‘Risk
Assessment Framework’ (updated August 2015)
Certification on Academic Health Science Centres (AHSCs) and governance – in
accordance with Appendix G of Monitor’s ‘Risk Assessment Framework’
Certification on training of governors – in accordance with S151(5) of the Health and
Social Care Act

1.2 The Corporate Governance Statement requires Boards of Directors to confirm:



Compliance with the governance condition at the date of the statement; and
Compliance with the governance condition for the current financial year, specifying (i)
any risks to compliance and (ii) any actions proposed to manage such risks

1.3 NHS Improvement have provided a framework for the Corporate Governance Statement, which
includes a number of key statements that the Trust is required to respond to (designating each
as ‘confirmed’ or ‘not confirmed’ and setting out any risks and planned mitigating actions,
including for confirmed statements). NHS Improvement’s consideration of the Corporate
Governance Statement may inform an NHS foundation trust’s governance risk rating.
1.4 The certification on AHSCs and governance is only required for NHS foundation trusts that are
part of a major joint venture or AHSC or whose Boards are considering entering into either a
major joint venture of AHSC. The template provided by NHS Improvement requires a ‘confirmed’
or ‘not confirmed’ response to this statement.
1.5 The certification on training of governors relates to the requirement for NHS foundation trusts to
ensure that governors are equipped with the skills and knowledge they require to undertake their
role. Again, a ‘confirmed’ or ‘not confirmed’ response is required for this statement.
1.6 This paper outlines a proposed response to each of the three requirements, including evidence
to inform the Board’s response to the key statements within the Corporate Governance self‐
certification.
1

1.7 The deadline for submission of these self‐certifications this year is 30th June 2016.
2.

Corporate Governance Statement

2.1 The following table outlines the components of the Corporate Governance Statement, the Trust’s
proposed response and any identified risks and mitigating actions. Evidence/narrative to support
the proposed response is provided in Appendix 1.
Key Statement

Response

1. The Board is satisfied that the Trust applies those
principles, systems and standards of good corporate
governance which reasonably would be regarded as
appropriate for a supplier of health care services to
the NHS.
2. The Board has regard to such guidance on good
corporate governance as may be issued by NHS
Improvement from time to time.
3. The Board is satisfied that the Trust implements:

Confirmed

Risks and Mitigating
Actions
None identified

Confirmed

None identified

Confirmed

None identified

Confirmed

None identified

a) Effective Board and committee structures
b) Clear responsibilities for its Board, for committees
reporting to the Board and for staff reporting to the
Board and those committees; and
c) Clear reporting lines and accountabilities throughout
the organisation
4. The Board is satisfied that the Trust effectively
implements systems and/or processes:
a) To ensure compliance with the Licensee’s duty to
operate efficiently, economically and effectively;
b) For timely and effective scrutiny and oversight by the
Board of the Licensee’s operations;
c) To ensure compliance with health care standards
binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care
Quality Commission, the NHS Commissioning Board
and statutory regulators of health care professions;
d) For effective financial decision‐making, management
and control (including but not restricted to
appropriate systems and/or processes to ensure the
Licensee’s ability to continue as a going concern);
e) To obtain and disseminate accurate, comprehensive,
timely and up to date information for Board and
Committee decision‐making;
2

Key Statement
f) To identify and manage (including but not restricted
to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
g) To generate and monitor delivery of business plans
(including any changes to such plans) and to receive
internal and where appropriate external assurance on
such plans and their delivery; and
h) To ensure compliance with all applicable legal
requirements.
5. The Board is satisfied that the systems and/or
processes referred to in paragraph 4 (above) should
include but not be restricted to systems and/or
processes to ensure:
a) That there is sufficient capability at Board level to
provide effective organisational leadership on the
quality of care provided;
b) That the Board’s planning and decision‐making
processes take timely and appropriate account of
quality of care considerations;
c) The collection of accurate, comprehensive, timely and
up to date information on quality of care;
d) That the Board receives and takes into account
accurate, comprehensive, timely and up to date
information on quality of care;
e) That the Trust, including its Board, actively engages
on quality of care with patients, staff and other
relevant stakeholders and takes into account as
appropriate views and information from these
sources; and
f) That there is clear accountability for quality of care
throughout the Trust including but not restricted to
systems and/or processes for escalating and resolving
quality issues including escalating them to the Board
where appropriate.
6. The Board is satisfied that there are systems to
ensure that the Trust has in place personnel on the
Board, reporting to the Board and within the rest of
the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the
conditions of its NHS provider licence.
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Response

Risks and Mitigating
Actions

Confirmed

None identified

Confirmed

Safe staffing identified as
a risk (ID 2252) on Board
Assurance Framework –
controls include review
of staffing levels in adult
acute wards and
subsequent investment
in ward staffing approved

Key Statement

Response

Risks and Mitigating
Actions
by Board in April 2015. A
detailed recruitment plan
has been agreed for 2016
and is being
implemented.
Lower than agreed
compliance with
mandatory training leads
to risk that staff are not
adequately trained –
identified as a risk (ID
1804) on Board
Assurance Framework.
Agreed system of
controls and mitigating
actions include local
monitoring via monthly
compliance reports, new
e‐Learning Hub,
attendance linked to
annual pay progression,
and adequate training
provision in place.

2.2 At the time of writing, the only identified risks to compliance relate to statement 6. These risks
are incorporated in the Board Assurance Framework and are subject to quarterly review.
2.3 If the Trust’s proposal to acquire Manchester Mental Health and Social Care NHS Trust (MMHSCT)
is accepted, the Trust will face significant financial, organisational and clinical risks (as per Risk No.
2189 on Board Assurance Framework). The acquisition proposal outlines changes to the Trust’s
corporate governance arrangements to ensure that they are effective and fit for purpose post‐
acquisition. Further detailed work will be undertaken to develop and implement these changes
during the transition phase.
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Certification on Academic Health Science Centres (AHSCs) and Governance

3.1 As the Trust is currently not part of, nor is considering entering into, a major Joint Venture of
AHSC, the proposed response to this certification is ‘not confirmed’. An explanation for this
response will be provided.

4

4

Training of Governors Statement

4.1 In December 2015, the Council of Governors agreed a new three‐year ‘Membership Engagement
Strategy’. This Strategy builds on our previous approaches to membership engagement, but
includes increased focus on governor engagement with members. In 2015/16, the Trust made a
dedicated resource available to lead the implementation of this Strategy and support governors
to undertake their role. Part of this support includes the development of personal development
plans for governors, which will be agreed for each constituency and based on a needs assessment.
Targeted training and development activity will be identified and delivered in 2016/17 in line with
these plans.
4.2 On the basis of the above, the proposed response to this statement is ‘confirmed’.
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Recommendation

5.1 The Board of Directors are asked to consider and approve the proposed response to the following,
prior to signature of the self‐certification template by the Chief Executive and Chair and
submission to NHS Improvement:





Corporate Governance Statement – all key statements ‘confirmed’ with risks and
mitigating actions only identified for statement 6 (safe staffing levels and mandatory
training)
Certification on AHSCs and governance – ‘not confirmed’ as not applicable
Training of governors statement – ‘confirmed’
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Appendix 1 – Evidence to Support Corporate Governance Statement
To Note: A number of the items of evidence identified cut across the key statements. Evidence list is not exhaustive.
Key Statement
1. The Board is satisfied that
the Trust applies those
principles, systems and
standards of good corporate
governance which
reasonably would be
regarded as appropriate for
a supplier of health care
services to the NHS.

Evidence
 Preparation for CQC ‘deep‐dive’ inspection in February 2016, achievement of overall ‘good’ rating and action plan
for sustainability
 Board of Directors’ review and approval of revised Terms of Reference for Board committees, Standing Financial
Instructions and Scheme of Reservation and Delegation (January 2016)
 Audit Committee and Board review and approval of Annual Governance Statement (part of Annual Report)
 External audit opinion on Annual Report and Quality Account
 Internal audit opinion of ‘significant assurance’ on the adequacy and effectiveness of the Trust’s risk management,
control and governance processes
 Quarterly update and review of Board Assurance Framework (BAF) by Board of Directors
 Positive Internal Audit review of Board Assurance Framework, finding the BAF to be structured to meet NHS
requirements, visibly used by the Board and clearly reflective of the risks discussed by Board
 Implementation of new ‘Risk Management Framework’, which is consistent with best practice and Department of
Health guidance and provides a clear, structured and systematic approach to risk management
 Preparation for Monitor ‘Well‐Led Review’ and implementation of action plan agreed by Board of Directors in
September 2015 following KPMG review
 Constitution review (December 2015) with revision and development of comprehensive Corporate Governance
Manual planned for Q2 2016/17
 Risk management training provided for all new starters and Trust‐wide training needs analysis identifies risk
management training requirements for specific staff groups (appropriate to grade, role and location)
 Annual programme of internal audit, overseen by Audit Committee, and covering financial systems, IM&T,
performance, clinical quality, workforce, and governance, risk and legality
 Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group)
 Compliance with the requirements of the Information Governance Toolkit
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Key Statement

Evidence
 Mechanisms for enabling sharing of lessons learned and Board review of SUIs
 Board of Directors review of monthly Board Performance Report, including performance against KPIs and
compliance with mandatory training
 Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders, and associated development of annual Operational Plan
 Review of executive director accountabilities by Remuneration and Terms of Service Committee in June 2015, with
changes to portfolios of four directors agreed and effective from 1st July 2015
 Division of responsibility, and relationship between, Board of Directors and Council of Governors (as described in
Annual Report)
 Rigorous and transparent process for new Chair recruitment
 Process for appointment of Trust’s external auditors being led by nominated members of the Council of Governors
 Positive, transparent and proactive relationships with key stakeholders enabling accountability
 Range of mechanisms for service user and carer involvement and engagement – devolved structure overseen by
CARE Hub

2. The Board has regard to
such guidance on good
corporate governance as
may be issued by NHS
Improvement from time to
time.

 As per 1 above
 Principles of the NHS Foundation Trust Code of Governance (revised July 2014) applied, with ‘comply or explain’
disclosures provided in the Annual Report 2015/16. The Trust is compliant with all of the Code’s provisions except
for provisions B.2.6. and D.1.1 (relating to organisations with two Nominations Committees and performance‐
related elements of executive director remuneration respectively), which were not applicable

3. The Board is satisfied that
the Trust implements:

 Board of Directors’ meeting focus on strategy and policy, operational performance, governance and quality, and HR
and organisational development
 Revision of Board committee Terms of Reference, including committee sub‐groups and sub‐group reporting
arrangements, and subsequent review and approval by Board of Directors in January 2016

a) Effective Board and
committee structures
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Key Statement
b) Clear responsibilities for its
Board, for committees
reporting to the Board and
for staff reporting to the
Board and those
committees; and
c) Clear reporting lines and
accountabilities throughout
the organisation

Evidence

4. The Board is satisfied that
the Trust effectively
implements systems and/or
processes:

 External audit opinion on use of resources – unqualified opinion, concluding that the Trust has adequate
arrangements to secure economy, efficiency and effectiveness in its use of resources
 Internal and external audit annual plan – review of completed audits by Audit Committee with assurances secured,
on behalf of the Board, on any recommendations made
 Audit Committee receipt of technical updates relating to the health sector from KPMG (external auditors) and other
relevant briefings from Mersey Internal Audit
 In addition to the above, executive director (and other senior manager) awareness of any new/changes to
regulatory and legal requirements and associated, timely briefings/action plans to Board of Directors and Board
committees e.g. introduction of Monitor agency caps
 Regular meeting of Board of Directors and Board committees, enabling timely reporting and sharing of information

a) To ensure compliance with
the Licensee’s duty to
operate efficiently,
economically and
effectively;

 Development and maintenance of corporate governance map outlining lines of accountability and communication
throughout the organisation (‘ward to Board’) – shared with staff across the organisation as part of the CQC
preparation programme
 Audit Committee and Quality Governance Committee annual self‐assessment process (review of effectiveness)
 Board of Directors and Audit Committee annual work plans
 Minutes of Board committees reviewed at next Board of Directors’ meeting with Committee Chair’s Report being
trialled in 2016/17
 Committees chaired by Non‐Executive Directors with non‐executive members and Chairs regularly rotated to
broaden experience and understanding
 Board of Directors development activities and walk‐arounds
 Board of Directors annual appraisal process (including agreement of personal development plans)
 Division of responsibility, and relationship between, Board of Directors and Council of Governors
 Approval of Annual Governance Statement and wider Annual Report (also see Statement 1)
 Introduction of new Associate Director of Operations role and associated changes to network governance
structures and reporting to EMT/Board of Directors
 Agreement to introduce a new Board committee (Transaction and Transformation Committee) subject to approval
of MMHSCT acquisition proposal
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Key Statement
b) For timely and effective
scrutiny and oversight by
the Board of the Licensee’s
operations;
c) To ensure compliance with
health care standards
binding on the Licensee
including but not restricted
to standards specified by the
Secretary of State, the Care
Quality Commission, the
NHS Commissioning Board
and statutory regulators of
health care professions;
d) For effective financial
decision‐making,
management and control
(including but not restricted
to appropriate systems
and/or processes to ensure
the Licensee’s ability to
continue as a going
concern);
e) To obtain and disseminate
accurate, comprehensive,
timely and up to date
information for Board and
Committee decision‐making;

Evidence
 Ongoing interaction between executive and non‐executive directors, the Company Secretary and Associate
Directors, in‐between Board and Board committee meetings to ensure agendas address emerging issues
 Monthly Performance Reports to Board of Directors including performance against national and local targets, other
regulatory requirements (e.g. CQC inspection outcomes and Intelligent Monitoring Report, and Monitor risk
ratings), workforce and governance indicators, and patient and staff feedback (i.e. Friends and Family Test)
 Agreed Performance Management Framework, setting out arrangements for performance monitoring and
reporting from ‘ward to Board’
 Monthly Finance Reports to Board of Directors and Board approval of quarterly returns to Monitor
 Feedback from Monitor on quarterly return shared at next Board of Directors’ meeting
 Annual ‘going concern’ review (April 2016 Board of Directors’ meeting)
 Robust annual business planning process, including quality impact assessment of CIPs and involvement of key
stakeholders (e.g. Council of Governors), and associated development of annual Operational Plan and longer‐term
Strategic Plan
 Business plans support delivery of six strategic objectives and Board agendas and Board Assurance Framework are
also linked to strategic objectives
 Business cases to support delivery of business plans reviewed and approved by Board of Directors
 Board of Directors’ review and approval of any Capital Investment Programme – quarterly updates provided on
progress
 Board of Directors’ review and, as required, approval of a range of reports relating to strategy and performance,
operational performance, governance and quality, and HR and organisational development
 Quarterly review of Board Assurance Framework (BAF), informed by work of Risk Management Committee and local
risk registers
 Annual briefing to Board (April 2016) on contract sign‐off
 Non‐executive director scrutiny and oversight
 Board‐approved Quality Account and associated quality improvement priorities for 2016/17 – quarterly reports on
progress to Quality Governance Committee with monthly position included in Board Performance Report
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Key Statement
f) To identify and manage
(including but not restricted
to manage through forward
plans) material risks to
compliance with the
Conditions of its Licence;
g) To generate and monitor
delivery of business plans
(including any changes to
such plans) and to receive
internal and where
appropriate external
assurance on such plans and
their delivery; and
h) To ensure compliance with
all applicable legal
requirements.
5. The Board is satisfied that
the systems and/or
processes referred to in
paragraph 4 (above) should
include but not be restricted
to systems and/or processes
to ensure:
a) That there is sufficient
capability at Board level to
provide effective

Evidence
 Board development sessions including legal briefings on specific issues e.g. mergers and acquisitions and Mental
Health Act
 Local anti‐fraud service with reports on progress against annual work‐plan and any ad hoc anti‐fraud work received
by Audit Committee

 Executive and non‐executive director appraisal process (including personal development planning)
 Review of executive director accountabilities by Remuneration and Terms of Service Committee in June 2015, with
changes to portfolios of four directors agreed and effective from 1st July 2015
 Executive job descriptions – clearly defined remits/responsibilities
 Fit and Proper Persons Declarations – Board of Directors self‐assessment
 Board development sessions
 Access to training and other development opportunities offered by, for example, Mersey Internal Audit, KPMG,
AQUA, NHS Providers, NHS Improvement and the Kings’ Fund
 Robust executive and non‐executive director recruitment process e.g. Chair recruitment, led by Nominations
Committee, in March/April 2016
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Key Statement
organisational leadership on
the quality of care provided;
b) That the Board’s planning
and decision‐making
processes take timely and
appropriate account of
quality of care
considerations;
c) The collection of accurate,
comprehensive, timely and
up to date information on
quality of care;
d) That the Board receives and
takes into account accurate,
comprehensive, timely and
up to date information on
quality of care;
e) That the Trust, including its
Board, actively engages on
quality of care with patients,
staff and other relevant
stakeholders and takes into
account as appropriate
views and information from
these sources; and
f) That there is clear
accountability for quality of
care throughout the Trust

Evidence
 Board register of interests
 Pre‐employment checks
 Board‐approved Quality Account and associated quality improvement priorities for 2016/17 – quarterly reports on
progress to Quality Governance Committee with monthly position included in Board Performance Report
 External audit opinion on Quality Account
 Board review and, as required, approval of a range of reports relating to quality
 Board Performance Report – including performance against CQUIN schemes, agreed Quality Account improvement
priorities, patient and staff safety, positive and safe, safeguarding and complaints, and staff and patient Friends and
Family Test
 Complaints Annual Report to Quality Governance Committee
 Board approval and monitoring of CQC action plan
 Quality Governance Framework updated and approved by Quality Governance Committee in January 2016 – Quality
Governance Framework sets out roles and responsibilities in relation to quality from Chief Executive through to line
managers and individual members of staff
 Service presentations to Board of Directors with quality focus
 PIR Summary reports to Board
 Board walk‐arounds
 Annual Board reports and patient and staff survey outcomes and associated action plans
 Board report on development of CARE Hub, new Service User and Carer Engagement Policy and future plans for
improvement engagement (September 2016)
 Annual clinical audit programme overseen by NIAG (NICE Implementation and Audit Group)
 Engagement with external stakeholders e.g. via GMW Joint Executive Steering Group, Health and Wellbeing Boards,
schedules of contract monitoring meetings, and Greater Manchester Devolution governance arrangements
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Key Statement
including but not restricted
to systems and/or processes
for escalating and resolving
quality issues including
escalating them to the
Board where appropriate.
6. The Board is satisfied that
there are systems to ensure
that the Trust has in place
personnel on the Board,
reporting to the Board and
within the rest of the
organisation who are
sufficient in number and
appropriately qualified to
ensure compliance with the
conditions of its NHS
provider licence.

Evidence

 As per Statement 5 above i.e. pre‐employment checks, Fit and Proper Persons self‐assessments, appraisals and
personal development plans, recommendations from Remuneration and Terms of Service Committee and
Nominations Committee
 Medical and nursing revalidation processes
 HR policies and procedures – reflecting legislative and regulatory requirements and best practice
 Safe staffing identified as a risk (ID 2252) on BAF – controls include review of staffing levels in adult acute wards and
subsequent investment in ward staffing approved by Board in April 2015
 Rigorous and transparent recruitment processes
 Comprehensive local and Trust induction programme
 Mandatory training programme – agreed system of controls in place to improve mandatory training compliance as
set out in BAF (Risk ID 1804). Controls include local monitoring via monthly compliance reports, new e‐Learning
Hub, attendance linked to annual pay progression, adequate training provision in place
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Modern Slavery – Risk Assessment and Statement
27th June 2016
09
Andrew Maloney, Director of HR and Corporate Services
Kim Saville, Company Secretary
Nicky Littler, Associate Director of HR
Caroline Ryan, Deputy Director of Finance

EXECUTIVE SUMMARY:

The UK Modern Slavery Act (2015) requires all businesses with commercial settings
in the UK, and a turnover in excess of £36million, to publish an annual Slavery and
Human Trafficking Statement. The following paper summarises the outcome of an
assessment of the Trust’s risk exposure to modern slavery and proposes a draft
Slavery and Human Trafficking Statement for the Board’s approval.

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

Compliance with requirements of UK Modern Slavery Act (2015)

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

√
√

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors are to consider the modern slavery risk assessment and
approve the proposed Slavery and Human Trafficking Statement. Subject to Board
approval, the statement will be published on the Trust’s website in July 2016.

Modern Slavery – Risk Assessment and Statement
1. Background
The UK Modern Slavery Act (2015) came into force in October 2015. The Act requires all businesses with commercial settings in the UK, and a turnover in excess of
£36million, to publish an annual Slavery and Human Trafficking statement. The statement should state:



the steps the organisation has taken to ensure that slavery and human trafficking are not taking place directly in their own business or in any of their
supply chains; or
that the organisation has taken no steps to confirm the existence of slavery or human trafficking.

The first businesses required to produce a statement are those with a year‐end of 31st March 2016. The statement will need to be approved by a Board Director and
published in a prominent position on the organisation’s website, as soon as possible (within six months) after year‐end. Non‐compliance can trigger an injunction
from the Secretary of State.
2. Applicability to GMW
The Trust meets the thresholds for reporting on the basis of its UK operation, year‐end date and level of annual turnover.
The Trust’s own business operations do not fall into the categories of business sectors identified as particularly at risk of Modern Slavery impacting its operations
i.e. agricultural businesses, extractive industries, manufacturers, service and hospitality sector, and telecommunications sector. A number of the Trust’s supply
chains, however, fall into these categories; for example, catering and housekeeping.
3. Risk Assessment
In February 2016, the Deputy Director of Finance, Associate Director of HR and Company Secretary undertook a high level exercise to identify the organisation’s
risk exposure to modern slavery. The outcomes of this exercise, including existing controls and agreed actions, are outlined below.
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Risk of slavery
and human
trafficking
being present
in the Trust’s
own
workforce

3x3
(9)
High
Risk

 Pre‐employment checks
undertaken in accordance with
‘Employment Checks Standards
Policy’
 Employee code of conduct
 Agency workers are procured via
approved suppliers through NHS
Framework Agreements
Controls to protect workers from poor
treatment and/or exploitations:
 Remuneration ‐ Provision of fair
pay rates in line with Agenda for
Change and the Living Wage
(including for ‘bank’ staff).
Remuneration rates for agency
workers are set in line with
Monitor’s price caps.
 Employment terms and conditions
– the Trust’s Terms and Conditions
are in line with Agenda for Change,
Very Senior Manager (VSM) or
Medical and Dental conditions,

No gaps
identified

Assurance

 Executive Lead –
Director of HR and
Corporate Services
 Workforce &
Development
Committee meetings
 Joint Consultation
and Negotiating
Committee meetings
 Agencies are
required to provide
assurance to the
Trust that pre‐
employment
clearance has been
obtained

Gaps in
assurance
Not
applicable –
the controls
and
assurances
in place
represent
the most
realistic
mechanisms
the Trust
can employ
to identify
and address
risks of
modern
slavery in
the Trust’s
workforce.

1x3

1x3

(3)

(3)

Low Risk

Low Risk

Risk Lead

Gaps in
controls

Target Risk
+
Treatment
Status

Controls

Current Risk

Description

Initial Risk

Modern Slavery – Risk Assessment

Nicky
Littler,
Associate
Director
of HR

Risk
Accepted
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Assurance

Gaps in
assurance

Risk Lead

Gaps in
controls

Target Risk
+
Treatment
Status

Controls

Current Risk

Description

Initial Risk

Modern Slavery – Risk Assessment

with the exception of TUPE
transferred staff who have
remained on their previous terms
and conditions.
 Working hours‐ set in line with the
Terms and Conditions of service
and do not exceed Working Time
Directives
 Access to training and
development opportunities
 Consultation and negotiation with
Trade Unions regarding changes in
employment, work organisation
and contractual relations
Risk of slavery
and human
trafficking
being present
in the Trust’s
supply chains
(products and
services)

3x3
(9)
High
Risk

 The Trust only purchases products
and services from UK firms i.e.
firms to whom the Modern Slavery
Act will also apply
 For all products purchased through
NHS Supply Chain, suppliers have
signed up to NHS Supply Chain’s
‘Supplier Code of Conduct’ which
includes a provision around ‘forced
labour’

No gaps
identified

 Executive Lead –
Director of Finance,
Capital and IM&T
 Local Procurement
Strategy Group
meetings
 Regular review of
guidance and

Not
applicable –
the controls
and
assurances
in place
represent
the most
realistic
mechanisms

1x3

1x3

(3)

(3)

Low Risk

Low Risk

Caroline
Ryan,
Deputy
Director
of
Finance

Risk
Accepted
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 The Trust’s Procurement Team are
all members of the Chartered
Institute of Procurement and
Supply and, as such, are required
to uphold the associated
professional codes of conduct and
practice. This includes undertaking
due diligence on appropriate
supplier relationships in respect of
forced labour and other human
rights abuses, fraud and corruption
 GMW ‘Supplier Code of Conduct’
updated to incorporate
expectations re Modern Slavery.
Updated Code of Conduct
attached as Appendix 1.
 Obligation statement incorporated
in all purchase orders raised to
suppliers and published on the
internet.
 When carrying our future
tendering exercises, the Trust will
require suppliers to confirm

Assurance

documentation
updates

Gaps in
assurance

Risk Lead

Gaps in
controls

Target Risk
+
Treatment
Status

Controls

Current Risk

Description

Initial Risk

Modern Slavery – Risk Assessment

the Trust
can employ
to identify
and address
risks of
modern
slavery in
our supply
chain.
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Assurance

Gaps in
assurance

Risk Lead

Gaps in
controls

Target Risk
+
Treatment
Status

Controls

Current Risk

Description

Initial Risk

Modern Slavery – Risk Assessment

compliance with the UK Modern
Slavery Act (2015)

4. Statement
Based on the above risk assessment, a Slavery and Human Trafficking statement has been drafted (see Appendix 2). Subject to agreement from the Board of
Directors, this statement will be published on the Trust’s website in July 2016.
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Appendix 1 – Supplier Code of Conduct

Greater Manchester West (GMW) Supplier Code of Conduct
Supplier Principles
GMW procures goods and services on behalf of Trust clients and service users whilst upholding both value for money
and ethical values. The Trust are fully aware of the responsibility it bears toward its customers, employees and the
communities which it serves. Thus, the Trust has created a strict set of ethical values to guide employees/suppliers in
its business dealings.
The Trust expect all suppliers, i.e., all companies who do business with GMW, to adhere to these ethical principles. For
this purpose, the Trust has produced a Supplier Code of Conduct, which sets the standards for doing business with
GMW. The Trust reserves the rights to carry out due diligence and request documentary evidence of suppliers supply
chain auditing processes.
The Trust will endeavour to implement this mandatory code of conduct to all new and existing suppliers through the
publication of this statement, making it a fundamental requirement of all future tendering and quotation processes.
Through the use of the GMW supplier code of contact the Trust will seek to mitigate the risk involved in procuring goods
and services from supply chains which may have been affected by the practices stated below.
The Trust will endeavour to monitor (through KPI’S) the number of purchase orders and tenders created from the 1st of
April 2016 which are agreed under the GMW supplier code of conduct and in particular under the terms of the Modern
Slavery Act 2015.

Laws and Ethical Standards
Supplier shall comply with all laws applicable to its business. The supplier should support the principles of the United
Nations’ Global Compact, UN Universal Declaration of Human Rights as well as the 1998 International Labour
Organisation Declaration on Fundamental Principles and Rights at Work, in accordance with national law and practice
as well as the Modern Slavery Act 2015.

This especially applies to:


Child Labour
The supplier employs no children under the age of 15. If national laws or regulations allow children between the ages
of 13 and 15 to perform light work, such work is not permitted under any circumstances if it would hinder a minor
from the completion of compulsory schooling or training, or if the employment would be harmful to their health or
development (reference: ILO Convention 138(7)).



Forced Labour
The supplier shall make no use of forced or compulsory labour.



Compensation and Working Hours
The supplier shall comply with the national laws and regulations regarding working hours, wages and benefits.
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Discrimination
The supplier does not discriminate on the basis of race, religion, disability, age, sexual orientation or gender.



Health & Safety
The Trust expects its suppliers to strive to implement the standards of occupational health and safety at a high level.
The supplier complies with applicable occupational health and safety regulations and provides a work environment
that is safe and conducive to good health, in order to preserve the health of employees and prevent accidents, injuries
and work related illnesses.



Business Continuity Planning
The supplier shall be prepared for any disruptions of its business (e.g. natural disasters, terrorism, software viruses,
illness, pandemic, infectious diseases). This preparedness especially includes disaster plans to protect both employees
and the environment as far as possible from the effects of possible disasters that arise within the domain of
operations.



Improper Payments/Bribery
The supplier shall comply with international anti‐bribery standards as stated in the United Nations' Global Compact
and local anti‐corruption and bribery laws including The Bribery Act 2010. In particular, the supplier may not offer
services, gifts or benefits to GMW employees in order to influence the employee's conduct in representing GMW.



Environment
The supplier shall comply with all applicable environmental laws, regulations and standards as well as implement an
effective system to identify and eliminate potential hazards to the environment.



Business Partner Dialogue
The supplier shall communicate the principles stated in the Supplier Code of Conduct and detailed above to its
subcontractors and other business partners who are involved in supplying the products and services described in the
main contract. The supplier shall motivate such parties to adhere to the same standards.



Compliance with the Supplier Code of Conduct
The Trust reserves the right, upon reasonable notice, to check compliance with the requirements of the Supplier Code
of Conduct.
GMW encourages its suppliers to implement their own binding guidelines for ethical behaviour.
The Trust encourages its suppliers to adhere to the ethical standards, Human Rights Act, Modern Slavery Act and
environmental standards upon which this agreement is based, as part of fulfilling their contractual obligations.
Any breach of the obligations stipulated in this Supplier Code of Conduct is considered a material breach of contract
by the supplier.
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Appendix 2
Slavery and Human Trafficking Policy Statement

1.

Introduction

At Greater Manchester West Mental Health NHS Foundation Trust (GMW) we are committed to ensuring
that no modern slavery or human trafficking takes place in any part of our business or our supply chain. This
statement sets out actions taken by GMW to understand all potential modern slavery and human trafficking
risks and to implement effective systems and controls.

2.

Organisational Structure

The Trust provides inpatient and community‐based mental health care and treatment for adults and older
people living within the North West. Our inpatient bed numbers currently stand at 584 beds, delivered across
42 locations. Our inpatient services on the Royal Bolton, Trafford General and Salford Royal hospital sites
include psychiatric intensive care. Our community services are wide‐ranging and focused on supporting
people to maintain their mental health and stay out of hospital. They include crisis care, home‐based
treatment, early intervention in psychosis, Improving Access to Psychological Therapies (IAPT) services and
memory clinics.
We also provide more specialised, or tertiary, services across Greater Manchester, the North West of England
and beyond. These include substance misuse services (inpatient and community‐based), forensic mental
health services for adults and adolescents, child and adolescent mental health services, mental health and
deafness services, health and justice services (in 12 prisons and secure children’s homes) and community
psychological therapies.
The Trust employs over 3,000 members of staff, who deliver our services from more than 60 sites. Over a 12‐
month period, we see in the region of 40,000 patients. The Trust received a total income of £171.4million in
2015/16.
Our supply chains enable the procurement of a wide range of goods and services on behalf of our clients and
service users.

3.

Our Policy on Slavery and Human Trafficking

We are fully aware of the responsibilities we bear towards our service users, employees and local
communities. We are guided by a strict set of ethical values in all of our business dealings and expect our
suppliers (i.e. all companies we do business with) to adhere to these same principles. We have zero tolerance
for slavery and human trafficking.
Staff are expected to report concerns about slavery and human trafficking and management are expected to
act upon them in accordance with our policies and procedures.
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4.

Due Diligence

To identify and mitigate the risks of modern slavery and human trafficking in our own business and our supply
chain we:












5.

Undertake appropriate pre‐employment checks on directly employed staff and require agencies to
provide assurance that pre‐employment clearance has been obtained for agency staff
Implement a range of controls to protect staff from poor treatment and/or exploitation, which
comply with all respective laws and regulations. These include provision of fair pay rates, fair Terms
of Conditions of employment and access to training and development opportunities
Consult and negotiate with Trade Unions on proposed changes to employment, work organisation
and contractual relations
Purchase products from UK‐based firms, who may also be required to comply with the
requirements of the UK Modern Slavery Act (2015)
Purchase a significant number of products through NHS Supply Chain, whose ‘Supplier Code of
Conduct’ includes a provision around forced labour
With effect from April 2016, require all suppliers to comply with the provisions of the UK Modern
Slavery Act (2015), through agreement of our ‘Supplier Code of Conduct’, purchase orders and
tender specifications. All of which set out commitment to ensuring no modern slavery or human
trafficking related to our business
Uphold professional code of conduct and practice relating to procurement and supply, including
through our Procurement Team’s membership of the Chartered Institute of Procurement and
Supply
Where possible, build long‐standing relationships with suppliers

Training

Advice and training about modern slavery and human trafficking is available to staff through our Safeguarding
Children and Adults training, our Safeguarding policies and procedures and our Safeguarding leads.

6.

Board of Directors’ Approval

This statement has been approved by the Board of Directors of GMW, who will review and update it on an
annual basis.

Bev Humphrey
Chief Executive
Date:
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Annual Statement of Fire Safety 2015/16
27th June 2016
10
Andrew Maloney, Director of HR and Corporate Services
Bill Davies, Fire Safety Manager

EXECUTIVE SUMMARY:

The Annual Statement of Fire Safety for 2015/16 confirms that:
The organisation has developed a programme of work to eliminate or reduce as low
as reasonably practicable the significant fire risks identified by the fire risk
assessment.
The organisation achieves compliance with the Department of Health Fire Safety
Policy, contained within HTM 05‐01, by the application of Firecode or some other
suitable method.

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

Not applicable
The Assurance Statement confirms compliance with the Regulatory Reform (Fire
Safety) Order 2005.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x

x

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

Board members are asked to review and approve the annual statement for 2015/16

Annual Statement of Fire Safety 2015-16
NHS Organisation:

Greater Manchester Mental Health Foundation Trust

I confirm that for the period 1st April 2015 to 31st March 2016, all premises which the organisation owns,
occupies or manages, have fire risk assessments that comply with the Regulatory Reform (Fire Safety)
Order 2005, and (please tick the appropriate boxes):
1

There are no significant risks arising from the fire risk assessments.

OR
2

The organisation has developed a programme of work to eliminate or reduce as low
as reasonably practicable the significant fire risks identified by the fire risk
assessment.

OR
3

The organisation has identified significant fire risks, but does NOT have a
programme of work to mitigate those significant fire risks.*



*Where a programme to mitigate significant risks HAS NOT been developed, please insert the date by
which such a programme will be available, taking account of the degree of risk.
Date: N/a
4

5

AND
6

During the period covered by this statement, has the organisation been subject to
any enforcement action by the Fire & Rescue Authority? (Delete as appropriate)
If Yes - Please outline details of the enforcement action in Annex A – Part 1.

No

Does the organisation have any unresolved enforcement action pre-dating this
Statement? (Delete as appropriate)
If Yes Please outline details of unresolved enforcement action in Annex A – Part 2.

No

The organisation achieves compliance with the Department of Health Fire Safety
Policy, contained within HTM 05-01, by the application of Firecode or some other
suitable method.

Yes

Fire Safety Manager

Bill Davies

Contact details:

E-mail: bill.davies@gmw.nhs.uk
Telephone: 0161 358 1584
Mobile:07786704917

Chief Executive

Beverley Humphrey

Signature of Chief
Executive:
Date:

15.06.16

Completed statement to be retained for future audit

1

Annual Statement of Fire Safety 2015-16
ANNEX A
Part 1 – Outline details of any enforcement action during the past 12 months and the action taken or
intended by the organisation. Include, where possible, an indication of the cost to comply.
N/a

Part 2 – Outline details of any enforcement action unresolved from previous years, including the
original date, and the action the organisation has taken so far. Include any outstanding proposed
action needed. Include an indication of the cost incurred so far and, where possible, an indication of
costs to fully comply.
N/a
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EXECUTIVE SUMMARY:

The paper provides details of activity relating to appraisal and revalidation
within the Trust for the 2015‐2016 cycle (1st April 2015‐ 31st March 2016).
The paper will present evidence in order to verify the capacity and
effectiveness of the nominated Responsible Officer (RO). It will support the
position that the Responsible Officer, acting on the behalf of the designated
body (The Trust) is compliant with the standards as defined in the
‘Framework of Quality Assurance for Responsible Officers and Revalidation’
Annex E‐ statement of compliance (Appendix 1).

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

N/A
As described in the executive summary. Purpose of paper is to establish the
Responsible Officer is acting in accordance with The Medical Profession regulations
2010 (amended 2013) and the GMC (Licence to Practise and Revalidation)
Regulations 2012.

THIS REPORT SUPPORTS ACHIEVEMENT OF THE FOLLOWING CORPORATE OBJECTIVES:
Objective 1 – Promote recovery by providing high
x
Objective 4 – Invest in our environments
quality care and delivering excellent outcomes
Objective 2 – Work with service users and carers to
Objective 5 – Enable staff to reach their
achieve their goals
potential and innovate
Objective 3 – Engage in effective partnership
x
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?

x

Yes/No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective



Description (as per BAF)

The Board is asked to confirm the Trust is compliant with The Medical
Profession (Responsible Officers) regulations 2010 (amended 2013) by signing
the accompanying Statement of Compliance (Appendix 1).

Board Report – Revalidation and Appraisal 2015-16
Assumption
Members are aware of the purpose of medical appraisal as well as the reasons for
the introduction of revalidation. Therefore this paper will not include a descriptive
narrative as to the purpose of appraisal and revalidation, the Responsible Officer
regulations or extensive background information.
Summary
The paper provides details of activity relating to appraisal and revalidation within the
Trust for the 2015-2016 cycle (1st April 2015- 31st March 2016). The paper will
present evidence in order to verify the capacity and effectiveness of the nominated
Responsible Officer (RO). It will support the position that the Responsible Officer,
acting on the behalf of the designated body is compliant with the standards as
defined in the ‘Framework of Quality Assurance for Responsible Officers and
Revalidation’ Annex E- statement of compliance (Appendix 1).
The paper also provides qualitative data which supports the Annual Organisational
Audit (AOA) submitted to NHS England May 2016 (appendix 2).
Introduction
The paper will summarise key themes within the Trusts appraisal systems in order
to provide comprehensive detail pertaining to our compliance with local obligations,
as well as the Framework for Quality Assurance (Appendix 1). The chapters,
organised to reflect the thematic order of the Statement of Compliance will present
the Board with evidence and supportive narrative that the RO meets the obligations
described.
The supporting information contained within this report is informed by the data
collected using the appraisal database, annual feedback reviews, quality assurance
assessments and the MIAA audit conducted June 2015.
Overview
In summary 93 doctors had a prescribed connection to Greater Manchester West
Mental Health NHS Foundation Trust. 97% of doctors with a prescribed connection
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completed an appraisal between 1 April 2015- 31 March 2016. The national
average for rates of completed appraisal over the same period was 86%1.
Statement of compliance – by theme
1. A Licensed medical practitioner with appropriate training and suitable
capacity has been nominated or appointed as responsible officer.
The Responsible Officer
Dr Stephen Colgan, Medical Director is the nominated Responsible Officer for
Greater Manchester West Mental Health NHS Foundation Trust. Dr Colgan is
supported in his role by Dr Margaret Campbell, Associate Medical Director (AMD),
Director of Medical Education and Deputy RO. An Appraisal and Revalidation Lead
(A&R Lead) provides front line support to doctors and appraisers. The post holder
Laurel Bajic ensures data is safely recorded and the programmes of appraisal and
revalidation are effectively coordinated. The A&R Lead reports to the AMD and RO.
Dr Colgan has attended all appropriate training, engaged with the RO Network and
has successfully completed a number of appraisal cycles. No concerns have been
raised regarding Dr Colgan’s fitness to operate as RO or his fitness to practice. Dr
Colgan revalidated in 2013 and is not subject to any investigations or sanctions.
Recommendation- The Board agree the Trust has met this obligation.

2. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is maintained.
Record Keeping
The RO, AMD and A&R Lead have access to GMC Connect, the portal through
which the GMC are informed of the Trusts new or terminated attachments as well
as recommendation and deferral submissions. Through GMC Connect an accurate
record of the Trusts doctors with a prescribed connection is maintained.
The audit conducted by MIAA in 2015 found that;
‘Comparative testing between the GMC connect list and the corporate appraisal
tracking spreadsheet identified the following;
1

Completed appraisal rate average across doctor types. Figure taken from Senior RO report to
ministers on the implementation of the RO regulations and medical revalidation, 2014/15.
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all staff on the GMC connect list were found on the appraisal tracking
spreadsheet.’

Recommendation- The Board agree the Trust has fulfilled the obligation to maintain
accurate and up-to-date records for doctors with a prescribed connection.

3. There are sufficient numbers of trained appraisers to carry out annual
medical appraisals for licensed medical practitioners.
Trained appraisers
The MIAA audit found only 4 training certificates for the 23 appraisers were made
available to them during audit. As a consequence the 19 appraisers who did not
have a certificate on file were classified as untrained.
Management response
At the point of audit the substantive A&R Lead was on maternity leave. Provisions
were put in place to ensure business continuity and effective handover with
standard operating procedures (SOP) and handover documents made available.
Unfortunately the SOP document was not referenced at point of audit. The SOP
outlined the location of a Master training record containing the names and the dates
of training for each appraiser. The record is regularly updated following every
appraiser training event and would have been sufficient in evidencing the Trusts
compliance in this area. A certificate of attendance was not routinely provided to
appraisers following training or presented as evidence of training.
A follow up audit by the MIAA in May 2016 was satisfied that the Master training
record was effective in tracking and recording the names of appraisers as well as
their training dates. The auditor applied comparative testing between the Master
training record and appraiser allocation records concluding that all 23 appraisers
were trained and had been at the point of the original audit in 2015.
The Board may note that NHS England has amended the requirement for all
appraisers to participate in regular retraining. Providing the appraiser can evidence
they undertake appraisals with such regularity and in sufficient numbers that the
skills from the initial training are applied and not at risk of being lost through lack of
application there is no requirement to retrain. The A&R Lead and AMD are mindful
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of this requirement and therefore ensure appraisers have a minimum number of
appraisals each cycle when matching doctors.
Recommendation- The Board agree the Trust has met this obligation.

4. Medical appraisers participate in ongoing performance review and training/
development activities, to include peer review and calibration of
professional judgements (Quality Assurance of Medical Appraisers or
equivalent).
Quality Assurance of Appraisers
The Trust employs a number of strategies to ensure the on-going assessment of
appraisers. In summary these are;
 All appraisal outputs following the appraisal meeting are reviewed by the A&R
Lead. If any are found to be incomplete or contain breaches of patient
confidentiality the doctor and the appraiser are informed and remedial action
undertaken.
 The A&R Lead ensures corporate information pertaining to complaints, SUI’s,
concerns and investigations (if any) are referenced within the output.
 An audit is performed on every output. A numerical score is applied to
determine the quality of each output. The data is then calibrated to ensure
consistency. Appraisers are provided with copies of the audit scores and
proforma for feedback, reflection and learning.
 All doctors are invited to complete a confidential questionnaire following their
appraisal. The responses are analysed and results are presented to the AMD
and RO. Should an appraiser receive poor feedback this is reported to the
AMD and managed by the A&R Lead with development plans as necessary.
 Appraisal dates are regularly monitored to ensure appraisals are not
repeatedly moved or postponed.

The AMD will be notified if there are

persistent problems with the scheduling and/or rescheduling of appraisals.
Non-Engagement concerns are escalated to the RO.
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 A case review is undertaken by the A&R Lead and AMD in all instances

where the appraisal does not meet the standards of a ‘complete’ appraisal, as
described in the medical appraisal policy version1.3. Remedial action, if
required is coordinated by the A&R Lead.
Recommendation- The Board agree the Trust has met this obligation.
5. All licensed medical practitioners either have an annual appraisal in
keeping with GMC requirements (MAG or equivalent) or, where this does not
occur, there is full understanding of the reasons why and suitable action
taken;
Appraisal and Revalidation Performance Data
The table below is a summary of the rates of completed appraisal by doctor type.
Table 1: Summary of completed appraisals by doctor type for appraisal cycle 1516
Completed Appraisal (1b)

% completed appraisals
(1b)

Approved incomplete or
missed appraisal

69%
81%

20
3

29%
13%

1
1

3

2

66%

0

0%

1

93

67

72%

23

24%

3

Total

% completed appraisals
(1a)

47
18

overall appraisal rate
(a&b)

Completed appraisal (1a)

68
22

Unapproved incomplete or
missed appraisal

No// prescribed
connections
Consultants
Staff grades, associate specialists etc
doc on performers list
Doctor with Practicing priviliages
Temporary or short-term contract holder
Other doctors
Total

0
0

98%
94%

68
22

66%

3
93

Key
Completed appraisal 1a- completed
appraisal- 9-12 months from the
previous appraisal, outputs signed off
within 28 days and appraisal took place
between 1 April and 31 March

Incomplete or missing appraisal
NHS England introduced flexibility in the classification of a complete appraisal, see
completed appraisal 1a and 1b. Incomplete appraisal for the purposes of the 20152016 AOA submission are those that were missed due to an appraisal not taking
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place or were unable to be signed off due to lack of sufficient evidence. With the
exception of one appraisal all missed appraisals were due to the doctor’s poor
health and significant time away from the workplace. The remaining missed
appraisal was due to the doctor’s late employment date. It was agreed it would not
have been appropriate to require the doctor to submit an appraisal portfolio before
the end of the appraisal year given the very short timeframe.
Table 2: A table to demonstrate the reasons for an incomplete or missing
appraisal by year
1514Missed or incomplete Appraisal
16
15
3
2
No// doctors with a missed or incomplete appraisal
Break down of reasons- known and unknown.
0
0
Maternity Leave
2
2
Sickness
1
0
New starters- starting late in appraisal year
0
0
Outputs not agreed/not signed off
0
0
Leaver, left GMW without undergoing an appraisal
0
0
local concerns/ investigation
0
0
Appraisal meeting rearranged more than twice
0
0
insufficient SI or incomplete portfolio
0
0
Lack of engagement

1314
12

1213
12

1
2
6
2
1
0
0
0
0

1
1
4
4
0
0
0
1
1

Analysis
23 (24%) of all appraisals were classified as complete (1b) due to the outputs being
returned outside of the 28 day window. The majority (29%) of late submissions were
consultant appraisals, with 13% of SAS appraisal subject to delay. Appraisers are
required to submit the outputs (PDP and summary of the discussion) to the A&R
Lead within 28 days of the appraisal meeting taking place. The timeframe for return
is a nationally set standard.
Late appraisals explained
There is a continuing trend for appraisals to occur late in the year with appraisal
frequency peaking in the last quarter of 2015 (Oct- Dec). Hosting appraisal
discussions late in the year creates a tendency to leave portfolio preparation until late
in the year. Should difficulties arise the short timeframe to the end of the appraisal
year created an additional challenge and burden not only to the A&R Lead but for the
appraisers themselves who often commit to undertake all their appraisals within the
last quarter.
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As the appraisal process is an annual, cyclical system and with most doctors wishing
to hold their next appraisal on the anniversary of their previous meeting this trend
presents a challenge to the effective administration of the system.
The trend for holding late appraisals along with the absence of an A&R Lead during
the last quarter was not ideal; it is likely this negatively affected the return rates.
Management response
The Trust has revised the medical appraisal policy to ensure that missed, incomplete
or appraisal conducted outside the appraisal year, not approved by the RO will be
subject to a case review. If it is determined the doctor had no extenuating
circumstances, had ample opportunity to submit within the timeframe outlined under
the definition of complete appraisal and/ or has a pattern of missed, incomplete
appraisal the AMD will set the doctors appraisal date. The doctor’s appraisal date will
be set either; in the 10th month following their previous appraisal or in the doctors
birthday month, whichever the AMD determines is the most appropriate. This will
allow the A&R Lead to provide effective, focused support both before the appraisal
and following.

Recommendations
Table 3: a table showing the number of recommendations by appraisal year
Stats from 2012-2016
Table to show the number of
recommendations, deferrals and
nonengagement
notifications
submitted to the GMC by appraisal
year.
TOTAL

1213

1314

1415

1516

No// recommendations

10

24

40

23

97

No// deferrals

0

1

3

4

8

No// non engagements

0

0

0

0

0
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Analysis
The AMD submitted 23 recommendations and 4 deferrals to the GMC. Deferrals can
only be made in exceptional circumstances. The doctor must demonstrate they are
engaged in local appraisal processes but are unable to provide sufficient evidence
with which to satisfy the requirements of the Good Medical Practice framework. 2
doctors were deferred due to significant periods of absence. One doctor was
deferred to allow more time to collect essential data. The remaining doctor was
deferred to allow an on-going investigation to conclude.
The Board are advised to note that the GMC set the revalidation dates for doctors.
The disparity in the numbers of recommendations by appraisal year is not reflective
of an ineffective appraisal system.
Recommendation- The Board agree the Trust has met this obligation.
6. There are effective systems in place for monitoring the conduct and
performance of all licensed medical practitioners, which includes (but not
limited to) monitoring: in-house training, clinical outcomes data, significant
events, complaints, and feedback from patients and colleagues, ensuring that
information about these is provided for doctors to include at their appraisal;
Governance Arrangements
The medical appraisal and revalidation process is routinely evaluated to ensure
local systems are robust and effective. This chapter will provide an overview of the
processes employed to reach this aim.
Monitoring
Appendix 3 provides a summary of the governance structures and monitoring
activity which supports the system of appraisal.
Clinical Governance
Reporting of Serious Untoward Incidents (SUI’s) and complaints
SUI data is provided annually to each doctor to assist in the appraisal process and
for discussion in the appraisal. The appraiser is also provided with a copy of the
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data to ensure the information is reviewed and reflected upon. This process has
been identified by NHS England as an example of good practice2.
Complaints are also provided annually with an expectation these will be included in
the portfolio and reflected upon. In the event that no SUI/ complaint data is
available a letter from the A&R Lead is sent the doctor and appraiser to confirm
this.
Further work is scheduled for this year to improve the reliability of data taken from
Datix as well as further checks to ensure that information is referenced within the
outputs.
In addition
 The A&R Lead informs the appraiser of any specific areas of concern or

information that should be addressed at appraisal such as complaints,
investigations, engagement concerns and SUI’s.
 Assurance is sought from doctors who practice outside of GMW, with

information relating to concerns and fitness to practice shared between
organisations.
 The A&R Lead, AMD and RO attend training and networking events to share

learning and best practice. The A&R Lead will review all guidance, policies
and amendments from the GMC, NHS England and the Royal College of
Psychiatrists to ensure the Trust policies are calibrated.
 Every revalidation submission is screened by the A&R Lead to ensure the

necessary supporting evidence is present. The A&R Lead will ask the
Medical Staffing team at point of submission to perform an audit on the
doctor’s personnel file. The findings of which are submitted along with the
doctors outputs to the AMD for review.
Recommendation- The Board agree the Trust has met this obligation.

2

Improving the inputs to medical appraisal. Appendix F: examples of good practice in areas
relating to appraisal input. NHS England 22 April 2016.
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7. There is a process established for responding to concerns about any
licensed medical practitioners fitness to practice;
Responding to Concerns and Remediation
In order to protect doctor’s confidentiality a categorisation of concerns, suspensions
and remediation will not be enclosed within this document. Should a further report
be required this will be submitted privately.
The RO, AMD, Medical Staffing Manager and A&R Lead meet bimonthly to discuss
and share information relating to doctors with concerns, under investigation and
formally managed health problems. Other senior members of the HR and
governance team may also be asked to attend, as appropriate.

The concern

meeting is a formal and confidential forum where issues and action plans are
discussed and information for the purposes of appraisal and revalidation is noted.
The RO meets with the GMC representative assigned to the Trust following each
meeting in order to provide assurances that the Trust is addressing concerns
appropriately.
The Trust has a pool of individuals who have successfully completed case
investigator and case manager training. The Trust also has a number of
rehabilitative local policies, consistent with national regulation.
Recommendation- The Board agree the Trust has met this obligation.

8. There is a process for obtaining and sharing information of note about any
licenced medical practitioners’ fitness to practice between this organisation’s
responsible officer and other responsible officers (or persons with
appropriate governance responsibility) in other places where licensed
medical practitioners work.
Information sharing
The Trust upholds the standards of sharing information between organisations. The
process for exchanging information relating to the doctors appraisal, performance
and revalidation is now established. Recent testing of the validity of the process by
the MIAA was challenging. The Trust has not yet been required to report concerns
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between RO’s and therefore a demonstration of the process could not be
established.

However the process for exchanging information is defined in the

Standard Operating Procedures document and medical appraisal policy v1.3.
There is an established process for sharing information relating to appraisal for
starters and leavers. The GMC have made improvements to the GMC connect
database, the RO can access the contact details of previous or current RO to
enable any exchange of information to be more efficient and targeted.
Recommendation- The Board agree the Trust has met this obligation.

9. The appropriate pre-employment background checks (including preengagement for locums) are carried out to ensure that all licenced medical
practitioners have qualifications and experience appropriate to the work
performed
Recruitment and Pre-employment checks
A systematic process for ensuring all appointments have the correct qualifications
and suitable references is well established. The medical staffing team overseen by
the Medical Staffing Manager maintain excellent standards by completing a series
of nationally, regionally and locally required checks before any confirmed offer is
made. The exchange of information between the medical staffing team and the
A&R Lead is consistent. The medical staffing team provide monthly reports to the
A&R Lead relating to starters and leavers. This information is then used to update
GMC connect and internal databases with any new or lost prescribed connections.
Recommendation- The Board agree the Trust has met this obligation.
10. A development plan is in place that addresses any identified weaknesses
or gaps in compliance to the regulations.

The Trust has responded robustly to the risks identified in the MIAA 2015 audit.
Recommendation- The Board agree the Trust has met this obligation.
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Recommendations
 To accept contents of the report
 The Board is asked to confirm the Trust is compliant with The Medical Profession
(Responsible Officers) regulations 2010 (amended 2013) by signing the
accompanying Statement of Compliance (Appendix 1).
 Appropriate support and business continuity plans are available for the newly
appointed RO, following the retirement of Dr Colgan.
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A Framework of Quality Assurance
for Responsible Officers and
Revalidation
Annex E - Statement of Compliance
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Statement of Compliance
Version number: 2.0
First published: 4 April 2014
Updated: 22 June 2015
Prepared by: Gary Cooper, Project Manager for Quality Assurance, NHS England
Classification: OFFICIAL
Publications Gateway Reference: 03432
NB: The National Health Service Commissioning Board was established on 1
October 2012 as an executive non-departmental public body. Since 1 April 2013, the
NHS Commissioning Board has used the name NHS England for operational
purposes.
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Designated Body Statement of Compliance
The board of Greater Manchester West Mental Health NHS Foundation Trust can
confirm that
 an AOA has been submitted (appendix 2),
 the organisation is compliant with The Medical Profession (Responsible
Officers) Regulations 2010 (as amended in 2013)
 and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity
has been nominated or appointed as a responsible officer;
Yes/No [delete as applicable]
2. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is maintained;
Comments: The Trust has met this obligation
3. There are sufficient numbers of trained appraisers to carry out annual medical
appraisals for all licensed medical practitioners;
Comments: The Trust has met this obligation
4. Medical appraisers participate in ongoing performance review and training /
development activities, to include peer review and calibration of professional
judgements (Quality Assurance of Medical Appraisers1 or equivalent);
Comments: The Trust has met this obligation
5. All licensed medical practitioners2 either have an annual appraisal in keeping
with GMC requirements (MAG or equivalent) or, where this does not occur,
there is full understanding of the reasons why and suitable action taken;
Comments: The Trust has met this obligation
6. There are effective systems in place for monitoring the conduct and
performance of all licensed medical practitioners1 (which includes, but is not
limited to, monitoring: in-house training, clinical outcomes data, significant
events, complaints, and feedback from patients and colleagues) and ensuring
that information about these matters is provided for doctors to include at their
appraisal;
Comments: The Trust has met this obligation
7. There is a process established for responding to concerns about any licensed
medical practitioners1 fitness to practise;
Comments: The Trust has met this obligation

1

http://www.england.nhs.uk/revalidation/ro/app-syst/
with a prescribed connection to the designated body on the date of reporting.

2 Doctors

3

OFFICIAL
8. There is a process for obtaining and sharing information of note about any
licensed medical practitioner’s fitness to practise between this organisation’s
responsible officer and other responsible officers (or persons with appropriate
governance responsibility) in other places where the licensed medical
practitioner works;3
Comments: The Trust has met this obligation
9. The appropriate pre-employment background checks (including preengagement for locums) are carried out to ensure that all licenced medical
practitioners4 have qualifications and experience appropriate to the work
performed;
Comments: The Trust has met this obligation
10. A development plan is in place that ensures continual improvement and
addresses any identified weaknesses or gaps in compliance.
Comments: The Trust has met this obligation

Signed on behalf of the designated body
Official name of designated body: _ _ _ _ _ _ _ _ _ _ _
Name: _ _ _ _ _ _ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

Role: _ _ _ _ _ _ _ _ _ _ _
Date: _ _ _ _ _ _ _ _ _ _

3
The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Promoting equality and addressing health inequalities are at the heart of NHS
England’s values. Throughout the development of the policies and processes
cited in this document, we have:
Given due regard to the need to eliminate discrimination, harassment and
victimisation, to advance equality of opportunity, and to foster good relations between
people who share a relevant protected characteristic (as cited under the Equality Act
2010) and those who do not share it; and
Given regard to the need to reduce inequalities between patients in access to, and
outcomes from healthcare services and to ensure services are provided in an
integrated way where this might reduce health inequalities.
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1 Introduction
The Framework of Quality Assurance (FQA) and the monitoring processes within it are
designed to support all responsible officers in fulfilling their statutory duty, providing a means
by which they can demonstrate the effectiveness of the systems they oversee. It has been
carefully crafted to ensure that administrative burden is minimised, whilst still driving learning
and sharing of best practice. Each element of the FQA process will feed in to a
comprehensive report from the national-level responsible officer to Ministers and the public,
capturing the state of play in implementing medical revalidation across the country.
The reporting processes are intended to be streamlined, coherent and integrated, ensuring
that information is captured to contribute to local processes, whilst simultaneously providing
the required assurance. The process will be reviewed and revised on a regular basis.

The AOA (Annex C) is a standardised template for all responsible officers to complete and
return to their higher-level responsible officer. AOAs from all designated bodies will be
collated to provide an overarching status report of implementation across England. Where
small designated bodies are concerned, or where types of organisation are small in number,
these will be appropriately grouped to ensure that data is not identifiable to the level of the
individual.
The AOA has been simplified and shortened considerably from its predecessor, (ORSA),
with a focus on what is happening, with what outcome, along with an assessment of the
designated body’s organisational capacity to ensure a robust consistent system of
revalidation. Learning from the experience of ORSA, the AOA has been designed to reduce
the administrative burden upon organisations and to be of maximum help to responsible
officers in fulfilling their obligations.

The aims of the annual organisational audit exercise are to:
•

gain an understanding of the progress that organisations have made during 2015/16;

•

provide a tool that helps responsible officers assure themselves and their
boards/management bodies that the systems underpinning the recommendations they
make to the General Medical Council (GMC) on doctors’ fitness to practise, the
arrangements for medical appraisal and responding to concerns, are in place;

•

provide a mechanism for assuring NHS England (as the Senior Responsible Owner
for medical revalidation in England), the England Revalidation Implementation Board
(ERIB) and the GMC that systems for evaluating doctors’ fitness to practice are in
place, functioning, effective and consistent.

5

Please do not use this version of the form to submit your response.

OFFICIAL

This AOA exercise is divided into five sections:

Section 1: The Designated Body and the Responsible Officer
Section 2: Appraisal
Section 3: Monitoring Performance and Responding to Concerns
Section 4: Recruitment and Engagement
Section 5: Additional Comments

The questionnaire should be completed by the responsible officer on behalf of the
designated body, though the input of information to the questionnaire may be appropriately
delegated. The questionnaire should be completed during April and May 2016 for the year
ending 31 March 2016. The deadline for submission will be detailed in an email containing
the link to the electronic version of the form, which will be sent after 31 March 2016.

Whilst NHS England is a single designated body, for the purpose of this audit, the national
and regional offices of NHS England should answer as a ‘designated body’ in their own right.

Following completion of this AOA exercise, designated bodies should:
•
•

consider using the information gathered to produce a status report and to conduct a
review of their organisations’ developmental needs.
complete a statement of compliance and submit it to NHS England by the 30th
September 2016.

The audit process will also enable designated bodies to provide assurance that they are
fulfilling their statutory obligations and their systems are sufficiently effective to support the
responsible officer’s recommendations.

For further information, references and resources see pages 30-31
and www.england.nhs.uk/revalidation
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2 Guidance for submission
Guidance for submission:
•
•
•
•
•

•
•
•
•
•

Several questions require a ‘Yes’ or ‘No’ answer. In order to answer ‘Yes’, you must
be able to answer ‘Yes’ to all of the statements listed under ‘to answer ‘Yes’’
Please do not use this version of the questionnaire to submit your designated body’s
response.
You will receive an email with an electronic link to a unique version of this form for
your designated body.
You should only use the link received from NHS England by email, as it is unique to
your organisation.
Once the link is opened, you will be presented with two buttons; one to download a
blank copy of the AOA for reference, the second button will take you to the electronic
form for submission.
Submissions can only be received electronically via the link. Please do not complete
hardcopies or email copies of the document.
The form must be completed in its entirety prior to submission; it cannot be partcompleted and saved for later submission.
Once the ‘submit’ button has been pressed, the information will be sent to a central
database, collated by NHS England.
A copy of the completed submission will be automatically sent to the responsible
officer.
Please be advised that Questions 1.1-1.3 may have been automatically populated
with information previously held on record by NHS England. The submitter has a
responsibility to check that the information is correct and should update the
information if required, before submitting the form.
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3 Section 1 – The Designated Body and the Responsible Officer
SSection 1
1.1

The Designated Body and the Responsible Officer
Name of designated body: Greater Manchester West Mental Health NHS Foundation Trust
Address line 1 Trust Headquarters, The Curve
Address line 2 Bury New Road
Address line 3
Address line 4
City Prestwich
County
Postcode M25 3BL
Responsible officer:
Title *****
GMC registered last name *****
GMC registered first name *****
Phone *****
GMC reference number *****
Email *****
Medical Director:
No Medical Director
Title *****
GMC registered first name *****
GMC registered last name *****
GMC reference number *****
Phone *****
Email *****
Clinical Appraisal Lead:
No Clinical Appraisal Lead
Title *****
GMC registered first name *****
GMC registered last name *****
GMC reference number *****
Phone *****
Email *****
Chief executive (or equivalent):
Title *****
First name *****
Last name *****
GMC reference number (if applicable)
Phone *****
Email *****
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1.2

Acute hospital/secondary care foundation trust

Type/sector of
designated
body:
(tick one)

Acute hospital/secondary care non-foundation trust
Mental health foundation trust
NHS

✔

Mental health non-foundation trust
Other NHS foundation trust (care trust, ambulance trust, etc)
Other NHS non-foundation trust (care trust, ambulance trust, etc)
Special health authorities (NHS Litigation Authority, NHS Trust
Development Authority, NHS Blood and Transplant, etc)
NHS England (local office)

NHS England

NHS England (regional office)
NHS England (national office)
Independent healthcare provider
Locum agency
Faculty/professional body (FPH, FOM, FPM, IDF, etc)

Independent / non-NHS
sector
(tick one)

Academic or research organisation
Government department, non-departmental public body or
executive agency
Armed Forces
Hospice
Charity/voluntary sector organisation
Other non-NHS (please enter type)
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1.3

The responsible officer’s higher level
responsible officer is based at:
[tick one]

NHS England North

✔

NHS England Midlands and East
NHS England London
NHS England South
NHS England (National)
Department of Health NHS
Faculty of Medical Leadership and Management - for NHS England
(national office) only
Other (Is a suitable person)

1.4

A responsible officer has been nominated/appointed in compliance with the regulations.
✔

To answer ‘Yes’:
• The responsible officer has been a medical practitioner fully registered under the Medical Act 1983
throughout the previous five years and continues to be fully registered whilst undertaking the role of
responsible officer.
• There is evidence of formal nomination/appointment by board or executive of each organisation for which
the responsible officer undertakes the role.

Yes
No
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1.5

Where a Conflict of Interest or Appearance of Bias has been identified and agreed with the higher level
responsible officer; has an alternative responsible officer been appointed?

Yes
No

(Please note that in The Medical Profession (Responsible Officers) Regulations 2010 (Her Majesty’s Stationery
Office, 2013), an alternative responsible officer is referred to as a second responsible officer)

✔

N/A

To answer ‘Yes’:
The designated body has nominated an alternative responsible officer in all cases where there is a
conflict of interest or appearance of bias between the responsible officer and a doctor with whom the
designated body has a prescribed connection.
To answer 'No’:
A potential conflict of interest or appearance of bias has been identified, but an alternative responsible
officer has not been appointed.
To answer 'N/a’:
No cases of conflict of interest or appearance of bias have been identified.
Additional guidance
Each designated body will have one responsible officer but the regulations allow for an alternative responsible
officer to be nominated or appointed where a conflict of interest or appearance of bias exists between the
responsible officer and a doctor with whom the designated body has a prescribed connection. This will cover the
uncommon situations where close family or business relationships exist, or where there has been longstanding
interpersonal animosity.
In order to ensure consistent thresholds and a common approach to this, potential conflict of interest or
appearance of bias should be agreed with the higher level responsible officer. An alternative responsible officer
should then be nominated or appointed by the designated body and will require training and support in the same
way as the first responsible officer. To ensure there is no conflict of interest or appearance of bias, the alternative
responsible officer should be an external appointment and will usually be a current experienced responsible officer
from the same region. Further guidance is available in Responsible Officer Conflict of Interest or Appearance of
Bias: Request to Appoint and Alternative Responsible Officer (NHS Revalidation Support Team, 2014).
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1.6

In the opinion of the responsible officer, sufficient funds, capacity and other resources have been
provided by the designated body to enable them to carry out the responsibilities of the role.

✔

Yes
No

Each designated body must provide the responsible officer with sufficient funding and other resources necessary
to fulfil their statutory responsibilities. This may include sufficient time to perform the role, administrative and
management support, information management and training. The responsible officer may wish to delegate some
of the duties of the role to an associate or deputy responsible officer. It is important that those people acting on
behalf of the responsible officer only act within the scope of their authority. Where some or all of the functions are
commissioned externally, the designated body must be satisfied that all statutory responsibilities are fulfilled.
1.7

The responsible officer is appropriately trained and remains up to date and fit to practise in the role of
responsible officer.

•
•
•
•

Yes
No

To answer ‘Yes’:
•
•

✔

Appropriate recognised introductory training has been undertaken.
Appropriate ongoing training and development is undertaken in agreement with the responsible
officer’s appraiser.
The responsible officer has made themselves known to the higher level responsible officer.
The responsible officer is engaged in the regional responsible officer network.
The responsible officer is actively involved in peer review for the purposes of calibrating their decisionmaking processes and organisational systems.
The responsible officer includes relevant supporting information relating to their responsible officer role
in their appraisal and revalidation portfolio including the results of the Annual Organisational Audit and
the resulting action plan.

12

Please do not use this version of the form to submit your response.

OFFICIAL

1.8

The responsible officer ensures that accurate records are kept of all relevant information, actions and
decisions relating to the responsible officer role.

✔

Yes
No

The responsible officer records should include appraisal records, fitness to practise evaluations, investigation and
management of concerns, processes relating to ‘new starters’, etc.
1.9

The responsible officer ensures that the designated body's medical revalidation policies and procedures
are in accordance with equality and diversity legislation.

✔

Yes
No

To answer ‘Yes’:
•
An evaluation of the fairness of the organisation’s policies has been performed (for example, an
equality impact assessment).
1.10

The responsible officer makes timely recommendations to the GMC about the fitness to practise of all
doctors with a prescribed connection to the designated body, in accordance with the GMC requirements
and the GMC Responsible Officer Protocol.

✔

Yes
No

To answer ‘Yes’:
•
The designated body’s board report contains explanations for all missed and late recommendations,
and reasons for deferral submissions.
1.11

The governance systems (including clinical governance where appropriate) are subject to external or
independent review.

✔

Yes
No

Most designated bodies will be subject to external or independent review by a regulator. Designated bodies which
are healthcare providers are subject to review by the national healthcare regulators (the Care Quality Commission
or Monitor). Where designated bodies will not be regulated or overseen by an external regulator (for example
locum agencies and organisations which are not healthcare providers), an alternative external or independent
review process should be agreed with the higher level responsible officer.
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1.12

The designated body has commissioned or undertaken an independent review* of its processes relating
to appraisal and revalidation.
(*including peer review, internal audit or an externally commissioned assessment)

✔

Yes
No
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4

Section 2 – Appraisal

Section 2
2.1

Appraisal

2.1.6

2.1.7

TOTAL (this cell will sum automatically 2.1.1 – 2.1.6).

93

47

20

1

0

68

18

3

1

0

22

0

0

0

0

0

0

0

0

0

0

2

0

1

0

3

0

0

0

0

0

67

23

3

0

93
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Total

2.1.5

3
Unapproved
incomplete or
missed appraisal
(3)

2.1.4

Staff grade, associate specialist, specialty doctor (permanent employed staff
22
including hospital practitioners, clinical assistants who do not have a prescribed
connection elsewhere, NHS, hospices, and government/other public body staff).
Doctors on Performers Lists (for NHS England and the Armed Forces only; doctors
0
on a medical or ophthalmic performers list. This includes all general practitioners
(GPs) including principals, salaried and locum GPs).
Doctors with practising privileges (this is usually for independent healthcare
providers, however practising privileges may also rarely be awarded by NHS
0
organisations. All doctors with practising privileges who have a prescribed connection
should be included in this section, irrespective of their grade).
Temporary or short-term contract holders (temporary employed staff including
locums who are directly employed, trust doctors, locums for service, clinical research
3
fellows, trainees not on national training schemes, doctors with fixed-term employment
contracts, etc).
Other doctors with a prescribed connection to this designated body (depending
on the type of designated body, this category may include responsible officers, locum
0
doctors, and members of the faculties/professional bodies. It may also include some
non-clinical management/leadership roles, research, civil service, doctors in wholly
independent practice, other employed or contracted doctors not falling into the above
categories, etc).

2
Approved
incomplete or
missed appraisal
(2)

2.1.3

68

1b
Completed
Appraisal (1b)

2.1.2

Consultants (permanent employed consultant medical staff including honorary
contract holders, NHS, hospices, and government /other public body staff. Academics
with honorary clinical contracts will usually have their responsible officer in the NHS
trust where they perform their clinical work).

Completed
Appraisal (1a)

See guidance notes on pages 16-18 for assistance completing this table

Number of
Prescribed
Connections

Where the answer is ‘nil’ please enter ‘0’.

2.1.1

1a

IMPORTANT: Only doctors with whom the designated body has a prescribed
connection at 31 March 2016 should be included.

OFFICIAL

Did the doctor have an
appraisal meeting
between 1st April 2015
and 31st March 2016, for
which the appraisal
outputs have been
signed off?
(include if appraisal
undertaken with
previous organisation)

Yes

Was this in the 3
months preceding
the appraisal due
date*,

No

Was the reason for
missing the
appraisal agreed by
the RO in advance?

Yes

No

Unapproved incomplete
or missed appraisal

(3)
Approved incomplete
or missed appraisal
(2)

Completed Appraisal
(1a)

AND
was the appraisal
summary signed off
within 28 days of
the appraisal date,
AND

Completed Appraisal
(1b)

did the entire
process occur
between 1 April and
31 March?

16

Please do not use this version of the form to submit your response.

OFFICIAL

2.1

Column - Number of Prescribed Connections:
Number of doctors with whom the designated body has a prescribed connection as at 31 March 2016
The responsible officer should keep an accurate record of all doctors with whom the designated body has a prescribed
connection and must be satisfied that the doctors have correctly identified their prescribed connection. Detailed
advice on prescribed connections is contained in the responsible officer regulations and guidance and further advice
can be obtained from the GMC and the higher level responsible officer. The categories of doctor relate to current roles
and job titles rather than qualifications or previous roles. The number of individual doctors in each category should be
entered in this column. Where a doctor has more than one role in the same designated body a decision should be
made about which category they belong to, based on the amount of work they do in each role. Each doctor should be
included in only one category. For a doctor who has recently completed training, if they have attained CCT, then they
should be counted as a prescribed connection. If CCT has not yet been awarded, they should be counted as a
prescribed connection within the LETB AOA return.
Column - Measure 1a Completed medical appraisal:
A Category 1a completed annual medical appraisal is one where the appraisal meeting has taken place in the three
months preceding the agreed appraisal due date*, the outputs of appraisal have been agreed and signed-off by the
appraiser and the doctor within 28 days of the appraisal meeting, and the entire process occurred between 1 April and
31 March. For doctors who have recently completed training, it should be noted that their final ACRP equates to an
appraisal in this context.
Column - Measure 1b Completed medical appraisal:
A Category 1b completed annual medical appraisal is one in which the appraisal meeting took place in the appraisal
year between 1 April and 31 March, and the outputs of appraisal have been agreed and signed-off by the appraiser
and the doctor, but one or more of the following apply:
- the appraisal did not take place in the window of three months preceding the appraisal due date;
- the outputs of appraisal have been agreed and signed-off by the appraiser and the doctor between 1 April and 28
April of the following appraisal year;
- the outputs of appraisal have been agreed and signed-off by the appraiser and the doctor more than 28 days after
the appraisal meeting.
However, in the judgement of the responsible officer the appraisal has been satisfactorily completed to the standard
required to support an effective revalidation recommendation.
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Where the organisational information systems of the designated body do not permit the parameters of a Category 1a
completed annual medical appraisal to be confirmed with confidence, the appraisal should be counted as a Category
1b completed annual medical appraisal.
Column - Measure 2: Approved incomplete or missed appraisal:
An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, but the responsible
officer has given approval to the postponement or cancellation of the appraisal. The designated body must be able to
produce documentation in support of the decision to approve the postponement or cancellation of the appraisal in
order for it to be counted as an Approved incomplete or missed annual medical appraisal.
Column - Measure 3: Unapproved incomplete or missed appraisal:
An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, and the responsible
officer has not given approval to the postponement or cancellation of the appraisal.
Where the organisational information systems of the designated body do not retain documentation in support of a
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an
Unapproved incomplete or missed annual medical appraisal.
Column Total:
Total of columns 1a+1b+2+3. The total should be equal to that in the first column (Number of Prescribed Connections),
the number of doctors with a prescribed connection to the designated body at 31 March 2016.
* Appraisal due date:
A doctor should have a set date by which their appraisal should normally take place every year (the ‘appraisal due
date’). The appraisal due date should remain the same each year unless changed by agreement with the doctor’s
responsible officer. Where a doctor does not have a clearly established appraisal due date, the next appraisal should
take place by the last day of the twelfth month after the preceding appraisal. This should then by default become their
appraisal due date from that point on. For a designated body which uses an ‘appraisal month’ for appraisal scheduling,
a doctor’s appraisal due date is the last day of their appraisal month.
For more detail on setting a doctor’s appraisal due date see the Medical Appraisal Logistics Handbook (NHS England,
2015)
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2.2

Every doctor with a prescribed connection to the designated body with a missed or incomplete medical
appraisal has an explanation recorded
If all appraisals are in Categories 1a and/or 1b, please answer N/A.

✔

Yes
No
N/A

To answer Yes:
•

The responsible officer ensures accurate records are kept of all relevant actions and decisions relating to the
responsible officer role.
• The designated body’s annual report contains an audit of all missed or incomplete appraisals (approved and
unapproved) for the appraisal year 2015/16 including the explanations and agreed postponements.
• Recommendations and improvements from the audit are enacted.
Additional guidance:
A missed or incomplete appraisal, whether approved or unapproved, is an important occurrence which could indicate a
problem with the designated body’s appraisal system or non-engagement with appraisal by an individual doctor which
will need to be followed up.
Measure 2: Approved incomplete or missed appraisal:
An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, but the responsible
officer has given approval to the postponement or cancellation of the appraisal. The designated body must be able to
produce documentation in support of the decision to approve the postponement or cancellation of the appraisal in
order for it to be counted as an Approved incomplete or missed annual medical appraisal.
Measure 3: Unapproved incomplete or missed appraisal:
An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, and the responsible
officer has not given approval to the postponement or cancellation of the appraisal.
Where the organisational information systems of the designated body do not retain documentation in support of a
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an
Unapproved incomplete or missed annual medical appraisal.
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2.3

2.4

There is a medical appraisal policy, with core content which is compliant with national guidance, that has
been ratified by the designated body's board (or an equivalent governance or executive group)
To answer ‘Yes’:
• The policy is compliant with national guidance, such as Good Medical Practice Framework for Appraisal and
Revalidation (GMC, 2013), Supporting Information for Appraisal and Revalidation (GMC, 2012), Medical
Appraisal Guide (NHS Revalidation Support Team, 2014), The Role of the Responsible Officer: Closing the
Gap in Medical Regulation, Responsible Officer Guidance (Department of Health, 2010), Quality Assurance of
Medical Appraisers (NHS Revalidation Support Team, 2014).
• The policy has been ratified by the designated body’s board or an equivalent governance or executive group.
There is a mechanism for quality assuring an appropriate sample of the inputs and outputs of the medical
appraisal process to ensure that they comply with GMC requirements and other national guidance, and the
outcomes are recorded in the annual report template.
To answer ‘Yes’:
• The appraisal inputs comply with the requirements in Supporting Information for Appraisal and Revalidation
(GMC, 2012) and Good Medical Practice Framework for Appraisal and Revalidation (GMC, 2013), which are:
o Personal information.
o Scope and nature of work.
o Supporting information:
1. Continuing professional development,
2. Quality improvement activity,
3. Significant events,
4. Feedback from colleagues,
5. Feedback from patients,
6. Review of complaints and compliments.
o Review of last year’s PDP.
o Achievements, challenges and aspirations.
• The appraisal outputs comply with the requirements in the Medical Appraisal Guide (NHS Revalidation Support
Team, 2014) which are:
o Summary of appraisal,
o Appraiser’s statement,
o Post-appraisal sign-off by doctor and appraiser.

✔

Yes
No

✔

Yes
No
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2.5

Additional guidance:
Quality assurance is an integral part of the role of the responsible officer. The standards for the inputs and outputs of
appraisal are detailed in Supporting Information for Appraisal and Revalidation (GMC, 2012), Good Medical Practice
Framework for Appraisal and Revalidation (GMC, 2013) and the Medical Appraisal Guide (NHS Revalidation Support
Team, 2014) and the responsible officer must be assured that these standards are being met consistently. The
methodology for quality assurance should be outlined in the designated body’s appraisal policy and include a sampling
process. Quality assurance activities can be undertaken by those acting on behalf of the responsible officer with
appropriate delegated authority.
There is a process in place for the responsible officer to ensure that key items of information (such as specific
complaints, significant events and outlying clinical outcomes) are included in the appraisal portfolio and
discussed at the appraisal meeting, so that development needs are identified.
To answer ‘Yes’:
• There is a written description within the appraisal policy of the process for ensuring that key items of supporting
information are included in the doctor’s portfolio and discussed at appraisal.
• There is a process in place to ensure that where a request has been made by the responsible officer to include
a key item of supporting information in the appraisal portfolio, the appraisal portfolio and summary are checked
after completion to ensure this has happened.
Additional guidance:

✔

Yes
No

It is important that issues and concerns about performance or conduct are addressed at the time they arise. The
appraisal meeting is not usually the most appropriate setting for dealing with concerns and in most cases these are
dealt with outside the appraisal process in a clinical governance setting. Learning by individuals from such events is an
important part of resolving concerns and the appraisal meeting is usually the most appropriate setting to ensure this is
planned and prioritised.
In a small proportion of cases, the responsible officer may therefore wish to ensure certain key items of supporting
information are included in the doctor’s portfolio and discussed at appraisal so that development needs are identified
and addressed. In these circumstances the responsible officer may require the doctor to include certain key items of
supporting information in the portfolio for discussion at appraisal and may need to check in the appraisal summary that
the discussion has taken place. The method of sharing key items of supporting information should be described in the
appraisal policy. It is important that information is shared in compliance with principles of information governance and
security. For further detail, see Information Management for Revalidation in England (NHS Revalidation Support
Team, 2014).
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2.6

The responsible officer ensures that the designated body has access to sufficient numbers of trained
appraisers to carry out annual medical appraisals for all doctors with whom it has a prescribed connection

✔

Yes
No

To answer ‘Yes’:
The responsible officer ensures that:
•

Medical appraisers are recruited and selected in accordance with national guidance.

•

In the opinion of the responsible officer, the number of appropriately trained medical appraisers to doctors
being appraised is between 1:5 and 1:20.
• In the opinion of the responsible officer, the number of trained appraisers is sufficient for the needs of the
designated body.
Additional guidance:
It is important that the designated body’s appraiser workforce is sufficient to provide the number of appraisals needed
each year. This assessment may depend on total number of doctors who have a prescribed connection, geographical
spread, speciality spread, conflicts of interest and other factors. Depending on the needs of the designated body,
doctors from a variety of backgrounds should be considered for the role of appraiser. This includes locums and
salaried general practitioners in primary care settings and staff and associate specialist doctors in secondary care
settings. An appropriate specialty mix is important though it is not possible for every doctor to have an appraiser from
the same specialty.
Appraisers should participate in an initial training programme before starting to perform appraisals. The training for
medical appraisers should include:
•

Core appraisal skills and skills required to promote quality improvement and the professional development of
the doctor

•

Skills relating to medical appraisal for revalidation and a clear understanding of how to apply professional
judgement in appraisal

•

Skills that enable the doctor to be an effective appraiser in the setting within which they work, including both
local context and any specialty specific elements.

Further guidance on the recruitment and training of medical appraisers is available; see Quality Assurance of Medical
Appraisers (NHS Revalidation Support Team, 2014).
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2.7

Medical appraisers are supported in their role to calibrate and quality assure their appraisal practice.
To answer ‘Yes’:

✔

Yes
No

The responsible officer ensures that:
•

•
•
•

Medical appraisers have completed a suitable training programme, with core content compliant with
national guidance (Quality Assurance of Medical Appraisers), including equality and diversity and
information governance, before starting to perform appraisals.
All appraisers have access to medical leadership and support.
There is a system in place to obtain feedback on the appraisal process from doctors being appraised.
Medical appraisers participate in ongoing performance review and training/development activities, to
include peer review and calibration of professional judgements (Quality Assurance of Medical
Appraisers).

Additional guidance:
Further guidance on the support for medical appraisers is available in Quality Assurance of Medical Appraisers (NHS
Revalidation Support Team, 2014).
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5 Section 3 – Monitoring Performance and Responding to Concerns
Section 3

3.1

Monitoring Performance and Responding to Concerns

There is a system for monitoring the fitness to practise of doctors with whom the designated body has a
prescribed connection.

✔

Yes
No

To answer ‘Yes’:
•

Relevant information (including clinical outcomes, reports of external reviews of service for example Royal
College reviews, governance reviews, Care Quality Commission reports, etc.) is collected to monitor the
doctor’s fitness to practise and is shared with the doctor for their portfolio.

•

Relevant information is shared with other organisations in which a doctor works, where necessary.

•

There is a system for linking complaints, significant events/clinical incidents/SUIs to individual doctors.

•

Where a doctor is subject to conditions imposed by, or undertakings agreed with the GMC, the responsible
officer monitors compliance with those conditions or undertakings.

•

The responsible officer identifies any issues arising from this information, such as variations in individual
performance, and ensures that the designated body takes steps to address such issues.

•

The quality of the data used to monitor individuals and teams is reviewed.

•

Advice is taken from GMC employer liaison advisers, National Clinical Assessment Service, local expert
resources, specialty and Royal College advisers where appropriate.

Additional guidance:
Where detailed information can be collected which relates to the practice of an individual doctor, it is important to
include it in the annual appraisal process. In many situations, due to the nature of the doctor’s work, the collection
of detailed information which relates directly to the practice of an individual doctor may not be possible. In these
situations, team-based or service-level information should be monitored. The types of information available will be
dependent on the setting and the role of the doctor and will include clinical outcome data, audit, complaints,
significant events and patient safety issues. An explanation should be sought where an indication of outlying
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quality or practice is discovered. The information/data used for this purpose should be kept under review so that
the most appropriate information is collected and the quality of the data (for example, coding accuracy) is
improved.
In primary care settings this type of information is not always routinely collected from general practitioners or
practices and new arrangements may need to be put in place to ensure the responsible officer receives relevant
fitness to practise information. In order to monitor the conduct and fitness to practise of trainees, arrangements will
need to be agreed between the local education and training board and the trainee’s clinical attachments to ensure
relevant information is available in both settings.
3.2

The responsible officer ensures that a responding to concerns policy is in place (which includes
arrangements for investigation and intervention for capability, conduct, health, and fitness to practise
concerns) which is ratified by the designated body’s board (or an equivalent governance or executive
group).
To answer ‘Yes’:
•

✔

Yes
No

A policy for responding to concerns, which complies with the responsible officer regulations, has been
ratified by the designated body's board (or an equivalent governance or executive group).

Additional guidance:
It is the responsibility of the responsible officer to respond appropriately when unacceptable variation in individual
practice is identified or when concerns exist about the fitness to practise of doctors with whom the designated
body has a prescribed connection. The designated body should establish a procedure for initiating and managing
investigations.
National guidance is available in the following key documents:
• Supporting Doctors to Provide Safer Healthcare: Responding to Concerns about a Doctor’s Practice (NHS
Revalidation Support Team, 2013).
• Maintaining High Professional Standards in the Modern NHS (Department of Health, 2003).
• The National Health Service (Performers Lists) (England) Regulations 2013.
• How to Conduct a Local Performance Investigation (National Clinical Assessment Service, 2010).
The responsible officer regulations outline the following responsibilities:
• Ensuring that there are formal procedures in place for colleagues to raise concerns.
• Ensuring there is a process established for initiating and managing investigations of capability, conduct,
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•
•
•
•

•
•
•
•
•
•
•

•

3.3

health and fitness to practise concerns which complies with national guidance, such as How to conduct a
local performance investigation (National Clinical Assessment Service, 2010).
Ensuring investigators are appropriately qualified.
Ensuring that there is an agreed mechanism for assessing the level of concern that takes into account the
risk to patients.
Ensuring all relevant information is taken into account and that factors relating to capability, conduct,
health and fitness to practise are considered.
Ensuring that there is a mechanism to seek advice from expert resources, including: GMC employer liaison
advisers, the National Clinical Assessment Service, specialty and royal college advisers, regional
networks, legal advisers, human resources staff and occupational health.
Taking any steps necessary to protect patients.
Where appropriate, referring a doctor to the GMC.
Where necessary, making a recommendation to the designated body that the doctor should be suspended
or have conditions or restrictions placed on their practice.
Sharing relevant information relating to a doctor’s fitness to practise with other parties, in particular the new
responsible officer should the doctor change their prescribed connection.
Ensuring that a doctor who is subject to these procedures is kept informed about progress and that the
doctor’s comments are taken into account where appropriate.
Appropriate records are maintained by the responsible officer of all fitness to practise information
Ensuring that appropriate measures are taken to address concerns, including but not limited to:
• Requiring the doctor to undergo training or retraining,
• Offering rehabilitation services,
• Providing opportunities to increase the doctor’s work experience,
• Addressing any systemic issues within the designated body which may contribute to the concerns
identified.
Ensuring that any necessary further monitoring of the doctor’s conduct, performance or fitness to practise
is carried out.

The board (or an equivalent governance or executive group) receives an annual report detailing the
number and type of concerns and their outcome.

✔

Yes
No
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3.4

The designated body has arrangements in place to access sufficient trained case investigators and case
managers.

✔

Yes
No

To answer ‘Yes’:
The responsible officer ensures that:
•

•
•
•

Case investigators and case managers are recruited and selected in accordance with national guidance
Supporting Doctors to Provide Safer Healthcare, Responding to concerns about a Doctor’s Practice (NHS
Revalidation Support Team, 2013).
Case investigators and case managers have completed a suitable training programme, with essential core
content (see guidance documents above).
Personnel involved in responding to concerns have sufficient time to undertake their responsibilities
Individuals (such as case investigators, case managers) and teams involved in responding to concerns
participate in ongoing performance review and training/development activities, to include peer review and
calibration (see guidance documents above).

Additional guidance
The standards for training for case investigators and case managers are contained in Guidance for Recruiting for
the Delivery of Case Investigator Training (NHS Revalidation Support Team, 2014) and Guidance for Recruiting
for the Delivery of Case Manager Training (NHS Revalidation Support Team, 2014). Case investigators or case
managers may be within the designated body or commissioned externally.
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6 Section 4 – Recruitment and Engagement
Section 4

4.1

Recruitment and Engagement
There is a process in place for obtaining relevant information when the designated body enters into a
contract of employment or for the provision of services with doctors (including locums).

✔

Yes
No

In situations where the doctor has moved to a new designated body without a contract of employment, or for the
provision of services (for example, through membership of a faculty) the information needs to be available to the
new responsible officer as soon as possible after the prescribed connection commences. This will usually involve a
formal request for information from the previous responsible officer.
Additional guidance
The regulations give explicit responsibilities to the responsible officer when a designated body enters into a contract
of employment or for the provision of services with a doctor. These responsibilities are to ensure the doctor is
sufficiently qualified and experienced to carry out the role. All new doctors are covered under this duty even if the
doctor’s prescribed connection remains with another designated body. This applies to locum agency contracts and
also to the granting of practising privileges by independent health providers.
The prospective responsible officer must:
• Ensure doctors have qualifications and experience appropriate to the work to be performed,
• Ensure that appropriate references are obtained and checked,
• Take any steps necessary to verify the identity of doctors,
• Ensure that doctors have sufficient knowledge of the English language for the work to be performed, and
• For NHS England regional teams, manage admission to the medical performers list in accordance with the
regulations.
It is also important that the following information is available:
• GMC information: fitness to practise investigations, conditions or restrictions, revalidation due date,
• Disclosure and Barring Service check (although delays may prevent these being available to the responsible
officer before the starting date in every case), and

28

Please do not use this version of the form to submit your response.

OFFICIAL

• Gender and ethnicity data (to monitor fairness and equality; providing this information is not mandatory).
It may be helpful to obtain a structured reference from the current responsible officer which complies with GMC
guidance on writing references and includes relevant factual information relating to:
• The doctor’s competence, performance or conduct,
• Appraisal dates in the current revalidation cycle, and,
• Local fitness to practise investigations, local conditions or restrictions on the doctor’s practice, unresolved
fitness to practise concerns.
See Good Medical Practice: Supplementary Guidance: Writing References (GMC, 2007) and paragraph 19 of Good
Medical Practice (GMC, 2013) for further details.
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7 Section 5 – Comments
Section 5

Comments

5.1
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28. How to Conduct a Local Performance Investigation (National Clinical Assessment
Service, 2010)
29. Use of NHS Exclusion and Suspension from Work amongst Doctors and Dentists
2011/12 (National Clinical Assessment Service, 2011)
30. Return to Practice Guidance (Academy of Medical Royal Colleges, 2012)
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Appendix 3
Table 4- a summary of monitoring activity and frequency
Requirement

Frequency

Process for
monitoring

Evidence/
Source

Responsible
Individual

Responsible
Officer
Monthly
Monitoring

Monthly

Emails,
Appraisal
database.

Appraisal and
Revalidation
Lead (A&R
Lead).

Preemployment
checks

As required.

Standard
template.
National
guidance.

A&R Lead,
Medical
Staffing Team.
Medical
Staffing
Manager

Doctor
concern
meetings

Bi-Monthly

1:1 meetings
with RO and
Assistant
Medical Director
(AMD) to
discuss activity/
issues.
Transfer of
fitness to
practice
information from
RO to RO
relating to doctor
appraisal in
previous
employment
HR update.
Meeting to
discuss doctor
concerns,
complaints,
investigations

HR database,
Datix,
Complaints.
GMC

RO, AMD,
Medical
Staffing
Manager, A&R
Lead.
GMC
representative

Lead
Consultant
forum

Bi-Monthly

Agenda
Minutes

RO, AMD,
other
representative
as appropriate
such as A&R
Lead

Policy and
guidance
review

Annual/ As
required

National
guidance- GMC,
NHS England,
RCPsych

A&R Lead,
AMD, RO.

Quality
assurance
assessment

Annual

PDP, appraisal
summaries

A&R Lead,
AMD, RO

Appraisal/
appraiser
feedback

Annual

Regular agenda
item for
appraisal. Share
information
relating to
appraisal and
revalidation, incl
issues, training
and policy
updates.
Check policy
and guidance
against national
guidance and
current Trust
practice.
Audit and
qualitative
assessment of
appraisal
outputs
Quality/
experience
feedback

Doctor
questionnaire
post appraisal

A&R Lead

Feedback on
Appraisal
system

Annual

Annual
Annual
Organisational
Audit (AOA)

Annual Board
Report

Annual

Statement of
Compliance

Annual

Independent
Verification

Every 5 years
(once every RO
revalidation
cycle)

gathered after
each appraisal
Written or verbal
feedback from
appraisers and
doctors
Standardised
template,
reporting key
indicators incl,
appraisal rates,
appraiser
numbers,
training
frequency, audit
of missed
appraisals.
Supports the
AOA. Detailed
examination of
appraisal activity
and audits.
Board approve a
statement to
confirm RO
satisfies RO
regulations.
External audit or
inspection from
NHS England
office.

Questionnaires,
meeting notes,
emails, 1:1’s

A&R Lead,
AMD.

Appraisal
database, HR
database.

A&R Lead,
RO.

AOA, Appraisal
database, HR
database.
Policies and
procedures.
AOA, Annual
Board Report.

A&R Lead,
RO. Board

Audit report/
Management
response and
action plan

RO and NHS
England

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

Responsiveness

CQC

Area

RAG
Good

Domain
Effectiveness

Monitor 6

Requires Improvement

Safety
Responsiveness

Good

Caring

Good

Well Led

Good

Monitor 7
Monitor 8

GMW Overall Rating is GOOD

National CQUIN N2a

Effectiveness
Area
Monitor 4
Monitor 5
Monitor 9
Monitor 10
Monitor 11
CCG CQUIN GM3
CCG CQUIN GM4
CCG CQUIN L2
NHS England MH.iv
NHS England MH.v

Indicator
Psychosis Early
Intervention
Delayed Discharges
MHSDS Identifiers
MHSDS Outcomes
Learning Disability
Crisis Concordat
Shared Care Protocols
Older Adults Functional
Care
CAMHS Care Pathways
Benchmarking MHD
Outcomes

CCG CQUIN GM2

RAG

G
G
G
G
G
G
G
G

NHS England MH.iii
HR 3

Indicator
7 Day Follow Up
CPA Reviews
Gatekeeping
Registration
Communication with GPs
Suicide Prevention
Reducing Restrictive
Practices
Staffing Levels
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RAG
G
R
R
G
G
G

Well Led
Area
HR 1
HR 2
HR 4
Monitor Risk Ratings
Monitor Risk Ratings

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

RAG
R
R
G
G
G

G

Caring

Safety
Area
Monitor 1
Monitor 2
Monitor 3
CQC
National CQUIN N2b
CCG CQUIN L1

CCG CQUIN L3

G

Indicator
Early Intervention treatment start within 2
weeks
IAPT - Treated within 6
weeks
IAPT - Treated within 18
weeks
Cardio Metabolic
Assessment
IM&T & Mental Health
Waiting Times
Physical Health Early
Intervention

Area

RAG
G
G
G
G
G
G

CCG CQUIN GM 1
NHS England MH.ii

Indicator
IAPT - Recovery and
Reliable Improvement
Recovery Colleges

RAG
G
G

G
G

3

Monitor Risk Assessment Framework—Overview
Risk Ratings
Area

Area of Risk

Balance Sheet Sustainability
Continuity of
Liquidity
Services
Weighted Average
Underlying Performance
Financial
Variance From Plan
Efficiency
Weighted Average

Area

Ratio

Rating

Capital Servicing Capacity (No. of times)
Liquidity Ratio (days)
I&E Margin (%)
Variance in I&E Margin as a % of Income

Indicator

Plan

Performance against national
access and outcomes requirements

Q4

G

Overall

G
Plan
G
G

2015/16

6.91

25%

Plan
4

31.06

25%

4

7.38
1.31

50.00%
25%
25%
50.00%

4
4
4
4

Q1

Q2

Q3

Q4

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC

G

G

Overall
Risk
Rating

MEMBERSHIP as at Q4 2015-2016

Q3

G

Continuity of services and aspects
of financial governance

Indicator
Monitor Risk Governance
Ratings
Financial

2015/16
Q2

G

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

Area

Q1

Monitor
Weighting

Bolton Public

10.20%

285

821

Over

Salford Public

8.86%

210

713

Over

Trafford Public

8.30%

294

668

Over

NW Public

16.62%

162

1,337

Over

43.98%

951

3,539

Over

417

1,335

Over

Sub Total

SERVICE USER & CARER
Service User
Carer

Q1

2015/16
Q2

2.93%

69

236

Over

19.53%

486

1,571

Over

Health and Social
Care

36.49%

795

2,936

Over

GMW TOTAL

100.00%

2,232

8,046

Over

Sub Total

Q3

Q4

16.59%

STAFF

Comments: GMW has achieved the maximum ratings of 4 for finance and Green for Governance; an achievement of only c.20% of Trusts in England.
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Monitor Mental Health Indicators
Monitor Mental Health Indicators—Summary
The monthly figure provides an indication of performance for the current quarter to date. The quarter figure is the actual performance from the Monitor
submission unless otherwise stated.
2015/16
Outturn

Target

97.0%

2. Have formal review within 12 months.
3. Admissions to Inpatient services had
access to Crisis Resolution Home Treatment
teams.

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

Q1

Q2

2016/17
Q3

Q4

Apr-16

YTD

95.0%

98.0%

98.0%

97.2%

95.0%

-

NA

99.3%

95.0%

98.8%

98.8%

4. Meet commitment to serve new psychosis
183.5%
cases by early intervention teams.

95.0%

381.8%

381.8%

Comments

This indicator is a full year target and fluctuates
monthly due to low in-month numbers.

5. Minimising MH delayed transfers of care.

0.3%

7.5%

0.6%

0.6%

6. Early Intervention in Psychosis: first
experience treated with a NICE-approved
package within 2 weeks

73.0%

50.0%

75.0%

75.0%

This is a new indicator for 2016/17. 2015/16
Outturn is based on Q4 2015/16 submission.

7. IAPT Clients treated within 6 weeks of
referral

76.9%

75.0%

70.8%

70.8%

This is a new indicator for 2016/17. Performance
is as anticipated at month 1. Plans are in place
to achieve compliance by the end of Q2.

8. IAPT Clients treated within 18 weeks of
referral

95.6%

95.0%

93.2%

93.2%

This is a new indicator for 2016/17. Performance
is as anticipated at month 1. Plans are in place
to achieve compliance by the end of Q2.

9. Data Completeness - Identifiers:• NHS Number
• Date of Birth
• Postcode (normal residence)
• Current Gender
• Registered General Medical Practice
organisation code
• Commissioner organisation code

99.5%

97.0%

-

NA

10. Data Completeness - Outcomes:(for patients on CPA)
• Employment status recorded or confirmed
in last 12 months
• Accommodation status recorded or
confirmed in last 12 months
• HoNOS assessment in the last 12 Months

65.4%

50.0%

-

NA

11. Compliance with requirements regarding
access to healthcare for people with a
learning disability

Green

Compliance
with all 6
requirements

NA

NA
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Monitor Mental Health Indicators
1. CPA 7 Day Follow Up
Target

95.0%

95.0%

Apr-16
97.4%
97.3%
100.0%
100.0%
100.0%
97.1%
96.9%
100.0%
100.0%
98.0%

YTD
97.4%
96.7%
100.0%
100.0%
100.0%
97.1%
96.4%
100.0%
100.0%
98.0%

100.0%

90.0%
80.0%

70.0%
60.0%

98.0%

2015/16
Total 97.9%
Bolton
Functional 97.8%
Organic 100.0%
Total 96.6%
Salford
Functional 96.4%
Organic 100.0%
Total 97.2%
Trafford
Functional 97.3%
Organic 100.0%
FMH
95.7%
MHD
100.0%
GMW (Functional Only)
97.0%

97.0%

Directorate

14/15

A

50.0%
M

J

J

A

S

O

N

D

J

F

M

7 Days Follow Up - Total GMW % per Month 2016-2017

Comments: All services are within target for April 2016.

2015/16
97.8%
97.2%
97.6%
96.7%
95.7%
96.9%
92.9%
79.4%
97.2%

Target

95.0%

95.0%

2015/16
Apr-16
-

Q1

Comments: The monthly figure provides an indication of performance for the current quarter.
The HSCIC have cancelled the April Primary submission of the MHSDS which means that there won’t be
any data available nationally, however, the figures for
April will be available in May when the data is submitted
Board Performance Report - April 2016 Final Version

Directorate
Bolton
Salford
Trafford
GMW
450.0%
400.0%
350.0%
300.0%
250.0%
200.0%
150.0%
100.0%
50.0%

14/15

2015/16
213.5%
161.2%
168.8%
183.5%

Target
95.0%
95.0%

Apr-16
484.6%
318.4%
300.0%
381.8%

YTD
484.6%
318.4%
300.0%
381.8%

Comments: This indicator fluctuates monthly due to low in-month
numbers.

381.8%

Directorate
Bolton
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMW

4. New Psychosis Cases Served by Early Intervention Teams

183.5%

2. CPA Formal Review within 12 Months

M

J

S

N

J

M

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

Salford

Trafford

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

Forensic
Mental
Health
MHD
GMW (Exc. CAMHS)

2015/16
0.5%
0.5%
0.0%
0.3%
0.3%
0.0%
1.2%
1.5%
0.0%
0.0%
0.0%
0.0%
0.0%
0.3%

Target

7.5%

7.5%

Apr-16
1.6%
1.8%
0.0%
0.0%
0.0%
0.0%
1.5%
1.8%
0.0%
0.3%
0.0%
0.4%
0.0%
0.6%

YTD
1.6%
1.8%
0.0%
0.0%
0.0%
0.0%
1.5%
1.8%
0.0%
0.3%
0.0%
0.4%
0.0%
0.6%

Comments: All services are within target for April 2016.

9. & 10. MHSDS—Data Completeness
Identifiers

Outcomes
2016/17

Directorate
Bolton
Salford
Trafford
Forensic Mental Health
CJS
MHD
CPTS
CAMHS
GMW

2015/16
99.7%
99.5%
99.5%
98.8%
98.0%
98.6%
99.5%
99.5%
99.5%

Target

Apr-16

2016/17
Q1

-

97.0%

97.0%

2015/16
66.2%
73.5%
70.0%
73.6%
74.4%
75.4%
80.8%
82.7%
65.4%

Target

50.0%

50.0%

Apr-16
-

Q1

Comments: The monthly figure provides an indication of performance for the current quarter to date. The
quarter figure is the actual performance from the quarterly Monitor submission.
The HSCIC have cancelled the April Primary submission of the MHSDS which means that there won’t be
any data available nationally, however, the figures for
April will be available in May when the data is submitted

6. Early Intervention in Psychosis
Directorate
Bolton
Salford
Trafford
Other
GMW

2015/16
79.1%
45.0%
82.6%
100.0%
73.3%

Target
50.0%
50.0%

Apr-16
77.3%
85.7%
50.0%
100.0%
75.0%

Board Performance Report - April 2016 Final Version

YTD
77.3%
85.7%
50.0%
100.0%
75.0%

Comments
This is a new indicator introduced in Q4 2015/16. The 2015/16 Outturn is the Q4 2015/16 position.
All services are within target for April 2016.
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7. IAPT—Clients Treated Within 6 Weeks of Referral

8. IAPT—Clients Treated Within 18 Weeks of Referral

Treated < 6 weeks
Bolton
Salford
Trafford
Military Veterans
GMW

Treated < 18 Weeks
Bolton
Salford
Trafford
Military Veterans
GMW

2015/16
86.2%
47.5%
75.8%
75.0%
69.0%

Target
75.0%
75.0%

Apr-16
88.2%
47.6%
78.7%
33.3%
70.8%

YTD
88.2%
47.6%
78.7%
33.3%
70.8%

Comments: This is a new indicator introduced in Q4 2015/16. The 2015/16 Outturn is
the Q4 2015/16 position. Plans are in place to address under performance in both Salford and Military Veterans

2015/16
100.0%
89.3%
95.4%
100.0%
95.0%

Target
95.0%
95.0%

Apr-16
100.0%
86.9%
93.9%
100.0%
93.2%

YTD
100.0%
86.9%
93.9%
100.0%
93.2%

Comments: This is a new indicator introduced in Q4 2015/16. The 2015/16
Outturn is the Q4 2015/16 position.

IAPT Psychology—Length of Time Waited
Bolton - IAPT Step 3
Referrals per month
Discharged
% within <= 6 weeks
% within <= 18 weeks

Target Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
294
306
349
321
286
295
276
279
269
265
229
294
456
139
112
102
125
82
95
92
83
61
123
88
79
110
75
95.0% 94.6% 93.1% 97.6% 95.1% 94.7% 90.2% 95.2% 91.8% 90.2% 88.6% 77.2% 88.2%
95
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Salford - IAPT Step 3/4
Referrals per month
Discharged
% within <= 6 weeks
% within <= 18 weeks

Target Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
431
425
487
537
494
454
426
498
431
450
515
523
505
126
69
128
158
121
43
79
52
118
79
128
195
145
75
46.0% 44.9% 49.2% 46.2% 57.0% 69.8% 72.2% 67.3% 71.2% 35.4% 49.2% 51.3% 47.6%
95
80.2% 75.4% 84.4% 86.7% 90.1% 97.7% 96.2% 98.1% 95.8% 82.3% 91.4% 90.8% 86.9%

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

Target Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
858
804
863
961
717
591
597
632
507
516
682
644
616
132
150
177
206
187
108
107
146
102
150
153
180
197
75
87.1% 83.3% 83.6% 87.9% 90.9% 87.0% 88.8% 84.9% 87.3% 80.7% 71.9% 75.0% 78.7%
95
99.2% 98.7% 98.3% 98.1% 98.4% 100.0% 98.1% 98.6% 99.0% 97.3% 95.4% 93.9% 93.9%

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

Target Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16
75
76.8% 79.2% 75.2% 76.9% 81.3% 87.0% 84.5% 84.7% 81.5% 73.9% 68.0% 65.2% 71.0%
95
93.5% 94.3% 94.3% 94.9% 96.2% 99.6% 98.2% 98.9% 97.9% 94.9% 95.1% 93.6% 93.1%

Bolton: Bolton continues to robustly manage the Psychology service and maintain both the 18 weeks and 6 weeks RTT waiting list target. Salford: The service continues to receive significant numbers of referrals above the contracted requirement of 350 per month. A new service model has been implemented with in both the step 2 element of service which the Trust does
not provide and within the step 3 and 4 elements which GMW provides. The effect of these changes is that from April onwards the overall number of referrals to the GMW service should
begin to reduce. Given the high volume of referrals now received and the cumulative effect on throughput, the GMW service has developed a robust action plan, which includes specific
RTT waiting list initiatives and is supported by weekly performance management by the Head of Operations and the Strategic IAPT Lead. Whilst performance may reduce slightly in the
coming months the service is on track to achieve compliance with both the 6 week and 18 week RTT in Salford by the end of Q2 2016/17. Trafford: Post PARIS Implementation it was
recognised that further refinement of the new system was required to support the waiting list management function across all the district IAPT services. The impact of this was a temporary
loss in capacity which was particularly felt in both Trafford and Salford given the high volume of monthly referrals. This work has now been completed and it is anticipated that Trafford will
be compliant with both the 6 and 18 week RTT by the end of Q1. Trust: The Trust remains on target to achieve compliance by the end of Q2 2016/17.
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Care Quality Commission
CQC GMW Intelligent Monitoring Report

Feb-16
Jun-15
Nov-14

Risk Score

CQC Identified Risks

70
60

Maximum
Risk Score
Proportional
Risk Score

50

40
64

30

59

54

20
1

7

2

3

0
Feb-16
Elevated Risks

Jun-15
Risks

3

0

Nov-14
No Risks Identified

Banding
Thresholds,
based on
proportional
risk score:

Number of Risks +
(Number of
Directorate
Elevated Risks x 2)

2015/16

Elevated
No Risks Risk Number of Maximum Proportional
Risks
Band The trust has received an overall “Good” rating from CQC. Only 30% of Trusts have
Risks
Identified Score Indicators Risk Score Risk Score
achieved this.
1
7
64
9
72
143
6.29%
2
2
3
59
7
64
127
5.51%
2
CQC Visits
3
0
54
6
57
114
5.26%
2
C = CQC
M = Mental Health Act

Month

10

CQC Registration

Bolton
Woodlands
Salford
BH
Trafford
FMH
SMS
CAMHS
R1

0
0
2
0
2
11
0
0
2

Number of
indicators x 2
Risk Score /
Maximum Risk
Score
Band 1
Band 2
Band 3
Band 4

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

Comments: The February 2016 report identified 1 elevated risk and 7 risks –
Elevated Risk
Staff Appraised in last 12 month (staff survey ’14). The 2015 survey shows a
marked improvement
Risks
 2 risks in relation to sickness for last 12 months (nursing and non clinical staff,
up to 09/16). Previously these had been elevated risks
 Care records at MHA inspections showing evidence of discharge planning . This
should improve as work has been undertaken in prep for CQC inspection
 Patients discharged without recorded crisis plan – The community survey rates
us well on this. Data capture should improve with Paris implementation
 Deaths of patient detained under MHA (08/14-07/15) – There has been 1 death
 Sampling error in 2013 Community survey – survey population was c.5,000
compared to c.7,000 eligible population
 Delayed discharges data not available – Data has not been submitted on advice
of NHSE, but will be resumed now CQC using this indicator
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Apr
C M
- - - - - - 1
- - - -

May
C M

Jun
C M

Jul
C M

Number of Visits 2016/17
Aug
Sep
Oct
Nov
C M C M C M C M

Dec
C M

Jan
C M

Feb
C M

Mar
C M

Mental Health Act Monitoring:
There was one visit to Silverdale Ward, FMH, on 12th April 2016.

Themed Reviews: Awaiting information.
CQC Inspection: Awaiting information.

Service Reviews
Community Patient Survey:

The action plan to address the three key issues of :1) Giving information to service users in relation to newly prescribed medicines.
2) Improving awareness of the Out of Hours Crisis Helpline.
3) Improving pathways which support services users to find or keep work.
was reviewed by DMB and continues to be progressing well.
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CQUIN
National CQUIN—5 indicators that are covered by both CCG and NHS England CQUIN schemes. These account for £780,000 towards CCG CQUIN scheme and £342,231 towards NHS
England CQUIN Scheme.
Greater Manchester CQUIN—4 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Local CQUINs—3 indicators that are covered by CCG CQUIN Scheme and account for £585,000.
Specialist Network CQUIN—4 indicators that are covered by NHS England Scheme and account for £771,000.

National CQUIN Scheme Indicators (£780,000 of CCG Contract and £342,231 of NHS England Contract)
Financial Value
CCG
NHSE

Target

£195,000

£85,583

£195,000

£85,583

£195,000

£85,583

£156,000

£85,583

£39,000

-

Q1

2016/17
Q2
Q3

Q4

YTD

Comments

G

To meet the quarterly milestones

Indicator
Number Indicator
Introduction of health and
N1a
well being initiatives for
staff
Step-change in the health
N1b
of the food offered on
provider premises
Improving uptake of flu
N1c
vaccinations for frontline
clinical staff
Cardio metabolic
assessment and
N2a
interventions for patients
with psychosis (EI,
inpatients and CMHT)
Communication with
N2b
General Practicioners

G

G

CQUINS are reported on a quarterly basis to Commissioners.
The June Board Performance Report will report on Q1. CQUINS
are robustly managed by the Performance Measures Group and
are currently on track.

G

G

CCG CQUIN Scheme Local Indicators (£585,000 of CCG Contract)
Indicator

Financial
Value
Target

Implement best practice and
L1 Suicide
enhance current policies in
£468,000
Prevention
suicide prevention strategies.
L2 Older
Adults

Build on progress made last
year.

£68,250

L3
Physical
Health Early
Intervention

Continue provision of cardio
metabolic screening in EI
and build an innovative
solution to improve
engagement.

£48,750
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To meet the quarterly
milestones

Local CQUINS

Indicator
Number

Q1

2016/17
Q2
Q3

Q4

YTD

Comments

G

G

CQUINS are reported on a quarterly basis to Commissioners. The
June Board Performance Report will report on Q1. CQUINS are
robustly managed by the Performance Measures Group and are
currently on track.

G
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CQUIN
CCG CQUIN Scheme Greater Manchester Indicators (£585,000 of CCG Contract)
Indicator
Development of indicator to
GM1 IAPT measure the effectiveness of
psychological interventions.
Development of robust
GM2 IM&T waiting list management for
IAPT and EI pathways.
Crisis Concordat - further
development across the
GM3
partnership to deliver
Partnership
improved outcomes for
patients.
GM4
Review of shared care
Shared
protocols to deliver improved
Care
outcomes for patients
Protocols receiving oral antipsychotics.

Financial
Value
Target
£117,000

£117,000

£117,000

£234,000

Q1

2016/17
Q2
Q3

Q4

YTD

Comments

G

To meet the quarterly milestones

Greater Manchester CQUINS

Indicator
Number

G

G

CQUINS are reported on a quarterly basis to Commissioners. The
June Board Performance Report will report on Q1. CQUINS are
robustly managed by the Performance Measures Group and are
currently on track.

G

Indicator
Number Indicator
Recovery Colleges for
MH.ii
Medium and Low Secure
Patients
Reducing Restrictive
MH.iii
Practices within Adult
Secure Services
Improving CAMHS Care
Pathway Journeys by
MH.iv
Enhancing the Experience
of Family/Carer

MH.v

Benchmarking Deaf Adult
MH Services and
Developing Outcome
Performance Plans and
Standards

Financial
Value
Target
£414,000

£262,000

£55,000

£40,000
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Q1

2016/17
Q2
Q3

Q4

YTD

Comments

G

To meet the quarterly milestones

MHD

CAMHS

FMH

NHS England CQUIN Scheme Specialist Network Indicators (£771,000 of NHS England Contract)

G

G

CQUINS are reported on a quarterly basis to Commissioners. The
June Board Performance Report will report on Q1. CQUINS are
robustly managed by the Specialist CQUIN Board and are currently
on track.

G

11

Quality Account Highlights
The Quality Account 2015/16 was approved
at the Trust Board in May 2016 following extensive consultation and engagement. KPMG
External Assurance gave GMW the highest
rating in terms of the contents and accuracy
of data.
For 2016/17, there are 7 Improvement Priorities.
The Quality Governance Committee will continue as in previous years to monitor progress against the 7 priorities each quarter.
This page will contain highlights from the
CQC in-depth report.

Priority One: Listening to and Learning
from Service User Feedback

Priority Two: improving Outcomes
through the Delivery of RecoveryFocussed Services

Priority Three: Enhancing the Quality of
Life of People with Dementia and Older
People with Functional Illness

Quarter 1 progress update to be provided in
July’s report.

Quarter 1 progress update to be provided in
July’s report.

Quarter 1 progress update to be provided in
July’s report.

Priority Four: Physical Health

Priority Five: Positive and Safe—Reduce
Conflict in Inpatient Settings

Priority Six: Staffing—Improving Individual and Organisation Well Being to Enhance Patient Care

Priority Seven: CAMHS—Safe, Effective
and Collaborative Treatment

Quarter 1 progress update to be provided in
July’s report.

Quarter 1 progress update to be provided in
July’s report.

Quarter 1 progress update to be provided in
July’s report.

Quarter 1 progress update to be provided in
July’s report.
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Human Resources
Sickness Rate

6.00

4.56

Directo rate Targe t

Corpor ate Target

4.09

4.43

3.99

3.80

3.98

3.94

3.80

3.90

3.67

1.96

2.14

A

2.25

F

M

2.33

J

1.53

1.84

S

2.42

2.06

A

N

1.85

J

2.57

2.05

J

O

1.80

M

D

6.17

6.22

4.64

4.62

4.54

4.57

4.50

4.44

4.39

4.41

1.58

A

1.59

F

1.55

1.62

J

M

1.59

1.00

D

1.58

1.68

Other
Spe cia list

Sickness Absence - Long Term

CAMHS

SMS

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

1.22

N

1.57

1.70

1.73

6.19 6.13

O

1.67

4.00

1.69

1.81

6.12 6.09

5.00

0.00
S

1.61

GMW

1.60

6.11

2.00

Corpor ate

1.54

0.00

6.08

3.00
3.34

2.00
1.00

6.11

4.40

4.64

6.13

1.71

4.57

4.56

6.39

4.53

6.16

A

%

4.10

5.04

6.16

4.43

6.14

5.00

6.22

6.13

6.14

1.70

6.34

Target

GMW Sickness Rate (%) - Rolling 12 m onths

7.00

J

6.18

%

Corpor ate Target

8.12

2016/17
GMW - Lo ng term

1.71

5.64

6.39 6.23

6.09

2015/16
GMW - Sh ort term

J

6.64

6.64

0.00

4.45

Directo rate Targe t

1.00

2.05

2.14

A

1.46

4.46

7.81

7.00

3.00

1.51

1.70

Sickness Absence - Long Term

8.00

4.00

0.70

Directorate Rolling 12 Month Sickness Rates (%) - April 2016

9.00

6.00

2.22

M

Sickness Absence - Short Term

3.04

6.19

2.00

3.63

4.44

1.66

4.39

6.60

6.04

3.00

1.70

Salford

Bolton

4.12

6.04

A

2.48

4.09

8.60

4.00

%

2.02
0.00

5.28

6.23

GMW

2.79

2.00

3.91

5.09

Corpor ate

3.89

CAMHS

4.82

SMS

4.00

5.90

FMH

6.00

6.95
5.78

Trafford

%

6.37

5.79

5.00

7.49

Other
Spe cia list

8.00

5.85

3.84

9.30

6.56
5.72 5.70

4.31

6.00

4.66

12.00
10.00

GMW Sickness Rate (%) - In Month

7.00

4.18

Directorate In Month Sickness Rates (%) - April 2016

14.00

2015/16
GMW - Sh ort term

GMW - Lo ng term

2016/17
Target

Sickness:
Please note that in smaller Directorates relatively small changes in absolute values can appear as marked fluctuations when expressed as percentages.
At 6.22% the total sickness rate for the 12 months ending April 2016 was 0.05% more than the previous month. The sickness rate comprised 4.64% due to long-term
sickness and 1.58% arising from short term absences.
The April in-month total for the Trust was 0.16% lower than the previous month and at 6.23% was 0.48% above target. Long Term Sickness continues to make up the
majority of the time lost to sickness absence. The new OH service became operational in April and referrals for physiotherapy and psychological therapy support have
been made.
CAMHS (a small Directorate) and SMS had the highest sickness absence rates; the lowest sickness absence rate in the month of April was recorded in Bolton (4.82%).
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of March was 5.4% (latest available data); 1.0% lower than the GMW rate
at that time.
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Human Resources
Mar-17

Staff %

Ethnicity

IPDR

-0.01
0.02
0.03
-0.07
-0.01
0.03

A

1.03

1.03

1.63

M 0.13

0.77

1.50

1.28
1.14

J 0.13

1.21

F 0.03 0.74

J

A 0.20

J 0.03

2015/16

1.18

1.60

1.41

1.40

1.48
1.44

1.41

1.00

1.80
1.60
1.40
1.20
1.00
0.80
0.60
0.40
0.20

1.31

Turnover

1.20

Course Name
Basic Life Support - 1 Year
Equality & Diversity - 3 Year
Fire Safety - 1 Year
Fire Safety - 3 Years
Health and Safety
Intermediate Life Support - 1 Year
Infection Prevention - Level 1 - 2 Year
Infection Prevention - Level 2 - 1 Year
Infection Prevention - Level 3 - 1 Year
Information Governance - 1 Year
Mental Capacity Act
Mental Health Act Code of Practice
Moving & Handling Inaminate Objects - 3 Year
PMVA
PMVA Later Life
Prevent Awareness
Safeguarding Adults Level 1 - 3 Years
Safeguarding Children Level 1 - 3 Years
Safeguarding Children Level 2
Trust Target
Total Compliance

Percentage of staff with valid completed mandatory training as at end of the month
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
69
92
63
87
69
56
86
75
65
93
58
66
81
65
54
84
90
91
71
85
79

White
87.36
88.63
Mixed
1.52
1.60
Asian
4.63
6.77
Black
4.57
1.66
Chinese/Other
0.86
1.33
Ethnic group
Not Stated
1.06
*Source: ONS PEEG Estimates for 2009

M 0.10

Mandatory Training

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

1.18

Feb-17

D 0.03

Jan-17

1.35

Dec-16

1.05

Nov-16

1.15

Oct-16

N 0.03

Sep-16

O 0.30

Aug-16

1.53

Jul-16

1.36

Jun-16

1.00

May-16

A

Month
Apr-16
Staff in Post FTE
2,786
Staff in Post Headcount
3,024
Difference between
contracted and budgeted FTE
486
as at month end
Difference between
contracted and budgeted FTE
15
as a percent of budgeted FTE

Ethnicity

S 0.17

Workforce Overview

Wastage Rate (%) 2016/17

Fixe d term Co ntr acts & TUP E Tra nsfers

All Other Leavers

68

Workforce Overview: The Trust employs 3024 people who work a total of 2786 Full -Time Equivalent. At the start of the financial year the budgeted FTE exceeded
the contracted FTE by 486.
Mandatory Training and IPDR: Highest levels of compliance are in Information Governance, Equality and Diversity and Safeguarding Children Level 1, where
all exceeded 90%. As at the end of April 68% of staff had completed IPDRs. A new process for IDPR recording and scheduling is being developed with a view to improving compliance. Recently, local managers and the L&D team have focussed on BLS training and the 85% target will be achieved. Next to be prioritised will be ILS and
Fire training. Technical issues with IPC Level 3 e-learning have been resolved.
Ethnicity: When compared with the ethnicity of Greater Manchester, the Trust had a slightly smaller proportion of white employees. GMW h as a greater percentage of staff of Black origin but is under-represented in the “Mixed”, “Asian” and “Chinese/Other” category. 1.06% of staff chose not to state their ethnic origin.
Turnover: During April a total of 31 staff left the Trust. Reasons for leaving were Voluntary Resignation (23), Retirement (7), and d ismissal (1).
Board Performance Report - April 2016 Final Version
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Human Resources
Safe Staffing Levels
May-15
Night
Day

Apr-15
Night
Day

Directorate
SMS
FMH
CAMHS
MHD
Bolton
Salford
Trafford

100.00%
100.17%
100.00%
103.33%
99.78%
91.21%
96.40%

100.00%
100.00%
100.00%
102.44%
100.00%
98.12%
100.00%

GMW

98.11%

99.76%

Jun-15
Night
Day

Jul-15
Night
Day

Aug-15
Day Night

Sep-15
Day Night

Oct-15
Night
Day

Nov-15
Night
Day

Dec-15
Day Night

Jan-16
Day Night

Feb-16
Day Night

Mar-16
Day Night

Comments: For any percentage where the figures are in excess of 100%, this is because of greater than originally planned staff hours having been worked
due to a number of reasons, the main one being enhanced observations of patients. Where staffing falls short of 100% a robust escalation procedure is in place which is
reviewed by senior operations managers and heads of operations.

Staff, Friends and Family Test—Quarter 4 (2015/16)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

5%

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

3%

6%
11%

26%

28%
Extremely Likely

16%

Extremely Likely

Likely
Neither likely nor unlikely

48%

Likely
16%

Neither likely nor unlikely

Unlikely

Unlikely

Extremely Unlikely

Extremely Unlikely

41%

Comments:906 staff responded to the staff FFT in Quarter 4; GMW has consistently high numbers of staff engaging with the process. 81% said they would
recommend the Trust as a place to receive care or treatment (75% in the previous staff FFT) and 71% said they would recommend GMW as a place to work (66% in the
previous staff FFT).
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

381

398

486

386

466

619

457

538

M

526

M

419

A

J J A
2014/15

S

O

N

D

J

F

M

A

M

436

M

Bank Costs (000s)

530

D J F
2015/16

800
700
600
500
400
300
200
100

426

N

683

O

660

S

1053

735

J J A
2014/15

900

588

761

661

M

760

9087

9319

8387

9162

9010

8951

8751

8815

S O N D J F M A M
2015/16

724

M J J A
2014/15

8719

8613

8642

8777

2000

8632

4000

676

6000

Agency Costs (000s)

637

8000

800
700
600
500
400
300
200
100

636

Salary Costs (000s)

10000

2015/16

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

May-16
Plan Actual
13.96
13.89
-10.45 -10.31
-0.27
-0.29
-2.29
-2.11
0.95
1.18
-0.31
-0.42
0.02
0.01
-0.02
-0.01
0.00
0.00
-0.25
-0.37
0.39
0.39
0.00
0.00
0.39
0.39
-0.00
-0.00
0.38
0.39
6.8%
8.5%

Var
-0.08
0.15
-0.02
0.18
0.24
-0.11
-0.00
0.01
0.00
-0.12
0.01
0.00
0.01
0.00
0.01
1.8%

YTD
Plan Actual
27.93
27.89
-21.11 -20.74
-0.55
-0.58
-4.60
-4.63
1.68
1.94
-0.62
-0.76
0.02
0.03
-0.04
-0.02
0.00
0.00
-0.50
-0.64
0.54
0.55
0.00
0.00
0.54
0.55
-0.00
-0.00
0.54
0.55
6.0%
6.9%

FY Comments: The Trust is reporting a surplus on income and
Var
Plan expenditure of £551k as at month 2 16/17. This is £13k ahead of
-0.04 168.70 the planned surplus.
0.37 -126.78
The Trust is planning to achieve a rating of 4 in the “Financial Sus-0.04
-3.28 tainability Risk Ratings”. As at month 2 2016/17 a level 4 is being
-0.04 -28.32 achieved by the Trust.
0.26
10.32
Directorate financial positions compared to budget can be found in
-0.13
-3.73
section 5 of the Board Report..
0.01
0.18
0.01
-0.21
0.00
0.00
-0.14
-2.99 Mental Health Clustering
0.01
3.57 Percent Clustered
Percent with Valid Cluster
0.00
(0.53)
Comments
0.01
3.04
Percent Clustered is the total
0.00
(0.02)
number of clients clustered to
0.01
3.03
date, and is an increase of 0.3%
0.9%
6.1%
from the March 2016 position.

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

Plan
0.1
8.2
0.0
2.9
0.0
1.7
1.1
14.0
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May-16
Actual
0.0
8.2
0.0
2.9
0.0
2.0
0.8
13.9

Var
-0.1
0.0
0.0
0.0
0.0
0.3
-0.3
-0.1

Plan
0.2
16.3
0.0
5.8
0.0
3.4
2.2
27.9

YTD
Actual
0.1
16.3
0.0
5.8
0.0
3.7
2.0
27.9

Var
-0.1
0.0
0.0
0.0
0.0
0.3
-0.2
0.0

FY
Plan
1.2
77.2
22.2
35.4
0.0
20.4
12.3
168.7

Percent with a Valid Cluster is the
number of clustered clients for
whom the clustering review is not
yet due, and is an increase of
0.8% from the March 2016 position.
The drop in performance is due to
the change in clinical information
system. As the new process embeds data quality issues will be
addressed.
1370 clients remain unclustered.
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Safety
Incidents—Patient Safety
Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Comments
All RCAs investigations continue to be managed as per
1

RCA 2

6

Never Events

0

Regulation 28's

1

8

National SUI Framework (2015), Trust Incident Policy, and
relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 1705/2016.
Regulation 28: One received during April 2016.

Moderate & Major Incidents Comments:

1. Moderate & Major Incidents Reported on Datix
YTD April 2016

60

7
Modera te

Major

5
7

4
5

3
4

The major incident was as a result of an accident, patient
was walking with tripod frame and was witnessed to lift the
frame off the floor and fall - injury confirmed fracture neck of
femur.

2. Total Moderate & Major Incidents Reported on
Datix - Rolling 12 m onths with Trend

50
40
30

20
10

2
1

1

2

1

2

2

4

No. Incidents

6

During April 2016 there were 27 incidents resulting in moderate harm; self-harm x 14, V&A x 3, medication x3, accident
x2, patient care x 3 and missing patient x2.

No. Incidents

RCA 1

Catastrophic Incidents Comments:
35

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

Aug -15

Jul-15

Jun-15

May-15

10
5
Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

0
Aug -15

There were 10 outpatient deaths: 3 x expected, 2 x unexpected suspected suicides, 4 x unexpected cause unknown
(awaiting the outcome of inquest), 1 x unexpected confirmed
physical health, 1 x unexpected inpatient death suspected
suicide.

15

Jul-15

R1

SSN
Other

CAMHS

SMS

FMH

Trafford

Salford

Bolton

1

1

2

2

20

Jun-15

6

3

The in month position for April is as follows:

25

May-15

4

2

No. Incidents

5

30
No. Incidents

During the last 12 months there has been a reduction in the
number of incidents reported as Catastrophic as demonstrated in Chart 4. In accordance with governance procedures all
deaths are robustly investigated.

6

4. Total Catastrophic Incidents Resulting in Death
Reported on Datix - Rolling 12 m onths with Trend

Apr -15

3. Catastrophic Incidents Resulting in Death
Reported on Datix YTD April 2016

7

Apr -15

R1

SSN
Other

CAMHS

SMS

FMH

Trafford

Salford

Bolton

0

Statutory Duty of Candour:
Being Open involves acknowledging, apologising and explaining to service users/carers (face to face) when harm categorised as moderate/severe has occurred following a patient safety
incident during their care.
There have been no recorded Being Open discussions in April 2016.
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Safety
Incidents—Staff Safety

Minor harm, may require ai d/supp ort
Mo derate harm r equirin g treatment
Major perman ent or lon g-te rm har m

The rolling 12 months data suggests that incidents are reducing.

6

80
60
50
40
30
10

2

2
1

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

Aug -15

R1

Apr -15

0

SSN
Other

CAMHS

SMS

FMH

Salford

Trafford

1
Bolton

70

20

4

2

90

Jul-15

4

YTD there have been 25 incidents recorded, of which none
have been RIDDOR reportable.

6. Total V&A Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend

Jun-15

6
9

No. Incidents

8

100

May-15

10

Violence and Aggression Incidents Causing Injury to
Staff Comments:
The number of incidents recorded during April 2016 was 25,
none of which were RIDDOR reportable.
No. Incidents

5. Violence and Aggression Incidents Causing
Injury to Staff (Including RIDDOR) YTD April 2016

Positive initiatives, including Positive and Safe, Safe Working, ‘Respect Us’ poster campaign, NLB approval of PMVA training, issuing of sanctions, and strengthening of police liaison relationships were implemented in 2015/16 which may have
influenced the downward trend in V&A incidents resulting in harm. Further initiatives are planned for 2016/17 in order to identify and manage the causes of V&A and provide a safe working
environment for patients and staff. The 2015/16 Reported Physical Assaults report is due to be submitted to NHS Protect in June 2016.
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10
8

6
4
2

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

0

Sep -15

The rolling 12 month data suggests that incidents are reducing.

12

Aug -15

Corpor ate

R1

SSN Other

CAMHS

SMS

FMH

Trafford

Salford

Bolton

1

2

2

1

14

Jul-15

4

2

YTD there have been 9 incidents recorded, of which none
have been RIDDOR reportable. Accidents include: 3 x trips/
falls, 2 x moving & handling (non-patient), 1 x burn, 1 x trap,
2 x needle stick injuries.

16

Jun-15

Major perman ent or lon g term harm

3

8. Total Accident Incidents Causing Injury to Staff Rolling 12 m onths w ith Trend

May-15

Mo derate harm r equirin g treatment

4
No. Incidents

The number of incidents recorded during April 2016 was 9,
none of which were RIDDOR reportable. Accidents include: 3
x trips/falls, 2 x moving & handling (non-patient), 1 x burn, 1 x
trap, 2 x needle stick injuries.

Minor harm, may require ai d/supp ort

18

No. Incidents

5

Accident Incidents Causing Injury to Staff Comments:

Apr -15

7. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD April 2016
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Positive and Safe
Incidents—Positive and Safe (Positive Management of Violence and Aggression)
The DoH’s Positive & Safe Programme (2014) outlines requirements for promoting development of therapeutic environments and minimising restrictive practices, including prone restraint.
9. V&A Incidents w here Restaint Techniques
w ere used YTD April 2016
Face Down (Medication)
Other

75

10 5

12

350
300
250
200
150
100

41

35

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

Apr-15

R1

Salford

Bolton 11

Trafford 0

Incidents that Required the use of Rapid Tranquilisation
Comments:

May-15

0

22
MHD

28

SMS

21
FMH

400

50

11. Incidents that Required the Use of Rapid
Tranquilisation YTD April 2016

12. Incidents that Required the Use of Rapid
Tranquilisation - Rolling 12 m onths w ith Trend

30

4

1

2

3

3

3

YTD there have been 16 incidents involving 14 service users.
The rolling 12 months trend suggests a slight increase in the
use of Rapid Tranquilisation.

No. Incidents

25

During April 2016 there were 16 incidents involving 14 service
users.

20
15
10
5

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

40
30
20

10

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

0

Jul-15

R1 2

SSN Other

CAMHS

SMS

FMH

Trafford 1

50

Jun-15

17
8
Salford

5
Bolton

YTD there have been 53 incidents involving 52 service users.

60

May-15

20

15

14. Incidents Resulting inUse of Seclusion - Rolling
12 m onths w ith Trend

70

Apr-15

During April 2016 there were 53 incidents involving 52 service
users: Medium Secure Service (FMH) x18, Low Secure Service (FMH) x2, Gardener Unit (CAMHS) x10, Junction 17
(CAMHS) x7, Rivington Unit (Bolton) x2, Maple House-PICU
(Bolton) x3, Meadowbrook Unit (Salford) x 5,Chaucer Ward PICU (Salford) x3, Moorside Unit (Trafford) x1, Recovery First
x2.

20

5

Incidents Resulting in Use of Seclusion Comments:

No. Incidents

13. Incidents Resulting in Use of Seclusion YTD
April 2016

10

Apr-15

R1

SSN Other

CAMHS

SMS

FMH

Trafford

Salford

0

Bolton

No. Incidents
No. Incidents

CAMHS

30

4

40

10

25

12

50

20

5
4
4
3
3
2
2
1
1

The data indicates that prone restraint is the least used.
The rolling 12 month, trend suggests a slight reduction in the
number of incidents resulting in restraint.

Face Down (Patient)

60

37

No. Incidents

70

10. V&A Incidents where Restraint Techniques
w ere used - Rolling 12 m onths with Trend

450

No. Incidents

80

V&A Incidents where Restraint Techniques were used
Comments:
11

90

The rolling 12 months, trend suggests an increase in the use of Seclusion. This is monitored by the Positive nd Safe Group who will develop an action plan, if clinically indicated.
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Safeguarding
Incidents—Safeguarding
Safeguarding data will be reported on a quarterly basis. The next data set will be available in the June 2016 report.
Staff report in DATIX when they have initiated a Safeguarding Referral as a consequence of information/observation/disclosures pertaining to the welfare and safety of children, young people and adults from any setting, i.e. Trust and Non Trust locations. The safeguarding incidents are reviewed by the safeguarding Leads and any queries escalated to the Safeguarding Children’s Practitioner, Named Nurse (Children), Named Doctor (Children), Named Doctor (Adults) and Safeguarding Lead (Adults) to ensure that the safeguarding incident is managed as per
safeguarding policies and that those reaching the threshold of multiagency procedures are appropriately referred.

No. Incidents

Safeguarding data to be reported
quarterly, starting with Q1 figures
in June 2016 Report.

V&A Patients

V&A Others

Self Harm

1. Init iation of a 2. Referral to 3. Other Act ion 4. Contacted
5. Local
Common
Children's
Taken
the police /
Authority
Assessment
Social Care
PPIU (Public
Designated
Framework
Services
Protection Officer (LADO)
(CAF)
Invest Unit)

Adult Safeguarding Comments:

17. Num ber of Incidents Leading to a
Safeguarding Adults Action Q1 2016-17

No. Incidents

1

Safeguarding data to be reported
quarterly, starting with Q1 figures
in June 2016 Report.

1

1
0

200

Rolling 12 Months Comments:

19. Total Incidents Leading to a Safeguarding
Action - Rolling 12 Months with Trend

The trend shows that there is consistent reporting of safeguarding across the Trust.

150

1
1
1
1
0
0

18. Type of Action Taken for Adult Safeguarding
Incidents Q1 2016-17

Safeguarding data to be reported
quarterly, starting with Q1 figures
in June 2016 Report.

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

V&A to Staff

V&A Patients

V&A Others

Self Harm

Security
Incident

Patient Care

Medication

Illicit
Substances

0
Accident

No. Incidents

Patient Care

Missing Patient

0

Safeguarding data to be reported
quarterly, starting with Q1 figures
in June 2016 Report.

4. Referral to
safeguarding unit

0

16. Type of Action Taken for Child Safeguarding
Incidents Q1 2016-17

3. Other action
taken

1

1
1
1
1
0
0

2. Managed in
Service

1

Accident

Number of hospital-acquired pressure ulcers:
There have been none recorded during April 2016.

100

Child

Q4 16-17

Q3 16-17

Q2 16-17

Q1 16-17

Q4 15-16

Q2 15-16

Q1 15-16

50
Q3 15-16

No. Incidents

1

1

No. Incidents

Child Safeguarding Comments:

15. Num ber of Incidents Leading to a
Safeguarding Children’s Action Q1 2016-17

1

Adult
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Complaints and Patient Feedback
Complaints and Concerns
35

30

District Services - 12 Months to April 2016

Specialist Services - 12 Months to April 2016

60

30

25

50

25

20

40

15

30

10

20

5

10

20
15
10
5

0

0

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

Salford

Trafford

Tota ls:

Trust Wide by Level - 12 Months to April 2016

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

Trend

SMS
Recove ry First

FMH
Tota ls:

SSN Other
Trend

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

Level 2
Tota ls:

Level 3
Trend

Level 4

Comments:
43 complaints and concerns were recorded across the Trust in April representing a 19% increase from the number of complaints and concerns recorded in March (36).
There continues to be a downwards trend for complaints and concerns over the past twelve months.
During April 2016, 18 complaints at level 2 and above were closed, of which 11 (61%) were either upheld or partially upheld.
During April 2016 no level 4 or 5 complaints were closed.

Patient Feedback—Service User Friends and Family Test
Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
Period: April 2016

4.5%

0.9%

5.4%
1 - Extremely Likely

5.4%

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in all
GMW services. There are a variety of ways in which the FFT is asked and embedded in current
service user experience surveys i.e. electronic surveys, SMS text messaging and postcards. The
FFT results provide invaluable feedback on what service users think of the care and treatment
they have receive, this feedback helps us to make improvements and scope how we deliver services in the future. For the month of April 2016, of the 111 service users asked, 83.8% said they
would recommend our services to friends and family.

2 - Likely
3 - Neither likely nor unlikely
23.4%

4 - Unlikely
60.4%

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

2015/16
Outturn Plan
92
85
98
85
96
85
95
95
97
95
89
78
87
87
67
101
95
62
90
87
38

Apr
84
92
96
99
95
84
89
66
80
38
100
56

May

By Specialty
% Occupancy
Functional
Organic
PICU
Rehab
Adult Forensic
LSS
Mental Health &
Deafness
SMS
Young Persons
GMW

2015/16
Outturn
97
93
98
91
95
97

Apr
92
95
100
81
99
95

May

89

84

84

83
87
94

82
66
92

82
66
92

Jun

Jun

Jul

Jul

Aug

Aug

2016/17
Sep Oct

Sep

Nov

2016/17
Oct Nov

Dec

Dec

Jan

Jan

Feb

Feb

Mar

Mar

YTD
84
92
96
99
95
84
89
66
80
38
100
56
YTD
92
95
100
81
99
95

Comment:
NHS England have confirmed that the drop in
demand for secure young people’s beds is a
national trend. In May 2016, occupancy figures show around 60% occupancy. The service continues to be challenged in terms of
referrals following the transfer of young offenders to Wetherby. This move coincided
with a reduction in the number of referrals
made to the Gardener Unit. Improved links
with the Wetherby have been established, we
have commenced an outreach approach to
ensure referrals are received.

Infection Control
There were no outbreaks of infection during
April 2016.

EMSA Breaches
There have been no breaches of Single Sex
Accommodation during April 2016.

PLACE

The annual PLACE formal assessments
were conducted during Quarter 1 2015, and
the information submitted to the Department
of Health. Results of the submission from the
DH have been received:Young People Admitted to Adult Wards
Cleanliness: 100%
Food: 91.87%
2015/16
2016/17
Privacy, Dignity and Wellbeing: 95.65%
Indicator
Outturn Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar YTD Condition, Appearance and Maintenance:
98.50%
No. Young People Admitted
9
1
1
Dementia: 93.30%
to Adult Wards
Bed Nights
12
3
3
These are all above National Averages and
Comment: One Under 18 was admitted to Birch Ward in Bolton during April 2016. This was due to a lack of an appropriall are equal or higher than 2014 except
ate bed NHS and private. The client was nursed as per agreed protocol and was discharged after 3 days to CAMHS to
Food which has dropped from 94%.
complete the 7 day follow up as it was felt further admission was not required.
The next submission will be in Q1 2016 and
results will be included when available.
Board Performance Report - April 2016 Final Version

22

