BOARD OF DIRECTORS (Meeting in Public)
Monday 25th July 2016
1.00pm, Conference Room 7, Ground Floor, The Curve
AGENDA – PART 1
ITEM
01
Welcome and Apologies for Absence
02
Service Presentation – Trafford Directorate ‐
7 Day Community Care

ACTION
To Note
To Note

03
04

To Note
To Approve

Rupert Nichols, Chair

05

Declaration of Interests
Minutes of the Previous Meeting held 27th
June 2016
Matters Arising from the Previous Meeting

To Note

Rupert Nichols, Chair

06

Chair and Chief Executive Verbal Report

To Note

Rupert Nichols, Chair
Bev Humphrey, Chief Executive

07

08
09
10
11

Board Performance Report

PRESENTED BY
Rupert Nichols, Chair
Angela Thompson,
Community Services Manager
Emily Tuft, Team Manager,
North CMHT
Donna Holt, Team Manager,
South CMHT

OPERATIONAL PERFORMANCE
To Note
Neil Thwaite, Deputy Chief
Executive/Director of
Development and Performance

GOVERNANCE AND QUALITY
Service User Engagement Strategy 2016 to
To Note
Gill Green, Director of Nursing
2019
and Operations
Infection Prevention and Control Annual
To Note
Gill Green, Director of Nursing
Report 2015/16
and Operations
Annual Complaints Report 2015/16
To Note
Gill Green, Director of Nursing
and Operations
Quality Governance Committee:
To Note
Terry McDonnell, Non‐
Executive Director
11.1 – Committee Chair’s Report
11.2 – Minutes of Meeting held 5th May 2016

TIME
1.00pm
1.00pm

1.25pm
1.25pm

1.30pm

1.35pm

1.45pm
1.55pm
2.05pm
2.15pm

12

HR & ORGANISATIONAL DEVELOPMENT
Doctors in Training 2016 Contract
To Note
Andrew Maloney, Director of HR
Implementation
and Corporate Services

2.20pm

13

EU Workers in Health and Social Care

2.30pm

14

Any Other Business

To Note

Andrew Maloney, Director of HR
and Corporate Services

ANY OTHER BUSINESS
To Note
All

2.35pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on 26th September 2016 at 1.00 pm in Seminar Room 2,
Ground Floor, The Curve
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TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Minutes of the Previous Meeting Held 27th June 2016
25th July 2016
02
Rupert Nichols, Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors is asked to approve the minutes of the previous meeting held
27th June 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 27th JUNE 2016, 2.00 PM, SEMINAR
ROOM 3, 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
Deborah Partington
In Attendance:
Rupert Nichols
Chris Daly
Kim Saville
One member 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
Interim Director of Manchester Services

‐
‐
‐

Chair w/e from 1st July 2016
Deputy Clinical Director, Specialist Services Network
Company Secretary

134/16 Apologies for Absence

Action
Noted

There were no apologies for absence.
135/16 Minutes of the Board of Directors meeting held 16th May 2016

Approved

The minutes of the meeting held on 16th May 2016 were agreed as a correct
record.
136/16 Matters Arising from Previous Meeting
Noted
There were no matters arising from the previous meeting.
137/16 Declaration of Interests

Noted

There were no declarations of interest.
138/16 Service Presentation – Veterans in Mind

Noted

The Board received a presentation on the new Veterans in Mind service from
Rachel Crawshaw, Service Manager for Specialist IAPT Community Psychological
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Therapy Services and Richard Rodgers, Strategic Lead for Substance Misuse
Services. The service has been operational since November 2015.
Rachel Crawshaw advised that the Veterans in Mind brand had been co‐created
with service users and that the service is delivered in partnership with Combat
Stress, S.A.M.S and The Hub. She provided an overview of the service model,
aims, entry criteria and Team members. The service can be accessed by veterans
whose mental health difficulties are a direct result of military service and
operates an inclusive model with regard to referrals. Examples of where a
referral may not progress were given, including how onward referrals to local
mental health services are made. The Board noted the scope of the service
provided and the broad range of interventions offered.
Rachel Crawshaw summarised the service’s key performance measures, including
compliance with the 18‐week treatment target, and early achievements.
Feedback is regularly sought at various points of a service user’s journey. The
Board noted the challenges faced in terms of managing expectations and
working with local veterans’ charities to ensure appropriate safeguarding.
Anthony Bell, Non‐Executive Director, highlighted the number of referrals to date
and questioned whether the volume is expected to increase as the service
becomes more established. Rachel Crawshaw confirmed that the Team is
introducing a more flexible approach to manage this, including offering
telephone appointments and reducing appointment times. Richard Rodgers
added that the commissioners (led by Bury CCG) are happy with the service’s
performance, but advised that the contracted activity is based on historic levels.
Steve Colgan queried the proportion of referrals that will enter the treatment
pathway. Richard Rodgers summarised the IAPT stepped care model, clarifying
that, so far, the largest number have received treatment at Step 2.
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance
congratulated the service on the improvements made in a relatively short period
and the challenges addressed. Neil Thwaite questioned the support provided to
veterans who do not meet the entry criteria and received assurance on the links
established by the service with Cheshire and Wirral Partnership and Mersey Care.
In response to a query from Chris Daly, Deputy Clinical Director (Specialist
Services Network), Rachel Crawshaw advised that the service’s Recovery Co‐
ordinator and Combat Stress work closely with these services.
Julie Jarman, Non‐Executive Director, opened a discussion about sharing
learning/best practice with Pennine Care, who provide the other two North West
services. Bev Humphrey, Chief Executive, highlighted the need to also share
learning at a commissioner‐to‐commissioner level.
Malcolm Cowen, Interim Chair, thanked Rachel Crawshaw and Richard Rodgers
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for an informative presentation.
139/16 Chair and Chief Executive Verbal Report

Noted

Bev Humphrey invited the Board to formally welcome Deborah Partington, who
has been appointed Interim Director of Manchester Services with effect from 1st
June 2016, and Chris Daly, who will replace Steve Colgan as Medical Director
from 1st August 2016.
140/16 Care Quality Commission (CQC) Inspection Outcome
Noted
Neil Thwaite invited the Board to formally note the overall ‘good’ rating received
from the CQC following the Trust’s inspection in February 2016. Neil Thwaite set
this outcome in the context of a recent HSJ report, which found only 30% of
Trusts had received a ‘good’ rating. The Board also noted that the Trust is the
only mental health provider in its geographical footprint (i.e. Greater
Manchester, Lancashire and Cumbria) to achieve ‘good’.
Neil Thwaite summarised the report, outlining the approach to inspection,
engagement with key stakeholders and the reports received. He highlighted the
areas for improvement, which have previously been considered by the Board as
part of a comprehensive action plan, and confirmed that actions have/are being
taken to address this.
The Board reviewed Appendix 1 of the report, which includes direct quotes from
the CQC Inspection Report against the five domains.
The Board noted the report.
141/16 Corporate Governance Statement and Other Self‐Certifications to NHS Approved
Improvement
Andrew Maloney, Director of HR and Corporate Services, summarised the
declarations required by NHS Improvement and the links to the Provider Licence.
He advised Board members of the proposed response to the Corporate
Governance Statement (all key statements ‘confirmed’) and highlighted the
supporting evidence. Where issues have been identified on the Board Assurance
Framework – namely, in relation to mandatory training and staffing levels – this
will be incorporated in the response to NHS Improvement.
Andrew Maloney also outlined the proposed response to, and rationale for, the
certification on Academic Health Science Centres and governor training. The
latter is linked to the Trust’s new ‘Membership Engagement Strategy’.
The Board considered the need for stronger links with Academic Health Sciences
Centres, particularly in the context of the potential acquisition of Manchester
mental health services.
The Board approved the proposed response to the Corporate Governance Action: KS
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Statement and other self‐certifications and their submission to NHS
Improvement.
142/16 Modern Slavery – Risk Assessment and Statement
Approved
Andrew Maloney advised Board members of the requirement to publish an
annual slavery and human trafficking statement, following the introduction of
the Modern Slavery Act in October 2015. He summarised the outcomes of a risk
assessment undertaken to assess the Trust’s exposure to modern slavery. The
risk assessment focused on the Trust’s own workforce and its supply chains. The
Board noted the identified controls and assurance mechanisms.
The Board considered the draft statement which, if approved, will be published
on the Trust’s website with immediate effect.
Terry McDonnell, Non‐Executive Director, questioned the impact of this
legislation on contractors. Ismail Hafeji, Director of Finance, Capital and IM&T,
advised that this requirement is increasingly covered as part of the pre‐
qualification to join an approved framework.
Kathy Doran, Non‐Executive Director, suggested that the Trust’s ‘Supplier Code Action: KS
of Conduct’ should include an ambition for suppliers to become Living Wage
employers. Kathy Doran also sought clarity on the terms and conditions for staff
transferred into the organisation. Andrew Maloney assured the Board that equal
controls are in place to safeguard these staff.
The Board approved the proposed statement and its publication.
143/16 Annual Statement of Fire Safety 2015/16

Action: KS
Approved

Andrew Maloney presented the Trust’s Annual Statement of Fire Safety. The
statement 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 Board approved the statement for 2015/16.
144/16 Revalidation and Appraisal 2015/16
Steve Colgan presented the Medical Revalidation and Appraisal Report for
2015/16, in his capacity as nominated Responsible Officer (RO). Board members
noted that, subject to their assurance of the content of the report, it will be
signed by Bev Humphrey and submitted to NHS England.
Steve Colgan advised that of the 93 doctors with prescribed connections, 97%
underwent an appraisal in 2015/16. He outlined the 10 themes in the statement
of compliance, which describe the Trust’s revalidation and appraisal activities
and systems. The Board noted, in particular, the response to Statement 5 and the
clarification provided on in year exceptions. Steve Colgan also drew the Board’s
4

Approved

attention to Statement 6, highlighting the support put into the appraisal process
to ensure it is meaningful.
In response to a query from Andrew Maloney, Steve Colgan provided feedback
from a review undertaken by Manchester Business School, which found the
greatest impact of the revalidation process to be in primary care services and
suggested the process should become more flexible in future.
The Board confirmed the Trust’s compliance with the Medical Profession
(Responsible Officers) Regulations 2010 and approved the signature of the Action:
statement of compliance for submission to NHS Improvement.
SC/KS
145/16 Board Performance Report (April 2016)
Noted
Neil Thwaite presented the April 2016 Board Performance Report, highlighting
the new additions to the report. The Board considered the ‘Quick View’ section
and noted the need for continued attention on IAPT and sickness absence.
Neil Thwaite confirmed that the Trust continues to be one of only a handful in
the country with a ‘green’ governance rating and level 4 finance rating from
Monitor. With regard to Monitor’s mental health indictors, the Trust is achieving
all targets with the exception of the new IAPT access targets (6 and 18 weeks).
Neil Thwaite drew the Board’s attention to the analysis of IAPT performance on
page 8 and reiterated the Trust’s annual plan commitment to achieve the new
access target by the end of Quarter 2. Board members noted that Salford
continues to present the main challenge and weekly reporting mechanisms are
now in place to support improvement. Neil Thwaite also benchmarked the
Trust’s IAPT performance against other local providers.
The Board considered the agreed CQUIN schemes for 2016/17, including the
associated financial values. Neil Thwaite advised that reporting will commence at
the end of Quarter 1 and assured Board members that all are progressing as
planned. The Executive Management Team have reviewed all schemes to ensure
that the right resources are in place to support achievement.
In relation to sickness absence, Andrew Maloney advised that more detailed
work is being undertaken with the outlying services (substance misuse services
and CAMHS).
Andrew Maloney also confirmed that more up to date mandatory training data
will be available for the next Performance Report. The Workforce Committee are
continuing to focus on this area, to sustain the improvements made through the
CQC preparation programme. Andrew Maloney assured Board members that
appraisal rates reflect a point in time and are expected to improve over the
summer.
Neil Thwaite highlighted the low occupancy rate at Gardener Unit in April 2016,
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advising that this was an issue nationally. The Trust’s challenge has been
compounded by the transfer of young offenders to Wetherby. Work is ongoing to
improve links and encourage referrals.
Gill Green, Director of Nursing and Operations, introduced the new governance
section, which is designed to enable easier trend analysis. She confirmed that, as
previously agreed, the safeguarding pages will be populated retrospectively.
Looking at page 17, Gill Green assured Board members that all deaths are
reviewed. PIR Panel considerations include the quality of care provision and
learning opportunities. Gill Green briefed Board members on the CQC’s work
with 12 Trusts (not GMW) around management of serious incidents. Bev
Humphrey added that this has been discussed by North West CEOs and Medical
Directors, including potential provision of peer support for incident
investigations. National guidance is expected.
Gill Green confirmed that a Trust‐wide group has been established to understand
incidents of violence and aggression towards staff and test the support provided.
She sought feedback from Board members on the presentation of Positive and Action: All
Safe data.
The Board noted the complaints data and the increasing number of complaints
being managed at the lower level. Neil Thwaite highlighted the positive Friends
and Family feedback, with 84% of service users indicating that they would
recommend our services.
Malcolm Cowen questioned the impact of the Trust’s IAPT performance on its
Intelligent Monitoring Report (proportional risk score). Neil Thwaite advised that
this was unclear, as the CQC have used different indicators in each iteration of
the report. Bev Humphrey advised that CQC reporting mechanisms are expected
to change again in 2016/17.
The Board noted the report.
146/16 Any Other Business

Noted

Bev Humphrey thanked Steve Colgan on behalf of the Board for his wisdom and
clinical stewardship and wished him all the best for his retirement.
147/16 Date and Time of Next Meeting
Noted
Monday 25th July at 1.00pm in Conference Room 7, Ground Floor, The Curve
148/16 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
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Adopted

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).”
Certified as a true record of the meeting

…………………………………………………………
Chair – Rupert Nichols

……………………………………………………………
Date
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Action Log
Meeting Minute
No.
June‐16 141/16

June‐16

142/16

June‐16

142/16

June‐16

144/16

June‐16

145/16

Item

Action

Agreed
Timescale
30/06/2016

Forecast
Owner
Completion
Kim Saville

Corporate
Governance
Statement and
Other Self‐
Certifications to NHS
Improvement
Modern Slavery –
Risk Assessment and
Statement
Modern Slavery –
Risk Assessment and
Statement
Revalidation and
Appraisal 2015/16

Submission of completed corporate governance
statement and other self‐certifications to NHS
Improvement

Supplier Code of Conduct to be updated to include
expectation around Living Wage

01/07/2016

Kim Saville

Slavery and Human Trafficking Policy Statement to
be uploaded onto Trust website

01/07/2016

Kim Saville

Signed statement of compliance to be submitted
to NHS England

01/07/2016

Views to be fed‐back to Gill Green on presentation
of Positive and Safe data in Board Performance
Report

25/07/2016

Steve
Colgan/Kim
Saville
All

Board Performance
Report

Work in progress, not yet due
Completed on time
Completed late
Incomplete and overdue
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Board Performance Report
25th July 2016
07
Neil Thwaite, Deputy Chief Executive, Director of Business and Service Development
Neil Thwaite, Deputy Chief Executive, Director of Business and Service Development

EXECUTIVE SUMMARY:

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

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

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

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)?

x
x

Yes

If ‘yes’: N/A
DATIX ID
1490

Strategic Objective
Achieve sustainable financial
strength and be well governed

RECOMMENDATIONS:

To Note

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

Board Performance Report
May 2016
Final Version

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

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

Monitor Mental Health Indicators

Monitor Mental Health Indicators

Care Quality Commission

CQUIN
CQUIN
Quality Account
Human Resources

Area
Indicators Linked to the 5 Domains
of Quality
Financial Risk Ratings
Governance Risk Ratings
Monitor Risk Ratings
Membership
Summary
CPA 7 Day Follow Up
CPA Formal Reviews
New Psychosis Cases by EIT
Delayed Transfers of Care
MHSDS Data Completeness
Early Intervention in Psychosis
IAPT - Treated within 6 Weeks
IAPT - Treated within 18 Weeks
Psychology - Length of Time Waited
CQC GMW Intelligent Monitoring
CQC Rating
CQC Visits
Service Reviews
National CQUIN
CCG CQUIN - Local
CCG CQUIN - Greater Manchester
NHS England - Specialist Network
Quality Account
Sickness Rate
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Page

Perspective

3

Human Resources
4

Human Resources
5
6

Human Resources / Finance and
Contracts

7

Locally Agreed Targets
8

9

10
11

Integrated Governance
Integrated Governance
Integrated Governance
Integrated Governance
Complaints and Patient Feedback

Area
Workforce Overview
Ethnicity
Mandatory Training
Turnover
Safe Staffing Levels
Staff, Friends and Family
Staff Costs
Financial Summary
Contract Income
Mental Health Clustering
Bed Occupancy
Young People Admitted to Adult
Wards
Infection Control
EMSA Breaches
PLACE
Incidents - Patient Safety
Incidents - Staff Safety
Incidents - Positive and Safe
Safeguarding Incidents
Complaints and Concerns
Patient Feedback - SU FFT

Page
14

15

16

17

18
19
20
21
22

12
13
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Quick View—CQC Domains
CQC Domains

Responsiveness

CQC

Domain

Area

RAG
GMW Overall Rating is GOOD
Good

Effectiveness
Safety

Monitor 6
Monitor 7

Requires Improvement

Responsiveness

Good

Caring

Good

Well Led

Good

Monitor 8
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
G
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
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

2015/16
Q2

25%

29.45

25%

4

4

1.90
0.05

50.00%
25%
25%
50.00%

4
4
4
4

4
4
4
4

Q4

G

Overall

G
Plan
G
G

2015/16
Plan
4

Q1

Q2

Q3

Q4

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC

G

G

Monitor
Weighting

MEMBERSHIP as at Q4 2015-2016

Q3

G

Continuity of services and aspects
of financial governance

Indicator
Monitor Risk Governance
Ratings
Financial

Q1

G

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

Area

2.98

Overall
Risk
Rating
4

Rating

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.
The Trust is planning to achieve a rating of 4 in the “Financial Sustainability Risk Ratings”. As at month 3 2016/17 a level 4 is being achieved by the Trust.
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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

May-16

YTD

95.0%

100.0%

99.1%

97.2%

95.0%

95.3%

NA

99.3%

95.0%

100.0%

99.5%

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

95.0%

436.4%

409.1%

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%

0.7%

0.6%

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

73.0%

50.0%

82.6%

78.7%

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%

73.3%

72.0%

This is a new indicator for 2016/17. Performance
is as anticipated at month 2. 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%

96.6%

94.9%

This is a new indicator for 2016/17. Performance
is as anticipated at month 2. 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%

99.4%

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%

63.0%

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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Compliance is reported quarterly only.
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Monitor Mental Health Indicators
1. CPA 7 Day Follow Up

95.0%

95.0%

May-16
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
100.0%
88.9%
100.0%
100.0%

YTD
98.9%
98.6%
100.0%
100.0%
100.0%
100.0%
98.5%
98.2%
100.0%
92.9%
100.0%
99.1%

100.0%

90.0%
80.0%

70.0%
60.0%

100.0%

Target

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

M

50.0%
J

J

A

S

O

N

D

J

F

M

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

Comments: All services have performed well against this indicator in Month, there was only 1 breach which was in the LSS and was due to miscommunication. The
client was initially transferred to Cromwell House CMHT who advised client was due to be discharged on 4th May 2016. Follow-up was scheduled for and completed on
5th May 2016, but client was not actually discharged until 5th May 2016 so this follow-up did not count. LSS was not advised of change of discharge date.

Target

95.0%

95.0%

2015/16
May-16
95.6%
95.5%
96.1%
90.9%
94.4%
82.1%
83.3%
95.5%
95.3%

Q1

Comments: The monthly figure provides an indication of performance for the current quarter.
The data quality report has not been picking up any coordinated care reviews for clients without a care coordinator recorded on PARIS. This issue has now been resolved.
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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%

May-16
484.6%
367.3%
450.0%
436.4%

YTD
488.4%
345.7%
377.4%
409.1%

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

409.1%

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

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%

May-16
2.0%
2.3%
0.0%
0.0%
0.0%
0.0%
2.9%
3.4%
0.0%
0.0%
0.0%
0.0%
0.0%
0.7%

YTD
1.7%
2.0%
0.0%
0.0%
0.0%
0.0%
2.1%
2.5%
0.0%
0.2%
0.0%
0.2%
0.0%
0.6%

Comments: All services are within target for May 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

97.0%

97.0%

May-16

2016/17
Q1

99.61%
99.51%
99.39%
97.87%
97.90%
97.46%
99.42%
99.09%
99.40%

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%

May-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.

60.14%
70.82%
65.43%
70.97%
80.49%
67.65%
86.21%
86.84%
62.99%

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%

May-16
78.3%
100.0%
70.0%
100.0%
82.6%
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YTD
77.8%
92.0%
60.0%
100.0%
78.7%

Comments
This is a new indicator introduced in Q4 2015/16.
All services are within target for May 2016.

7

Monitor Mental Health Indicators
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%

May-16
86.5%
53.6%
78.5%
50.0%
73.3%

YTD
87.3%
50.4%
78.6%
42.9%
72.0%

Comments: Q4 non-compliance was influenced by a problem (Sep 15-Jan 16) post PARIS
implementation which required further refinement to support the first appointment booking
function across all the district IAPT services. GMW compliance for the shadow monitoring
period (Q1-Q3 2015-16) had been 80.0%. The problem has been rectified and plans to
address the consequent backlog will see compliance re-achieved by end of Q2 (2016-17).

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

Target
95.0%
95.0%

May-16
100.0%
90.4%
98.5%
100.0%
96.6%

YTD
100.0%
88.5%
96.3%
100.0%
94.9%

Comments: GMW compliance for the shadow monitoring period (Q1-Q3 2015-16) was
96.1%, for this KPI. The factors contributing to underperformance, as with the six-week target, have been addressed and compliance is predicted by end of Q2 (2016-17).

IAPT Psychology—Length of Time Waited
Bolton - IAPT Step 2/3
Referrals per month
Discharged
% within <= 6 weeks
% within <= 18 weeks

Target May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16
306
349
321
286
295
276
279
269
265
229
294
456
510
112
102
125
82
95
92
83
61
123
88
79
110
111
75
94.6% 93.1% 97.6% 95.1% 94.7% 90.2% 95.2% 91.8% 90.2% 88.6% 77.2% 88.2% 86.5%
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
Referrals per month
Discharged
% within <= 6 weeks
% within <= 18 weeks

Target May-15 Jun-15
425
487
69
128
75
44.9% 49.2%
95
75.4% 84.4%

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16
537
494
454
426
498
431
450
515
523
414
304
158
121
43
79
52
118
79
128
195
145
125
46.2% 57.0% 69.8% 72.2% 67.3% 71.2% 35.4% 49.2% 51.3% 47.6% 53.6%
86.7% 90.1% 97.7% 96.2% 98.1% 95.8% 82.3% 91.4% 90.8% 86.9% 90.4%

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

Target May-15 Jun-15
804
863
150
177
75
83.3% 83.6%
95
98.7% 98.3%

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16
961
717
591
597
632
507
516
682
644
616
598
206
187
108
107
146
102
150
153
180
197
205
87.9% 90.9% 87.0% 88.8% 84.9% 87.3% 80.7% 71.9% 75.0% 78.7% 78.5%
98.1% 98.4% 100.0% 98.1% 98.6% 99.0% 97.3% 95.4% 93.9% 93.9% 98.5%

District Services
% within <= 6 weeks
% within <= 18 weeks

Target May-15 Jun-15
75
79.2% 75.2%
95
94.3% 94.3%

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16
76.9% 81.3% 87.0% 84.5% 84.7% 81.5% 73.9% 68.0% 65.2% 71.0% 73.5%
94.9% 96.2% 99.6% 98.2% 98.9% 97.9% 94.9% 95.1% 93.6% 93.1% 96.6%

Bolton: From April 2016 the activity for Think Positive, the Step 2 provider is being assimilated into the performance reports for Bolton. There has been a marked increase in
referrals, 66% higher in May 2016 than May 2015. This is expected and proportionate to the service capacity. The impact of this on the RTT with not be fully reflected until July 2016 onwards. The senior manager is continuously reviewing the position to ensure there is minimal impact on the RTT performance.
Salford: Due to service redesign, in order to increase RTT compliance, from April 2016 only the Step 3 service is included in the nu mber of referrals received per month. A
new pathway has been implemented in both the Step 2 element of service (not GMW provided, in Salford) and within the Step 3 and 4 tiers, which GMW provide. Weekly performance
management by the Head of Operations and the Strategic IAPT Lead is in place and showing profound improvements in current access times for Step 3. These will not be reflected in the
RTT until these service users are discharged from the service (the majority within six months). The in month position for May shows improvement on the previous month.
Trafford: The Trafford IAPT service, received almost half the Trust IAPT referrals, 2015-16. They consistently delivered both RTT targets during the shadow monitoring period. We are now
approaching the end of the impact of the further refinements required to PARIS and Trafford is on track to achieve compliance for both the 6 and 18 weeks targets by the end of Q1.
Trust: Whilst, as predicted, the Trust as a whole will not be compliant at the end of Q1, the Trust however remains on target to achieve compliance with both RTT targets 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 Rating

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

Apr
C M
- - - - - - 1
- - - -

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

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:
During May 2016 there were 2 visits. Coniston Ward, FMH, received a visit on
05/05/2016, and Hazelwood Ward, Salford, received a visit on 16/05/2016.
CQC Inspection:
A detailed action plan has been developed to address issues in relation to areas for
improvement. This has been shared with partners at the Quality Summit and updated on progress will be brought to the Board in Autumn.

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.
The results of the 2016 Survey will be available at the next Board meeting in September.
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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

10

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
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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 only 7 Improvement
Priorities. Psychological Therapies, Carers
Involvement/Engagement and Dual Diagnosis have been removed due to assurances
these can be effectively managed separately.
Staffing has been added following suggestion
by the Council of Governors and supported
by governors, service user and carer representatives. CAMHS has also been added
following recent CQC feedback and from
Service User Surveys.
The Quality Governance Committee will continue as in previous years to monitor progress against the 7 priorities each quarter.

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

3.72

4.64

Directo rate Targe t

Corpor ate Target

4.07

4.50

4.43

3.84

4.31

4.66

4.18

3.99

3.80

3.94

1.82

M

1.96

M

1.73

2.25

F

A

2.33

1.84

S

J

2.06

A

1.53

1.85

J

2.42

2.05

2.57

D

O

N

6.20

4.58

4.62

4.62

4.54

4.57

4.50

4.44

1.57

1.62

M

1.55

M

A

1.59

1.00

F

1.62

1.62

Other
Spe cia list

Sickness Absence - Long Term

CAMHS

SMS

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

1.24

J

1.51

4.00

1.59

1.70

6.19

5.00

D

1.69

6.13 6.17

1.68

1.85

6.09 6.19

N

1.64

GMW

1.64

6.12

2.00

Corpor ate

1.65

0.00

Target

3.00
3.37

2.00

1.00

6.11

1.70

3.00

6.08

4.41

4.58

6.11

0.00
O

%

3.96

4.62

6.44

6.13

4.39

5.83
4.91

6.16

1.69

4.57

5.00

6.20

6.16

S

4.58

6.00
6.13

5.90

GMW Sickness Rate (%) - Rolling 12 m onths

7.00

8.14

4.40

6.42

J

Corpor ate Target

1.71

6.21

6.23

2016/17
GMW - Lo ng term

A

5.61

6.39

2015/16
GMW - Sh ort term

4.43

6.54

6.09

0.00

1.70

7.00

1.00

J

Directo rate Targe t

1.82

1.71

7.55

8.00

4.00

1.08

J

Sickness Absence - Long Term

1.33

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

9.00

6.00

1.66

GMW

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

1.23

Corpor ate

2.07

Other
Spe cia list

1.91

CAMHS

2.11

0.00

SMS

1.00

6.64

2.00

2.00
2.59

6.19

3.00

4.45

5.19

3.00

4.00

3.80

4.07

5.00
3.90

4.03

4.75

6.60

5.64

1.80

6.48

3.88

5.79

M

2.10

4.80

4.46

4.67

5.90

5.70 5.85

1.70

4.00

6.01

4.70

%

5.00

5.95

%

5.94

6.00

6.50

6.56
6.04

M

6.78

7.00

6.00

%

8.00

GMW Sickness Rate (%) - In Month

7.00

8.14

3.98

Directorate In Month Sickness Rates (%) - May 2016

9.00

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 6.20% the total sickness rate for the 12 months ending May 2016 was 0.01% more than the previous month. The sickness rate comprised 4.58% due to long-term
sickness and 1.62% arising from short term absences.
The May in-month total for the Trust was 0.33% lower than the previous month and at 5.90% was 0.15% 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 Salford had the highest sickness absence rates; the lowest sickness absence rate in the month of May was recoded in Bolton (4.70%).
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

68

-0.14
0.02
-0.01
0.12
0.02
-0.01

1.35
1.05

1.15 1.18

1.18 1.21

1.14 1.28

O 0.30

N 0.03

D 0.03

J 0.13

0.65

1.36 1.53

S 0.17

0.74

1.40 1.60

A

1.80
1.60
1.40
1.20
1.00
0.80
0.60
0.40
0.20

1.41 1.41

Turnover

0.20

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
85
92
93
63
70
87
90
69
76
56
54
86
87
75
79
65
73
93
94
58
68
66
88
81
84
65
73
54
48
84
87
90
90
91
92
71
78
85
85
79
84

J

Mandatory Training

1.44 1.48

14

White
87.17
88.63
Mixed
1.54
1.60
Asian
4.62
6.77
Black
4.68
1.66
Chinese/Other
0.88
1.33
Ethnic group
Not Stated
1.11
*Source: ONS PEEG Estimates for 2009

J 0.03

467

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

2015/16

M 0.13

Feb-17

1.03

Jan-17

0.79

Dec-16

1.03

Nov-16

A

Oct-16

1.63

Sep-16

1.50

Aug-16

F 0.03

Jul-16

M 0.13

Jun-16

1.20 1.31

May-16
2,815
3,055

M 0.10

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

0.77

Workforce Overview

Wastage Rate (%) 2016/17

Fixe d term Co ntr acts & TUP E Tra nsfers

All Other Leavers

63

Workforce Overview: The Trust employs 3055 people who work a total of 2815 Full-Time Equivalent. In May the budgeted FTE exceeded the contracted FTE by 467, a reduction of 19
when compared to the start of the financial year.
Mandatory Training and IPDR: Overall, the compliance rate is 84% that is 1% below target. Highest levels of compliance are in Information Governance, Eq uality and Diversity
and Safeguarding Children Level 1, where all exceeded 90%. Recently, local managers and the L&D team have focussed on BLS training resulting in the 85% target being met. Next to be
prioritised will be ILS and Fire training.
As at the end of May 63% of staff had completed IPDRs. A new process for IPDR recording and scheduling is being developed with a view to improving compliance.
Ethnicity: The majority of GMW staff describe themselves as being of White origin. When compared with the ethnicity of Greater Mancheste r, the Trust had a slightly smaller
proportion of white employees. GMW has a greater percentage of staff of Black origin but is under-represented in the “Mixed”, “Asian” and “Chinese/Other” category. 1.11% of staff chose
not to state their ethnic origin.
Turnover: During May a total of 24 staff left the Trust. Reasons for leaving were voluntary resignation (15), end of fixed term contr act (4), retirement (4) and dismissal (1).
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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% 104.7% 104.3%

100.0%
105.8%
100.0%
100.0%
105.9%
108.2%
100.0%

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

100.0%
101.9%
99.7%
100.0%
105.1%
117.4%
100.0%

Comments: Where percentages are in excess of 100% this is because the number of hours worked is greater than the number of hours planne d. This is usually on account of enhanced observations of service users. Where staffing falls short of 100% an escalation procedure is in place which is reviewed by matrons, 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

464

J

526

J

J A S
2014/15

O

N

D

J

F

M

A

M

J

419

M

Bank Costs (000s)

436

A

800
700
600
500
400
300
200
100

530

626

J F M
2015/16

683

D

660

N

1053

O

900

J A S
2014/15

761

735

J

588

J

661

9351

9087

9319

8387

9162

J F M A M
2015/16

760

J J A S O N D
2014/15

9010

8951

8751

8815

8719

8613

8642

2000

8777

4000

724

6000

Agency Costs (000s)

676

8000

800
700
600
500
400
300
200
100

637

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

Jun-16
Plan Actual
13.96
13.96
-10.55 -10.44
-0.27
-0.23
-2.06
-2.36
1.07
0.92
-0.51
-0.38
0.02
0.02
-0.02
-0.01
0.00
0.00
-0.33
-0.31
0.24
0.24
0.00
0.00
0.24
0.24
-0.00
-0.00
0.24
0.24
7.7%
6.6%

Var
0.00
0.11
0.04
-0.30
-0.15
0.13
-0.00
0.01
0.00
0.02
0.01
0.00
0.01
0.00
0.01
-1.1%

YTD
Plan Actual
41.89
41.85
-31.66 -31.19
-0.82
-0.82
-6.66
-6.99
2.75
2.86
-1.13
-1.13
0.04
0.04
-0.05
-0.03
0.00
0.00
-0.83
-0.95
0.78
0.80
0.00
0.00
0.78
0.80
-0.00
-0.00
0.77
0.79
6.6%
6.8%

FY
Var
Plan Comments: The Trust is reporting a surplus on income and
-0.04 168.70 expenditure of £795k as at month 3 16/17. This is £19k
0.48 -126.78 ahead of the planned surplus.
0.01
-3.28 Directorate financial positions compared to budget can be
-0.33 -27.19 found in section 5 of the Finance Board Report.
0.11
11.45
-0.00
-4.52
0.01
0.18
0.03
-0.21
0.00
0.00
-0.12
-3.32 Mental Health Clustering
0.02
3.57 Percent Clustered
Percent with
0.00
(0.53)
Comments
0.02
3.04
Percent Clustered is the total
0.00
(0.02)
number of clients clustered to
0.02
3.03
date, and is an increase of 0.4%
0.3%
6.8%
from the April 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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Jun-16
Actual
0.0
8.2
0.0
2.9
0.0
1.9
1.0
14.0

Var
-0.1
0.0
0.0
0.0
0.0
0.2
-0.1
0.0

Plan
0.3
24.5
0.0
8.7
0.0
5.1
3.2
41.9

YTD
Actual
0.1
24.5
0.0
8.7
0.0
5.6
3.0
41.9

Var
-0.2
0.0
0.0
0.0
0.0
0.5
-0.3
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
1.1% from the April 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.
1324 clients remain unclustered.
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Locally Agreed Targets
Bed Occupancy
By Contract
% Occupancy
Bolton
Salford
Trafford
Medium Secure
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
98
96
99
95
84
89
66
80
38
100
56

May
94
93
99
96
98
77
97
66
70
40
86
72

Jun

By Specialty
% Occupancy
Functional
Organic
PICU
Rehab
Medium Secure
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
97
93
98
84
96
98

Jun

89

84

77

81

83
87
94

82
66
93

87
60
93

84
63
93

Jul

Jul

Aug

Aug

2016/17
Sep Oct

Sep

Nov

2016/17
Oct Nov

Dec

Dec

Jan

Jan

Feb

Feb

Mar

Mar

YTD
89
95
98
97
97
81
93
66
75
39
93
64
YTD
94
94
99
83
97
97

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
May 2016.

EMSA Breaches
There have been no breaches of Single Sex
Accommodation during May 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
2
3
Dementia: 93.30%
to Adult Wards
Bed Nights
12
3
0
3
These are all above National Averages and
Comment: During May, one Trafford under 18 was admitted at 3am to Keats ward in Salford as no CAMHS bed available all are equal or higher than 2014 except
at that time and no adult bed at Trafford. The client was transferred to J17 later the same day. One client was admitted at Food which has dropped from 94%.
4am to Medlock ward, Trafford, from MRI following an overdose of medication as no suitable CAMHS bed could be found The next submission will be in Q1 2016 and
at that time. Client was placed on 1:1 observation and transferred to J17 later the same day.
results will be included when available.
Board Performance Report - May 2016 Final Version
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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 Na1
6

RCA 2

6

4

Never Events

0

0

Regulation 28's

1

0

16

tional SUI Framework (2015), Trust Incident Policy, and relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 1705/2016.
Regulation 28: None received during May 2016.

Moderate & Major Incidents Comments:

1. Moderate & Major Incidents Reported on Datix
YTD to May 2016

60

14
Modera te

Major

10

There were no major incidents during May 2016.
15

8

30

20
10

4

5

40

1

4

2

4

4

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

50

7

9

6
6

No. Incidents

12

During May 2016 there were 27 incidents resulting in moderate harm; self-harm x 14, V&A x 10, accident x2, and patient
care x1.

No. Incidents

RCA 1

Catastrophic Incidents Comments:
30

May-16

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

Aug -15

Jul-15

Jun-15

10
5

May-16

Apr -16

Mar-16

Feb-16

Jan-16

0
Dec-15

The in month position for May 2016 is as follows:
There were 15 unexpected outpatient deaths: cause of death
not yet confirmed by coroner x9; road traffic accident x1;
physical health related x3; suspected suicide x2. There were
also 2 expected deaths on non-trust locations from physical
health related issues.

Nov-15

R1

SSN
Other

CAMHS

SMS

1

FMH

1

Trafford

4
Salford

Bolton

2

5

4

Oct-15

6

15

Sep -15

The figures include both Expected and Unexpected deaths.

Aug -15

8

20

Jul-15

10

25

Jun-15

12
17

No. Incidents

14

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.

16

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

May-15

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

18

May-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 May 2016.
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Safety
Incidents—Staff Safety

Minor harm, may require ai d/supp ort

20

Major perman ent or lon g-te rm har m

15

The rolling 12 months data suggests that incidents are reducing.

15

20

90
80

50
40
30

4
3

May-16

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

May-15

2

0

R1

SSN
Other

CAMHS

2
FMH

SMS

1

1

7

10

Trafford

Salford 2

4

60

20

5

Bolton

70

Aug -15

10

YTD there have been 61 incidents recorded, of which 3 have
been RIDDOR reportable.

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

Jul-15

No. Incidents

Mo derate harm r equirin g treatment

100

Jun-15

25

Violence and Aggression Incidents Causing Injury to
Staff Comments:
The number of incidents recorded during May 2016 was 36,
of which 3 were RIDDOR reportable.
No. Incidents

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

12
10
8

6
4
2

May-16

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

0

Sep -15

Corpor ate

R1

SSN Other

CAMHS

SMS

FMH

Trafford

1

1
Salford

Bolton

1

3

4

2

YTD there have been 18 incidents recorded, of which none
have been RIDDOR reportable. Accidents include: 5 x trips/
falls, 3 x moving & handling (non-patient), 2 x burn, 1 x trap,
2 x needle stick injuries, 1 x collision with object, 1 x stretching, 1 x slip/trip, 2 x cut with sharp object (non-medical
sharp).

14

Aug -15

8

4

16

Jul-15

Major perman ent or lon g term harm

6

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

Jun-15

Mo derate harm r equirin g treatment

8
No. Incidents

The number of incidents recorded during May 2016 was 9, of
which 1 was RIDDOR reportable. Accidents include: 2 x Fall,
1 x collision with object, 1 x stretching, 1 x burn, 1 x slip/trip,
2 x cut with sharp object (non-medical sharp), 1 x moving &
handling (non-patient).

Minor harm, may require ai d/supp ort

18

No. Incidents

10

Accident Incidents Causing Injury to Staff Comments:

May-15

7. Accident Incidents Causing Injury to Staff
(Including RIDDOR) YTD to May 2016

The rolling 12 month data suggests that incidents are reducing.
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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.

350

No. Incidents

108

400
300
250
200
150
100

72

Incidents that Required the use of Rapid Tranquilisation
Comments:

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

R1

SSN
Other

CAMHS

SMS 1 1

0

FMH

56

Salford

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

450

50

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

30

May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

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

70
60

No. Incidents

31

34

Jun-15

0

50

40
30
20

10
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May-16

Apr-16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

The rolling 12 months, trend suggests an increase in the use
of Seclusion. This is monitored by the Positive and Safe Group
who will develop an action plan, if clinically indicated.

0

Jun-15

YTD there have been 203 incidents involving 81 service users.

May-15

R1 3

SSN Other

CAMHS

SMS

FMH

8
Trafford

10
5

Incidents Resulting in Use of Seclusion Comments:
During May 2016 there were 49 incidents involving 29 service
users: Medium Secure Service (FMH) x12, Low Secure Service (FMH) x2, Gardener Unit (CAMHS) x5, Junction 17
(CAMHS) x9, Maple House-PICU (Bolton) x4, Meadowbrook
Unit (Salford) x 6,Chaucer Ward - PICU (Salford) x3, Moorside Unit (Trafford) x7, Recovery First x1.

17
Salford

15

May-15

3

13. Incidents Resulting in Use of Seclusion YTD to
May 2016

9

The rolling 12 months trend suggests a slight increase in the
use of Rapid Tranquilisation.

20

R1

SSN Other

CAMHS

SMS

FMH

Trafford

Salford

3

4

6

7

9

YTD there have been 32 incidents involving 25 service users.

No. Incidents

25

During May 2016 there were 16 incidents involving 11 service
users.

Bolton

No. Incidents

40
35
30
25
20
15
10
5

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.

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

Bolton

No. Incidents

20

10
9
8
7
6
5
4
3
2
1

83

45
Bolton

40

Trafford

60

26

80

V&A Incidents where Restraint Techniques were used
Comments:

138

100

Other

311

Face Down (Patient)

22 14

Face Down (Medication)

120

1 19

140

33

9. V&A Incidents w here Restaint Techniques
w ere used YTD to May 2016

411

No. Incidents

160

20

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

Patient Care

Missing Patient

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 8 Quarters with Trends

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

Self Harm

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 no hospital - acquired pressure ulcers
recorded during May 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 May 2016

Specialist Services - 12 Months to May 2016

60

30

25

50

25

20

40

15

30

10

20

5

10

20
15
10
5

0

0

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

Salford

Trafford

Tota ls:

Trend

Trust Wide by Level - 12 Months to May 2016

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

FMH
Tota ls:

SSN Other
Trend

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

Level 2
Tota ls:

Level 3
Trend

Level 4

Comments:
40 complaints and concerns were recorded across the Trust in May representing a 7% decrease from the number of complaints and concerns recorded in April (43).
There continues to be a downwards trend for complaints and concerns over the past twelve months.
During May 2016, 16 complaints at level 2 and above were closed, of which 8 (50%) were either upheld or partially upheld.
During May 2016 one level 4 complaint was closed. The complaint was about adult mental health services in Bolton. It was not upheld.

Patient Feedback—Service User Friends and Family Test
2.9%

4.4%
2.0%

Question. How likely are you to recommend this organisation to
friends and family if they needed care or treatment?
YTD Period: May 2016

1 - Extremely Likely

6.8%

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 May 2016, of the 94 service users asked, 84% said they
would recommend our services to friends and family.

2 - Likely
3 - Neither likely nor unlikely
25.9%

4 - Unlikely
58.0%

5 - Extremely unlikely
6 - Don't Know
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vision for engaging, involving and collaborating with service users, and for working
together with local organisations to bring about tangible and lasting improvements
for our service users. Service users, carers and staff from across the Trust have been
involved in the development of this Strategy.
An over‐arching action plan will be developed to implement the identified strategic
objectives, along with local service action plans to ensure consistency across all
services and localities. Progress will be monitored via quarterly reporting to the
Directorate Management Board and Quality Governance Committee. Local leads will
also monitor progress via their local Service Leadership Team meetings.

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

N/a
N/a

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)?

No

If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board of Directors are asked to note the ‘Service User Engagement Strategy
2016 to 2019’

Service User
Engagement Strategy
2016 to 2019

Service User Engagement 2016-2019

1

Contents
Acknowledgements.............................................................................................. 3
Foreword from Service User and Carer Governors............................................ 4
An introduction from the Chief Executive.......................................................... 5
Executive summary............................................................................................... 7
The principles of service user engagement........................................................ 8
What we mean by engagement.......................................................................... 9
National context................................................................................................... 10
Local context......................................................................................................... 11
Feedback from our consultation process............................................................ 12
Our achievements so far...................................................................................... 13
Obtaining feedback.............................................................................................. 15
Responding to feedback....................................................................................... 16
Communicating issues.......................................................................................... 17
Shared decision making....................................................................................... 18
Service user and carer involvement scheme marketing materials.................... 19
Learning from experience.................................................................................... 20
Shaping service delivery....................................................................................... 21
Supporting people’s long-term recovery............................................................ 22
Treating people as individuals............................................................................. 23
Valuing people’s contribution............................................................................. 24
Monitoring the implementation of this strategy............................................... 25
References............................................................................................................. 27

2

Service User Engagement 2016-2019

1

Acknowledgements

We would like to thank all of the service users, carers and staff who were involved in the development
of this strategy by giving feedback at various events across the Trust.
A series of away days were held in Bolton, Salford, Trafford and our Specialist Services Network to
discuss the core principles of service user engagement and practical procedures to ensure service user
engagement is meaningful and results in real service improvement.
We hope this strategy reflects those discussions and we thank everyone involved for helping us to identify
our priorities and ensure service user engagement continues to be at the heart of everything we do.

“

The first-hand experience of service
users and carers is invaluable. Service
users and carers are the people who
know what they need from services.
They can bring their ideas forward
and hopefully outline any problems
they encounter and help to get the
best from the service.”
Les Whalley, carer and GMW working group participant (2015).
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Foreword from Service User
and Carer Governors

We are delighted to introduce Greater Manchester West Mental Health NHS Foundation Trust’s (GMW)
Service User Engagement Strategy 2016-19. This important document will help shape the Trust’s activities
during the next three years – a period when there is much to do but which should be approached with
optimism and confidence.
The Trust has a good foundation of effective engagement between staff and service users. From working
in partnership with volunteer NHS governors, who are elected by local people, to developing innovative
feedback mechanisms such as video diary projects.
A key initiative, that brought service users and staff together to shape and improve services, was the
development of the Trust’s values. In 2012, service users led this project – co-facilitating working groups
with staff and service users to create a set of values and behaviours that are a collective commitment to the
guiding principles of our organisation and your rights as a GMW patient.
By involving service users in a variety of ways, the Trust are able to make services more relevant and better
used. For instance, when service users or people with lived experience are utilised to consult with patients
and lead feedback sessions this will build the confidence of service users to articulate their own experiences
and viewpoints, which is vital for capturing people’s honest opinions. Service users and people with lived
experience co-facilitating and co-delivering training, whether this is via monthly Trust inductions or for
Recovery Academy courses, strengthens working relationships between service users and staff and creates
a level playing field, which validates the expertise of service users.
Service user engagement is a massive part of service user’s recovery and ensures the care they receive is
holistic. It can turn service users from being passive to active in their mental health or substance misuse care,
which gives them more choices and can in turn improve their health.
The Trust provides the bridge between different activities that involve service users in their work, which can
also aid people in their recovery, providing them with a sense of purpose and inspiring others. When current
service users see people who have shared the same life experiences and difficulties as them working with
the Trust to improve services it is empowering and shows recovery in action.
A key theme in the strategy is treating people as individuals and supporting their long-term recovery goals.
It’s not just about saying and doing the right things it’s about seeing an individual’s unique qualities, abilities,
and interests and providing people with support as their needs change, so they can reach their full potential.
We are impressed with the energy and drive that has
gone into creating the new strategy, involving service
users, carers and staff at events held around the North
West and discussions in meetings. It is now vital that the
impetus is maintained and that the themes of engagement
and involvement are taken up by staff and service users
throughout the Trust – whatever your role, you have an
active part in delivering on the strategy’s potential. If that
happens, we really will all be helping our services to be fit
for the future.
Iris Emery, Carer Governor Joanne Wilson, Service User Governor
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An introduction from the
Chief Executive

Our services are only effective if we listen to the views and suggestions of the people who use them
and work in partnership with our service users to improve and develop the care we provide. Service
user engagement is central to doing this, helping us make our services more responsive, effective and
personalised.
We are continually looking for ways to make our services the best they can be for all of our service
users, families and carers. Your feedback on how we are doing will help us to achieve this. By listening
carefully to you, we can better understand what you want and need and how we can best support you.
By working together, we can bring about real and lasting improvements.
We know from experience that the people who use our services are the true experts on how those
services should be developed and delivered. Your views and experiences help us to improve services for
everyone who uses them.
Throughout the year service users will have the opportunity to provide feedback on all aspects of our
services via local and national surveys. We use this feedback to make continuous improvements to the
way we deliver care.
We also know that the views of friends and family members are important to ensure we are providing
high quality services and meeting our values to be caring and kind, valuing and respecting others and
working together.
We are committed to keeping service users informed and consulted about things that affect them, as well
as involving them in our work and delivering partnerships that ensure service users are valued as experts
by experience.
There are lots of other opportunities for service users to get involved with us and to help us shape the
future of the Trust, which are set out in more detail in this strategy. We are really keen to provide people
with a variety of opportunities to get involved with our work and put them in the driving seat so they can
let us know what they’d like to do and how much time they can give.
Developing and implementing this new Service User Engagement Strategy, a first for the Trust, is one of
our key objectives this year.
We recognise and value the contribution that service users give and support collaboration by providing
training and guidance so that service users can carry out a wide-range of engagement roles.
We also acknowledge the benefit service user engagement has on the individuals who participate in this
with research showing that service users’ wellbeing and confidence are enhanced and that hope and trust
is built, which is important in the recovery process.
We seek to strengthen this contribution through our new Service User and Carer Involvement Scheme
and hope this reinforces the value of service user and staff collaboration as well as ensuring roles for
service users are advertised as widely as possible to encourage a range of people to apply.
As with all strategies, an action plan will be implemented throughout the Trust along with local service
action plans to ensure consistency across all services and localities.
Service User Engagement 2016-2019
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We have made good progress developing and improving our approach
to service user engagement, through the help and enthusiasm of our
staff, governors, service users and partners:
•

We have established various feedback procedures, such as the service user satisfaction
questionnaire and Friends and Family Test.

•

We have developed ‘You Said, We Did’ posters for displaying in local services to inform service
users of what we have done as a result of their feedback.

•

We have launched our new Service User and Carer Involvement Scheme which includes role
templates for each of the paid opportunities available, a leaflet to explain the scheme and
posters to promote it.

•

We have established our Recovery Academy, which offers over 50 free courses to staff, service
users and their families, based at The Curve and also have campuses at our Edenfield Centre
and in Haverigg Prison.

•

We currently have 140 volunteers, 40 volunteer Peer Mentors, and 14 paid Peer Support roles
working across our services.

•

We have strong local partnerships with the voluntary sector and work closely with other health
providers, Greater Manchester Police and local authorities.

•

We have conducted research into the effectiveness of the Trust Recovery Academy and in 2017
we will see the results!

This strategy sets out our vision for engaging, involving and collaborating with our service users as well
as the direction and focus for the Trust and local organisations to work together to bring about tangible
and lasting improvements.
We are committed to ensuring that service users are involved in a real and meaningful way which influences
our staff and shapes our services. We recognise, celebrate, value and promote the unique contribution
service users make in shaping the support they receive and the direction of our Trust.
Our success as a high-performing mental health NHS Trust not only depends
on the staff who work here but the people who use our services.

Bev Humphrey,
Chief Executive
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Executive summary

We are committed to engaging with our service users in a variety of meaningful ways. The purpose of
this engagement is not only to ensure the service user is central to any decision making about their care,
but also to improve our services so that they are compassionate and focussed on recovery and their
development is guided by the people that use them.
What is service user engagement?
Making sure that the views of the people who use our services have the chance to be heard and working
together to develop and deliver services in order to make real, sustainable changes.
Why get service users involved?
“It’s important that as many service users from as wide a range of backgrounds and social
groups as possible are able to take part in the service user engagement programme and
that they are properly supported to do this.
“Often, service users who take part in service user engagement gain valuable skills and
experience, which can help them progress, increasing their employment options, for
example.
“A key part of the Supporting People programme is making sure that people who are
hard to reach become involved. Quite simply, by making sure that the voices of service
users are heard, you will ensure that they are able to have a genuine influence on the
support they receive, which leads to greater effectiveness within the service itself.
“This means your service can then be regarded as fully inclusive and needs led.”
Bolton and Torbay’s Supporting People programme Best Practice Guide (2008).
In 2015, we made a commitment in our Trust Service User and Carer Engagement Policy to engage with
service users and carers at four levels:

Working collaboratively with service users
to develop meaningful care plans that
support their recovery.

Providing service users with the opportunity
to feedback on the quality of care they have
received so that the Trust can continually
improve its services.

Involving service users in decision making
and service developments so that our
services are responsive to local needs.

Providing service users with support to
fulfil their longer terms aspirations which
may include access to voluntary/education/
employment opportunities.

This strategy will set out our key priorities in relation to getting feedback from our service users, using
that feedback to help improve services, and engaging service users to develop and deliver our services.
Standards for engaging service users in care planning are set out in other Trust policies and procedures.
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The principles of service user
engagement

In this strategy, we define a service user as someone who is using, or has used, our services within the
past six months.
People may wish to be addressed by a different term, such as ‘patient’, ‘client’, ‘expert by experience’,
‘survivor’, ‘member’, etc., or may wish to be addressed by different terms when consulted by different
health care professionals. This will be respected in the course of working with individuals or groups.
We know partnerships work best when our staff work with service users in an open and inclusive manner,
which, in turn, will provide hope and trust – things that are central to recovery.
Involvement should be meaningful and measured not only by the extent to which people feel that they
have been involved, but by how service user participation results in changes and improvements to our
services.
Our Service User and Carer Engagement Policy details core principles of engagement from recruitment to
staff supporting service users throughout their involvement.
Ensuring that people’s views are heard at all levels and across all parts of the Trust is essential for creating
and delivering better health and care services. We want to make sure that a variety of voices are heard
and current experience is learned from.
We involve services users in our work as we believe that our services are enriched by lived experience and
that this helps us to understand what people need and want, which we can respond to by continually
improving our services.
Above all, engaging with the Trust should be a great experience for services users, with everyone knowing
they are making a positive contribution to our services, staff and the lives of people affected by mental
health and substance misuse problems.
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What we mean by
engagement

We engage with our service users and carers for a variety of reasons. Sometimes we may want to provide
people with information, or consult on something and get feedback, whilst at other times we may want
people to participate more actively, so they can directly influence and get involved in our work.
Co-production is when people who use services are informed of changes, consulted about things that
affect them, included in our work and work with us from the start to the end of any project.
Table 1. The table below shows the range of engagement approaches1.

Meaning

Inform

Consult

Involve

Co-production

Impact

To provide good quality People are well
information to assist
informed about our
people in understanding work, services and goals
key issues

Examples
Fact sheets
Newsletters
Leaflets
Website

To inform people about
what we would like to
do to improve services
and receive their
feedback

People are listened to
User and carer forums
and their feedback is
Surveys
used to help us with our Feedback forms
decisions

To work directly with
service users, carers
and other individuals
to ensure their views
are used to design or
redesign a service or
process

People’s advice and
ideas are used to
improve services
and outcomes for
themselves and others

Workshops
Focus groups
PLACE inspections
Partnership
Boards

To work together in
partnership with service
user carer and/or other
agencies to design,
create or run services

People will work with
us as equal partners to
improve services and
outcomes

Recruitment of staff
Co-deliver our training
and groups
Development of
policies
Peer Mentorship

Table adapted from Wandsworth Council Adult Social Services’ Service User and Carer engagement
strategy (2013) p.5
1

Service User Engagement 2016-2019

9

7

National Context

Government policy actively encourages the involvement of service users in the development and delivery
of local services. In fact, the NHS is required to consult and involve service users under the Health and
Social Care Act 2012.
NHS England’s Transforming Participation in Health and Care (2013) brings together various
recommendations including those presented in the Francis report and states that “Insight gathered from
the public and patients helps us to improve services and outcomes, as well as potentially helping to spot
failures.” (p.28)
NICE (National Institute for Health and Care Excellence) Guidance - Service user experience in adult mental
health: improving the experience of care for people using adult NHS mental health services (December
2011) came as a direct referral from the Department of Health following the Government’s White Paper –
Equity and excellence: liberating the NHS (July 2010) which stated that more emphasis needs to be placed
on improving service users experience of NHS care.
As a result, the NICE Quality Standard states that “People using mental health services feel confident that
the views of services users are used to monitor and improve the performance of services.”
Reassuringly, the NICE guidelines also go on to recommend the involvement of service users in service
delivery stating specifically that people using mental health services should be involved in the planning
and delivery of training, and that managers of health and social care services should consider employing
service users to monitor the experience of others using mental health services.
Service user engagement is at the very heart of what we do at GMW and is reflected in our Values into
Action mission statement:

• We
• We
• We
• We
• We
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are welcoming and friendly
are caring and kind
value and respect
work together
go the extra mile
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Local Context

GMW services are diverse and cover a large geographical footprint. They include Community Mental
Health Teams (CMHT’S), inpatient services, older adult and dementia services, early intervention teams,
primary care psychological services, specialist community services (including eating disorders, military
veterans services and adult autism diagnostic and support services), substance misuse services, specialist
inpatient services for young people, drug and alcohol users, and deaf patients, as well as medium and
low secure forensic inpatient services, and health and justice services both in the community and prisons.
In developing this strategy, we have considered how service users from this diverse range of services
can and would like to engage with us. As part of the consultation process to develop this strategy, we
facilitated away days which were attended by service users, carers and staff from a range of services.

During each day we asked the following questions:
•

How would you like to give us your feedback?

•

What do each of our services do with that feedback and how can feedback structures be
improved?

•

How would you like us to inform you of the decisions we have made as a result of your feedback?

•

What roles can we engage service users in to help us make decisions and improve service delivery?

•

What processes and support structures do our services need to put in place to ensure that service
users feel valued and we can maximise the potential to learn from them and deliver better
services as a result of their involvement?

•

What do we think of service user forums? Should we manage them or should they be
independently managed? How can we ensure they remain focussed on service improvement
and are healthy environments which support recovery principles?

Why do you think it is important for health services to engage with service users
and carers in the development of services and resources?

“

They need to do it to make sure
services are relevant and don’t ignore
patients and carers rights.”
Anonymous, service user and GMW working group participant (2015).
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Feedback from our
consultation process

Due to the diversity of our services, the feedback from our consultation process to develop this strategy
was varied. As a result we were able to recognise that our strategy needed to set out a variety of methods
for our service users to provide feedback, as one method was not suitable for everyone.
Participants agreed that both electronic methods (e.g. tablets/iPads, feedback kiosks and via the NHS
Choices, Patient Opinion, and Trust websites) and written methods e.g. questionnaires were important.
The latter being the preferred option in our older adult’s services and the only option for our service users
in prison.
Crucial to feedback is how we use it to improve services. In this regard, we know that there are improvements
to be made to ensure that there is accountability for ensuring that feedback is discussed at appropriate
forums and that decisions about service improvements are made and that all staff are aware of this.
The service users that we consulted with told us they would like to be involved in decision making and
hear about decisions made in a timely fashion.
Some of our long stay service users reported that they are often asked for further feedback before they
hear about improvements as a result of the last feedback they gave. They said this left them feeling
undervalued and disillusioned with the whole process. They suggested a newsletter to update them on
progress being made, but the emphasis on actually seeing and feeling improvements was more important
to them.
We have already identified roles for service user engagement and the service users we consulted with
simply wanted to see more opportunities advertised. However, we recognise that there is a cultural change
needed in some of our services to ensure managers think about service user engagement when facilitating
meetings, audit and inspections, interviews
and training events, and we hope this strategy
and the local service action plans that result
from it will go some way in facilitating this
culture change.
In addition, service managers need to consider
practical ways to support such engagement
by identifying budgets and supervisors to pay
and support service users in these roles within
their services.
Finally, in relation to service user forums,
although these exist in all of our inpatient
areas and some of our community services and prisons, there was a consensus that the purpose of these
meetings needs to be revisited to ensure the focus is about service improvement and that the right people
are represented to ensure that service users’ voices are heard and that feedback and ideas from these
forums has influence.
All of the above knowledge and feedback has been taken into account in ‘Our priorities for the future’
section of this policy. However, before we consider our actions for the future, it is important to recognise
our achievements so far in relation to this agenda.
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Our achievements so far

In 2015, Greater Manchester West Mental Health NHS Foundation Trust’s (GMW’s) C.A.R.E Hub was
launched. The C.A.R.E Hub (Compassion And Recovery-focussed Everytime) aims to support services to
develop a coordinated approach to service user engagement.
The C.A.R.E Hub reports quarterly to the Trust Directorate Management
Board and Quality Governance Committee on progress made and areas
for development. It is Chaired by the Deputy Director of Nursing and is
attended by the Trust Lead for Service User Experience, the Customer
Care Manager, the Trust Lead for Service User Engagement and
Volunteering, Carers Leads, a Senior Marketing and Communications
Officer and service user and carer governors.
Since its formation, the C.A.R.E Hub has set up quarterly meetings with Directorate/Network Service User
Engagement Leads to monitor progress and agree local actions.
Feedback from service users on our inpatient wards is well established via the use of an electronic service user
satisfaction questionnaire and paper questionnaires (which include the Friends and Family Test question).
In the community, service users are asked the Friends and Family Test question and can give us their
feedback via text or postcard.
The Friends and Family Test data is submitted to NHS England monthly and services receive a quarterly
report. If improvements are required, an action plan is requested and monitored through the C.A.R.E Hub.
‘You Said, We Did’ posters have also been produced for services to fill in and display locally so that service
users can be kept informed of the changes we have made.
GMW’s Service User and Carer Engagement Policy was ratified and launched in June 2015 to ensure that
services have procedures to follow for obtaining feedback from service users and for recruiting, training
and supporting them in engagement roles.
Following this, the Trust Service User and Carer Involvement Scheme was launched in January 2016. By
visiting the Trust website in our ‘Get Involved’ section, service users and carers can see the range of roles
on offer to them to be able to assist in service improvements and they can access resources to help them
make decisions about things that will affect them if they apply.
In January 2013, the Trust’s Recovery Academy was established. The Academy offers a range of free
educational courses and resources to support recovery from mental health and alcohol and drug problems
for service users, carers and professionals.
One of the core principles of the Academy is equal engagement between people with lived experience
of mental health and/or substance misuse problems and professionals to encourage shared learning.
Collaboration takes place in curriculum design, course delivery and evaluation to ensure the Academy
teaches and promotes recovery principles.
There are over fifty tutors involved in the day to day delivery of the Academy, half of which are service
users/ex-service users of mental health services. With over fifty courses on offer, the Academy now has
over 3,000 students registered and 44% of those are service users and carers.
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Early feedback from focus groups has been positive, with participants highlighting
equality between service users and staff –

“

…it was like watching two colleagues
working together, you really couldn’t
tell who was the staff member and
who was the service user.”

This approach has been mirrored locally both within forensic services and in Haverigg Prison with their
Recovery Academy Campuses offering a range of courses aimed at supporting people living in a secure
environment and preparing them for release.
There are also some excellent examples of service user engagement within our specialist and district
services. There are currently two Service User Consultant posts operating across the Trust, one in Substance
Misuse Services and one in Trafford Mental Health Services whose roles are to coordinate service user
engagement activities.
Both posts work hard to engage service users within their networks and to raise the profile of service user
engagement and the benefits within their local services. Through their networks, they ensure services
get feedback from service users on policy and procedures, local resources, waiting times, service delivery
and the care environment. They also arrange for service user representation at meetings, inspections,
interviews and training events.
There are Volunteer Coordinators employed within some of our services, currently within the Specialist
Service Network Inpatient Services, Salford Substance Misuse Services (Achieve), Cumbria Substance
Misuse Services (Unity), Trafford Inpatient Mental Health Services, and Salford Older Adult Services.
These posts are working hard to establish volunteer Peer Mentors and Buddies within services so that
people in recovery can support current service users to achieve their recovery goals. They are also making
links with the wider voluntary, education and employment sector to explore wider opportunities for our
service users to support them to live independent lives.
There are many other examples of achievements in relation to service user engagement across many
of our services. Through the launch of this strategy and the conversations that it inspires, we hope to
learn from one another’s experiences and create further opportunities to engage with service users and
improve our services as a result.
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Obtaining feedback

Priority area 1:

Ensuring feedback is sought from all of our service users on a regular basis
using a variety of methods.
We have inpatient feedback procedures, such as the service user satisfaction questionnaire, which are
well established and service users in the community can give their feedback via text message, postcard,
NHS Choices and Patient Opinion websites.

We will:
•

Develop a service user satisfaction questionnaire for use in the community.

•

Make this questionnaire available in paper format and electronically on the Trust website so
that service users have a choice.

•

Provide feedback kiosks for community reception areas for service users to complete
electronically as they wait.

•

Develop a service user satisfaction questionnaire for use in prisons.

•

Review the inpatient questionnaire to improve our response rate.

•

Consider feedback roles for volunteers to encourage other service users to give their feedback,
particularly in services where service users lack capacity, have learning difficulties, have low
literacy levels, or where there are language barriers. For example older adult services, deaf
services and prisons.

•

Provide business style cards to promote feedback via our website and national feedback
websites to leave with service users when we visit them in their own homes.

•

Review local service user forums/Conversation Cafe’s to ensure they focus on service
improvements and attract service users to attend.

•

Continue to explore innovative ways to listen to our service users.
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Responding to feedback

Priority area 2: Establishing communication channels to ensure service users’ feedback

reaches our service managers and front line staff and that feedback results in service improvements.
We have formed the C.A.R.E Hub which has established a link between local Service User Engagement
Leads so that they are aware of themes from service user feedback and progress in relation to service user
engagement, and we have ensured that progress is reported to the Directorate Management Board and
Quality Governance Committee.

We will:
•

Support local leads to raise the profile of this strategy to inspire staff and service user
commitment to the service user feedback and engagement agenda in their local areas.

•

Continue to support local leads to influence their local meetings so that all staff are aware of
their service user feedback.

•

Develop a corporate action plan as a result of this strategy so that local services have the
resources and support they need to achieve this agenda.

•

Support local leads to develop local action plans which will facilitate service improvements as a
result of service user feedback.

•

Support local leads to monitor service improvement action plans.

•

Continue to report to the Directorate Management Board and Quality Governance Committee
so that success can be shared and outstanding actions can be addressed via the C.A.R.E Hub.
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Communicating issues

Priority area 3: Ensuring decisions and service improvements made as a result of service user
feedback is communicated to staff and service users.

We have developed ‘You Said, We Did’ posters for displaying in local services to inform service users of
what we have done as a result of their feedback 2.

We will:
•

Include quarterly updates via a new service user newsletter which will be launched in 2016.

•

Give updates via our service user forums/Conversation Cafe’s.

•

Encourage local services to connect with local service user groups on a regular basis to give
feedback.

•

Publish information on our Trust website.

•

Respond to service users who take the time to write to us with their feedback either in writing
or via NHS Choices or Patient Opinion websites.

•

Agenda service user feedback at all team meetings.

•

Communicate to service-users in the prison, via processes/protocols agreed with the prison
management.

96% of service users reported staff
made them feel welcome when
they arrived on the ward.

Proactive communication via staff computer backgrounds to highlight service user feedback from GMW’s service user
experience questionnaire.
2
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Shared decision making

Priority area 4:

Ensuring there is service user representation at decision making forums,
meetings, audit and inspections, as well as in the recruitment and selection of staff within all of our
inpatient and community services (with the exception of prisons) to ensure our service users’ voices are
heard and we are responsive to local needs.
We have launched our new Service User and Carer Involvement Scheme which includes role templates
for each of the paid opportunities available, a leaflet to explain the scheme and posters to promote it (see
page 19 for examples of materials published).
When a vacancy is advertised, we are looking for applications from lots of people who have used GMW’s
services, particularly in the last six months, as well as their carers and families.
There may also be occasions when someone with experience of our services over six months ago, either
directly themselves, or indirectly as a family member/carer, can apply for a role.
Current opportunities are listed on our website and/or advertised by flyers and on noticeboards in the
services where roles are available.

We will:
•

Share examples of service user engagement via the Trust Service User Engagement Leads
meeting and via Trust newsletters to inspire and motivate others.

•

Create an electronic shared drive of role descriptions and continue to support managers to
identify opportunities, create roles and advertise them in line with Trust policy.

•

Review all meetings Terms of Reference to assess whether or not service user involvement
would benefit decision making.

•

Advertise current opportunities by flyers and posters on noticeboards in the services where
roles are available as well as on our website and via social media, where appropriate.
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Learning from experience

Priority area 5:

Maximising our opportunities to learn from people with lived experience of
mental health difficulties by co-facilitating learning and development opportunities both locally and via
the Trust Recovery Academy’s.
We have the main Trust Recovery Academy based at The Curve and campuses at both our Edenfield
Centre and Haverigg Prison.

We will learn from the success of this model by:
•

Supporting local services to engage with service users in the design and delivery of their local
induction and training programmes.

•

Working with corporate services to review their training programmes including Trust Induction,
Mandatory Training, Health & Social Care Apprenticeships, and Leadership and Management
Programmes.

•

Encouraging service users to share their experiences at Trust events and conferences.

•

Identifying more prisons as Recovery Academy Campus sites (to mirror the work done in
Haverigg prison) and working collaboratively with their staff, governors and prisoners to
produce a prospectus of learning.

•

Developing an Academy prospectus for our Edenfield Campus site.
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Shaping service delivery

Priority area 6:

Ensuring we engage with service users in service delivery by maximising
opportunities to introduce volunteers, volunteer Peer Mentor and paid Peer Support Worker roles.
We currently have 140 volunteers, 40 volunteer Peer Mentors, and 14 paid Peer Support roles working
across our services.
We have the main Trust Recovery Academy based at The Curve and campuses at both our Edenfield
Centre and Haverigg Prison.

We will:
•

Explore opportunities for volunteer roles within all services particularly in relation to gathering
feedback, service orientation roles, and activity coordination roles.

•

Create opportunities for service users and ex-service users in recovery to co-facilitate
therapeutic groups.

•

Raise awareness of the role and benefits of Peer Mentors at our annual celebration events
which take place in June each year as part of national Volunteers’ Week and during the
national Festival of Learning (previously Adult Learners’ Week).

•

Identify opportunities for volunteer Peer Mentors and paid Peer Support Worker roles within
all of our services and publish our intentions in the Trust Workforce Planning Strategy.

•

Learn from our colleagues in other Trusts by being part of the North West action learning set
ran by Health Education England specifically looking at Peer Mentorship.

•

Review our existing Level 2 qualification in Peer Mentorship to ensure it is fit for purpose.

•

Ensure that our paid Peer Support Workers have access to our Level 2 Health & Social Care
Apprenticeship programme.

Service User Engagement 2016-2019
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Supporting people’s longterm recovery

Priority area 7: Continuing to support service users to move on and lead independent lives
by improving links with the education, training, employment and voluntary sector.
We have already established strong local partnerships with the voluntary sector.

We will:

22

•

Continue to make links with local advocacy services, actively encouraging Independent Mental
Health Advocates and Independent Mental Capacity Advocates to work with our service users
on our premises when required.

•

Continue to work in partnership with the local voluntary sector to create opportunities for
their service users to volunteer within our services and for our service users to volunteer in
theirs where this is appropriate.

•

Explore links with the wider independent and business sector to enable our service users to
pursue their longer term education, training and employment goals.

•

Explore where we may be able to offer voluntary experience within our corporate services
teams to widen the opportunities we offer to our service users and enable them to develop
skills in administration, marketing, IT, catering, finance etc.

•

Raise awareness of local education and employment opportunities within our services and
through our assessment processes and interventions.

•

Signpost service users in prison to their prison education provision and continue to engage
with their local Bridging the Gap programme or equivalent to support our service users being
released from prison.

Service User Engagement 2016-2019
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Treating people as
individuals

Priority area 8:

Continuing to tackle the stigma associated with mental health by sharing
service users’ stories and celebrating success.
We have conducted research into the effectiveness of the Trust Recovery Academy and in 2017 we will
see the results which will show whether or not the Academy has had any effect in tackling the stigma
associated with mental health and substance misuse problems.

We will:
•

Produce a publication in partnership with service users to share their stories as a way of
inspiring and motivating others.

•

Publish stories regularly via our Trust website and Trust newsletters.

•

Nominate our service users and volunteers for Trust and national awards as part of the Trust
Annual Members Meeting, national Volunteers’ Week and during the national Festival of
Learning (previously Adult Learners’ Week).

•

Write references for service users when they wish to move on and apply for further education,
training or employment, where appropriate.

•

Launch our Trust Service User Engagement Recognition Scheme which is detailed in the
following section – ‘Monitoring the implementation of this strategy’.

•

Work with the media by preparing and distributing press releases, feature articles and films
about people with experience of mental health and/or alcohol and drug problems to challenge
prejudice and help combat the stigma experienced by people with these issues and their
carers.

•

Share facts, experiences and news of mental health and alcohol and drug problems on our
website and via our social media channels, newsletters and leaflets/posters.

Service User Engagement 2016-2019
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Valuing people’s
contribution

We value service users’ contribution to service improvement and service delivery by offering the
following:
1. Ensuring we work with service users from a wide variety of backgrounds and social groups to ensure
services are reflective of the local populations they serve.
2. Paying service users for their time, for activities such as;
• Attending service development activities, participating in PLACE inspections (Patient-led
Assessments of the Care Environment) and taking part in service improvement meetings and 		
working groups.
• Payment is also made for the co-production of our training and participating in the recruitment
and selection process of staff.
3. Reimbursing service users for their transport costs.
4. Providing service users with an induction and training to be able to carry out their role effectively.
5. Providing them with regular support and supervision.
We will make it clear at the outset of any involvement activity whether payment will be made, and, if
so, what rate of pay will be offered. This will be made in accordance with the Service User and Carer
Engagement Policy.

24
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Monitoring the
implementation of this
strategy

As a result of this strategy, a corporate action plan will be developed along with local service action plans.
Progress against all of these plans will be monitored quarterly via the Trust Directorate/Network Leads
meeting and the C.A.R.E Hub meeting.
A quarterly report will be produced for the Directorate Network Board and Quality Governance Committee.
Local Leads will monitor local progress via their local Service Leadership Team meetings.

Quality
Governance
Committee

Director of Nursing and Operations

Directorate
Management
Board

CARE Hub

Service User
Experience Lead

Service User
Engagement &
Volunteering Lead

Customer Care Team
Manager

Carer & Dementia Lead

Service Leads for Experience and Feedback

Specialist Services Network

SSN Service User & Carer
Framework/Strategy Steering
Group

Bolton Directorate

Salford Directorate

Trafford Directorate

Senior Leadership
Team Meetings

Senior Leadership
Team Meetings

Senior Leadership
Team Meetings

Team Meetings

Team Meetings

Team Meetings

Service User Groups

Service User Groups

Service User Groups

Senior Leadership Team
Meetings
Team Meetings

Quality Forum/Community
Meeting
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In 2016, we will launch our service user engagement recognition scheme which will award
services with the following:
•

Bronze Kite Mark – for services that can evidence that they obtain feedback from service users.

•

Silver Kite Mark – for services that can evidence that they have achieved the above and involve
service users in decision making and service developments.

•

Gold Kite Mark – for services that can evidence they have achieved the above and support
service users to access volunteering opportunities.

•

Platinum Kite Mark – for services that can evidence that they have achieved all of the above and
support service users to access wider education, training and employment opportunities both within
and outside the Trust.

Via the implementation of this scheme, we will be able to see more clearly our achievements within the
Trust and where we need to provide more support to services to succeed with this agenda.

user
engagement
recognition
scheme
service

“

Experience of involvement at GMW: Recovery Research Programme

Being listened to and, not just being
listened to, but the level of listening
to me and actually taking on board
things that I have said. And also that
things were changed….I would make
an observation about a certain part
of the Recovery Manual and at the
next meeting that would have been
taken on board and it does make a
difference.”

26

Service User Engagement 2016-2019

21

References

Health and Social Care Act 2012
NHS England Transforming Participation in Health and Care (2013)
NICE Guidance Service user experience in adult mental health: improving the experience of care for
people using adult NHS mental health services (Dec 2011)
Government White Paper Equity and Excellence: Liberating the NHS (July 2010)
Bolton and Torbay’s Supporting People programme Best Practice Guide (2008)
Wandsworth Council Adult Social Services’ Service User and Carer engagement strategy (2013)

Service User Engagement 2016-2019

27

Greater Manchester West Mental Health NHS Foundation Trust, The Curve,
Trust Headquarters, Bury New Road, Prestwich, Manchester, M25 3BL
0161 358 1771
claire.watson@gmw.nhs.uk

This information can be provided in different
languages, Braille, large print, interpretations, text
only and audio formats on request.
0161 358 1644

communications@gmw.nhs.uk

For more information about GMW:
www.gmw.nhs.uk
@GMW_NHS
GreaterManchesterWestNHS
28

Service User Engagement 2016-2019

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

Infection Prevention and Control Annual Report 2015/16
25th July 2016
09
Gill Green, Director of Nursing and Operations
Tim McDougall Deputy Director of Nursing, IPC Rebecca McCarren, Assistant
Director

EXECUTIVE SUMMARY:

This annual report has been compiled to inform the Board of Directors of the
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To note and review infection prevention and control
activity in the Trust during 2015-2016

This annual report has been compiled to inform the Trust board of the
developments and activities in infection prevention and control (IP&C) during the
period of April 2015 to March 2016.

1.

IPC Governance arrangements

1.1

The Trust has a designated Director of Infection Prevention and Control
(DIPC), this role has been assigned to the Deputy Director of Nursing since
July 1st 2010 in line with new freedoms within the Health & Social Care Act
2008 (Sections 1.1 & 1.13). The Deputy Director of Nursing and DIPC has
management responsibility for the Central Nursing and Allied Health
Professional Team (CN&AHPT), within which the Infection Prevention and
Control (IP&C) Team sits.

1.2

The DIPC chairs the quarterly IP&C Committee, and is responsible for
ensuring the implementation of the Health Care Associated Infections
Assurance Framework (HCAI) and that associated work plans are
developed, implemented, and reviewed at the required intervals. The DIPC
is responsible for providing an annual report to the Trust board of Directors
confirming IP&C assurance, and IP&C activity undertaken across the Trust.

1.3

The Assistant Director of Nursing and Deputy DIPC is responsible for the
day-to-day leadership, management, and delivery of the IP&C agenda and
leads on the completion of the annual IP&C audit. This process is
supported by two Lead Nurses for Practice and Performance who are also
based in the CN&AHPT and have a specific role in providing training,
conducting audits, and providing IP&C advice. The DIPC and Deputy DIPC
provide additional IP&C cover when required.

1.4

The Directorates Matron’s and Deputy Matron’s have been provided with an
‘Infection Prevention Nurse Cover’ procedure and additional training and
guidance to support IP&C cover arrangements.

1.5

Royal Bolton Hospital NHS Foundation Trust continues to provide
Microbiology advice and support, and ‘out of hours’ Infection Prevention
advice under the Infection Prevention & Control Service Level Agreement.

1.6

The Pharmacy Directorate has one-part time Antimicrobial and Infection
Prevention Pharmacist who works closely with the IP&C team and IP&C
committee, with a particular focus on antimicrobial stewardship. This
includes a regular audit of practice measured against the Trust’s antimicrobial guidelines.

2

Healthcare Associated Infections (HCAI) Assurance Framework

2.1

The HCAI Assurance Framework was implemented across the Northwest in
October 2009 by NHS North West. This is updated on a quarterly basis by
the Deputy DIPC and reported to the local public health team through the
GMW Business Intelligence Department.

2.2

The Trust is currently meeting all the requirements of the HCAI framework
and is continuing to improve and develop practice standards.

3

Emergency Planning

3.1

The IP&C team continues to support and promote the annual Influenza
vaccination programme working closely with Pharmacy and HR
departments. During the 2015/16 flu season (October- February), all
service users identified within the high risk groups for influenza (as per
National guidance) were offered vaccination at ward level and their uptake
of this documented in the electronic patient record.

3.2

In order to increase the uptake of staff seasonal flu vaccination, the IP&C
team repeated the initiative commenced during 2013-14 whereby identified
flu link nurses across the Trust provided staff vaccinations locally using a
Patient Group Directive.

3.3

The IP&C team repeated the flu training provided during 2015-16 and ran
two parallel programmes, a refresher for existing flu link nurses and a full
course for new flu link nurses. Following the success of the 2014-15
programme, this training also included band 4 Assistant Practitioners.

3.4

A total of 43 clinicians were involved in the flu link programme, which was
noted to be a decrease from last year (n71). This was due to a reduction in
staff being nominated by our services to take part in the programme with
clinical pressures being cited as the rationale for this.

3.5

The Trust’s overall percentage of seasonal flu vaccination uptake also
decreased by 9.8% from 43.4% uptake in 2014-15 to 33.6% uptake in
2015-16. Nationally it was recognised that the media coverage that detailed
the reduced efficacy of the previous year’s vaccine had negatively affected
the 2015-16 uptake.

3.6

Locally GMW continued to provide a robust vaccination programme that
included multiple clinics at locations across the trust. Provision of a flu clinic
at each mandatory training and local induction throughout the campaign
period. Training and support for peer vaccinators as well as a
communications programme that aimed to dispel common myths regarding
the vaccine.

3.7

Below is a table to demonstrate staff vaccine uptake in each
network/specialities. Further work is required in this area to increase this to
the 75% national CQUIN target from Public Health England which has
already been set for 2016-17. A robust action plan is already in place to
achieve this target and the leadership for this sits within the IP&C team. A
core working group has been established with includes members of the
IP&C team, HR Department, Occupational Health, Pharmacy and
Communications.

2015-2016 Directorate
SSN Child & Adolescent MH
SSN Mental Health & Deafness
SSN Forensic Mental Health
SSN Substance Misuse Services
SSN Criminal Justice Service
SSN Community Psychological Therapies
SSN Management
Bolton

%
28%
33%
37%
34%
21%
17%
10%
41%

Salford
Trafford
Corporate

4

Reportable Infections

4.1

MRSA

35%
40%
39%

There have been no major incidences at GMW related to MRSA throughout
the year. Operational guidance for MRSA screening in mental health trusts,
issued by the Department of Health in December 2008 has been fully
implemented within GMW since June 2010. The trusts MRSA procedure
recommends that only certain categories of patients are screened as per
the national guidance.
The following table depicts the number of cases of MRSA
colonisation/infection identified in each directorate. There has been 4
MRSA cases this year which is a decrease on last year’s figure of 7 with all
cases being within Salford older adult wards at Woodlands. It can be
expected that given the complex nature of the service users admitted to
those services a higher proportion of patients will fall within the screening
criteria for MRSA to their complex physical health co-morbidities.

Directorate
Bolton
Salford
Trafford
Alcohol and Drug
Adult Forensic
Adolescent
JDU
Total

4.2

Number of new cases
0
4
0
0
0
0
0
4

Clostridium Difficile
There have been two cases of Clostridium Difficile in this reporting period.
The first case was on Hayswater Ward in May 2015 and the second case
was on Delamere Ward in June 2015. A route cause analysis was
completed following each individual case that identified the following
causes:
1. Hayswater Ward - Long-standing treatment with an identified high-risk
drug – Omeprazole, which continued after the Clostridium Difficile, was
diagnosed.
2. Delamere Ward – Frequent IV use of broad-spectrum antibiotics while
an inpatient at Salford Royal Hospital and concurrent long-term use of
Omeprazole.
Action plans following each RCA have been completed and the IP&C
mandatory training has been updated to incorporate the importance of
antimicrobial stewardship.

In response to the NHS England guidance for Clostridium Difficile in NHS
organisations published in January 2015. The IP&C Team have updated
the Clostridium Difficile RCA tool to ensure it remains in line with the latest
evidence base.

4.3

Norovirus
During 2015/16, there was only one outbreak of diarrhoea and vomiting
(D&V) within the organisation on Greenway Ward in Trafford. Norovirus
testing was completed on the samples received and Norovirus was
confirmed by laboratory testing. The ward remained closed for a period of
10 days but no bed nights were lost. The outbreak was report to Public
Health England for surveillance monitoring.
Throughout the year, there have been isolated cases of service users with
symptoms of D&V however, these have not been recorded as outbreaks as
they were successfully managed through isolation and no causative
organism was established.

5

Education and Training
The link worker education and training programme has continued to be
delivered throughout 2015/16 on a quarterly basis. Attendance at Link
worker study days has steadily increased throughout the year. The IP&C
Team and a number of outside speakers including Public Health England,
wound care specialists and medical representatives have delivered training
and updates.
The IP&C Team and the Specialist Network Matron have worked together
to develop a virtual IP&C page on the GMW intranet that aims to provides
an online forum for IP&C link nurses to share information and access
relevant IP&C information.
During 2015-16 the IP&C Team have updated their IP&C mandatory face to
face training programmes and continue to promote the tailored eLearning
packages.
Level 1 – Non patient facing staff (2 yearly)
Level2 – Housekeepers and Domestic Staff (annual)
Level3 – Clinical patient facing staff (annual)
Workforce training figures indicated at the end of March 2016 our staff
compliance with this training was as follows:

31 March
2016
31 May 2016

Infection
Prevention
Level 1

Infection
Prevention
Level 2

Infection
Prevention
Level 3

83%

71%

54%

87%

79%

73%

As can be seen above remedial work has been completed to improve our
staff compliance with the Level 3 IP&C training for clinical staff. This has
included resolving a technical difficulty that meant that the Level 3
eLearning option was not available for a period of time as this was cited as
one of the reasons for the reduced compliance.

6

ANTT- (Aseptic Non Touch Technique)
During 2015-16 ANTT has continued to be rolled out for all inpatient
clinicians and this process has been co-ordinated by the Lead Nurse for
Practice and Performance. A training programme has been developed
utilising materials purchased to support the implementation and this is
available on the GMW intranet. The training consists of either a short DVD
and self-running power point presentation or a face- face training session
from an identified local assessor.
Once this theoretical work is completed all clinicians are assessed for
competency against the ANTT principles through the completion of an
observation of ANTT in practice. Data is collected via an ANTT observation
tool and compliance figures are collated by the Learning and Development
Department. In addition to this ANTT has been added to the trust
preceptorship package, which is completed by all newly qualified nurses.
As compliance with ANTT is a key component of the HCAI framework,
implementation of ANTT has been monitored by the Trust IP&C Committee.
The IP&C Team continues to work with HR to ensure the current
compliance figures are reflected and uploaded to the new GMW Learning
Hub and plans to target compliance where any gaps are identified.
To provide assurance that ANTT has been embedded into practice, the
IP&C Team continues to monitor compliance through the addition of an
ANTT standard in GMW’s annual IP&C environmental audit tool. As part of
this process clinical staff are randomly selected and are asked to
demonstrate an ANTT procedure.
The IP&C audit results indicate that the Trust achieved 81% compliance
against this standard during 2015-16. It is acknowledged that this is a 6%
reduction in compliance compared to last year’s performance however after
investigation this was found to be linked to one individual ward area who
has a remedial action plan in place.
During 2015-16 the ANTT roll out has demonstrated an increasing
compliance in our district community services and this will be progressed
during 2016-17 specifically targeting our SMS community sites.

7

Audit

7.1

Annual IP&C Audit
Ownership for writing the action plans associated with the audits has
continued to remain with the IP&C team as this gives the team a greater

overview and understanding of the issues affecting clinical areas as this
data is used to inform the IP&C work plan for 2016/17.
The annual infection prevention audit has been completed in 37 in-patient
areas and 23 community services = 60 service visits by the IP&C Team
between October 2015 – May 2016. The results demonstrate that we have
sustained our high IP&C standards across the Trust year on year which is
largely supported by the activity of the IP&C team, directorate Matrons,
IP&C link nurses and the ongoing delivery of the PLACE strategy.
IPC RAG Scoring
Less than
74%

75% - 84 %

Compliance 85%
and over

N/A (not
applicable)

Inpatient Standards

Hand Hygiene
The Use of Personal Protective
Equipment
Environment*

TRUST TOTAL %
14/15
15/16
97
98
95

94

92

96

Ward / Department Kitchen

94

87

Handling & Disposal of linen
Waste Management

97
98

98
97

Safe handling & disposal of sharps

96

87

Management of patient equipment

96

94

Activity, toys & gym equipment
Isolation Precautions

100
100

100
N/A

Seclusion

89

100

Specimen handling

93

95

ANTT

87

81

NB- ANTT was included as a standard for the first time during 2014-15
ECT Standards

Hand Hygiene

TRUST TOTAL %
14/15
15/16
100
100

The Use of Personal Protective
Equipment
ECT Suite Environment

100

100

100

100

Management of patient equipment

97

100

Handing & Disposal of linen

100

100

Waste Management

95

100

Safe handling & disposal of sharps
Specimen handling

100
100

100
100

Community Standards

Hand hygiene
The use of personal protective equipment
Environment
Departmental kitchens
Departmental waste handling & disposal
Safe handling & disposal of sharps
Management of patient equipment

TRUST TOTAL %
14/15
15/16
94
91
85

95

85

84

84

90

93

95
95

92
78

89

91

98

N/A

94

Toilets

100

100

Domestics Room.

100

100

ANTT

87

100

Specimen handling
ANTT

The above results indicate that we have achieved a year on improvement in
the standards achieved within our 2 ECT departments with both achieving
100% compliance in all standards of the environmental audit process.

As can be seen above the IP&C standards within our community teams
has predominantly seen a year on improvement when compared to the
2014-15 audit results. ANTT was included for the first time this year to
reflect the ongoing roll out of this standard in practice.
Prison Standards
TRUST TOTAL %
14/15

15/16

Hand hygiene
The use of personal protective equipment
Environment

89%
94%
83%

92%
100%
89%

Departmental kitchens
Departmental waste handling & disposal
Safe handling & disposal of sharps

90%
79%
88%

83%
95%
75%

Management of patient equipment
Specimen handling
ANTT

100%
90%
N/A

100%
85%
N/A

The IP&C team has continued to separate out the IP&C audit results for the 4
Prisons where GMW provides services. This was originally due to a
number of issues being raised during the 2013-14 audit regarding the
environment and the varying prison regimes which influenced GMW‘s
ability to maintain hospital standard IP&C measures. In all cases the
prison teams were forwarded the action plan taken from the audit
process and we have worked collaboratively with HMP Governors and
managers to improve standards where possible. These improvements
have been realised during 2015-16 but work in this area is ongoing and
remains challenging. It is anticipated that more prisons will be added to
the 2016-17 environmental audit process reflecting the Trust’s growing
activity in this area.
HMP Style
The trust continues to have an agreement in place with Spectrum
Healthcare regarding the completion of an annual environmental audit at
HMP Style. This involves the GMW IP&C team completing the audit and
associated action plan and forwarding this to Spectrum Healthcare
personnel for ongoing management. GMW is not responsible for
overseeing the action plan associated with this audit nor is accountable for
completion of the actions required within it. This audit has been completed
as agreed however very little improvement was seen in the standards
compared to the previous year. This has been escalated within Spectrum
Healthcare as an area of concern by the GMW IP&C team.
Dissemination of audit results
The annual IPC audit report has been collated by the GMW clinical audit
department and will be disseminated to the Directorates via the IP&C
Committee. Directorate specific action plans from the audit will be
discussed and monitored by the Matrons at the Infection Prevention
Directorate meetings. The IP&C team will support this activity and Matrons
are asked to report on the progress of these action plans at the IP&C
Committee.
A corporate action plan based on these results will be completed and used
to inform the IP&C activity for 2016-17.
7.2

Mattress Audits

In response to the Medicines and Healthcare products Regulatory Agency
(MHRA) medical device alert ‘MDA/2010/002’ issued in January 2010, each
inpatient area is expected to continuously monitor mattress condition by
using the mattress management forms on a monthly basis. This is lead by
the Infection Prevention Link Nurses and involves each mattress in an
inpatient area being individually inspected for signs of wear and damage.
The results of these inspections are monitored locally via the Directorate
infection prevention meetings.
In order to provide assurances regarding the robustness of this system an
external audit has been commissioned by the IP&C team and this will be
completed by Park House Healthcare who will inspect each mattress in our
inpatient services. We are expecting this to be completed during May 2016
after which there will be an action plan developed dependant on the results
of the audit that will form part of the 2016-17 IP&C work plan.

7.3

Hand Hygiene Audit

A quarterly Hand Hygiene audit was introduced in all inpatient areas in April
2010. In addition to the hand washing process the audit also monitors staff
knowledge of the World Health Organisations ‘5 moments for hand hygiene
at the point of care’ and compliance with the use of personal alcohol gel
dispensers.
The audit tool has three sections- hand hygiene dress code, hand washing
process and knowledge. Link nurses as part of the process are expected to
audit the hand washing of 10 subjects across the multidisciplinary team.
The annual hand hygiene audit report has been collated and will be
disseminated to the Directorates for action planning via the IP&C
Committee. The IP&C has developed a corporate action plan which will
inform the 2016/17 IP&C work plan.
Following the introduction of the Dress Code Policy and nursing uniform for
many clinical staff, improvements in compliance with “bare below the
elbows” has been seen in the 2015-16 hand hygiene audits. Staff
knowledge of the 5 moments continues to be highlighted as an area for
improvement but the trust has achieved by quarter 4 88% compliance with
this across all professional groups. These issues continue to be addressed
in Directorate infection prevention action plans which are monitored by the
Matrons. In addition to this concentrated work has been completed with
specific staff groups such as Domestic Staff and noticeable improvements
have been made.
Results from these audits are reported via the HCAI Assurance Framework.
Hand washing quarterly scores (%) for Trust inpatient areas.
Quarter 1

Quarter 2

Quarter 3

Quarter 4

98%

97%

98%

97%

Below are the hand hygiene audit results per Directorate and also the hand
hygiene results per professional group.

Since the introduction of the new tool we are now able to gain an assurance
that all professional groups are compliant with hand hygiene practice with
all groups achieving >96% by the end of quarter 4.

7.4 Antimicrobial Audits
Antimicrobial Guidelines were developed specifically for GMW Mental
Health Trust in 2010 to promote good stewardship of antibiotics within
GMW. This audit continued annually and each of the 4 directorates (Bolton,
Salford, Trafford and Specialist Services Network) is audited once over a 3monthly period every year.
The latest data from the 2015-2016 audit is:
Directorate

Antibiotic
choice
compliance
rate

n

Antibiotic
dose
compliance
rate

n

Antibiotic
course
duration
compliance
rate

n

Medicine
chart
documentati
on of
stop/review
date
compliance
rate

n

Trafford

89%
(100% )

8/9

75%
(75%)

6/8

67%
(63%)

6/9

Trafford post
pharmacist
intervention
Specialist
Services
Network (SSN)
SSN post
pharmacist
intervention
Salford

100%

9/9

88%

7/8

89%

8/9

93%

14/
15

93%

13/
14

78%

93%

14/
15

100%

14/
14

87%

13/
15

100%
(93%)

87%

13/
15

100%
(90%)
100%

8/8

(100%)
Salford post
pharmacist
intervention
Bolton
Bolton post
pharmacist
intervention

8/8

100%
(88%)

14/1
4

11/1
4

89%

25/2
8

86%

12/1
4

100%

28/2
8

13/
13

100%
(64%)

14/1
4

100%
(93%)

19/1
9

100%

13/
13

100%
(93%)

14/1
4

100%

19/1
9

88%
(90%)
88%

7/8

88%
(80%)
100%

7/8

100%
(90%)
100%

11/1
1
11/1
1

7/8

8/8

The antimicrobial pharmacist and the electronic patient notes system in the
trust changed half way through the audit which delayed the review of the
results. This slightly impacted on the post pharmacist intervention results as
the delay in reviewing the audit forms led to an inability to make timely
changes to inappropriate prescribing practice.
The original audit was expanded to include documentation in patient notes.

Directorate

ICIS/Pari
s entry
made by
prescriber
within 5
days of
initiation
(or by
another
staff
member)
79%

n

Indication

n

Name

n

Duration

n

Reason
for
deviatio
n

n

11/14

71%

10/14

79%

11/14

64%

9/14

17%

1/6

Specialist
Services
Network
Salford

96%

27/28

96%

27/28

82%

23/28

79%

22/28

0%

5/5

47%
(67%)

7(10)/1
5

73%

11/15

73%

11/15

73%

11/15

83%

5/6

Bolton

82%

9/11

82%

9/11

55%

6/11

36%

4/11

0%

0/1

Trafford



Targeted feedback regarding areas of non-compliance has been
provided to prescribers through dissemination of key audit findings and
recommendations. Lanyard sized cards are now issued to all GMW
prescribers which provide prescribing guidelines for common infections
within GMW.



Awareness has been raised in the relevant directorates that all
prescribing should be documented in the patients notes, ideally
immediately and if this is not possible, within 24hrs of prescribing. The
audit form has been changed for next year to record all documentation
of prescribing within 24hrs.
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The importance of this has been cascaded through all staff routes, so
that the nurse who may call an out-of-hours duty doctor is aware of the
need to document if a medication is prescribed and the Doctor cannot
access the patients notes.

Sharps Safety
During 2015-16 we have noted an increase in the number of sharps injuries
reported in the Trust (2014-15 n11 reported, 2015-16 n20 reported). The IP&C
team continues to monitor trends via DATIX and share themes with the
Infection Prevention Link Nurses and the IP&C committee.
In most cases the sharps injuries sustained by our clinical staff were as a
direct result of accidental practice rather than non compliance with sharps
safety standards. The IP&C team continues to reinforce the importance of
sharps safety through mandatory training and where appropriate through the
infection prevention environmental audits.
During 2015-16 the IP&C Team has continued the work commenced in 201213 to implement the recommendations from the EU Directive 2010/32/EU
“Prevention from sharps injuries in the hospital and healthcare sector” which
came into UK legislation in May 2013. The Directive highlighted the
importance of sharps risk assessments and the use of safer needle devices.
Safer needle devices have now been procured and continue to be reviewed by
the Physical Health Care Committee and the Medicines Management Team.
A safer cannula device has already been approved and implemented during
2014/15 and the Medicines Management Team are currently working with
procurement to mask out all the needle devices without a safety device after
successfully trialling a 2-inch safety needle procured from overseas. It should
be noted that Risperdal Consta is already complaint as it has a safety device
fitted to the needle. Once this is completed the trust will be compliant with this
directive

9

Policies and Procedures
There have been no updates this year to the GMW IP&C policies and all
remain in date

10

Recommendations
The Trust board is asked to note and review the IP&C activity within the Trust
during 2015-2016
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EXECUTIVE SUMMARY:

NHS statutory instrument 309 requires responsible bodies to prepare annual
reports on complaints that are to include numbers, subject matter and outcomes.
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The Board of Directors is asked to Note the Annual Complaints Report
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Complaints Annual Report 2015 ‐ 2016
“We saw that the trust was open and transparent and offered apologies when people complain”
CQC June 2016
1.

Background

NHS England Statutory Instrument 309 requires responsible bodies to prepare annual reports on complaints
that are to include numbers, subject matter and outcomes. The Trust Customer Care Policy designates
Quality Governance Committee as the responsible committee for the complaints report. This report
summarises complaints and compliments activity across the Trust from April 2015 to March 2016, and
includes comparison data from 2010 to 2015.
2.

Customer care data analysis 2015/16

2.1

All complaints received by level and service

Bolton
Salford
Trafford
AFS
Substance
Misuse Services
Other Specialist
Services
Totals:
Percentage

Level 1
0
0
1
1

Level 2 Level 3 Level 4
40
10
4
51
19
2
28
9
5
31
10
5

Level 5
1
0
0
0

Total
Percentage
55
19%
72
24%
43
15%
47
16%

10

24

6

0

0

40

14%

11
23
8%

20
194
66%

7
61
21%

1
17
6%

0
1
0.3%

39
296
100.0%

13%
100%

For the purpose of this report, due to the small numbers of complaints, Child & Adolescent Mental Health,
Criminal Justice Services, Community Psychological Therapy Services, Mental Health & Deafness and
Recovery First will be referred to as Other Specialist Services.

Levels are determined as:
Level 1, minor impact: Minor inconvenience
Level 2, low impact: Inconvenience and some distress
Level 3, moderate impact: Distress caused
Level 4, major impact: Distress and harm
Level 5, serious and adverse impact: Major harm and / or loss

1

2.2

Total complaints 2010/16



2.3

The total number of complaints received decreased by 4.2% in 2015/16.

Complaints received comparison data 2010/16






The number of level 2 complaints decreased by 9% in 2015/16
The number of level 3 complaints decreased by 14% in 2015/16
The number of level 4 & 5 complaints decreased by 5% in 2015/16
The number of level 1 complaints increased by 360% in 2015/16

This suggests a continuing decrease in seriousness of complaints when they are initially assessed.

2

2.4

Number of complaints received by each service 2015/16

2.5

Complaints received by each service comparison data 2010/16




The largest percentage increase in complaints in 2015/16 was 200% in Other Specialist Services
The largest percentage decrease in complaints in 2015/16 was 30% in Adult Forensic Services

3

2.6

Number of complaints per 10,000 recorded service user / carer contacts September 4 2015 –
March 31 2016

PARIS patient record system was introduced on 4 September 2015, therefore we have used contacts and
complaints from this date to the 31 March 2016
2.7

Complaints per 10,000 recorded service user/care contacts comparison data 2010/16








Bolton complaints decreased by 19% to 3 per 10,000 recorded contacts but Bolton still received
proportionately less complaints than Salford or Trafford.
Salford complaints increased by 19% to 5.7 per 10,000 recorded contacts which was
proportionately more than Bolton and Trafford.
Trafford complaints decreased by 22% to 3.2 per 10,000 recorded contacts, Trafford received
proportionately more complaints than Bolton but less than Salford.
Substance Misuse complaints measured against number of service user contacts increased 14%
Adult Forensic Service complaints decreased by 69% to 4.3 per 10,000 recorded contacts.
Other Specialist Services complaints increased by 47% to 8.4 per 10,000 recorded contacts.

4

3.

Subjects and Themes

3.1

Top five subjects recorded against all complaints received
Bolton

Care
Attitude of Staff
Communication
Medication
Discharge
All other subjects
Totals:

Salford

33
15
11
4
3
18
84

3.2

Top five complaints’ subjects

3.3

Top three complaints subjects 2010/16

51
27
30
10
7
19
144

5

Trafford

Adult
Forensic

29
11
11
5
2
15
73

25
18
17
5
0
23
88

Substance Other
Total
Misuse
Specialist
16
19
9
7
3
5
59

11
11
10
1
5
17
55

165
101
88
32
20
97
503

4.

Outcomes of complaints

4.1

Outcomes of complaints opened and closed 2015/16

Complaint not upheld
Complaint partially upheld
Complaint upheld
Withdrawn
Totals:

119
67
46
37
269

4.2

Outcomes of complaints opened and closed 2015/16

4.3

Outcomes of complaints opened and closed in 2015/16 by service
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4.4

Proportion of upheld complaints per 10,000 recorded service user / carer contacts 2015/16

4.5

Outcomes of complaints opened and closed between 2010 and 2016

5.

Complaint administration

5.1

Proportion of complaints responded to within agreed time scales

Level 2
Level 3
Level 4
Level 5
Total

Responses inside
agreed timescales
83%
94%
77%
0%
84%

Responses outside agreed
timescales
17%
6%
23%
100%
16%

5.2

Proportion of complaints responded to within performance management targets

Level 2
Level 3
Level 4
Level 5
Total
6.

Responses in target
timescales
(1 month)
66%
(2 month)
86%
(3month)
62%
(3 month)
0%
70%
Service improvements arising out of complaints

7

Responses outside target
timescales
34%
14%
38%
100%
30%

Whenever a complaint is upheld or partially upheld an action plan is developed in respect of each upheld
aspect of the complaint setting out the service improvements necessary to ensuring that the identified
problems to not recur. 65 actions resulting from upheld complaints were logged on DATIX in 2015/16.
Progress against the action plans is monitored by the Customer Care Team.

7.

Complaints referred to the Parliamentary and Health Service Ombudsman

The Trust has been formally informed of five complaints which have been considered by the Parliamentary
and Health Service Ombudsman (PHSO) in 2015/16.
Three complaints investigations by the PHSO were concluded in 2015/16. Two complaints were upheld and
led to five recommendations which have been implemented, the third complaint was not upheld.
8.

Compliments

8.1

Compliments recorded per service

8.2

Compliments recorded per service over financial years 2010/16

8

8.3

Number of compliments per 10,000 recorded service user / carer contacts 2015/16

8.4

Number of compliments per 10,000 recorded service user contacts comparison data 2010/16

8.5

Top five compliment subjects

8.6

Top five compliment subjects over 2010/16

9

Customer Care Team
June 2016

10
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Committee Chair’s Report to the Board of Directors
QUALITY GOVERNANCE COMMITTEE

Date of Board Meeting:

25th July 2016

Date of Committee Meeting:

5th May 2016

Committee Chair:

Terry McDonnell

Date of Chair’s Report:

5th May 2016

Date of Next Committee Meeting:

7th July 2016

Key Developments

Draft Quality Account was presented along with a review of the
positive quality improvement priorities delivered in 2015/16. Changes
to priorities for 16/17 were shared with the Committee which
included new priorities on staffing and CAMHS.
The Committee received the annual Equality Report. The Committee
noted the improvements in the uptake of equality training and the
success rate of BME applicants securing employment. The Committee
requested further analysis of the data on bullying and harassment.
The 5 year claims analysis was reported which showed a balanced
position in terms of insurance premiums versus payments of claims.
The Committee received a Quarter 4 updated on the work of the Care
Hub

Any Risks Identified
and Agreed Actions

MHA and DOLS – The Committee received a verbal update on a legal
clarification in relation to DOLS which it was agreed would be
distributed to all consultants.
Rapid Tranquilisation Policy – It was noted that following NICE
guidance there was a need to agree a revised policy which may need
to deviate from the guidance. This will be reviewed at the next
meeting.

Other Items for the
Board’s Attention

N/A

1

RATIFIED
MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
HELD ON THURSDAY 5th MAY 2016,
9.00 AM SEMINAR ROOM 1, TRUST HEADQUARTERS
Present:
Terry McDonnell
Julie Jarman
Kathy Doran
Andrew Maloney
Steve Colgan
Gill Green
Neil Thwaite
Sodi Mann
David Hughes
Andrew Haddock
Richard Backhouse
Karen Clancy
Aidan Bucknall
Jonathan Dewhurst
Tim McDougall
Shermin Imran
Lear Rothwell

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Non Executive Director (Chair)
Non Executive Director
Non Executive Director
Director of HR and Corporate Services
Medical Director
Director of Operations and Nursing
Deputy CE/Director of Performance and Development
Consultant, Specialist Services Network
Consultant, Salford Directorate
Consultant, Specialist Services
Deputy Director, Integrated Governance
Deputy Director, Clinical Governance
Trust Professional Lead – Psychological Therapies
Consultant, Specialist Services Network
Deputy Director of Nursing/Director of IPC
Consultant, Specialist Services Network
Deputy Director, Service & Business Development

Jennifer Hyde

‐

Substance Misuse Service

‐

PA to Chair and CEO (Minutes)

In Attendance:
Imelda Barrington
29/16 Apologies for Absence
Apologies for absence were received from:
Bev Humphrey
Boben Benjamin
Rebecca McCarren
Samir Shah
Alice Seabourne

‐
‐
‐
‐
‐

Chief Executive
Consultant, Trafford Directorate
Assistant Director of Nursing/Physical Healthcare
Consultant, Salford Directorate
Consultant, Bolton Directorate

30/16 Minutes of the Previous Meeting Held 3rd March 2016
The minutes of the previous meeting held 3rd March 2016 were approved as a correct
record subject to the addition of Kathy Doran to the attendance list.

31/16 Matters Arising
Julie Jarman, Non Executive Director asked if there was an update on rapid tranquilisation.
Steve Colgan, Medical Director advised that a report would be presented to the July Quality
Governance Committee but there were further details in the Chairs Report for Medicines
Management that was on the agenda. It was noted that the policy would be updated and
presented to a future meeting of the Committee.
32/16 Draft Quality Account
Neil Thwaite, Deputy Chief Executive/Director of Development and Performance presented
the Draft Quality Account to the Committee advising that since the Committee had last seen
the report, input from service users and carers and the Council of Governors was now
included.
He advised the Committee of the change in priorities and improvement leads had also been
identified ‐ the additions to the priorities are:‐
Priority 6 ‐ Staffing
Priority 7 ‐ CAMHS

– improving individual and organisational wellbeing to enhance
patient care.
– safe, effective and collaborative treatment

Neil Thwaite reported that it was very much a draft and if people had any views or
comments on anything within the report that did not look right could they let Lear Rothwell
who was co‐ordinating the account have comments as soon as possible.
He added that the Board of Directors would be receiving the Quality Account at its meeting
on 16th May 2016. KPMG were auditing the Monitor indicators and those chosen by the
Council of Governors namely staff sickness. He had not received the final report on the
audit but advised that feedback had been positive.
Julie Jarman asked if the wording in section 2.9.7 could be amended. It was noted that
Karen Clancy had amended the wording following the last meeting but the section needed
to be updated.
Richard Backhouse said that the equality impact assessment reference could be made to
include more on the John Denmark Unit and Mental Health and Deafness and he would
arrange for this to be amended and forwarded to Lear Rothwell.
Neil Thwaite advised the Committee that as done in previous years the Trust would produce
a summary of the Annual Report and Quality Account.
The Committee noted the report.
Neil Thwaite reported that the CQC had advised that the draft reports from the Deep Dive
Inspection in February would be available by the end of this week. He said that the reports
were highly confidential and embargoed until they appeared on CQC’s website. However,
the Trust would have two weeks to respond on areas of factual accuracy. He advised that
senior clinicians and managers would be given access to the reports for comments on
accuracy but emphasised that the reports were strictly confidential.
Terry McDonnell asked how the reporting system worked. Neil Thwaite advised that there
were 4 possible ratings, inadequate, requires improvement, good and outstanding. He

explained that 8 services would receive an individual rating and an overall rating would be
calculated for the Trust as a whole. The Committee noted that if two of the five ratings for a
service required improvement then that service would be rated as requires improvement.
He explained that for the Trust to receive a good rating no more than two of the 8 individual
service reports can be identified as requires improvement. If three services required
improvement then the Trust’s overall rating would be requires improvement.
The Committee noted the update
33/16 Equality Annual Report
Richard Backhouse presented the report and advised that the Equality Act 2010 public
sector equality duty (PSED) required the Trust to publish its equality information.
Page 5 of the report explained the Equality and Diversity Strategy which was launched in
November 2013. During the year the Trust had undertaken events which had included over
40 service users, carers and representation from local councils.
Richard advised that he hoped to have feedback from specialist services next year.
The Workforce Race Equality Standard adopted by the Trust in 2015 had a table which had
been developed to highlight key indicators and actions for the Trust to work on.
Julie Jarman was alarmed at the percentage of staff who had experience bullying and
harassment in the last 12 months.
Kathy Doran asked if it was possible to drill down into the data and show how many and
which area the reports were from to be collated and presented to the July meeting.
Action : RB
Richard Backhouse reported that the recording of disability had improved considerably over
the year.
The percentage of staff who had undertaken equality training was hovering around the 90%
compliance mark, which was an improvement.
He reported that last year there was a gap between the number of BME job applications,
shortlisting and subsequent interview. This had improved slightly with 23% BME
applications, 18% were shortlisted and 11% appointed. There had also been an increase in
BME staff leaving the Trust but one reason for this could have related to the possible Visa
changes for Non EU residents.
Kathy Doran asked if it was possible to undertake an audit of exit interviews. Andrew
Maloney suggested that the new doctors contract moving to Pennine Care could also be
responsible for the inflated figures.
Kathy Doran suggested that on the sexual orientation section of the report it should say
“not disclosed” rather than undefined.
The Committee noted the report

34/16 NHSLA 5 Year Claims Analysis Report
Karen Clancy, Deputy Director of Clinical Governance presented the 5‐year data from NHS
Litigation Authority.
It was noted that the majority of claims related to non clinical incidents such as slip, trips
and falls as opposed to medical negligence.
The Committee noted the update
35/16 Care Hub Update
Tim McDougall, Deputy Director of Nursing presented the Quarter 4 update to the
Committee.
He highlighted that the Trust had had an annual carers event “Carers Matter” at the Curve
which was well attended with over 80 attendees, 23 of whom were carers.
The Committee noted the update.
36/16 PIR Summary Update
Karen Clancy presented the summary to the Committee and advised that the report gave an
overview of the PIR D97091.
The Committee noted the Report.
37/16 Sub Group Assurance
37/01/16 Infection Prevention & Control Committee
Tim McDougall advised the Committee that that final flu vaccination rate was 335 but
reported that this was now a CQUIN and an uptake rate of 75% would be required.
37/02/16 Joint Safeguarding Steering Group
Richard Backhouse advised that the meeting had only just taken place and a chairs report
would be presented to the July meeting.
37/03/16 Mental Health & Mental Capacity Compliance Committee
Richard Backhouse advised that the meeting had only just taken place and a chairs report
would be presented to the July meeting.
37/04/16 Post Incident Review Panel
The Committee noted the report.

37/06/16 Research Readiness Group
The Committee noted the report
37/07/16 Medicines Management Group
The Committee noted the report
37/08/16 Physical Healthcare Group
No meeting held.
38/16 Any other Business
There were no items of any other business
39/16 Date and Time of Next Meeting
The next meeting will take place on 7th July 2016, 9.00 am, Seminar Room 3, Ground Floor,
The Curve
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Board of Directors 25th July 2016
Doctors in Training 2016 Contract Implementation
1. Introduction
The current contract engaging doctors in training (DiT’s) within the NHS is 15 years old and
has been deemed as no longer fit for purpose in the modern NHS. In 2008 the BMA agreed
that it needed to be changed and agreed head of terms for negotiations. Formal negotiations
between NHS Employers and the BMA began in October 2013.However in February 2016 the
BMA rejected the ‘best and final’ offer and, despite further talks a ballot of BMA members
rejected a renegotiated offer in July 2016. Following which on July 6th 2016 the Government
confirmed that from 3rd August 2016, new contractual arrangements will be introduced in
England for doctors in training in hospital posts and general practice placements approved
for postgraduate medical education and published the ‘terms’.
The ‘Terms and Conditions of Service for NHS Doctors and Dentists in Training (England) 2016
Version 1, 6 July 2016’ (TCS) will replace the existing New Deal arrangements, 2000 and the
Hospital Medical and Dental Staff Terms and Conditions of Service 2002, as they apply to
doctors in training. The introduction of such major contract reform will significantly change
working patterns for DiT’s. To ensure safe working in accordance with the TCS rotas will have
to be mapped against new shift ‘rules’ and redesigned to comply with the new TCS. The new
TCS will also require other significant changes in practice including the introduction of a
‘Guardian of Safe Working’ role, changes to monitoring of DiT’s working schedules, changes
to the way Education Supervisors plan DiT’s work and study and the introduction of a new
payment framework.
2. Transition
As the Lead Employer Pennine Acute Trust (PAT) employs around 3000 doctors in specialty
training for the North West and as a Host Trust GMW have training places for a headcount of
83 DiT’s, the majority of which would be employed by PAT. Smaller numbers of DiT’s are
employed by Salford Royal, Trafford and Bolton. These are the Foundation year (FY) doctors
and the transition arrangements for the hosted FY doctors are yet to be confirmed by these
Trusts. NHS Employers have however published an updated national implementation timeline
as below:
Date
July 2016
26 July 16
3 August 16
October 16

Action
Appoint Guardian of Safe Working
Guardian of Safe Working Hours Conference
Contract is Live
Transition to new terms and conditions of service (TCS) for;
 Obstetrics ST3 and above

November
December 16

Transition to new terms and conditions of service (TCS) for;
 F1 doctors taking up next appointments



F2 doctors taking up next appointments and sharing rotas with
F1 doctors
February April 17 Transition to new terms and conditions of service (TCS) for;
 Psychiatry trainees taking up next appointments (all grades)
 Pathology trainees (Lab based) (all grades)
 Paediatrics trainees taking up next appointments (all grades)
 Surgical trainees (all disciplines) taking up next appointments
(all grades)
 F2 doctors and GP trainees (ST1/2) taking up next
appointments and sharing rotas with any of the above
August – October All remaining trainees taking up next appointments (all grades).
2017
All new starters (all grades).
PAT have confirmed that transition will be phased from February 2017 with any new
psychiatry appointments on the 2016 terms. Those currently holding 2002 terms will be able
to retain these for the duration of the training program contract they hold, this will mean
GMW operating dual systems for those hosted for an estimated period of around 5 years. This
means the continuation of 2002 requirements such as monitoring and the additional risks of
band ‘drift’ occurring where rota’s compliant with the new terms are introduced and the
banding is not as the current rota banding will persist for this duration. As such the rotation
planning period will have to start including an analysis exercise to identify the two cohorts (02
terms / 16 terms) and for the planning for the monitoring requirements for each 6‐month
period post rotation to be undertaken and agreed with staff side.
3.

The requirements for GMW

The key areas of action for GMW can be organised into the following core workstreams;
1. Rota change; redesign and implementation of new working patterns to comply with
TCS ‘safe working’ requirements
2. Appointment of a Guardian of Safe Working (DiT’s)
3. Introduction of work scheduling
4. Management of ‘phasing’ and/or transition to the new TCS
5. Introduce a new process for ‘monitoring’ via exception / exception reporting
6. Post implementation and ongoing requirements of the TCS including Board assurance
4.

Summary of work stream activities

4.1 TCS Schedule 3; Working Hours
Schedule 3 of the TCS outlines the new working pattern requirements for DiT’s and will mean
rota changes, significant redesign and implementation. An analysis conducted by medical HR
has identified that none of GMW’s current rota’s for DiT’s will be compliant with the new TCS.
The new rules are shown in summary in appendix 1.
As GMW is likely to be simultaneously hosting DiT’s on both terms of engagement with
differing working pattern requirements there is a risk of banding pay increases and an
increased potential for invalid monitoring outcomes. Additional HR input is likely to be
required to assist services manage this for the duration of the dual operating period.
Any cost implication arising from implementation of the above are likely to be needed to be
reported to NHS Improvement but will not be centrally funded, cost impact analysis is difficult

for GMW to conduct as the payroll details for DiT’s are held by PAT and as rotation data for
February 2017 is not yet available however based on the above it is anticipated that the
implementation will not be cost neutral for GMW.
Medical HR have drafted rota templates that would be compliant and these with the new
requirements now need to be reviewed within services and consulted upon.
It is expected that all rotas will need to be finalised before December 28th 2016 for rota
notification timelines to be met, this deadline is challenging for the scope of the work and
volume of rota’s to be changed. Whilst it is believed the deadlines can be met there are risks
that the DiT’s will be resistant to engage with consultation of the new rota’s and that JDAT
(Junior Doctors Advisory Team) on behalf of Health Education North West may find the
volume of rota approval requests anticipated challenging to meet.
4.2 Rota Administration
It is likely that significant changes will need to be made to the manner in which rota
administration is carried out as it is anticipated that instead of a whole service rota being
communicated (for GMW this means 8 template rota’s being produced each rotation) each
doctor will have to have an individually produced rota (83 rota’s) and a work schedule (83
individual work schedules) that outlines each duty to be worked during their rotation period
taking account of public holidays etc. This change will cause a resource pressure in medical
HR as this requirement is significantly more administration than the current requirement.
There will also be a period where dual notification paperwork has to be produced for the two
cohorts of doctors in both 02 and 16 contract formats.
4.3 Rota Software
GMW currently uses ‘DRS’ as a support to aid rota design and for rota monitoring purposes.
The DRS software is due to be updated to enable compliance in rota building aligned to the
new terms however a software version compliant with the terms is yet to be released and at
this time it is unclear if the current software will enable exemption reporting processes to be
introduced. GMW may have to reassess software support options for rota management for
the dual operating period and post 2016 implementation as an element of the transition work
due to be undertaken.
Additional information is due to be provided by the two principle NHS rota software providers
Skills4Health (DRS) and Allocate in due course at which time an options appraisal will be able
to be conducted.
4.4 Appointment of a Guardian
In accordance with the new terms the Trust will need to make an appointment of a new
Guardian of Safe Working (Doctors in Training). The role of the Guardian will be to oversee
the working practices of doctors in training, investigate and respond to ALL working practice
exception reports and provide assurance to the Board that practices are both compliant and
safe. The Guardian is also expected to form a DiT’s forum and chair regular meetings with the
group.

The Guardian position is out for recruitment and is expected to be appointed by the deadline
of July 26th 2016.
4.5 Introduce a New Process for ‘Monitoring’ via Exception
GMW will need to introduce an exception ‘monitoring’ process and appeal procedure by
which exceptions are managed. It is likely that this may escalate into the Lead Employer
grievance process and that roles and responsibilities across the two NHS bodies will need to
be defined. Development of this process is expected to be a key first task of the newly
appointed Guardian but will be an ongoing significant change in the administration
requirements of the new TCS.
The Guardian is expected to report at least quarterly to the Board on exception patterns and
any work schedule matters arising from such reports.
4.6 Introduction of Work Scheduling
After the production of the individual rota schedule there will also be a requirement for each
Doctor in training to have an individual work schedule.
It is understood at this time that work schedules aim to replicate the planning elements of
consultant’s job plans but will have a far greater degree of focus on training needs, education,
training and experience to be gained from the rotation placement.
It is expected that there will be a requirement for a preliminary work schedule titled a
‘generic’ work schedule to be sent to each doctor in training prior to their placement
commencing, this will then be discussed and finalised with the Education Supervisor during
induction week.
These documents will become vital to the Guardian as any variation from the work schedule
can result in an exception report that will require investigation and some form of reporting.
These documents will also form the basis of pay calculations to be undertaken by PAT and
therefore may impact on the recharges to GMW for hosted doctors.
This is an entirely new process for DiT’s and on an ongoing basis will require administering
according to the rotation duration for each co‐hort of DiT’s (i.e. every 4 months a set of
individualised rota’s and work schedules will need to be produced for FY placements, every 6
months for CT placements and every 6‐12 months for ST trainees depending on the sub‐
speciality with further variations for out of program periods and academic placements).
4.7 Change of Requirement for Education Supervisors
As it will be Education Supervisors that will be responsible for the completion of the work
schedule it is expected that when these requirements are clearer some form of policy or
guidance will need to be produced and training provided to the consultant group with
responsibility for education. This will be able to be developed as the first set of schedules is
produced. The work schedule development will be in two phases with a generic schedule
issued prior to commencement (6 weeks’ notice requirement) and a personal scheduled
developed during a 2‐week induction ‘window’.

4.8 GMW Proposed Summary Action Plan
A detailed project and activity plan is being managed within medical HR and with the Director
of Medical Education. A summary of the overarching tasks are as follows;
Proposed Date or Activity or Action
Deadline
By 26.07.2016
Select guardian of safe working
By end July 2016
August –
September 2016
October –
November 2016
December 2016
October –
November 2016
December 2016

February 2017
February 2017

Key Staff members /
owners
Medical HR / Guardian
Interview Panel
Review rota templates
Medical HR and Service
Leads
Consult with DiT’s & BMA regarding new Medical HR and Service
rota designs specifically and contract Leads
changes generally
Submit rota designs to JDAT for approval Medical HR
Send rotas to PAT for pay calculations Medical HR
and inclusion in contracts
Develop work schedule (WS) template
Medical HR / Medical
Education and Service
Leads
Send work schedules to PAT for pay Medical HR
calculations
and
inclusion
in
contr4.6acts
Exemption reporting process to be in Medical HR / Guardian of
place
Safe Working
Transition to new TCS to commence
Medical HR / Medical
Education and Service
Leads / Guardian of Safe
Working

Appendix 1
Safe Working Requirements
Schedule 3 of the Terms and Conditions of Service for NHS Doctors and Dentists in Training
(England) 2016 Version 1 6 July 2016’ outlines a series of ‘rules’ for how the work of Doctors
in Training can be planned and scheduled and limits on the working patterns to include rest
breaks and restrictions. These rules are summarised as follows;




















Maximum working week of 48 hrs or 56 if completed an opt out (rota must be
designed to allow compliance with 48 hrs)
Absolute limited on working in seven calendar days 72 hrs (i.e. inc. where this includes
2 weeks duties)
Maximum shift length of 13 hrs
Night shifts are classed as working 3 hrs or more between 2300 and 0600 and will be
limited to 4 shifts
Long shifts are shifts of 10 hrs or more – maximum of 5 shifts
Long late shifts are more than 10hrs finishing after 2300 (these are being nicknamed
‘disco‐shifts’)
All shifts are limited to maximum of 8
Weekend are limited to 1:2 and may not be consecutive
Paid meal breaks will be given if a shift exceeds 5 hrs and 2 30mins breaks will be given
if a shift exceeds 9 hrs
48hrs consecutive rest is required after 3 or 4 more night shifts
48hrs consecutive rest is required after 5 long shifts
48hrs consecutive rest is required after 4 consecutive night shifts
48hrs consecutive rest if required after 8 shifts of any length
All other shifts require 11 hrs between shifts
Maximum length of any duty will be 24hrs
Rest whilst on‐call will be a minimum of 8hrs with a minimum of 5 hours of continuous
rest
Consecutive on‐call duties will be limited to 2 if the first one begins on a Saturday
A shift after an on‐call duty must be limited to a maximum of 10 hrs or 5 hrs where
overnight rest is unlikely to have been achieved
The frequency of on‐call duties will be limited to a maximum of 3 in a 7‐day period
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EXECUTIVE SUMMARY:

Following the EU referendum, NHS Employers wrote to health and social care
national system leaders and Trade Union national officers on 4th July 2016, inviting
them to be co‐signatories to the attached letter to the Prime Minister. The letter
seeks urgent confirmation that indefinite leave to remain will be granted to EU staff
working in health and social care. The Executive Management Team considered this
letter at the time and agreed its signature.
In light of the subsequent changes at Prime Ministerial level, NHS Employers have
delayed sending this letter. Further confirmation of timescales is awaited.
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The Board of Directors are asked to note the attached letter regarding EU workers in
health and social care.

EU workers in health and social care

Dear ,
Significant numbers of EU nationals work in health and social care organisations
across the UK. In England alone there are approximately 135,000 EU nationals
working in the NHS and adult social care system.
We are proud to celebrate the diversity that all of our staff bring and we value each
and every contribution - from caring for our community in hospitals and care homes,
to developing world-leading technology and clinical practice in our specialist
services.
Since the outcome of the European referendum, EU colleagues in health and social
care have become increasingly concerned about their future. This is a pressing
issue which requires urgent assurances from government.
We are encouraged that national leaders across the health and social care system
working, with NHS Employers, have written to the Prime Minister asking that the
government urgently takes steps to assure our EU colleagues that they will be
afforded indefinite leave to remain in the UK.
We would wish to add our support to seeking this assurance.
Every day these colleagues demonstrate the values of the health and social care
system by providing reassurance and support to those closest to us. It is vital that
we reciprocate by giving them confidence in their future with us.
Yours

