BOARD OF DIRECTORS (Meeting in Public)
Monday 28th November 2016
1.00pm, Meeting Rooms 1 & 2, 1st Floor, The Curve
AGENDA – PART 1
ITEM
01
Apologies for Absence

ACTION
To Note

PRESENTED BY
Rupert Nichols, Chair

TIME
1.00pm

02

Service Presentation ‐ Supporting People with To Note
Substance Misuse and Mental Health Issues

Richard Rodgers, Strategic Lead
for Substance Misuse

1.00 pm

03

Declaration of Interests

To Note

All

1.30pm

04

To Approve

Rupert Nichols, Chair

1.30 pm

05

Minutes of the Previous Meeting held 31st
October 2016
Matters Arising from the Previous Meeting

To Note

Rupert Nichols, Chair

06

Chair and Chief Executive Verbal Report

To Note

Rupert Nichols, Chair and Bev
Humphrey, Chief Executive

07

Safeguarding Annual Report

08

Community Survey Results

09

Board Performance Report

10

STRATEGY AND POLICY
To Note
Gill Green, Director of Nursing
and Operations
To Note
Neil Thwaite, Deputy
CEO/Director of Development
and Performance
OPERATIONAL PERFORMANCE
To Note
Neil Thwaite, Deputy
CEO/Director of Development &
Performance

GOVERNANCE AND QUALITY
To Note
Terry McDonnell, Non‐Executive
Director
rd
10.01 Chairs Report 3 November 2016
meeting
10.02 Ratified minutes of 1st September
2016
Quality Governance Committee

1.35pm

2.00 pm
2.10 pm

2.25pm

2.35pm

11

12

Reducing Agency Expenditure

Any Other Business

HR & ORGANISATIONAL DEVELOPMENT
To Note
Andrew Maloney, Director of
HR and Corporate Services
ANY OTHER BUSINESS
To Note
All

2.40pm

3.00pm

DATE AND TIME OF NEXT MEETING
The next Board of Directors’ Meeting will take place on Monday 12th December 2016 at 1.00pm in Rooms 1 & 2,
1st Floor, The Curve
RESOLUTION
The Board was invited to adopt the following:
‘That representatives of the press and other members of the public be excluded from the remainder of this
meeting, having regard to the confidential nature of the business to be transacted’

UNRATIFIED
PUBLIC BOARD OF DIRECTORS MEETING, MONDAY 31st OCTOBER 2016, 1.00 PM, ROOMS
1 AND 2, 1st FLOOR, THE CURVE
Present:
Rupert Nichols
Anthony Bell
Malcolm Cowen
Kathy Doran
Gill Green
Ismail Hafeji
Bev Humphrey
Julie Jarman
Andrew Maloney
Terry McDonnell
Neil Thwaite

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

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

In Attendance:
Kim Saville
Jonathan Elster

‐
‐

Company Secretary
Public Governor (Salford)

No.
Item
223/16 Apologies for Absence

Action
Noted

Apologies for absence were received from:
 Chris Daly, Medical Director;
 Margaret Campbell, Acting Medical Director; and
 Deborah Partington, Director of Manchester Services
224/16 Service Presentation – Improving Access to Psychological Therapies (IAPT)
The Board of Directors received a presentation from Dale Huey, Consultant
Clinical Psychologist/Strategic and Management Lead for Primary Care
Psychological Therapies. Dale Huey described the Trust’s background as an IAPT
‘early implementer’ (Wave I in Salford and Wave II in Trafford) and outlined the
vision/scope for IAPT services in terms of presenting problems, common co‐
morbidities and key performance indicators. He presented a case study to
highlight the potential impact of IAPT on life trajectories and summarised the
improving performance of the Trust’s IAPT services, in terms of timeliness and
effectiveness, during the period 2010/11 to 2016/17. He also provided examples
of patient experience feedback to demonstrate the current position.
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Noted

Dale Huey concluded his presentation by outlining the future challenges facing
the Trust’s IAPT services. These include responsibility for the provision of the
Step 3 services in Manchester following the acquisition of Manchester Mental
Health and Social Care NHS Trust (MMHSC) and the challenges associated with
delivering the Forward View.
In response to a query from Kathy Doran, Non‐Executive Director, Dale Huey
described the actions being taken to increase access to IAPT services and meet
the 25% prevalence target. These include encouraging self‐referrals. He also
described the systemic challenges in Manchester and the requirement to
improve flow through the IAPT pathway and enable access. Neil Thwaite, Deputy
Chief Executive/Director of Development and Performance, confirmed that IAPT
is one of the key transformation priorities for Manchester and that a
comprehensive review will be undertaken post‐acquisition to inform the future
service model and any associated, additional resource requirements.
Anthony Bell, Non‐Executive Director, questioned the likelihood of re‐referrals to
IAPT services following achievement of therapy goals. Dale Huey provided a
breakdown of the patient group and confirmed that approximately a third of
individuals – those who suffer from episodic problems – will appropriately re‐
access services.
Julie Jarman, Non‐Executive Director, sought further information on the 50%
recovery target. Dale Huey advised that the vast majority not classed as
recovered ‘drop‐out’ from services.
Rupert Nichols, Chair, thanked Dale Huey for an informative presentation and
asked that the presentation slides are circulated to Board members for
information.
Action: KS
225/16 Declaration of Interests
Noted
There were no declarations of interest.
226/16 Minutes of the Previous Meeting held 26th September 2016

Approved

The minutes of the previous meeting were accepted as a true record.
227/16 Matters Arising from the Previous Meeting

Noted

The Board considered the action log and confirmed that all matters arising had
either been actioned or were covered on the agenda.
228/16 Chair and Chief Executive Verbal Report

Noted

Bev Humphrey, Chief Executive, advised that the Trust has been short‐listed for
two Health Service Journal (HSJ) awards – Provider of the Year and in the
Workforce category. The latter recognises the Trust’s work to develop career
pathways for service users. She confirmed that the presentation for the
Workforce category has already taken place and that the Provider of the Year
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presentation is scheduled for 3rd November 2016. The awards ceremony will be
held on 23rd November 2016.
229/16 NHS Operational Planning and Contracting Guidance 2017‐19
Noted
Neil Thwaite provided an overview of the Operational Planning and Contracting
Guidance (published September 2016) and the focus on achieving system‐wide
financial balance. He drew the Board’s attention to the planning timescales,
which are earlier than previous years, and the required links to Locality Plans and
the Greater Manchester Sustainability and Transformation Plan (STP). He advised
that the planning undertaken for the MMHSC acquisition ‐ i.e. the development
of the financial plan for the combined entity ‐ will be critical to the development
of the Operational Plan. The Board noted the submission deadlines of 24th
November 2016 for the draft two‐year plan and 23rd December 2016 for contract
sign‐off and submission of the final plan.
Neil Thwaite outlined the nine ‘must dos’, which are as per the 2016/17
guidance. He highlighted the continued commitment to increase the baseline
spend on mental health and the challenge to eliminate out of area placements
for non‐specialist acute care by 2020/21.
Neil Thwaite summarised the CQUIN scheme for 2017‐19, noting that 1.5% of the
2.5% allowance will be linked to the delivery of national indicators and 1% will be
assigned to support providers locally. Of this 1%, 0.5% will be dependent on
achievement of the Greater Manchester system control total, whilst the
remaining 0.5% will be subject to full provider engagement and commitment to
the STP process. Neil Thwaite advised that a workshop is scheduled for 2nd
November 2016 to agree how the latter will be tested. He also advised that
providers will receive a 1% contractual uplift in 2017/18. Board members noted
the challenges in achieving the 0.5% linked to the system‐wide control total.
Neil Thwaite outlined the Trust’s business planning process, which responds to
national and local drivers and will inform the operational plan. He confirmed that
the Board of Directors and Council of Governors will have opportunity to review
the draft operational plan at their meetings on 28th November and 6th December
respectively, prior to submission to NHS Improvement (NHSI).
In response to a query from Kathy Doran, Neil Thwaite confirmed that the Trust’s
plan will cover the combined entity and will incorporate the clinical priorities and
cost improvement plans set out in the Full Business Case. MMHSC are not
required to submit a separate plan. With regard to the clinical priorities, Andrew
Maloney, Director of HR and Corporate Services, advised that a programme of
engagement involving clinicians from both organisations is commencing in
November 2016. A workshop focused on research and development has also
been scheduled for December 2016. Board members acknowledged the
importance of clinical ownership of any transformation activity.
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The Board of Directors noted the key proposals and requirements within the
‘NHS Operational Planning and Contracting Guidance 2017‐19’, the process for
the development of the Operational Plan, and the inclusion of Manchester
services within the plan.
230/16 NHSI Single Oversight Framework
Noted
Neil Thwaite presented an overview of the NHSI Single Oversight Framework,
which came into force for all NHS Foundation Trusts and NHS Trusts on 1st
October 2016. He confirmed that the Trust has now received its rating and has
been placed in segment 2 along with 67% of mental health trusts. He noted that
the Trust was unable to achieve a 1 rating, due to non‐acceptance of the 2016/17
control total, and that limited information is currently available on the
calculation of ratings. Board members noted that MMHSC have received a rating
of 3.
Neil Thwaite summarised the five key themes to the Framework. He drew the
Board’s attention to the quality of care and operational performance themes and
the identified areas for attention over the coming year. In terms of operational
performance, he highlighted the specific challenges in achieving the data
completeness (MH outcomes) target and the new targets relating to cardio‐
metabolic assessments. He also briefed Board members on the linkages between
the leadership and improvement capability theme and the Care Quality
Commission (CQC) well‐led domain, and how this theme is expected to be
assessed. He confirmed that the new indicators will be incorporated into the
Board Performance Report as soon as the definitions are received.
The Board of Directors noted the contents of the Single Oversight Framework
and the challenges this presents.
231/16 Board Performance Report
Noted
Neil Thwaite presented the Board Performance Report for August 2016. He
assured Board members that overall performance remained positive, with
exceptions relating to the IAPT 6‐week treatment target and sickness absence.
He advised that the Trust has just achieved the IAPT target in month, but the
quarter position is not yet ‘green’. He also highlighted improvements in sickness
absence rates, which was below target in‐month. Julie Jarman acknowledged the
challenges in reducing sickness absence rates in the current climate.
In response to a query from Terry McDonnell, Non‐Executive Director, Neil
Thwaite confirmed that Manchester’s performance will be incorporated into the
Board Performance Report from January 2017 onwards. Performance will be
presented by locality and as a combined, overall position. He reminded Board
members of the trajectory incorporated in the Full Business Case, which maps
planned improvement of Manchester’s performance over the first 12 months of
the combined entity.
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Kathy Doran questioned whether the upward trend in serious untoward
incidents over the 12‐month period presented any cause for concern. Gill Green.
Director of Nursing and Operations, assured Board members that incidents are
subject to close scrutiny and are benchmarked against North‐West and national
positions, where possible, to inform any learning or required action. She advised
that the numbers of incidents are, for example, influenced by the complexities
associated with an ageing population and the prevalence of long‐term mental
health conditions. With regard to serious incidents resulting in death, Gill Green
outlined the role of the Trust‐wide Mortality Review Group ‐ a sub‐group of the
Quality Governance Committee, which is starting to work alongside the PIR
Panel.
Kathy Doran sought specific assurance on deaths in substance misuse services, in
the context of reduced contract values. Gill Green advised that services now
offer an increased focus on prevention and that service changes are taken into
account when undertaking trends analysis.
Malcolm Cowen, Non‐Executive Director, highlighted the positive response to
the Friends and Family test, but noted the upward trend in terms of numbers of
complaints. Gill Green advised caution in linking the two areas and assured Board
members that the majority of complaints reach resolution at the local level.
Rupert Nichols, Chair, confirmed that positive and safe (positive management of
violence and aggression) will be a focus for the Quality Governance Committee
over the coming months.
The Board noted the Performance Report.
232/16 Post‐CQC Inspection Action Plan Update
Neil Thwaite presented an update on progress against the actions identified in
the CQC action plan, which has previously been reviewed by the Board of
Directors. He confirmed that the Trust had made significant progress and, of the
61 actions identified, 48 are complete. He summarised key achievements to date.
Of the 13 actions still in progress, all have an Executive Director lead and an
agreed timescale for completion.
Neil Thwaite briefed Board members on a meeting with the CQC in the week
commencing 17th October 2016, and summarised current expectations of the
new CQC inspection regime to be published in April 2017.
Kathy Doran commended the progress made by the Trust and questioned how
assurance would be given on progress made following MMHSC’s CQC inspection.
Neil Thwaite re‐iterated the findings of the due diligence review and confirmed
that Gill Green and her team were prioritising this. Rupert Nichols added that this
would be an area of focus for both the Transaction and Transformation
Committee and Quality Governance Committee going forward.
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Noted

The Board of Directors noted the action plan update.
233/16 MMHSC Acquisition – Proposed Constitution for the Combined Entity

Approved

Andrew Maloney briefed Board members on the requirement to agree a new or
amended constitution for the combined entity. He advised that, if approved, the
new constitution will operate with effect from the date of acquisition and will
form part of the formal application to NHSI.
Andrew Maloney outlined the approach taken to developing the new
constitution. He confirmed that the Trust’s existing constitution has been subject
to only minor amendments since its authorisation as an NHS Foundation Trust in
2008 and that, on this basis, the new constitution has been developed from the
most up to date model core constitution. Best practice from other foundation
trusts has also been considered.
Andrew Maloney presented the proposed new constitution, summarising the key
changes to the main body of the document and the accompanying annexes.
The Board noted the requirement for both the Board of Directors and Council of
Governors to formally vote to approve the proposed new constitution. Andrew
Maloney confirmed that the Council of Governors will be invited to review the
constitution at their meeting on 1st November 2016. All members of the Board of
Directors, present and voting, voted in favour of the proposed new constitution.
234/16 Minutes of the Audit Committee Meeting held 5th September 2016
Noted
Malcolm Cowen, Non‐Executive Director, presented the unratified minutes of the
Audit Committee meeting held on 5th September 2016. He advised that the Audit
Committee would consider the process and thresholds for Board approval of
tender submissions at its meeting in December 2016.
235/16 Postgraduate Medical Education Visit (June 2016)
Noted
Acting on behalf of Margaret Campbell (Acting Medical Director), Andrew
Maloney presented a report from Health Education England North West
(HEENW) following their quality assurance visit on 24th June 2016. He advised
that quality assurance visits are undertaken every 2/3 years and outlined how
the visit operated.
Andrew Maloney confirmed that the report provides positive assurance on the
Trust’s approach to postgraduate education and training. He highlighted areas
identified by HEENW as noteworthy practice including excellent working
relationships, a culture of caring, appropriate clinical and educational
supervision, support for educators and educational opportunities provided by
the organisation. He also drew the Board’s attention to the report’s
recommendations and confirmed that these are in progress, with no issues
identified.
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Rupert Nichols requested that consideration be given to publication of the Action:
report’s findings, for example, to support recruitment activities.
ACM, MC
The Board noted the report and formally recorded their appreciation of the work
undertaken by Margaret Campbell and her team.
236/16 Whistleblowing Policy and Freedom to Speak Up Guardian
Approved
Andrew Maloney presented the Trust’s revised ‘Raising Concerns and
Whistleblowing Policy’ for Board approval. He advised that the Policy has been
developed jointly with the Trust’s trade union partners and approved through
the Local Negotiating Committee (LNC) and Joint Consultation and Negotiation
Committee (JCNC). The Policy is modelled on the national draft policy published
following the ‘Freedom to Speak Up Review’ and takes into account the
outcomes of a local practice review.
Andrew Maloney drew the Board’s attention to the planned arrangements for
appointment of Freedom to Speak Up Guardians and Champions. He noted that
the Associate Director of HR will provide senior oversight to the guardian and
champion network. He also confirmed that the Senior Independent Director will
continue to have a role in supporting staff who wish to raise concerns formally.
Andrew Maloney advised that the Policy includes practical, user‐friendly
mechanisms for raising and resolving issues locally and has been positively
received by staff. It is hoped that the Policy will encourage people to raise
concerns.
In response to a query from Julie Jarman, Andrew Maloney confirmed that the
Policy has been publicised via staffnet and has high visibility through the trade
unions. Julie Jarman described the Policy as accessible and a significant
improvement on the current version.
The Board of Directors noted and approved the revised ‘Raising Concerns and
Whistleblowing Policy’.
237/16 Schedule of Board, Council of Governors and Board Committee Meetings 2017
Noted
The Board of Directors noted the schedule of meetings for 2017, including the
highlighted changes.
238/16 Any Other Business
Noted
There were no items of other business.
239/16 Date and Time of Next Meeting

Noted

Monday 28th November 2016 at 1.00pm in Rooms 1 and 2, 1st Floor, The Curve
240/16 Resolution

Adopted
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The Board was invited to adopt the following:
“That representatives of the press and other members of the public be excluded
from the remainder of this meeting, having regard to the confidential nature of
the business to be transacted”
Certified as a true record of the meeting

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

……………………………………………………………
Date
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Action Log
Meeting Minute
No.
July‐16
168/16

July‐16

169/16

July‐16

173/16

Sept‐16

206/16

Oct‐16
Oct‐16

Item
Board Performance
Report

Service User
Engagement
Strategy 2016 to
2019
Doctors in Training
2016 Contract
Implementation
Minutes of the
Charitable Funds
Committee Meeting
held 25th July 2016
Service Presentation
– IAPT
Postgraduate
Medical Education
Visit

Action

Agreed
Timescale
Final report of Community Mental Health Survey 26/09/2016
to be shared at September 2016 meeting of the
Board of Directors

Service user engagement kite‐mark scheme to be 31/12/2016
shared with the HSJ once operational

Update to be brought to Board on cost 31/10/2016
implications of new contract implementation
Further mechanisms for promoting the Trust’s 28/11/2016
Charitable Funds to be considered at the next
Charitable Funds Committee meeting
Presentation slides to be circulated to Board 11/11/2016
members
Report findings to be published, including to 12/12/2016
support recruitment activities
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Forecast
Owner
Completion
28/11/2016 Neil Thwaite, Deputy
Chief Executive/
Director of
Development and
Performance
Gill Green, Director
of Nursing and
Operations
12/12/2016 Andrew Maloney,
Director of HR and
Corporate Services
Anthony Bell, Non‐
Executive Director

Kim Saville,
Company Secretary
Andrew Maloney,
Director of HR and
Corporate
Services/Margaret
Campbell, Acting
Medical Director

Status

Work in progress, not yet due
Completed on time
Incomplete and overdue
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Board of Directors – Part 1
TITLE OF REPORT:
DATE OF MEETING:
AGENDA ITEM:
PRESENTED BY:
AUTHOR(S):

Minutes of the Previous Meeting Held 31st October 2016
28th November 2016
04
Rupert Nichols, Chair
Kim Saville, Company Secretary

EXECUTIVE SUMMARY:

The Board of Directors is asked to approve the minutes of the previous meeting held
31st October 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

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

Annual Safeguarding Report 2015‐2016
28th November 2016
07
Gill Green, Director of Nursing and Operations
Richard Backhouse, Deputy Director of Integrated Governance (Mental Health),
Karen Clancy, Deputy Director of Clinical Governance

EXECUTIVE SUMMARY:

This report includes separate reviews of the strategy, developments and activity for
both Children’s and Adults Safeguarding within the GMW footprint during 2015‐16.
Safeguarding advice and support is co‐ordinated throughout the organisation
through trained Safeguarding leads for both District and Specialist services.
The development of the national system of PREVENT is also included in this annual
report. The agreed Trustwide Safeguarding objectives and completion during 2015‐
16 are also included in the report.
The annual report will be shared, following approval, with local Safeguarding
Children Boards and Local Safeguarding Adult Boards, who cover the areas where
GMW provide services.

LINKS TO OTHER KEY
REPORTS/DECISIONS:
LEGAL/REGULATORY
IMPLICATIONS:
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’:
DATIX ID

Strategic Objective

Description (as per BAF)

No

RECOMMENDATIONS:

The Board of Directors is asked to note the Annual Report for 2015‐16.
To note completion of the 2015‐16 objectives.
To note the objectives for 2016‐17.

Keeping Children Safe/Keeping Adults Safe

Annual Safeguarding Reports to Trust Board, Local
Safeguarding Children Boards and Local Safeguarding Adults
Boards
August 2015- July 2016

1

Keeping Children Safe
1

Role and function of GMW
GMW is an NHS Foundation Trust with statutory duties under section 11
of the Children Act to ensure its functions are discharged having the
regard to the need to safeguard and promote the welfare of children.
GMW has specific duties under the Mental Health Act as detaining
authority for children and young people under the age of 18 who are
admitted to its services under the Act

2

Representation of GMW on LSCBs
GMW is a partner agency within the local safeguarding children board
(LSCB) arrangements of all councils within whose geographical
boundaries we provide services.
During the reporting period we have further consolidated representation
on the LSCBs across the trust’s local authority footprint and we are now
represented on the LSCBs of Bolton, Cumbria, Salford and Trafford. In
addition we have liaison arrangements with, and/or representation on the
relevant sub-committees of, the LSCBs of Bury, Central Lancashire, and
Wigan. (See appendix 1)

3

Internal child safeguarding governance arrangements
Child safeguarding practice across GMW is overseen by the Trust’s Joint
Safeguarding Group (JSG). JSG provides assurance to GMW Board via
the Quality Governance Committee through monthly board performance
reports, bi-monthly Chair’s reports, annual safeguarding report and
additional reporting on specific issues as required. Progress on child
safeguarding objectives during the reporting period was monitored
through the JSG 2015/16 workplan. (See appendix 2). At July 2016 the
workplan was RAG rated as fully green apart from one action relating to
audit of safeguarding documentation in PARIS which has been carried
over to 206/17. The JSG 2016/17 workplan has been completed and
launched. (See appendix 3)
Board level leadership is provided by the Director of Nursing and
Operations who is lead executive director for safeguarding.
Professional leadership is provided by the Named Doctor who is a
CAMHS consultant psychiatrist and the Named Nurse who is deputy
director of clinical governance. The Named Nurse is also trust lead for
Prevent and child sexual exploitation (CSE).
Each service directorate has a designated safeguarding lead who is a
member of JSG.

2

4

Child safeguarding governance activity during the reporting period

4.1

External inspections/reviews
CQC Inspection of Greater Manchester West Mental Health NHS
Foundation Trust February 2016
In February 2016 CQC undertook a deep dive inspection of GMW. In
relation to safeguarding the inspection report found: “There were effective
systems in place for managing safeguarding incidents. Each directorate
had an identified safeguarding lead and there was a named doctor and
nurse for both adults and children safeguarding. The trust attended local
adult safeguarding boards and stakeholders reported good partnership
working. Between 1 April 2015 and 3 February 2016, the trust had made
184 adult safeguarding referrals and 12 safeguarding referrals. Referrals
were made across all localities and services.”
The inspection report identified a number of areas that required
improvement in our CAMHS in-patient services, specifically in relation to:
 Insufficient numbers of staff at times on CAMHS wards
 Restrictive practices which were not based on individual risk on
Junction 17
 Observation records not always being completed
In response to these findings a comprehensive CAMHS service
development action plan was implemented. A progress update report on
the action plan showing improvements in each area was presented to
Trust Board in August 2016. (see appendix 4) Developments specific to
child safeguarding have included:
 Introduction of a safeguarding screening tool to be completed for
all patients on admission
 Completion of level 3 child safeguarding training by all CAMHS
staff

4.2

Audits


CCG annual safeguarding audit (see appendix 4)
-collaborative Greater Manchester submission to show compliance
with the safeguarding children’s, young people and adults at risk
contractual standards. Any standards that are partially compliant
have been factored in to JSG workplan.



Section 11 safeguarding audit
-audit of compliance with our duties to safeguard and promote the
welfare of children under section11 of the Children Act. Scrutinised
by the quality and performance sub-groups of the local
safeguarding children’s boards.



GMW safeguarding children audit
3

-in-house audit of staff awareness of and compliance with the
Trust’s safeguarding children policies and procedures
Action plans addressing learning and recommendations from each of
these audits are reviewed by JSG.
4.3

Policy development
The framework for child safeguarding has been strengthened through the
introduction of additional policies and guidelines:


Think family guidelines for working with substance misusing
parents and carers (September 2015)
-provides guidance to staff working with parents and carers who
misuse drugs and/or alcohol on how to identify risk and promote
reliance for children and young people, and explains what
information should be shared with other agencies and how to share
it appropriately.



Prevent: Radicalisation and Counter Terrorism Policy (November
2015)
-sets out how staff will be supported to develop an understanding
of Prevent and to recognise radicalisation, how staff can escalate
concerns about radicalisation and how Prevent related referrals will
be managed by the Trust.



Summary guidance for staff: Female genital mutilation (FGM)
Mandatory Requirements and Safeguarding (August 2016)
-informs staff of what to do if a child or adult service user discloses
that she has undergone FGM and/or they have concerns about a
child or adult at risk of FGM.

All policies and procedures are available on Sharepoint for staff to access
5

Safeguarding training activity during the reporting period
Appointment of a WTE Safeguarding Training Manager based within the
corporate safeguarding team has strengthened our assurances around
staff training. This role has supported the launch of e-learning
safeguarding packages for both children and adults (Levels 1 & 2) to
complement the face to face training and the requirements of the
Intercollegiate Document for Health (2015).
The GMW safeguarding training strategy has been reviewed and updated
to provide a comprehensive targeted training programme for all trust staff.
The new programme ensures compliance with the NHS England
safeguarding policy, CQC standards and Prevent Agenda. (see appendix
5)
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% staff who have received level 1 safeguarding children training as
at end of each month August 2015-July 2016.

CAMHS
CJS
Forensic
MH
&
Deafness
SMS
Bolton
Salford
Trafford
Corporate

Aug
15
98.0
95.0
98.0
89.0

Sep
15
94.9
95.5
95.3
89.2

Oct
15
96.2
97.2
94.2
84.6

Nov
15
90.1
98.6
92.3
86.8

Dec
15
89.4
100.0
92.6
87.8

Jan
16
89.9
95.9
91.6
86.5

Feb
16
93.0
95.9
89.3
94.6

Mar
16
96.0
100.0
90.0
89.0

Apr
16
96
88
89
92

May
16
93
92
93
93

Jun
16
97
92
93
98

Jul
16
95
88
91
96

87.0
94
95.0
90.0
91.0

89.6
93.5
94.2
91.7
90.4

89.6
91.9
92.2
91.9
89.4

84.6
92.8
94.5
92.5
90.5

84.8
90.9
92.3
91.1
89.8

87.2
91.3
91.8
94.0
90.2

86.7
95
91.3
87.6
90.0

86.0
94
93.0
93.0
87.0

87
94
93
94
88

89
94
95
94
88

91
95
95
94
89

92
93.5
93.4
93.4
87.2

A total of 2,663 staff across the trust have received safeguarding children
training within the three year NHS compliance period. This represents an
overall compliance of 91.7% which is an improvement of 1.7% on the
2014/15 figure of 90%.
A total of 1,143 staff have received level 2 safeguarding children training.
Our level 3 safeguarding children training package has been revised and
updated into a full-day face to face learning event incorporating a variety
of training methods. At the end of the reporting period all CAMHS staff
had completed level 3 training.
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Safeguarding operational activity during the reporting period

6.1

Safeguarding incidents and alerts
All incidents are reported within Datix, with safeguarding incidents
reviewed by the immediate manager (Dif 2), with Datix alerts to both the
service safeguarding and corporate leads, with queries escalated to the
Safeguarding Children’s Practitioner, Named Nurse (Children), Named
Doctor (Children). These alerts assist with the assurance process on the
reporting of the incident, degree of harm and onward action; initiation of
the Common Assessment Framework, referral to multiagency
procedures, managed in service (other action taken), referred to the police
protection incident unit (PPIU) or to the Local Authority Designated Office
(LADO)
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.
Child safeguarding incidents 1 July 2015 – 30 June 2016
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The Trust recorded a total of 79 child safeguarding incidents in Trust
locations for the period of this report, an increase of 19% from 2014/15.
The Trust recorded a total of 124 child safeguarding incidents in non-trust
locations for the period of this report, an increase of 10% from 2014/15.
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Incidents by Category ‐ Non Trust Location
2%

1%

1%

1%
2%

Accident

1%

Environmental

4%
4%

Illicit Substances
Medication

24%

Missing Patient
17%

Patient Care
Security Incident
1%

Self Harm
V&A to Others
V&A to Patients

23%

19%

Information Governance
Systems and Equipment
Death

The above graph provides a breakdown of the 124 non-trust location
incident categories that raised a staff child safeguarding concern.
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The incident reported as a death, relates to an adult service user who died
unexpectedly from natural causes. Staff contacted local authority
children’s services to check that they were aware of the death.

Incidents by Category ‐ Trust Location
5%

1%
3%

1%

1%
Accident

3%

Environmental
Illicit Substances
Medication

21%

Missing Patient
Patient Care
Security Incident
Self Harm
3%

56%
5%

1%

V&A to Others
V&A to Patients
V&A to Staff

The above graph provides a breakdown of the 79 trust location incident
categories that raised a staff child safeguarding concern.
The percentage of in-patient incidents involving patient on patient violence
and aggression increased from 36% in 2014/15 to 56%. Violence and
Aggression incidents are monitored through the Trust Postive & Safe
workstream, which reports to the Nursing Leadership Board through to the
Trust Board.
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Safeguarding Children Action Taken ‐ Inpatient
2%

1. Initiation of a Common
Assessment Framework (CAF)

9%
17%

6%

2. Referral to Children's
Social Care Services
3. Other Action Taken

4. Contacted the police /
PPIU (Public Protection
Invest Unit)
5. Local Authority Designated
Officer (LADO)

66%

The percentage of in-patient child safeguarding incidents referred to
Children’s Social Care Services increased from 14% in 2014/5 to 17%.
This increase could be as a consequence of increased staff awareness
given that all our CAMHS staff are trained to Level 3 of the Intercollegiate
Document for Health (2015) . The percentage of incidents referred to the
LADO stayed the same at 9%. The percentage of incidents referred to
the Police or PPIU decreased from 15% to 6%.
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Safeguarding Children Action Taken ‐ All other
services
2%

1. Initiation of a Common
Assessment Framework (CAF)

5%
12%

2. Referral to Children's
Social Care Services
3. Other Action Taken
40%
4. Contacted the police /
PPIU (Public Protection
Invest Unit)

41%

5. Local Authority Designated
Officer (LADO)

The breakdown of type of action taken in response to non-inpatient
incidents showed little change from 2014/15.
6.2

Serious case reviews (SCRs)
During the reporting period two SCRs in which the Trust has participated
have concluded.
SCR A Cumbria Safeguarding Children Board
Concerned the death of a 13 year old boy after he was given a morphine
tablet by his father who believed it to be a suitable painkiller for his son’s
headache. The boy’s mother was known to GMW drug and alcohol
services. There were no specific recommendations for GMW, but the
review reinforced the importance of “Think Family” and the potential risks
to children of parental substance misuse.
SCR B Trafford Safeguarding Children Board (not published in the
interests of the child’s family)
Concerned the suicide of a 15 year old girl. The girl’s father had been
engaged with the GMW IAPT service. The review highlighted the
importance of “Think Child” when working with any parent, even when the
focus of our involvement is working with the parent on what might appear
be an un-related intra-personal issue.
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6.3

Prevent
The Counter-Terrorism and Security Act (2015) contains a duty on
specified authorities to have due regard to the need to prevent people
from being drawn into terrorism. This is also known as the Prevent duty.
The aim of Prevent is to stop people from becoming terrorists (often
referred to as being radicalised) or supporting terrorism. It operates in the
pre-criminal space before any criminal activity has taken place, with the
aim of supporting and safeguarding vulnerable children, young people
and adults thought to be at risk of radicalisation.
In March 2015, Parliament approved guidance issued under section 29 of
the Act about how specified authorities are to comply with the Prevent
duty. Specified authorities which in Health are NHS Trusts and NHS
Foundation Trusts must have regard to this guidance when complying
with the Prevent duty.
It is recognised that healthcare professionals will meet and treat people
who may be vulnerable to being drawn into terrorism. Being drawn into
terrorism includes not just violent extremism but also non-violent
extremism, which can create an atmosphere conducive to terrorism and
can popularise views which terrorists exploit. The key challenge for the
healthcare sector is to ensure that, where there are signs that someone
has been or is being drawn into terrorism, the healthcare worker is trained
to recognise those signs correctly and is aware of and can locate available
support, including the Channel programme where necessary. Preventing
someone from being drawn into terrorism is substantially comparable to
safeguarding in other areas, including child abuse or domestic violence.
Our Prevent (Radicalisation and Counter Terrorism) policy provides
guidance and support for all our staff, outlining roles and responsibilities
around the action to take if there are concerns that a service user is at risk
of exploitation. This policy is closely linked with both our adult
safeguarding and child safeguarding policies.
The Safeguarding Training Strategy outlines our commitment to the
Prevent training and provides guidance on the training required, based on
staff roles and responsibilities. Within 15/16 we have started to see an
increase our training figures around both Prevent Awareness (for all staff
groups) and HealthWrap (for all clinical staff).
As a Trust we provide quarterly assurances to the CCG and NHS England
on our Prevent activity based on our staff numbers, this includes; update
on policies, training, number of HealthWrap trainers, number of referrals
to Channel Panels (multi-agency approach to protect people at risk from
radicalisation), attendance at Channel Panels and attendance at Regional
Prevent meetings.
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Our quarterly Trust data returns to the CCG and NHS England
demonstrate a positive increase in training with evidence of multiagency
partnership working on this important safeguarding agenda.
Quarter 1 data April 16-June 16 (total number of staff = 3317Substantive staff = 2902, Bank staff = 415)
 Total number of staff who are in date with basic Prevent Training2559
 Total number of staff who have received HealthWrap training since
training started- 252
 Total number of HealthWrap facilitators- 5
 Regular attendance at both Channel Panels and Regional Prevent
meetings
6.4

Admission of under 18 year olds to adult wards
During the reporting period there were seven admissions of 16/17 year
olds to adult wards. In each case this was due to no CAMHS beds being
immediately available and in each case the young person was transferred
to a facility more suited to their age at the earliest opportunity. It continues
Trust policy for under 16 year olds not to be admitted to adult wards under
any circumstances.

7

Identified points of learning or concerns to be brought to the
attention of Trust Board and LSCBs
A serious incident occurred in Bolton which involved an interpreter who
had been engaged through an agency passing on details of a highly
vulnerable adult to a third party which resulted in the vulnerable adult
being placed at high risk of very serious harm and needing to be relocated.
The incident has led to review of the assurance we seek on the vetting of
interpreters and on interpreters’ understanding of and compliance with
service user confidentiality.
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Child safeguarding objectives for next twelve months
 Review child safeguarding arrangements of acquired MMHSCT
services and establish integrated safeguarding governance across
the new organisation
 Deliver 2016/17 safeguarding workplan actions
 Review the safeguarding categories within Datix to reflect the types
of abuse and the action taken by staff
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Keeping Adults Safe
1

Role and function of GMW
GMW is an NHS Foundation Trust with a duty under the Care Act to
cooperate with local authorities in the exercise of their functions to
protect adults.
GMW has specific duties under the Mental Health Act as detaining
authority for adults formally admitted to its service under the Act.
GMW has specific duties under the Mental Capacity Act as managing
authority for in-patients who lack capacity to decide to be in hospital
and are subject to deprivation of liberty safeguards (DoLS).

2

Representation of GMW on LSABs
Under the Care Act local safeguarding adult boards (LSABs) became
statutory bodies. GMW is a partner agency within the LSAB
arrangements of all councils within whose geographical boundaries we
provide services.
During the reporting period we have further consolidated representation
on the LSABs across the trust’s local authority footprint and we are now
represented on the LSABs of Bolton, Cumbria, Halton, Salford and
Trafford. In addition we have liaison arrangements with, and/or
representation of the relevant sub-committees of, the LSABs of Bury,
Central Lancashire and Wigan. (See appendix 1)

3

Internal adult safeguarding governance arrangements
Adult safeguarding practice across GMW is overseen by the trust’s joint
safeguarding group (JSG). JSG provides assurance to GMW Board
via the Quality Governance Committee through monthly Board
performance reports, bi-monthly Chair’s reports, annual safeguarding
report and additional reporting on specific issues as required. Progress
on adult safeguarding objectives during the reporting period was
monitored through the JSG 2015/16 workplan. (See appendix 2). At
July 2016 all safeguarding adult actions within the workplan were RAG
rated as fully green. The JSG 2016/17 workplan has been completed
and launched. (See appendix 3)
Board level leadership is provided by the Director of Nursing and
Operations who is the lead executive director for safeguarding.
In recognition of the enhanced statutory profile of adult safeguarding
we have strengthened professional leadership through the appointment
of two Named Doctors for safeguarding adults.
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Each service directorate has a designated safeguarding lead who is a
member of JSG.
4

Adult safeguarding governance activity during the reporting
period

4.1

External audits, inspections, reviews
CQC Inspection of Greater Manchester West Mental Health NHS
Foundation Trust February 2106
In February 2016 CQC undertook a deep dive inspection of GMW. In
relation to safeguarding the inspection report found: “There were
effective systems in place for managing safeguarding incidents. Each
directorate had an identified safeguarding lead and there was a named
doctor and nurse for both adults and children safeguarding. The trust
attended local adult safeguarding boards and stakeholders reported
good partnership working. Between 1 April 2015 and 3 February 2016,
the trust had made 184 adult safeguarding referrals and 12
safeguarding referrals. Referrals were made across all localities and
services.”

4.2

Internal audits, reviews




CCG annual safeguarding audit (see appendix 4)
-collaborative Gretaer Manchester submission to show
compliance with the safeguarding children’s, young people and
adults at risk contractual standards. Any standards that are
partially compliant have been factored in to JSG workplan
Safeguarding vulnerable adults audit
-in-house audit of staff awareness of and compliance with the
Trust’s safeguarding adults policy and procedures

Action plans addressing learning and recommendations from each of
these audits are reviewed by JSG.
4.3

Policy development
The framework for adult safeguarding had been strengthened through
the introduction of additional policies and guidelines:


Prevent: Radicalisation and Counter Terrorism Policy
(November 2015)
-sets out how staff will be supported to develop an
understanding of Prevent and to recognise radicalisation, how
staff can escalate concerns about radicalisation and how
Prevent related referrals will be managed by the Trust
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5



Summary Guidance for Staff: Female Genital Mutilation (FGM)
Mandatory Requirements and Safeguarding (August 2016)
-informs staff of what to do if a child or adult service user
discloses that she has undergone FGM and/or thety have
concerns about a child or adult at risk of FGM.



Mental Capacity Act and Deprivation of Liberty Safeguards
(DoLS) Policy (January 2016)
-sets out the framework for assessment of mental capacity and
best interests under MCA and the process for making
applications for DoLS. Easy to follow Z cards on the key
principles of the MCA were designed and disseminated across
the Trust.

Safeguarding training activity during the reporting period
The GMW safeguarding training strategy has been reviewed and
updated to provide a comprehensive targeted training programme for
all trust staff. The new programme ensures compliance with the NHS
England, safeguarding vulnerable people in the NHS- accountability
and assurance framework 2015 and CQC standards. (see appendix 5)
% staff who have received level 1 safeguarding children training
as at end of each month August 2015-July 2016.
CAMHS
CJS
Forensic
MH
&
Deafness
SMS
Bolton
Salford
Trafford
Corporate

Aug
15
93.0
92.0
98.0
89.0

Sep
15
96
92.5
94.7
89.2

Oct
15
93.9
93.1
93.9
89.7

Nov
15
92.4
97.3
92.1
92.1

Dec
15
93.1
94.6
92.5
92.7

Jan
16
93.3
94.5
90.5
86.5

Feb
16
94.0
98.6
89.8
89.2

Mar
16
91.0
99.0
90.0
97.0

Apr
16
91
86
91
100

May
16
84
86
86
93

Jun
16
91
90
93
95

Jul
16
91
90
91
96

74.0
88
92.0
91.0
87.0

77.6
89.9
93.5
91.7
88.7

77.1
89.9
92.3
91.9
87.5

78.1
88
93.2
92.5
88.5

78.7
87.8
90.5
91.4
88.0

80.9
85.4
90.4
93.2
88.6

85.2
89.2
92.0
91.8
87.6

87.0
94.2
93.0
91.0
89.0

87
94
92
89
89

89
94
94
91
90

93
95
94
91
90

92
93.5
92.1
90
88.8

A total of 2663 staff across the trust have received safeguarding adult
training within the three year NHS compliance period. This represents
an overall compliance of 91.7%.
A total of 1219 staff have received level 2 safeguarding adults training
which represents 72% of the target staff group
Additional e-learning courses on the Mental Capacity Act and
deprivation of liberty safeguards (DoLS) have been introduced from 1
January 2016. The numbers and percentages of targeted staff who
have completed the courses are:
Course
MCA
DoLS

Number of staff Number of staff %
of
target
targetted
trained
achieved
1381
1117
81%
1380
1059
77%
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Feedback from staff who have completed the e-learning courses has
been highly positive.
6.

Safeguarding operational activity during the reporting period

6.1

Safeguarding incidents and alerts
Adult safeguarding incidents 1 July 2015 – 30 June 2016
Incidents by Directorate
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103

98

100
80

67

61

60
40
20

91

88
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Non Trust
Location

39

Trust Location

17
7

2
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4

6
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2

0

The trust recorded a total of 383 adult safeguarding incidents in trust
locations which was almost identical to the number recorded in
2014/15.
The trust recorded a total of 288 adult safeguarding incidents in nontrust locations, an increase of 16% from 2014/15.
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Incidents by Month
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Incidents by Category ‐ Non Trust Location
1%

2% 1%
2% 1% 1%

0%

0%
1%
2%

2%

13%

2%
3%

53%

0%
2%
13%

Accident
Communication
Contractual / Fraud
Death
Environmental
Fire
Infection Prevention
Information Governance
Medication
Missing Patient
Patient Care
Security Incident
Self Harm
Systems and Equipment
V&A to Prisoners
V&A to Others
V&A to Patients
V&A to Staff

The percentage of community adult safeguarding incidents relating to
violence and aggression by patients on patients, staff or others
increased from 64% in 2014/15 to 70%. This category inludes verbal
abuse, physical abuse at all levels of seriousness, domestic abuse and
incidents between residents in residential care.
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Incidents by Category ‐ Trust Location
0%

1% 1% 1%

0%

2% 0%

2%

4%

Accident
1%

Communication
Contractual / Fraud

11%

Illicit Substances
3%

Information Governance
1%
2%

Medication
Missing Patient
Patient Care
Security Incident
Self Harm

71%

V&A to Others
V&A to Patients
V&A to Staff

The percentage of in-patient adult safeguarding incidents relating to
violence and aggression by patients on patients, staff or others
increased from 71% in 2014/15 to 77%.

Safeguarding Adult Action Taken ‐ Inpatient

8%

Alert/Referral made to Local
Safeguarding Authority
35%

Contacted police/ PPIU
(Public Protection Invest
Unit)
Managed in Service

Other action taken

51%
6%

As in previous years over half of in-patient adult safeguarding incidents
did not meet the threshold for external referral and were managed
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within service. The decisions to manage these cases within services
were taken in consultation with safegaurding leads and where
necessary with adult safeguarding teams. Safeguarding alerts to local
authority adult services were made in 35% of cases, an increase from
29% in 2014/15.
Safeguarding Adult Action Taken ‐ All other services

11%

Alert/Referral made to Local
Safeguarding Authority
36%

23%

Contacted police/ PPIU
(Public Protection Invest
Unit)
Managed in Service

Other action taken

30%

6.3

36% of community adult safeguarding incidents resulted in
safeguarding alerts to local authority adult services, a decrease from
54% in 2014/15. However this was offset by an increase in the number
of incidents referred to the Police or PPIU to 30% from 18% in 2014/15.
Serious adult case reviews (SACRs)
During the reporting period one SACR in which the Trust has
participated have concluded.
SACR A Worcester Safeguarding Adult Board
Concerned the mistreatment and neglect of a patient with ASD whilst
he was an in-patient in an independent hospital in Worcestershire. The
patient was subsequently admitted to Recovery 1. Whist the SACR
was not primarily concerned with his treatment at Recovery 1, it did
identify some concerns about the Recovery 1 admission process and
highlighted the need for the procedure for conducting emergency
admissions to be reviewed.
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6.4

Prevent
The Counter-Terrorism and Security Act (2015) contains a duty on
specified authorities to have due regard to the need to prevent people
from being drawn into terrorism. This is also known as the Prevent duty.
The aim of Prevent is to stop people from becoming terrorists (often
referred to as being radicalised) or supporting terrorism. It operates in
the pre-criminal space before any criminal activity has taken place, with
the aim of supporting and safeguarding vulnerable children, young
people and adults thought to be at risk of radicalisation.
In March 2015, Parliament approved guidance issued under section 29
of the Act about how specified authorities are to comply with the
Prevent duty. Specified authorities which in Health are NHS Trusts and
NHS Foundation Trusts must have regard to this guidance when
complying with the Prevent duty.
It is recognised that healthcare professionals will meet and treat people
who may be vulnerable to being drawn into terrorism. Being drawn into
terrorism includes not just violent extremism but also non-violent
extremism, which can create an atmosphere conducive to terrorism and
can popularise views which terrorists exploit. The key challenge for the
healthcare sector is to ensure that, where there are signs that someone
has been or is being drawn into terrorism, the healthcare worker is
trained to recognise those signs correctly and is aware of and can
locate available support, including the Channel programme where
necessary. Preventing someone from being drawn into terrorism is
substantially comparable to safeguarding in other areas, including child
abuse or domestic violence.
Our Prevent (Radicalisation and Counter Terrorism) policy provides
guidance and support for all our staff, outlining roles and responsibilities
around the action to take if there are concerns that a service user is at
risk of exploitation. This policy is closely linked with both our adult
safeguarding and child safeguarding policies.
The Safeguarding Training Strategy outlines our commitment to the
Prevent training and provides guidance on the training required, based
on staff roles and responsibilities. Within 15/16 we have started to see
an increase our training figures around both Prevent Awareness (for all
staff groups) and HealthWrap (for all clinical staff).
As a Trust we provide quarterly assurances to the CCG and NHS
England on our Prevent activity based on our staff numbers, this
includes; update on policies, training, number of HealthWrap trainers,
number of referrals to Channel Panels (multi-agency approach to
protect people at risk from radicalisation), attendance at Channel
Panels and attendance at Regional Prevent meetings.
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Our quarterly Trust data returns to the CCG and NHS England
demonstrate a positive increase in training with evidence of
multiagency partnership working on this important safeguarding
agenda.
Quarter 1 data April 16-June 16 (based on 3317; Substantive staff
2902, Bank 415)
 Total number of staff who are in date with basic Prevent
Training- 2559
 Total number of staff who have received HealthWrap training
since training started- 252
 Total number of HealthWrap facilitators- 5
 Regular attendance at both Channel Panels and Regional
Prevent meetings
7

Identified points of learning or concerns to be brought to the
attention of Trust Board and LSABs
A serious incident occurred in Bolton which involved an interpreter who
had been engaged through an agency passing on details of a highly
vulnerable adult to a third party which resulted in the vulnerable adult
being placed at high risk of serious harm and needing to be relocated.
The incident has led to review of the assurance we seek on the vetting
of interpreters and on interpreters’ understanding of and compliance
with service user confidentiality.

8

Adult safeguarding objectives for next twelve months



Review adult safeguarding arrangements of acquired MMHSCT
services and establish integrated safeguarding governance
across the new organisation
Deliver 2016/17 safeguarding workplan actions
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Appendix One
Safeguarding Board Reps & Deputies
Board
Salford

Adult
Lead: Cathryn Buckley
Deputy: Debbie Robinson/Dr Ali

Children
Lead: Karen Clancy
Deputy: Helen Williamson

Bolton

Trafford

Wigan

Lead: Dr Rebecca Wild

Lead: Kenny Ross

Deputy: Chris Parker

Deputy: Karen Clancy

Lead: Gill Green

Lead: Richard Backhouse

Deputy: Richard Backhouse

Deputy: Gilli Painter

Liaison as required.

Liaison as required.
Wigan LSCB board agreed representation at
Exec Group as opposed to LSC Board
attendance.
Lead at Exec Group: Helen Williamson
Deputy: Paul Roper

Liaison as required.

Liaison as required.
Subgroup: Alec Grimshaw

Central Lancs
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Lead: Stacey Makin

Lead: Stacey Makin

Deputy: Lucy Reed

Deputy: Lucy Reed

Liaison as required.

Liaison as required.

Lead: n/a

Lead: Kenny Ross

Deputy: n/a

Deputy: Karen Clancy
Bolton, Salford, Wigan.

Lead: Gill Green

Lead: Kenny Ross

Cumbria

Bury

Child Death Overview Panel

Halton Local Authority

Sub Groups

Attendee

Salford Adult Board sub group :
Salford Children Board sub groups :
Helen Williamson
Helen Williamson
Helen Williamson

The Case Review
Strategic Training Meeting
Training Pool Meeting
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FGM subgroup
Policies
Performance Management
CSE

Helen Williamson
Cathryn Buckley
Karen Clancy
Karen Clancy, Emily Hilton Administration Support

Trafford Children Board sub groups :
Gilli Painter
Gilli Painter

Policy Group
Training Group
Bolton Adult board sub groups:

Chris Parker
Rick Wright
Alan Mather

Operational Board
MARAC
MAPPPA
Bolton Children Board sub groups:

Chris Parker
Chris Parker
Chris Parker

Safeguarding Executive
Integrated Working
Learning and Improvement
Bolton sub group:
Bolton Clinical Commissioning Group Integrated Safeguarding Committee

Chris Parker
Deputy: Dr Rebecca Wild

Central Lancs Adult Board sub-group
Alec Grimshaw

Safeguarding Adult Leadership Group
Central Lancs Children Board sub group

Alec Grimshaw
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Lancashire Central Locality Safeguarding Children Group, bi
monthly
Wigan Safeguarding Children Board sub group
Executive meeting

Helen Williamson

Secure setting meeting

Suzanne Cook (Hindley prison)

Non LSCB or LSAB Safeguarding Groups
Cumbria:
Stacey Makin
Cate Meagher
Stacey Makin

Children’s Safeguarding Board Operational Group
LSCB Workforce Development
Adult Safeguarding Board Operational Group
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Appendix Two
Safeguarding Work plan 2015/2016
Objectives

Action

Lead

Target Date

Objective 1

1. Review trust representation at local
authority Safeguarding Boards
2. Review TOR and membership of Joint
Safeguarding Group

Safeguarding leads

July 15

Safeguarding leads

July 15

Visible &
accountable
leadership

3. Provide internal and external assurance
through Annual Safeguarding Report
4. Identify FGM Lead
 Staff process for reporting FGM
 staff awareness

Evidence

Reviewed and
agreed JSG away
day
Sign off at Nov QGC

Richard Backhouse
Helen Williamson (Dep: Karen
Clancy)

RAG

Nov 15
Nov 15

Lead agreed at JSG
away day

): : +$772 '2 
)(0 $/(*(1 ,7$/0 87

5. Identify CSE Lead

Karen Clancy (Dep: Gill
Green)
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July 15

Objectives

Action

Objective 2

1. To ensure the development &
implementation of action plans to meet
the recommendations of internal or
external reviews including :

To ensure that
the Trust
demonstrably
learns and
improves its
safeguarding
practices through
audit.



Lead

Target Date

November
2015

2. Audit use of new Safeguarding
documentation within PARIS

Helen Williamson

March 16

3. Audit against safeguarding adult policy

Richard Backhouse
Sarah Craig

March 16

4. Complete self-assessment against CSE
standards

Karen Clancy

Nov 15
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Evidence
Carried forward from
14/15

Richard Backhouse

Richard Backhouse

CQC Review of Health Services for
Looked After Children and
Safeguarding in Salford.

RAG

HW working with
multi-agency
healthcare
designated leads to
complete actions
To carry forward to
16/17 workplan
Check progress and
staff usage with BI
Adult safeguarding
audit completed

Assessment
completed JSG
agenda item for Jan
16. Areas of
development Risk
assessments for
CSE, routine enquiry,
safeguarding tile in
PARIS for recording
CSE concerns

Objectives

Action

Lead

Target Date

5. E- leaning CSE package (non-mandatory)

Karen Clancy

Dec 15

Package uploaded
on new learning hub

6. Audit of admission of under 18s to adult
wards 2014/15

Kenny Ross

Nov 15

Data collection in
process
Scheduled for Feb
16 JSG
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RAG

Evidence

Objectives

Action

Lead

Target Date

Objective 3

1.Review all forms of safeguarding training
delivered in the Trust to ensure it meets
statutory responsibilities

Karen Clancy
Helen Williamson

Jan 16

2. Monitor the PREVENT, MCA, DOLs , FGM
training roll out against the quarterly CCG
Safeguarding return and take remedial action

Karen Clancy
LSMS
Richard Backhouse

March 16

To have effective
compliance with
Safeguard
training

RAG

Q1
Q2
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Evidence
Safeguarding
Strategy updated,
competencies added
to OLM and learning
Hub. Paper
presented at
WEGS/JSG Nov 15.
Adults e-learning
package added to
learning hub
(18.12.15)
Safeguarding
children e-learning
level 1 & 2 added to
learning hub
(18.12.15)
Prevent awareness
e-learning added to
learning hub
(18.12.15)
Forced marriage elearning added to
hub
Produce action plan
on areas to improve
compliance figures
MCA, DOLs FGM
(nonmandatory)training to
be e-learning
18.12.15

Objectives

Action

Lead

Target Date

RAG

Evidence

Q3

Prevent submission
completed
CCG quarterly return
Jan 16, training
figures in prevent,
DoLs, MCA improved
Remedial action to
be part of 16/17
workplan
Out to advert via
NHS jobs 23/10/15
Interviews 18.12.15
Appointed - job
share- start date
March 16
Agreed that this will
start in April 16 and
inform the Board
Performance Report
Audit submitted Aug
15
Feedback from CCG
Oct 15 remedial
actions to complete
Any remedial actions
to be carried forward
16/17

Q4

Objective 4
To have effective
performance
monitoring in
place.

3. Appoint Safeguarding Trainer

Helen Williamson

Nov 15

1. Review, monitor, and analyse
safeguarding actions taken through Datix
and provide quarterly report to JSG

Incident team
Safeguarding leads

Ongoing

2. Complete the annual CCG Safeguarding
Audits and both take remedial actions as
necessary to ensure compliance and
disseminate findings.

Karen Clancy
Richard Backhouse

Aug 15

3. Complete S11 audit

Karen Clancy

Nov 15
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March 16

Objectives

Objective 5
To
develop/update
core and
supporting
policies as
required and
ensure full
implementation.
Objective 6

Action

Lead

Target Date

4. Provide assurance on recommendations
from Savile Response

Karen Clancy

Nov 15

5. Timely completion of the national FGM
dataset

Karen Clancy
Helen Williamson

Ongoing

1. Develop a detailed PREVENT Policy
to support both the child & adult
safeguarding policies?

JSG
JH

December
2015

1. Develop a system that effectively
disseminates the learning

Gill Green
Karen Clancy

Ongoing

Promote personcentred care and
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RAG

Evidence
Trust Report
submitted to DoH
Complete actions
following assurances
required from CCG.
CCG confirmed
assurance (Dec 15)
– Whistleblowing
policy approved july
16, forwarded to
CCG
Q3 submitted
Q4
Policy consultation
with NHS North West
Prevent Lead. Policy
uploaded on
Sharepoint 11/12/15

Agenda item on JSG
Update safeguarding
training with new
learning

Objectives

Action

Lead

Target Date

RAG

Review safeguarding
policies
Link with lessons
learnt (CQUIN)
Governance
newsletter

learn from
Serious Case
Reviews etc
Objective 7
To have quarterly
safeguarding
development
sessions for the
JSG leads

Evidence

Quarterly input into JSG
development/Support for Group

Gill Green
Karen Clancy

March 16

Q1
Q2

Safeguarding Away
Day

Q3
Q4
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To be reviewed
16/17

Appendix Three
Safeguarding Work plan 2016/2017
Objectives

Action

Lead

Objective 1

6. Review trust representation at
local authority Safeguarding
Boards
7. Review membership at
Safeguarding Boards and
subgroups
8. Provide internal and external
assurance through Annual
Safeguarding Report
9. Alignment of safeguarding
procedures and processes in
the new organisation
10. Review clinical due diligence
evidence on safeguarding
practice and take remedial
action
7. To ensure the development &
implementation of action plans
to meet the recommendations
of internal or external reviews

Safeguarding leads

Visible &
accountable
leadership

Objective 2
To ensure that
the Trust
demonstrably

Safeguarding leads

Target
Date
August 16

August 16

Richard Backhouse

RAG

Evidence
Discussed at JSG away
day
Discussed at JSG away
day
Sign off at Nov QGC

Oct 17
Karen Clancy &
Richard Backhouse

March 17

Gill Green, Karen
Clancy & Richard
Backhouse

Sept 16

Niche Report received,
developing actions as part
of the Manchester PTIP

Safeguarding Leads

Ongoing

Sept 2016. Working with
clinical audit to identify
clinical usage of tile
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learns and
improves its
safeguarding
practices
through audit.

Objective 3
To have
effective
compliance with
Safeguard
training

Helen Williamson
8. To roll out and audit use of the
new Safeguarding Tile
(children) within PARIS across
the Trust
9. Audit against safeguarding adult Richard Backhouse
policy
Dr Imran Ali & Dr Becci
Wild & BI
10. Audit of admission of under 18s Dr Kenny Ross
to adult wards 2014/2015
Marie Gibbons &
1. To increase compliance with
level 2 and Level 3 children’s/adults Learning &
Development
safeguarding & HealthWrap
training across the Trust (Standard
15 16/17 CCG Audit)

2. Safeguarding Training for
volunteers (Standard 9.1 CCG
16/17 Audit)

Marie Gibbons, Clare
Watson & Learning &
Development
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March 17

Setting TOR for audit Sep
16

March 17

Sample completed Sept
2016

Nov 16
Jan 17

Suite of training on learning hub
covers both face to face and elearning
Safeguarding Adults Level 191% (July 16)
Safeguarding Level 1 Children92% (July 16)
Safeguarding Level 2 Children80% (July 16)
Training figures are provided
quarterly through the CCG
safeguarding audit.
Tier 4 CAMHS staff trained to
level 3 and Safeguarding leads.
Safeguarding Children Level 3
GMW pack currently being
rolled out.

March 17

28/9/16 confirmation from Clare
Watson volunteers will now be
able to access learning hub for
mandatory training

Objective 4
To have
effective
performance
monitoring in
place.

6. Review safeguarding categories
in Datix

Karen Clancy
Task & Finish Group

Nov 16

7. Review, monitor, and analyse
safeguarding actions taken
through Datix and provide
quarterly report to JSG
8. Complete the quarterly and
annual CCG Safeguarding
Audits and both take remedial
actions as necessary to ensure
compliance and disseminate
findings.
9. Complete S11 audit

Incident team
Safeguarding leads

Ongoing

Karen Clancy
Richard Backhouse

Aug 16

Karen Clancy

May 16

Karen Clancy/Tim
McDougall

March 17

10. Review, monitor and assess
compliance with safeguarding
supervision (JTAI)

Task & Finish group
16/9/16. Paper submitted
to JSG 30/9/16
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

Annual CCG audit
completed and submitted
19/9/16

Audit completed and
submitted. Any remedial
actions to be carried
forward 16/17. Sept
update waiting feedback
from SSCB
-7,$
$FKLHYH$FWLRQ3ODQGR

11. Implement learning/actions from Safeguarding leads
Domestic Abuse JTAI (Salford)
across the Trust
12. To develop Safeguarding Tile
Richard Backhouse
for adult safeguarding
Dr Imran Ali & Dr Becci
Wild & BI
Karen Clancy
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March 17

Ongoing

Feedback from JTAI due
Oct 16

Q1

Objective 5
To have
quarterly
safeguarding
development
sessions for the
JSG leads

13. Timely completion of the
Prevent dataset

BI

14. Timely completion of the
national FGM dataset

Karen Clancy
Helen Williamson

Quarterly input into JSG
development/Support for Group

Q2
Q3
Q4

Gill Green
Karen Clancy

Ongoing

Ongoing

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
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Q2 submitted 30/9/16shows an increase in
Prevent Awareness
Training and Healthwrap.
Paper presented to JSG
30/9/16
HW working with BI to take
on responsibility for
coordinating returns

Safeguarding Away Day
29th July 16
GMP/Prevent update

Appendix Four

Clinical Commissioning Groups
Safeguarding Children’s, Young
People
and Adult at Risk
Contractual Standards
2016-2017
A Collaborative Greater Manchester (GM)
Document

Incorporating Service Delivery standards for:


Healthcare Providers



Non-healthcare Providers/ Voluntary, Community and Faith Sector
(VCFS) providers

Version Control
01/12/2014 Final Version (ajb)
Reference Number

30/10/2015
21/12/2015

Approving Committee(s) And Date

Author(s) / Further Information

Adrienne Bell - Quality Improvement Lead
(Clinical) - (NWCSU) in conjunction with the
GM Safeguarding Collaborative
Maxine Lomax Head of Safeguarding NHS
Bury CCG
Sue Gaskell Designated Nurse for
Safeguarding Children NHS Stockport CCG
Melanie Hartley, Designated Nurse
Safeguarding Children and LAC, NHS Salford
CCG
Julie Adesanya, Designated Nurse
Safeguarding Children, NHS Trafford CCG
Karen McCormick, Designated Nurse
Safeguarding Adults, NHS Heywood, Middleton
and Rochdale CCG
Nichola Osborne, Assistant Director
Safeguarding children/Designated Nurse
safeguarding Children and CLA, NHS Wigan
Borough CCG

Lead Director

NHS Salford CCG Director for Quality and
Innovation

This Document Replaces

Safeguarding Children and Vulnerable Adults
Policy for Health Care Providers 2015

Review Due Date

November 2016

Ratification Date/Draft No
Validation Signature NHS England
Validation Signature CCG

Page 37 of 78

Contents
1.
1.1

Introduction
Safeguarding and the NHS Reforms

4

2.
2.1

Purpose
Scope

5

3.

Principles

6

4.

Definitions

6

5.
5.1

PREVENT
PREVENT and Health

8

6.

Lampard

9

7.
7.1

Implementation
Breaches of GM Recommendations

9

8.
8.1
8.2
8.3
8.4
8.5

Monitoring and Escalation Process
Introduction
Monitoring process
Audit Tool
Governance Arrangements
Escalation Process

10

9.
9.1
9.2
9.3
9.4
9.5

Training Recommendations
Introduction
Scope
Principles
The Purpose of Training
Definitions in Relation to Training

12

9.6.
9.6.1
9.6.2

Training Roles & Responsibilities
Commissioners
Employers

13

9.7.

Level of Training Requirements

14

9.8

Training: Monitoring and Assurance

14

10.

References

16

Appendices:
1: Safeguarding Standards for all providers (Policies)
2: Standards and key Performance Indicators-NHS providers
3: Audit Tool to Monitor Safeguarding & Mental Capacity Act StandardsNon-NHS Providers
4: The PREVENT self-assessment tool

17
19
27
35

Page 38 of 78

1. INTRODUCTION
Greater Manchester Clinical Commissioning Group (GM CCG) regard their statutory
responsibilities to safeguard children, young people and adults at risk of harm as a
major priority for their organisation and for the work with local partners.
The Constitution sets out safeguarding responsibilities, requiring the Governing Body
of all the CCGs to oversee a clear strategy and regular reporting to ensure that the
CCGs meets their duties, in line with:























Children Act 1989
Children Act 2004
Care Act 2014
Criminal Justice and Courts Act 2015
Mental Health Act 1983 / 2007
Mental Capacity Act 2005 / Deprivation of Liberty Safeguards 2009
Equality Act 2010
Human Rights Act 1998
Intercollegiate Document, Safeguarding children and young people: roles and
competences for health care staff – Royal College of Paediatricians (2014)
Mental Capacity Act 2005: Code of Practice (Department for Constitutional
Affairs 2007)
Deprivation of Liberty Code of Practice 2009
Mental Health Act 1983 Code of Practice 2015
Care Act guidance 2014
Safeguarding Adults: The Role of Health Services (DH 2011)
Safeguarding Vulnerable People in NHS- Accountability and Assurance
Framework (NHS England 2015)
Serious Incident Framework (March 2015)
Statutory guidance on making arrangements to safeguard and promote the
welfare of children under section 11 of the Children Act 2004 (HM
Government 2007)
Statutory Guidance on Promoting the Health and Well-Being of Looked After
Children (DH 2015)
Working Together to Safeguard Children (HM Government 2015)
The policies and procedures of the Local Safeguarding Children Board
(LSCB) and the Local Safeguarding Adults Board (LSAB)
Any other legislation, guidance and Code of Practice relevant to safeguarding
children and/or adults.
Channel Duty Guidance. Protecting vulnerable people from being drawn into
terrorism (2015)

All commissioning groups have a statutory duty to ensure that all health providers, from
whom they commission services (both public and independent sector), have
comprehensive single and multi-agency policies and procedures in place to safeguard
and promote the welfare of children and to protect adults at risk from actual abuse or
possible abuse; that healthcare providers are linked into their Local Safeguarding
Children and Safeguarding Adults Boards; and that healthcare workers contribute to
multi-agency working.

Page 39 of 78

1.1 Safeguarding and the NHS
The Health and Social Care Act 2014 and the Safeguarding Vulnerable People in the
NHS- Accountability and Assurance Framework (July 2015) revised the responsibilities
for commissioners and how they safeguard their populations. The responsibilities put
patients and the quality of their care at the heart of the NHS. The Government’s
commitment to patient choice, control and accountability includes support and
protection for those in the most vulnerable situations.
Commissioners have responsibilities for commissioning high quality healthcare for all
patients in their area. However, they have particular safeguarding duties for those
patients who are less able to protect themselves from harm, neglect or abuse, for
example, due to impaired mental capacity. Safeguarding must encompass:



The prevention of harm and abuse through provision of high quality care
Effective responses to allegations of harm and abuse, responses that are in
line with local multi-agency procedures
Using learning to improve service to patients.

(Role of NHS Commissioners: DH 2011)
2. PURPOSE
The safety of children, young people and adults at risk is a vital element of the work in
the NHS. We understand that people come to the NHS for healthcare, advice and
support at the most vulnerable points in their life. As well as treating the illness, we
recognise that the safety and health are intertwined aspects of their wellbeing. As such,
we see the key role that NHS staff play in ensuring that children, young people, and
adults at risk are protected from potential harm.
It is important that all practitioners working with children, young people and adults at
risk understand fully their responsibilities and duties as set out in primary legislation
and associated regulations and guidance. And it is important that commissioners
understand their roles in creating a safe environment with the requisite checks and
balances to ensure that local healthcare services meet their responsibilities.
This document provides clear service standards (appendices 1 - 4) against which
healthcare providers will be monitored to ensure that all service users are protected
from abuse or the risk of abuse.
2.1 Scope
This document applies to all GM CCGs and their activities as clinical commissioning
organisations and to all of its employees, whether directly employed in-house, or
through a commissioning support service.
This document aims to ensure that no act of commission or omission on behalf of the
CCG as a commissioning group or by the services it commissions puts a service user
at risk. It sets out the safety standards required of our service providers, monitoring
requirements, and escalation processes.

Page 40 of 78

It also addresses training requirements, communication processes, and duties with
associate commissioners, who will be notified of a provider’s non- compliance with the
standards contained in this document; they will also be notified of reported serious
incidents that have compromised the safety and welfare of a child, young person, or
adult at risk resident within their population.

3. PRINCIPLES
The safeguarding of children, young people, and adults at risk is a shared
responsibility, recognised by all GM CCGs, and is held with the need for effective
joint working between agencies and professionals with different roles and expertise.
In order to achieve effective joint working there must be constructive relationships at
all levels, promoted and supported by:









The commitment of senior managers and board members to safeguarding
children, young people, and adults at risk;
Clear lines of accountability within the organisation for work on
safeguarding;
A commitment to consider safeguarding in decision making;
The principle of involving service users in service developments;
Clear commitment to staff training and continuing professional development
so that staff have an understanding of their roles and responsibilities and
those of other professionals and organisations;
Safe working practices including recruitment and vetting procedures in line
with NHS Employment Check Standards;
Effective interagency working, including effective information sharing;
Ensuring that learning from reviews is embedded in practice.

4. DEFINITIONS
For the purpose of this document the following definitions provide clarity of terms:
Commissioning
A collaborative exercise in providing the highest quality healthcare services to meet
the identified needs of a population within available resources.
Children
As defined in the Children Act 1989 and 2004, a child is anyone who has not yet
reached their 18th birthday. ‘Children’ therefore means children and young people
throughout.
Safeguarding Children
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Safeguarding and promoting the welfare of children is defined for the purpose of this
document as:
 Protecting children from maltreatment
 Preventing impairment of children’s health or development
 Ensuring that children grow up in circumstances consistent with the provision
of safe and effective care; and
 Taking action to enable all children to have the best outcomes
(Working Together to Safeguard Children 2015)
Adult at Risk
The Care Act (2014) identifies an adult at risk as being:
“A person who has needs for care and support (whether or not the local
authority is meeting any of those needs), and as a result of those needs the
person is unable to protect him/herself against abuse, neglect or the risk of it.”
The term “adult at risk” is increasingly being used to replace that of “vulnerable adult”
as it focuses on the situation causing the risk rather than the characteristics of the adult
concerned.
The principles of adult safeguarding are as follows (DH 2011):

Prevention - it is better to take action before harm occurs

Protection - support and representation for those in greatest need
 Empowerment – the presumption of person led decisions and informed
consent
 Proportionality – proportionate and least intrusive response appropriate to the
risk presented
 Accountability – we will work to key lines of responsibility and ensure
transparency in delivering safeguarding
 Partnership - local solutions through services working with their communities.
Communities have a part to play in preventing, detecting and reporting neglect
and abuse.
Mental Capacity Act (MCA)
The Mental Capacity Act (MCA) (2005) sets out who can, and how to, make decisions
relating to care and treatment for those who lack capacity to make such decisions. The
MCA covers decisions relating to finance, social care, medical care and treatments,
research and everyday living decisions, as well as planning for the future. Within the
MCA, the term capacity relates to the person’s ability to consent to or refuse care or
treatment. The Act provides a two stage test for assessing a person’s capacity and this
must be used for each individual decision to be made. The MCA applies to all over the
age of 16 years, with a presumption that all young people (16 and 17 years of age)
and adults have the ability to give valid consent to or refuse treatment.
5. PREVENT
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The Prevent duty is the duty in the Counter-Terrorism and Security Act 2015 which is
part of the Government’s Counter Terrorism Strategy (CONTEST), revised in June
2011. This is a new statutory duty on public bodies to prevent radicalisation in the
healthcare sector and for the NHS to support initiatives to reduce the risk of terrorism.
The Counter-Terrorism and Security Act 2015 puts the existing Prevent programme
on a statutory footing. Prevent is part of the Safeguarding agenda within the health
sector. Healthcare professions must be trained to recognise the signs that someone is
at risk of radicalisation and they have a duty to find appropriate support through
established arrangements. Such arrangements may include Channel – a multi-agency
programme which provides tailored support to people who have been identified as at
risk of being drawn into terrorism, for example by referring them to a health or social
care provider.
PREVENT is central to the Safeguarding agenda and therefore needs to be a priority
within Safeguarding policies, procedures and training. The Health economy is a key
partner in delivering the HM Government’s PREVENT strategy and promotes a nonenforcement approach to support the health sector in preventing people becoming
radicalised.



Radicalisation refers to the process by which people come to support and in
some cases, to participate in terrorism;
Violent extremism is defined by the Crown Prosecution Service as:

“The demonstration of unacceptable behaviour by using any means or medium to
express views which:





Foment, justify or glorify terrorist violence in furtherance of particular beliefs;
Seek to provoke others to terrorist acts;
Foment other serious criminal activity or seek to provoke others to serious
criminal acts;
Foster hatred which might lead to inter-community violence in the UK”.

The CCGs will need assurance from health provider organisations on the
implementation of this government strategy. This is a statutory duty and will be
included as part of the annual safeguarding toolkit self-assessment (appendix 4).
The CCGs will be supported by NHS England and the regional Prevent Lead to ensure
each local health economy are delivering on the statutory prevent duty.
The PREVENT agenda requires healthcare organisations to work with partner
organisations to contribute to the prevention of terrorism by safeguarding and
protecting individuals who may be at a greater risk of radicalisation and making safety
a shared endeavour.
6. LAMPARD
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In October 2012, the Secretary of State for Health commissioned an independent
report on ‘lessons learnt’ drawing on findings from all published investigations and to
draw out implications for healthcare organisations. The report ‘Themes and Lessons
from NHS investigations into matters relating to Jimmy Saville’ report was published in
February 2015 with 14 recommendations for all NHS provider organisations to
consider.
Common themes and issues emerging from the findings relevant to the wider NHS
currently are grouped under the following headings:







security and access arrangements, including celebrity and VIP access
the role and management of volunteers
safeguarding
raising complaints and concerns (by staff and patients)
fundraising and charity governance
observance of due process and good governance

Provider organisations should develop action plans in order to demonstrate
compliance against the Lampard recommendations.
7. IMPLEMENTATION
The standards expected of all healthcare providers are detailed in the appendices.
Compliance will be measured by annual audit; an audit tool will be made available to
all providers to facilitate the recording of information. The audit tool should be
completed using the RAG definitions outlined in the Procedure for Monitoring
Safeguarding Children and Adults at Risk via Provider Contracts and an action plan
produced for any elements that are not fully compliant. The action plan will be reviewed
at agreed intervals throughout the year. This procedure was developed in order to
standardise the monitoring and escalation approach across the North West.
The Designated Professionals are required to share the outcomes of the audit annually
with NHS England in the form of a dashboard linked to the standards.
7.1 Breaches of the GM Standards and Recommendations
This GM document is intended to be mandatory. Where it is not possible to comply
with the standards and recommendations or a decision is taken to depart from these,
the Designated Nurse of the CCG must be notified within 5 working days so that the,
the level of risk can be assessed and an action plan can be formulated.
All allegations of abuse made against a worker and any Serious Incident involving a
child, young person, or an adult at risk should be reported in accordance with the
organisations local reporting arrangements and as per LSCB and LSAB policies.
Safeguarding.nhssalford@nhs.net [or 0161 212 4413]
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The CCG, as lead commissioner, will notify associate commissioners of a provider’s
non-compliance with the standards and recommendations contained in this document,
including action(s) taken where there has been a significant breach.
8. MONITORING AND ESCALATION PROCESS
8.1 Introduction
The CCG and NHSE have a statutory responsibility to ensure that the organisations
from which it commissions services provide a safe system that safeguards children,
young people, and adults at risk of abuse and neglect.
The CCG will monitor all commissioned services against the standards identified within
the safeguarding document, appendices 1-4. To support the monitoring of the
standards an audit tool, based on the standards, will be completed by all providers
annually. For new contracts compliance with standards will be assessed prior to the
contract commencing except in exceptional circumstances, emergency placements,
when it will be requested as soon as possible.
The Guidance for NHS Contracts requires the provider to comply with the contractual
standards document for children, young people, and adults at risk. From time to time,
revisions may be required to the document part way through the contracting period to
reflect changes to local, national and statutory guidance. Such revisions will be
attached or referenced when they become available from the commissioner. A record
of the new edition of the document will be recorded as part of the routine review
process.
8.2 Monitoring Process
The CCG will assure themselves through the contract review process that the provider
is meeting the relevant safeguarding standards and will take appropriate action where
they do not. Where the CCG is the lead commissioner they will:





Establish a baseline for each provider against the relevant standards
Monitor against the set of standards on an annual basis
If an action plan is required this will be monitored quarterly until compliance is
achieved.
Associate commissioners will be informed of the outcome of the audit and of
any gaps identified/actions being taken.

8.3 Audit Tool
To monitor the standards the providers will be asked to complete a self-assessed RAG
rated audit tool based on the standards [see Appendices 1-4]. The criteria for rating
are as follows:
 Green – fully compliant (even when fully compliant the provider should
evidence continuous quality improvements).
 Amber – there is an action plan in place to ensure full compliance within the
agreed time scales.
 Red – Non-compliance against standards and/or failure to progress agreed
action plan within agreed time scales.
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The provider organisation will need to provide evidence to demonstrate compliance
with the green rated standards.
The Designated Professionals for Safeguarding will review the evidence and assess if
it is adequate. If an action plan is in place this will be reviewed to ensure it is robust
and contains appropriate time scales.
8.4 Governance Arrangements
The Designated Nurse will report provider compliance in the relevant internal
Committee or Board and will highlight in an exception report those providers whose
action plans which are not progressing. The committee will then decide if this will be
initially managed through the contractual process alone or whether the escalation
process is triggered.
8.5 Escalation Process
Level 1
The CCGs and provider organisation will include amber and red standards on the
appropriate organisational risk register and Associate Commissioners will be informed
of the gaps identified. The relevant Safeguarding Board will also be informed of any
red standards. These actions will ensure that the action plans are linked to
organisational and, in the case of red standards, multi-agency governance
arrangements.
Level 2 (applies to NHS Acute, Community, Mental Health and Ambulance Providers)
When a standard rated amber moves to red, this will be considered a breach of
contract. This line of action will be taken as the provider organisation will have had
time to meet the standard during the amber period. This breach is serious, hence the
level of response, due to the vulnerable population the provider is meant to be
protecting and the fact that the standards are based in statute and key national policies
as well as being in the CQC Essential Standards for registration. Therefore a
performance notice will be issued and appropriate contractual levers utilised, as well
as a letter sent to the Care Quality Commission (CQC) and copied to NHS England
area team, Director of Nursing. This is to fulfil the CCGS’s obligations to communicate
with the CQC regarding quality of services and to NHS England, in their role to assure
systems are in place for commissioning safe quality services.
Level 2 (applies to other providers of health care for example other CQC registered
providers, Voluntary, Community and Faith services)
These will be discussed with the relevant commissioner in conjunction with the
Designated Nurse and the Clinical Director. If the noncompliance cannot be managed
at a contract meeting and an organisational decision in respect to the way forward is
required, then this will be escalated to the Quality and Safety Programme Management
Group.
9. TRAINING RECOMMENDATIONS
9.1 Introduction
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This Framework for Training is designed to provide the most appropriate approach for
safeguarding training for providers of health care for the Greater Manchester
population. Its aim is to ensure that all staff working with children and/or adults are
alert to the need to safeguard and promote the welfare of children, young people and
adults at risk and are appropriately skilled and competent in carrying out their
responsibilities for safeguarding appropriate to their role. Each Health
Trust/Organisation will be required to produce a training strategy that outlines how
safeguarding training will be delivered.
This document has been informed by statutory and national guidance and the training
strategies of Greater Manchester Safeguarding Children and Adult Boards.
9.2 Scope
The recommendations for safeguarding training are relevant to all staff working in the
health economy. It also provides recommendations for independent contractors in
ensuring that their staff are trained in accordance with individual roles and
responsibilities in relation to safeguarding children and adults at risk.
The training recommendations will be reviewed annually and in response to changes
to national and local guidance or local policy initiatives.
9.3 Principles
All staff are trained and competent to be alert to potential indicators of abuse and
neglect, know how to act on those concerns and to fulfil their roles and responsibilities
for safeguarding children and adults at risk in line with Local Safeguarding Children
Board (LSCB) and Safeguarding Adult Board (LSAB) procedures.
Interagency training should complement single agency training, all training should
emphasise the importance of working together.
Single-agency training, and training provided in professional settings, should always
equip staff for working collaboratively with others and communicating and sharing
information.
All training provided should respect diversity (including culture, race, religion and
disability), promote equality and encourage the participation of children, families and
adults in the safeguarding process.
9.4 The Purpose of Training
The purpose of training for interagency work at both strategic and operational levels is
to achieve better outcomes for children, young people, and adults at risk by promoting:


A shared understanding of the tasks, processes, principles and roles and
responsibilities outlined in national guidance and local arrangements for
safeguarding children, young people, and adults at risk and promoting their
welfare;



More effective and integrated services at both the strategic and individual case
level;
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Improved communications between professionals including a common
understanding of key terms, definitions, and thresholds for action;



Effective working relationships, including an ability to work in multi-disciplinary
groups or teams;



Sound decision making based on information sharing, thorough assessment,
critical analysis, and professional judgement;



Learning lessons from statutory reviews, including Serious Case Reviews,
Safeguarding Adult Reviews, Domestic Homicide Reviews and Mental Health
Homicide Reviews and from local learning, including Serious Untoward
Incidents, and implementing changes to practice based on recommendations
from local and national cases.

9.5 Definitions in Relation to Training
Single agency training is training which is carried out by a particular agency for its
own staff.
Multi-agency training is training for employees of different agencies who either work
together formally or come together for training or development.
A child is anyone who has not yet reached their 18th birthday.
9.6 Training: Roles and Responsibilities
9.6.1 Commissioners
Clinical Commissioning Groups and other commissioners of health care services have
a responsibility to ensure that the services they commission have robust safeguarding
training strategies that are fit for purpose and comply with national guidance.
9.6.2 Employers
Employers are responsible for ensuring that their staff are competent and confident in
carrying out their responsibilities for safeguarding and promoting the welfare of
children and adults at risk.
It is the responsibility of employers to recognise that in order for staff to carry out their
roles and responsibilities for safeguarding they will have different training needs which
are dependent on their degree of contact with and responsibilities for children and
adults.
Employers also have a responsibility to identify adequate resources and support for
inter-agency training by:


Providing staff that have the relevant expertise to support the multi-agency
training delivered under the auspices of the LSCB and or LSAB;

Page 48 of 78



Committing resources for inter-agency training, for example through funding,
providing venues, providing staff who contribute to the planning, delivery and/
or evaluation of inter-agency training;



Releasing staff to attend the appropriate inter-agency training courses and
ensuring the time for them to complete inter-agency training tasks and apply
their learning in practice;



Ensuring that staff receive relevant single-agency training that enables them to
maximise the learning derived from inter-agency training;



Ensuring they keep accurate data of staff trained within the organisation
including a breakdown of eligible staff trained at each level;



Supporting staff to identify required learning opportunities through annual
appraisal.

9.7 Level of training requirements:
All organisations should develop a training strategy in accordance with the following:
 Safeguarding children and young people: roles and competences for health
care staff: Intercollegiate document (2014)
 Looked After Children: Knowledge, skills and competences of health care staff:
Intercollegiate Framework (2015)
 The anticipated Intercollegiate document for Adults at Risk
9.8 Training: Monitoring and Assurance
Working collaboratively with NHS Commissioners and Local Safeguarding Boards,
training will be subject to audit, evaluation, quality assurance, scrutiny and reporting.
All training identified within this document is compliant with the standards required
within statutory and national guidance and with the training strategies of Local
Safeguarding Children and Adult Boards.
Assurance will be required by the commissioner that all staff have been trained to an
appropriate level in safeguarding children and young people, and adults at risk.
This assurance should be obtained through relevant organisational quality and
performance monitoring processes, internal and external audit, outcomes from
inspections (e.g. CQC, Ofsted) as well as providers participating and cooperating with
quality assurance processes such as Section 11 audit and Self-Assessment
Framework for Adults. In order to provide assurance to the CCG, all contracted
practitioners/services will record and provide information including:
a.
b.
c.

Numbers of staff requiring each level of training as set out in the
recommendations
Attendance figures for all levels of training
Evidence that outcomes for at risk groups have improved as a result of training
attended.
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Appendix 1: Safeguarding Standards for Provider Organisations
Policies required by all provider organisations (the policy can be provided via a link to local LSCB and LSAB policies).
These must reflect current statutory, national and local guidance
POLICY
Safeguarding Adults policy
Including guidance on :
 Human Trafficking
 Domestic Abuse
 Forced Marriage
 Honour Based Violence
 Female Genital Mutilation
 Self-Neglect
 Human Slavery
Safeguarding children policy
Including guidance on :
 Domestic Abuse
 Forced marriage
 Honour Based Violence
 Female Genital Mutilation
 Fabricated Illness
 Sexually Exploited Children
 Disabled Children
 Working with sexually Active young
people under the age of 18
 Child Trafficking

SEEN

EXPIRY DATE
Domestic Abuse Policy- March 2019

'RP HVWLF$EXVH
3ROLF\SGI

Safeguarding policy submitted last year,
currently being reviewed, completion date
Oct 16

Covered in safeguarding children’s policy
submitted last year

Sept 2017
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Whistle blowing

July 2021
)LQDO9HUVLRQ-XO\
YGRF[

Managing allegations of abuse against a
person who works with children or adults at
risk
Information sharing
Safe Recruitment, including DBS checks
where required and taking up of references
Appropriate Behaviour by staff towards
adults at risk and children

Shared this policy last year

July 2018

Shared this policy last year
Shared this policy last year

Oct 2016
Sept 2016

Disciplinary Policy

September 2019

' LVFLSOLQDU\
3ROLF\SGI

Employment Services Policy

October 2016

(: P SOR\P HQW
6HUYLFHV3ROLF\SGI

Safeguarding Children Policy
Safeguarding Vulnerable Adults Policy
Mental Capacity Act/ Deprivation of Liberty

September 2017
March 2017
February 2019

0 &$DQG'R/6SROLF\
DGRF[

Prevent

2020
35(9(1 73ROLF\SGI
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Appendix 2: Standards & Key Performance Indicators
Audit Tool for 2016-17 to monitor NHS Provider compliance with the NHS Accountability and Assurance Framework for Safeguarding
(Safeguarding Vulnerable People in the NHS 2015) and Section 11 of the Children Act 2004
RAG rating Key:

1

Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard
There is a board lead for safeguarding
children and adults at risk

-

Examples of Components of the standard
Their job description clearly identifies their safeguarding
responsibilities

-

-

2

The organisation is linked into the Local
Safeguarding Children Board (LSCB) and
Local Safeguarding Adult Board (LSAB)

-

There is representation at a senior level
The organisation contributes to the work of the
Safeguarding Boards, including that of its sub groups

-

Evidence
Job description shared last year, no
change in Board lead. Safeguarding
Governance structure updated and
attached

OHDGHUVKLSKXE
YXSGDWHG-XO\GRF

Annual report due to be presented at
Quality Governance Committee in
Nov 16 following which we be an
agenda item on the CCG Quality
meeting (Bolton lead commissioner)
Contribute to LSCB and LSAB annual
reports. Representation at the SSCB,
SACB, subgroups: Case review
Groups, Performance & Quality,
Training. Board minutes include
organisational attendance
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RAG

Standard
There is a named lead for safeguarding
children, a named lead for adults at risk
and a named lead for MCA.

-

4

The Provider Board regularly reviews
safeguarding across the organisation.

-

5

An adverse incident reporting system is in
place which identifies
circumstances/incidents which have
compromised the safety and welfare of
children and/or adults at risk

-

3

-

-

-

-

Examples of Components of the standard
In line with Working Together 2015 and the Guidance to
Health in respect of adults at risk by DH ( Feb 2011)
The leads should be ‘one step away’ from the Board so
as to ensure sufficient strategic influence.

The board should receive regular reports on their
arrangements for safeguarding. At a minimum an
annual report should be presented at board level with
the expectation that this will be made public. The
provider should be able to provide a document that
clearly describes their safeguarding governance
arrangements.
Commissioners provided with a quarterly report of key
themes/learning from SUIs that involve safeguarding
children and adults at risk.
All complaints that refer to the safety of children and
adults at risk are referred and investigated thoroughly in
accordance with the Duty of Candour (Care Act, 2014)
All incidents occurring within healthcare that reach
LSAB thresholds are reported into multi-agency
procedures
For adults the incident reporting policy must clarify
when and how safety incidents must be reported to the
police and to multi-agency procedures

-

-

-

-

-

Evidence
Job Descriptions shared last year, no
change in roles
Level 5 training- NHS Clinical
Leadership Prg for Safeguarding
Children (De Montfort University Prg)
completed by the Named Nurse &
Safeguarding Practitioner.
Safeguarding leads trained to level 3
(NSPCC training)
Annual Report for 14/15 shared last
year, 15/16 report is due to internal
QGC in Nov 16

Incident reporting policy shared last
year
Evidence in Datix of referrals to
multiagency procedures
Anonymised incident reported which
demonstrates appropriate actions
taken.
Safeguarding incidents/disclosures
are reported in quarterly in the Board
Performance report (public document)
Safeguarding adults /incident policy
reflects how incidents should be
reported to multiagency procedures
and the police
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RAG

6

7

8

Standard
A programme of internal audit and review
is in place that enables the organisation to
evidence the learning from review,
incidents and inspections

Staff at all levels, have easy access to
safeguarding policies and procedures.
These policies and procedures must be
consistent with statutory, national and
local guidance.
(policies as per Appendix 1)
There is clear guidance on managing
allegations against staff and volunteers

-

-

Examples of Components of the standard
Audits of safeguarding arrangements to include
progress on action to implement recommendations
from:
- Serious Case Reviews / Local Case
Reviews/Serious Adult Reviews
- Internal Management reviews as a
consequence of SI’s compromising the safety
and welfare or service users
- Reports from national bodies e.g. Ofsted / The
Care Quality Commission

Policies and procedures are updated regularly to reflect
any structural, departmental and legal changes
Policies take account of the Mental Capacity Act.
LSCB and LSAB policies can be accessed at
(http://www.partnersinsalford.org/sscb/
and
http://www.partnersinsalford.org/adultsafeguardingboar
d.htm

Evidence
Safeguarding audit schedule- Annual
safeguarding children audit (Children’s
Policy), <18yrs admitted to an adult
ward, currently auditing safeguarding
tile in electronic record. Complete the
CCG audit, section 11 audits and the
quarterly safeguarding CCG returns
and Prevent return
- The GMW safeguarding children
practitioner attends the Salford case
review subgroup and takes an active
role in all reviews referred in to the
group
- Learning from SCRS and significant
reviews is always included within GMW
safeguarding training
- Recent CQC deep dive inspection
noted
that
safeguarding
was
embedded within the organisation and
staff knew how to raise concerns and
escalate
Safeguarding policies are all available on
SharePoint
for
staff
to
access.
Safeguarding adults policy is currently
being reviewed and updated with a
deadline for approval in October for sign off
at the Quality Governance Committee in
Nov 16. QGC reports to the Board
-

-

Managing allegations policies shared
last year
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RAG

Standard
working with children and/or adults at risk
in line with those of the LSCB and LSAB.
9

There is a process for ensuring that
patients are routinely asked about
dependents such as children, or about
any caring responsibilities

Examples of Components of the standard
-

-

Evidence
Evidence
of
notifications
to
DBS/NMC- 2 referrals to DBS, 2
Referrals to NMC
Evidence of the system/ process in
place- speak with Helen
Reports from audits undertaken to
monitor effectiveness of the process
Appendix 1 of the GMW safeguarding
children policy makes it clear that all
service users should be asked about
dependents

DSSHQGL[GRF[

-

Children are expected to be recorded
in the electronic records of the
patient/carer.
Guidance
for
safeguarding
interventions
and
referrals has been developed which
enables the details of children and
their status e.g. subject to a child
protection plan to be easily seen in a
safeguarding title.

VDIHJXDUGLQJFKLOG
IODJGRF[

10

There are agreed systems, standards and
protocols for sharing information within

-

There are Information sharing
policies and protocols in place
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RAG

11

Standard
the service and between agencies in
accordance with national and local
guidance
The organisation works with partners to
protect children and adults at risk and
participates in reviews as set out in
statutory, national and local guidance

Examples of Components of the standard
-

-

-

Staff to provide, when requested, information on their
involvement with a child and or family to inform the
case discussion in relation to Serious Case Reviews;
strategy discussion; child in need meetings; case
conferences; Child Death Overview Processes;
MARAC; MAPPA and Child Sexual Exploitation
meetings
Staff participate in SARs and multi-agency case adult
protection planning as requested

-

-

12

Safeguarding responsibilities are reflected
in all job descriptions relevant to role and
responsibilities

-

-

Evidence
Safeguarding
policies
include
relevant
information
sharing
guidance
Evidence of participation in these
processes
Evidence of processes in place to
provide information for safeguarding
meetings
Staff are co-located at the Bridge to
support the work of MARAC
Safeguarding Children’s Practitioner
provides chronologies for CDOP
Named Dr for Children is a member
of CDOP
Recent job descriptions

%DQGBBB1 $BB0 HD
GRZ EURRNGRF

: RUNIRUFHBGHYHORSP
HQWBP DQDJHUBIRUBVDIH

13

Staff working directly with children and
adults at risk have access to advice
support and supervision. This includes
clinical and safeguarding supervision as
per the organisation’s safeguarding
supervision policy

-

Named professionals seek advice and
access regular formal supervision from

Supervision policy in place
Safeguarding
supervision
is
discussed in management /clinical
supervision. We are currently
reviewing the standard reporting
framework.
Safeguarding Practitioner provides
supervision
and
receives
safeguarding supervision from a
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RAG

Standard
designated professionals for complex
issues or where concerns may have to be
escalated.
14

There is a training strategy for
safeguarding

Examples of Components of the standard

-

-

-

15

Staff are trained to the appropriate levels
in accordance with the current
safeguarding children Intercollegiate
Document and the anticipated adults
Intercollegiate Document

-

The training strategy should include training on
safeguarding children; safeguarding adults at risk;
Prevent, MCA, DoLS; and FGM; the interagency
process that support safeguarding practices
A training needs analysis should be undertaken and
training programmes should be tailored to address the
identified needs of staff at different levels in the
organisation and stages of professional development.
Training must reflect statutory and local guidance such
as Working Together to Safeguard Children;
Intercollegiate Document Safeguarding Children and
Young People: Roles and Competencies for Health
Care Staff (2014) and the LSCB /LSAB training
strategies
Training must be audited to ensure its effectiveness
and quality assured
Training takes account of emerging messages from
national and local reviews of safeguarding
95% of staff trained to Level 1 safeguarding children
and adults at risk
85% of relevant staff trained to Level 2 and Level 3
safeguarding children
Staff receive Prevent training in line with the Prevent
self-assessment tool

Evidence
designated professional external to
the organisation

-

Safeguarding Strategy
Training packages
Evaluations (Marie Gibbons)

$SSURYHG
6DIHJXDUGLQJ7UDLQLQ

): 66&%6HP LQDUV
P VJ

We have a suite of training on our learning
hub this covers face to face and e-learning
Safeguarding Adults Level 1- 91% (July
16)
Safeguarding Level 1 Children- 92% (July
16)
Safeguarding Level 2 Children- 80% (July
16)
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RAG

Standard

16

There is a process for following up
children who do not attend appointments.

Examples of Components of the standard

-

17

There is a system for flagging children for
whom there are safeguarding concerns

-

This will ensure the clinician and referrer are aware that
the child has not attended and can take any follow up
action considered appropriate to ensure the child’s
needs are being met.
This process must be audited on a regular basis (at
least annually) to ensure that it is working
Consideration should be given to Looked After
Children.
Engaged with CP-ISP

Evidence
Training figures are provided quarterly
through the CCG safeguarding audit.
Tier 4 CAMHS staff trained to level 3 and
Safeguarding leads. Level 3 training is
currently being rolled out across the
organisation this will be overseen by the
workforce development committee and the
Trust Joint Safeguarding Group (JSG)
- Policies in place
- Reports from audits undertaken to
monitor effectiveness of the process

-

-

Evidence of system in place - 276
safeguarding alerts in electronic
record (PARIS)
A safeguarding tile has been
developed within the electronic
clinical
records
so
that
all
safeguarding concerns and actions
can be seen at a glance. The
safeguarding tile is currently being
audited
Within this section any safeguarding
or child protection concerns are to be
indicated in the “status of the child”
section e.g. subject to child
protection, looked after Child (LAC)
etc
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RAG

Standard

Examples of Components of the standard

Evidence

VDIHJXDUGLQJFKLOG
IODJGRF[

18

When it is known that a child is not
accessing education a referral will be
made to the Local Authority in which the
child lives.

-

-

Where it is discovered a child is not receiving any form
of education the Children Missing Education Officer is
to be notified. Information on missing education is
available at:
http://www.salford.gov.uk/children-missingeducation.htm)

-

Evidence of referral process
Safeguarding children policy – section
4.36 makes it clear that staff must refer
children missing from education to the
local authority

P LVVLQJ
HGXFDWLRQGRF[

19

There is clear guidance as to the
discharge of children for whom there are
child protection concerns.

-

-

20

The child’s GP and health visitor/school
nurse is notified of admissions/discharges

No child about whom there are child protection
concerns is discharged from hospital without a
documented plan for the future care of the child. This
plan must include follow up arrangements and involve
partner agencies as required.
The need to safeguard a child should always inform the
timing of their discharge, so that the likelihood of harm
can be assessed while he or she is in hospital.

-

Guidance

GLVFKDUJHRI
FKLOGUHQGRF[

-

When training is delivered to CAMHS
staff it includes discussion about the
need to ensure that the Greater
Manchester procedures are followed
when vulnerable children i.e. CIN, or
on child protection plans are
discharged.

-

Evidence of processes in place
Job description if the organisation has
an A&E liaison post
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RAG

Standard

Examples of Components of the standard

Evidence

-UHIHUUDOV
SURFHGXUH   S

RAG

RXWRIKRXUV
UHIHUDOSGI

' UDIW2 SHUDWLQJ
0 DQXDO3URWRFRO8 S

21

22

23

All attendances for children under 18
years to A&E, ambulatory care units, walk
in centres and minor injury units should be
notified to the child’s GP.
Attendances at A&E will also be copied to
the health visitor and or school nurse
depending on the age of the child.

Where a child is not registered with a GP the
parent/carer should be advised to register the child with
a local GP practice.
- Where the child has no parents in attendance and the
child is not registered with a GP, it is the provider’s
responsibility to contact the CCG to inform them so that
a GP can be allocated. The CCG Safeguarding Team
can be contacted at
Safeguarding.nhssalford@nhs.net [or 0161 212 4413]
Applies only to community providers offering services to children / families and adults
Community health practitioners should
have a clear means of identifying in
records those children (together with their
parents and siblings) who are subject to a
child protection plan or Looked After
Children
There is good communication between
GPs, community nursing services (i.e.
health visiting, school nursing and
community midwifery services) in respect
of children for whom there are concerns.

-

Evidence of processes in place
Guidance on process to be followed where
a child is not registered with a GP
Job description if the organisation has an
A&E liaison post

- Within the safeguarding tile

-

Each GP practice should be informed of who their
‘named’ health visitor / school nurse / community
midwife is and how they can be contacted.

-

Evidence of the process in place to
inform GPs

LQIRUP LQJRWKHU
SURIHVVLRQDOVGRF[
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N/A
GMW

Standard

Examples of Components of the standard
-

-

Evidence
Evidence
of
established
communication processes- Appendix 1
of the safeguarding children policy
makes it clear that communication
amongst professionals is crucial when
there are concerns about children, and
lists the professionals who need to be
involved.
Within out drug and alcohol service,
routine notification i.e. letter (sent with
consent) to health visitor and school
nurse to let them know when a parent
or carer is in treatment. This
notification can help prompt further
discussion and communication where
needed

+961 OHWWHUGRF

Mental Capacity Act & Deprivation of Liberty Safeguards
24

25

All staff have access to clear policy, and
documentation to support implementation
of the Mental Capacity Act (2005).

-

Paid staff and volunteers are trained to
support implementation of the Mental
Capacity Act 2005 and where applicable
Deprivation of Liberty Safeguards 2009.
There is a clear training strategy to

-

-

-

Mental Capacity Act (2005) policy is accessible to
support staff to implement the Act.
Documentation will be available to support staff to
demonstrate capacity assessment and best interest
decision making.
The level of training an individual requires is dependent
on their roles and responsibilities.
Records are kept of those accessing training
Refresher training is undertaken at regular intervals (at
a minimum 3 yearly)

-

MCA/ Consent Policy

-

See training strategy
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RAG

26

Standard
identify level of awareness required by
staff.
Decision Makers under the MCA have a
clear referral process to Independent
Mental Capacity Advocacy (IMCA).
Appropriate referrals are made in relation
to Serious Medical Treatment (SMT).

-

Examples of Components of the standard

Evidence

Evidence of referral process contained within
organisational policy.
Sample of referrals made in relation to SMT during
previous 12 month period.

Services use the IMCA referral process of
the local authority in which they are
based. Involvement of an IMCA in
decisions about serious medical treatment
is records on the Record of mental
capacity assessment and best interest’s
assessment in relation to specific decision
on the care and/or treatment of an inpatient.

0 HQWDO&DSDFLW\
DQG%HVW,QWHUHVWVUH

27

There are clear procedures on the
implementation and management of
Deprivation of Liberty Safeguards (2009)
in line with the Code of Practice.

-

-

-

Providers must have in place a procedure that identifies
whether a deprivation of liberty is or may be necessary;
what steps are taken to assess whether to seek an
authorisation; whether all practical and reasonable
steps have been taken to avoid a deprivation of liberty;
what action they should take if they do need to request
an authorisation; how they review cases; and who
should take the necessary action;
Providers must have in place a procedure that identifies
what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
Providers must have in place processes for reviewing
deprivation of liberty and reducing the levels of
restriction where reasonably possible

-

DoLs procedures
Evidence of completed authorisations
There has been no notification of
death to the coroner for DoLs.
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RAG

28

29

Standard
There is a system for flagging adults in
inpatient care who have learning
disabilities or dementia
Inpatient organisations adhere to DoLS
statute and can evidence appropriate
urgent authorisations and standard
applications.

-

-

30

The use of restraint (as per the Mental
Capacity Act) is always appropriate,
reasonable, proportionate and justifiable
to that individual.
Where appropriate, staff required to use
restrictive physical interventions have
received specialist training.

-

-

-

-

-

-

Examples of Components of the standard
Flagging will activate additional support for patients’
decision-making including use of any relevant aids to
communication (hearing aids/glasses/Makaton etc.)
and access to advocacy services.
Total number of standard applications and urgent
authorisations within previous 6 month period
Total number of approved standard applications within
previous 6 month period
Evidence of organisations process to inform CQC of
DoLS authorisation
Clear evidence of assessment of capacity and best
interest decision making following guidance in MCA
Code of Practice.
Clear evidence of consideration of MHA for informal
patients when restraint/seclusion is used in psychiatric
inpatient care
The use of restraint should be evidenced within best
interest decision making
Where restraint is used, it is documented and followed
by an assessment of the person restrained for signs of
injury and any emotional or psychological impact
Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
behaviour support over restraint where possible
Know whether and what type of restraint should be
used in a way that respects dignity and protects human
rights where possible
Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is

-

Evidence
Plan to develop a Safeguarding Tile
for adults.
System for flagging is vis diagnostic
coding ICD10 F70-F79 learning
disabilities and F01-F09 dementia
- 7 urgent authorisations,
- 7 standard authorisations.

-

-

-

Assurances can be provided
about training to use least
restrictive interventions; all clinical
staff are trained in PMVA. The
PMVA data we provided to CQC
shows trust, network and local
compliance and all out training is
underpinned by positive and safe
principles.
The Positive & Safe workstream
reports to the Nursing leadership
Board which reports to the Quality
Governance Committee through 6
monthly reports and Quality 5Positive & Safe reducing conflict in
inpatient settings. Positive & Safe
update paper presented at the
Quality & Performance Group with
commissioners (19th Sept 16).
The use of restraint is monitored
by the Positive & Safe workstream
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Standard

Examples of Components of the standard
prevented and that the person, and others around them
are safe

Evidence
and reported monthly in the Board
Performance
Reportclear
evidence that least restrictive
practice is used the most.
-

PREVENT
30
The Provider is meeting the contracted
Prevent agenda requirements

31

LAMPARD REVIEW
The Provider is meeting the Lampard
Review recommendations (Saville).

-

This includes all requirements stipulated in the
Prevent Self-Assessment Tool

Prevent lead in post, completing quarterly
Home Office reporting Schedules. Prevent
training delivered as per Intercollegiate
document for Prevent

-
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RAG

Appendix 3: Audit Tool for 2016-17 to Monitor Safeguarding & Mental Capacity Act Standards for Non NHS Providers
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Action plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Provider Name

GMW

Standard

Completed by

Dr Karen Clancy

Guidance and links to relevant LSCB/LSAB policies

Submission Date

19th Sept 16

Evidence

RAG

1. Clear lines of accountability for safeguarding adults at risk and children CQC standards 7a,7e, 7g,7h,7j
1.1

A safeguarding policy is in place which
demonstrates commitment to
safeguarding

-

-

-

-

1.2

There is a named lead for
safeguarding. Arrangements for cover

-

The policy makes it clear who has overall responsibility
for the contribution to safeguarding including lines of
accountability through to the person with ultimate
accountability
The policy sets out key out clear priorities for
safeguarding in line with those of the relevant LSCB
and LASB
The policy is consistent with the policies and
procedures set out in Local Authority Multi Agency
Procedures.
The policy clearly states with whom staff should
discuss and to whom staff should report any
safeguarding concerns

-

Children’s policy previously submitted

-

Safeguarding adults under review

named lead must have had sufficient training and time
to undertake this task, role to be covered in job
description, and a clear understanding of the

-

Job Description which includes
safeguarding roles and responsibilities
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are in place when this person is not
available

Safeguarding Adult & Children’s Board policy &
procedures

-

1.3

All staff (paid and volunteers) should
know how to act on concerns that an
adult at risk of abuse may have been
abused or neglect in line with local
guidance.

-

All staff working under the auspices of the provider
must have safeguarding adults training and have a
training update not less than every three years

Evidence of relevant safeguarding training
(i.e. certificates) within the last 3 years
Evidence of attendance at local provider
forums (minutes of meetings)

Minimum requirement:
-

Safeguarding Policy/ procedure
Training Matrix including percentages of
staff up to date with the appropriate level
of adult at risk training
- See Training strategy
- Training matrix- HR and learning
CQC inspectors (Feb 16) noted that staff knew
how to raise a safeguarding concern
-

2. Governance arrangements / Quality Assurance CQC standards 7a, 7j, 7k, 18, 20
2.1

The provider is registered with the CQC

2.2

An incident reporting system is in place
which identifies circumstances/
incidents which have compromised the
safety and welfare of patients
/residents.

-

The provider is fully compliant with outcome 7
‘Safeguarding people who use services from abuse’:
Essential standards for Quality and Safety (CQC
2010).
- Where a provider is not compliant they will notify
Salford CCG safeguarding Team at
Safeguarding.nhssalford@nhs.net [or 0161 212
4413] and inform them of agreed action plans in
place
- All complaints that refer to the safety of patients are
referred and investigated thoroughly
- All serious incidents (SI) compromising the safety and
welfare of a patient should be notified to the Salford CCG
safeguarding Team at
Safeguarding.nhssalford@nhs.net [or 0161 212 4413]

-

CQC Website
Deep dive inspection rated Good

- Incident reporting policy
Evidence of incident reporting through STEIS,
commissioners review RCAs as part of the
NHS England SUI Framework (2015)
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2.4

A programme of internal audit and
review is in place that enables the
provider to continuously improve the
protection of all service users from
abuse or the risk of abuse.

2.5

Residents/service users are aware of
the procedures for reporting abuse and
neglect

Audits of safeguarding arrangements to include progress
on action to implement recommendations from:
- Serious Case Reviews; Internal Management Reviews
as a consequence of SI’s compromising the
safety/welfare of service users; reports from national
bodies e.g. Care Quality Commission
- The procedure is publicised in appropriate ways e.g. in
resident/service user induction, welcome packs,
handbooks, notice boards, etc.

Recent CQC deep dive inspection noted that
safeguarding was well embedded in the
organisation

-

Evidenced through Datix incidents. All
safeguarding incidents are reported
through Datix as per the incident, accident
and management policy

3. Safeguarding policies, procedures and systems CQC standards 7a,7b,7c,7d,7e,7f,7h,7i,7k
3.1

3.2

3.3

All staff (paid and volunteers) have
access to safeguarding policies and
procedures. Policies must be easily
accessible by staff at all levels and be
consistent with those of Salford
Safeguarding Adult/children’s Board
which can be found at:
http://www.partnersinsalford.org/sscb/
and
http://www.partnersinsalford.org/adults
afeguardingboard.htm
Safeguarding policy/procedures
includes a process for recording and
reporting concerns, suspicions and
allegations of abuse or harm in line with
relevant LSCB/LASB
Safeguarding policy/procedures
includes guidance on how to respond
to a disclosure of abuse.

-

-

-

Policies and procedures are updated regularly to reflect
any structural and legal changes
Policies and procedures undergo an equalities impact
assessment
Policies and procedures must be audited and reviewed
at a minimum 2 yearly to evaluate their effectiveness
and to ensure they are working in practice.
Policies and procedures specifically consider adults in
special circumstances, e.g. those with a disability,
those who do not speak English as their first language
Safeguarding policies should take account of the Mental
Capacity Act 2005.

All policies are on Sharepoint for ease of
access and are reviewed in light of new
evidence, learning and government directives.

- As per 1.1
Specific policy on managing allegations.
Consultation for this policy included
engagement with the LADO
Staff report on Datix, discuss with their line
manager and safeguarding lead and refer to
local authority safeguarding procedures
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3.4

Safeguarding policy/procedures
incorporate clear guidance on
managing allegations against staff and
volunteers

-

3.5

There are robust complaints and
whistle blowing policies/procedures in
place

-

All substantiated cases of abuse are to be reported to
Salford CCG Safeguarding Team at
Safeguarding.nhssalford@nhs.net [or 0161 212
4413] in addition to regulatory bodies, including
professional bodies.
A guarantee is provided to staff and service users that
using the procedures appropriately will not prejudice
their own position or prospects.

-

Addressed in managing allegations policy

-

CQC noted during their inspection in Feb
16 that the GMW complaints process was
robust
An extensive consultation process was
undertaken to update the Whistle blowing
policy. There is information on the
safeguarding page (staffnet) about the
NSPCC Whisleblowing Helpline

-

4. Information sharing CQC standards 7d,7e,7k
4.1
There are agreed systems, standards
and protocols for sharing information
within the service and between
agencies in accordance with national
and local guidance

-

staff understand what to do and when to share
information if they believe a vulnerable adult is at risk of
harm;
agency-specific guidance is produced to complement
guidance issued by central government and training is
made available to existing and new staff as part of their
induction programme and on-going training;
managers are fully conversant with the legal framework
and good practice guidance issued for practitioners

-

Information Sharing Policy or evidence
within the safeguarding policy

Staff to provide, when requested, information on their
involvement with a vulnerable adult to inform the case
discussion in relation to multi-agency meetings
including Serious Case Reviews;
Professionals who are invited to attend a multi-agency
meeting in relation to a vulnerable adult must make
every effort to attend and will submit a written report
where requested to do so.

-

Evident in GMW attendance at MARAC,
Channel meetings, case review
subgroups

5. Inter-agency working CQC standards 7b,7e
5.1

The provider works with partners to
protect vulnerable adults and
participates in reviews as set out in
local guidance

-

-
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6. Safer recruitment practices CQC standard 12
6.1

Robust recruitment and vetting
procedures are in place to help prevent
unsuitable people from working with
vulnerable adults and children.

-

6.2

Safeguarding responsibilities are
reflected in all job descriptions relevant
to role and responsibilities

-

6.3

Staff involved in employing staff are
trained in the processes of ‘safer
recruitment’
7. Record keeping CQC standard 20
7.1

Staff working, record their work in
accordance with statutory and best
practice guidance.

-

-

All staff maintain an accurate, clear record of their
involvement on a routine basis. The record is clear,
accessible, comprehensive and contemporaneous with
both judgments made and decisions taken carefully
recorded. The record is dated, signed and the person’s
name legibly written at the end of the record entry;
Where there are concerns about an individual’s
welfare, all concerns, discussions held and decisions
made and the reasons for those decisions must be
recorded in writing in the individuals records;

-

Recruitment Policy
Training in safer recruitment
Evidence of DBS checks being completed
Evidence (where required) of overseas
worker checks being completed as per
Home Office requirements.
Registered Managers Job description
RN/ RMN job description
Carer’s job description
Domestic staff/ activities coordinator job
description
Evidence that recruited staff have
received training in safer recruitment
Recruitment Training
Evidence of record keeping audits and
subsequent actions taken.
Evidence within recent CQC inspection
report.

5(&2 5' 
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Reviewing record keeping audit standards to
further address quality given full
implementation of an electronic record.

8. Supervision and support CQC standard 20
8.1

Staff working directly with vulnerable
adults have access to advice support

-

Safeguarding supervision forms part of
our supervision policy
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and supervision to enable them to
manage the stresses inherent with this
work
9. Staff training and continuing professional development CQC standard 20, 7f,7h
9.1

Paid staff and volunteers in contact
- The level of training an individual requires is dependent
with vulnerable adults and children are
on their roles and responsibilities.
trained and competent to be alert to the - Records are kept of those accessing training
potential indicators of abuse and
- Refresher training is undertaken at regular intervals (at
neglect, know how to act on those
a minimum 3 yearly)
concerns in line with local guidance.
10. Proving safer activities and trips CQC standards 12,7q

-

10.1

-

All service users are protected when
taking part in activities and trips

The organisation ensures that:
- Paid staff and volunteers undertaking specialist roles
(e.g. taking vulnerable adults off site on trips) are
provided with appropriate training
- all activities are risk assessed to ensure that all
reasonable steps are taken to prevent adults being
harmed whilst participating in the organisations
activities
- takes out employers’ liability and public liability
insurance to ensure that all activities and services and
all people taking part are covered
- that all activities being provided are properly planned
and organised
- checks that the driver holds the correct driving licence,
the vehicle has the correct insurance, tax, MOT, seats,
seatbelts and a first aid box.

Part of our safeguarding training strategy.
Our learning hub will reflect compliance
figures, to be monitored by JSG and
Workforce Committee

-

Copies of insurance certificates
Recently anonymised completed risk
assessments

7SGI

-
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11. Mental Capacity Act CQC standards 2
11.1

The provider has clear policy and
documentation to support

-

Mental Capacity Act (2005) policy is accessible to
support staff to implement the Act.

-

MCA/ Consent Policy
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11.2

implementation of The Mental
Capacity Act 2005

-

Paid staff and volunteers are trained to
support implementation of the Mental
Capacity Act 2005 and where
applicable Deprivation of Liberty
Safeguards 2009.

-

-

11.3

11.4

Paid staff and volunteers are trained to
support implementation of the Mental
Capacity Act 2005 and where
applicable Deprivation of Liberty
Safeguards 2009.
The use of restraint (as per the Mental
Capacity Act) is always appropriate,
reasonable, proportionate and
justifiable to that individual.

-

Where appropriate, staff required to
use restrictive physical interventions
have received specialist training.

-

-

Documentation will be available to support staff to
demonstrate capacity assessment and best interest
decision making.
Providers must have in place a procedure that identifies
whether a deprivation of liberty is or may be necessary;
what steps are taken to assess whether to seek an
authorisation; whether all practical and reasonable
steps have been taken to avoid a deprivation of liberty;
what action they should take if they do need to request
an authorisation; how they review cases; and who
should take the necessary action;
Providers must have in place a procedure that identifies
what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
Providers must have in place processes for reviewing
deprivation of liberty and reducing the levels of
restriction where reasonably possible at regular
intervals (at a minimum 3 yearly)
The level of training an individual requires is dependent
on their roles and responsibilities.
Records are kept of those accessing training
Refresher training is undertaken at regular intervals (at
a minimum 3 yearly)
The use of restraint should be evidenced within best
interest decision making
Where restraint is used, it is documented and followed
by an assessment of the person restrained for signs of
injury and any emotional or psychological impact
Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
behaviour support over restraint where possible

-

Evidence of personalised care plans with
consent
As per standard 27 above

-

Covered within training matrix

-

EMI – Evidence of Restraint training and
de-escalation procedures
As per 11.1/ 11.2

-

30 9$
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-

-

Know whether and what type of restraint should be used
in a way that respects dignity and protects human rights
where possible
Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is
prevented and that the person, and others around them
are safe
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Appendix 4: The PREVENT self-assessment tool- to be completed by all providers required to complete the Audit Tool for
NHS Providers (Appendix 2)
Self-Assessment Tool (for internal use): PREVENT
Organisation

GMW
Karen
Name Clancy
Date of assessment 25/7/16
Karen
Name of assessor Clancy
Care Quality
Commission
Registration
Organisational
Regulations
(amended
2010)
1

2

Policies and procedures are in place within the
respective departments that address Prevent
concerns that is embedded into the existing
safeguarding policy. (A separate policy on prevent is
not required).

Comment

Action
required
Y/N

Department
Date for
lead/nominated
completion
lead

Regulations 12,
24
Yes

N

Yes

N

The Organisation has a PREVENT lead
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3

Statutory and mandatory induction and updating
programmes contain Prevent awareness training and
policy updates – This is e-learning package and
WRAP 3.
There are organisational and joint agency agreed
protocols and procedures for PREVENT referrals and
when to make a referral to Channel Panel:
obtaining advice 

Regulations 12,
13, 14
Regulations 12,
21, 22, 23, 24

Yes

N

Yes

N

raising concerns
4

reporting concerns
consent
information sharing
escalation sharing
escalation process and procedures
list of local and regional Prevent contacts

5

Organisational risk assessments include risk issues
in Prevent Objectives 2 and 3

Regulations 12,
21, 22, 23, 24

Each service has
a generic
workplace risk
assessment and
then specific risk
assessments for
any identified
significant risks as
detailed in the
attached H&S
Handbook.
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6

Governance and risk reporting requirements
including Prevent incident(s) reporting for both
organisational and inter-agency issues

7

Action plans are put in place to address issues
following a 'near miss' incident or event and are fed
back to staff through appropriate communication
channels

Regulations
21, 22, 23, 24

8

All staff and volunteers are aware where they can
obtain information about Prevent and how and where
they can raise any concerns

Regulations
21, 22, 23, 24

9

All protocols, policies and procedures address issues
of patient involvement, participation and
engagement; management of
grievances/complaints/patient feedback; equity of
access; cultural diversity; inclusion; and dignity and
respect, and are approved through the organisation's
governance framework

Regulations 21,
22, 23, 24

Protocols, policies and procedures address issues of
internet access

Regulations
21, 22, 23, 24

10

Regulations 12,
21, 22, 23, 24

Yes- Managed
via Datix
Yes- managed
through Datix,
learning via
Lessons learnt
processes
Yes- delivered in
training

Yes
Yes
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11

12

Protocols, policies and procedures address the
management of booking meeting rooms/public
areas/seminar rooms, etc., and the safety of their use

Regulations 16,
17
Yes
Yes- staff are
required to seek
professional
advice from the
communications
team before
publicising and
producing
information.

Protocols, policies and procedures address issues of
inappropriate canvassing/leafleting

N

Staff and volunteers

13

Staff apprise themselves with and know where to
access organisational protocols, policies and
procedures

14

Staff and volunteers attend HealthWRAP awareness
raising and associated updates in accordance with
organisational requirements. Organisation has
approved HealthWRAP trainers

15

Staff and are aware of issues that can lead to the
exploitation of at risk individuals, resulting in them
being drawn into terrorist-related activity, and know
how to support patients at risk

Regulations 21,
22, 23, 24

Yes - on
Sharepoint

Regulations 21,
22, 23, 24

Yes- there are 9
approved
HealthWrap
trainers with URN

Regulations 21,
22, 23, 24

Delivered in
training

N
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Regulations 21,
22, 23, 24
16

Staff and volunteers are aware of their responsibility
to raise concerns and know how and where to do this

Concerns raised
with manager,
clinical lead and
Prevent lead

N

Yes

N

Yes

N

Yes

N

Through Channel
panels

N

Partnership working
Locally agreed protocols, policies and procedures are
in place for addressing Prevent Referrals / concerns
that appropriately utilise the expertise of partner
agencies when dealing with concerns linked to the
local Channel Panel.

Regulations 12,
24

18

There are locally agreed protocols and procedures
for sharing information, including joint information
sharing

Regulations 12,
24

19

There is a nominated Prevent representative who
regularly attend local or regional inter-agency
Prevent meetings

Regulations 12,
24

There are appropriate processes for co-operation
and joint care planning with other providers/agencies
where care is transferred or shared. The above
should take account of appropriate information
procedures

Regulations 12,
24

17

20
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Community Mental Health Patient Survey 2016 – Published Results
28th November 2016
08
Neil Thwaite, Deputy CEO/Director of Development and Performance
Jayne Wright, Strategic Programme Manager

EXECUTIVE SUMMARY:

The findings of the 2016 Community Mental Health Survey were published by the
Care Quality Commission on the 15th October 2016, benchmarking Community
Mental Health Services in England. The Report categorises responses to determine
whether GMW has performed ‘about the same as’, or ‘better’ or ‘worse’ in
comparison to other Mental Health Trusts.
GMW’s results are very positive overall, indicating that individuals accessing the
Trust’s community mental health services were pleased with the care they received
and that the vast majority had a good experience. GMW compared well to other
Trusts and in particular performed better in section 1, which relates to staff
attitudes, section 2 in relation to the organisation of care and section 10 which rates
the patient’s overall experience. The Survey categorises whether the Trust is
performing better, worse or about the same as other organisations. GMW scored
“better” in 13 areas, with no responses in the “worse” category.
The lowest scoring section is section 6, crisis care, although this is not presented as
being worse than the national scores.
District services are developing plans to act on the results of the survey and ensure
that improvements achieved to date are sustained. The focus for action planning
will include:‐
 The giving of information about medication in a way that can be
understood.
 A continued focus on ensuring patients are aware of how they can access
out of hours support.
 Each Directorate will hold a focus group session to celebrate the findings of
the survey with staff and examine the opportunities for further
improvement. In particular, services will look at how they can help patients
to find work and seek help and support from people who have experienced
similar mental health problems.
Plans will be monitored by members of the Executive Management Team via the
Directorate Management Board.
Going forward with the acquisition of MMHSCT in 2017, work plans of the two
organisations will be integrated through the DMB. The MMHSCT patient survey
report highlights 2 areas where the Trust is performing 'Better' and none in the
'Worse' category.

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

Operational Plan, Values into Action, Strategic Plan and Quality Account
The survey is mandatory and forms part of the NHS Improvement Single Oversight
Framework

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
Objective 6 – Achieve financial strength and
working
be well‐governed
DOES THIS REPORT ADDRESS A RISK ON THE BOARD ASSURANCE FRAMEWORK (BAF)?
If ‘yes’:
DATIX ID

RECOMMENDATIONS:

Strategic Objective

Description (as per BAF)

The Board is asked to note the contents of the report.

No

Survey of people who use
community mental health services
2016

Survey of people who use community mental health services
2016
Greater Manchester West Mental Health NHS Foundation Trust

Survey of people who use community mental health services 2016

National NHS patient survey programme
Survey of people who use community mental health services 2016
The Care Quality Commission
Our purpose:
• The Care Quality Commission (CQC) is the independent regulator of health and adult social
care in England. We make sure health and social care services provide people with safe,
effective, compassionate, high-quality care and we encourage care services to improve.
Our role:
• We register health and adult social care providers.
• We monitor and inspect services to see whether they are safe, effective, caring, responsive
and well-led, and we publish what we find, including quality ratings.
• We use our legal powers to take action where we identify poor care.
• We speak independently, publishing regional and national views of the major quality issues in
health and social care, and encouraging improvement by highlighting good practice.
Our values:
• Excellence – being a high-performing organisation
• Caring – treating everyone with dignity and respect
• Integrity – doing the right thing
• Teamwork – learning from each other to be the best we can

Survey of people who use community mental health services 2016
To improve the quality of services that the NHS delivers, it is important to understand what people
think about their care and treatment. One way of doing this is by asking people who have recently
used their local health services to tell us about their experiences.
The 2016 survey of people who use community mental health services involved 58 providers of
NHS mental health services in England (including combined mental health and social care trusts,
Foundation Trusts and community healthcare social enterprises that provide mental health
services). We received responses from more than 13,000 people, a response rate of 28%.
People aged 18 and over were eligible for the survey if they were receiving specialist care or
treatment for a mental health condition and had been seen by the trust between 1 September 2015
and 30 November 2015. For more information on the sampling criteria for the survey please see the
instruction manual for the survey (see 'Further Information' section). Fieldwork for the survey (the
time during which questionnaires were sent out and returned) took place between February and
June 2016.
Similar surveys of community mental health services were carried out between 2004 and 2008, and
2010 to 20151. However, the survey has undergone two major redevelopments ahead of the 2010
and 2014 surveys to reflect changes in policy, best practice and patterns of service. This means that
the 2016 survey is only comparable with the 2015 and 2014 survey. Surveys carried out between
2010 and 2013 are comparable with each other but not with any other surveys, due to the
re-development in 2010.
The community mental health survey is part of a wider programme of NHS patient surveys which
covers a range of topics including acute adult inpatient, children's inpatient and day case services,
A&E (emergency department) and maternity services. To find out more about the programme and to
see the results from previous surveys, please see the links in the 'further information' section.
CQC will use the results from the survey in the regulation, monitoring and inspection of NHS trusts
in England. Survey data will be used in CQC's Insight, an intelligence tool which indicates potential
changes in quality of care to support decision making about our regulatory response. Survey data
will also form a key source of evidence to support the judgements and inspection ratings published
for trusts.
1

In 2009 a survey of mental health inpatients took place.

1

NHS England will use the results to check progress and improvement against the objectives set out
in the NHS mandate, and the Department of Health will hold them to account for the outcomes they
achieve. NHS Improvement will use the results to inform their oversight model for NHS.

Interpreting the report
This report shows how a trust scored for each evaluative question in the survey, compared with
other trusts. It uses an analysis technique called the 'expected range' to determine if your trust is
performing 'about the same', 'better' or 'worse' compared with most other trusts. For more
information on the expected range, please see the 'methodology' section below. This approach is
designed to help understand the performance of individual trusts, and to identify areas for
improvement.
This report shows the same data as published on the CQC website (available at the following link:
(www.cqc.org.uk/cmhsurvey). The CQC website displays the data in a more simplified way,
identifying whether a trust performed 'better', 'worse' or 'about the same' as the majority of other
trusts for each question and section.
A 'section' score is also provided, labelled S1-S10 in the 'section scores' on page 6. The scores for
each question are grouped according to the sections of the questionnaire, for example, 'health and
social care workers', 'organising care' and so forth. Please note that Q3 (In the last 12 months, do
you feel you have seen NHS mental health services often enough for your needs?) is in section nine
('Overall views of care and services') as this was the only question that could be scored in the 'Care
and Treatment' section of the questionnaire.

Standardisation
Trusts have differing profiles of people who use their services. For example, one trust may have a
higher proportion of male service users than another trust. This can potentially affect the results
because people tend to answer questions in different ways, depending on certain characteristics.
For example, older respondents tend to report more positive experiences than younger
respondents, and women tend to report less positive experiences than men. This could potentially
lead to a trust's results appearing better or worse than if they had a slightly different profile of
people.
To account for this, we 'standardise' the data. Results have been standardised by the age and
gender of respondents to ensure that no trust will appear better or worse than another because of
its respondent profile. This helps to ensure that each trust's age-gender profile reflects the 'national'
age-gender distribution (based on all of the respondents to the survey). It therefore enables a more
accurate comparison of results from trusts with different population profiles. In most cases this
standardisation will not have a large impact on trust results; it does, however, make comparisons
between trusts as fair as possible.

Scoring
For each question in the survey, the individual (standardised) responses are converted into scores
on a scale from 0 to 10. A score of 10 represents the best possible response and a score of zero the
worst. The higher the score for each question, the better the trust is performing.
It is not appropriate to score all questions in the questionnaire as not all of the questions assess the
trusts in any way, for example, they may be may be 'routing questions' designed to filter out
respondents to whom the following questions do not apply. An example of a routing question is Q24
(In the last 12 months, have you been receiving any medicines for your mental health needs?).
For full details of the scoring please see the technical document (see 'further information' section).

Graphs
The graphs in this report show how the score for the trust compares to the range of scores achieved
by all trusts taking part in the survey. The black diamond shows the score for your trust. The graph
is divided into three sections:

• If your trust's score lies in the orange section of the graph, its result is 'about the same' as most
2

other trusts in the survey

• If your trust's score lies in the red section of the graph, its result is 'worse' than would be
expected when compared with most other trusts in the survey

• If your trust's score lies in the green section of the graph, its result is 'better' than would be
expected when compared with most other trusts in the survey.
The text to the right of the graph clearly states whether the score for your trust is 'better' or 'worse'. If
there is no text the score is 'about the same'. These groupings are based on a rigorous statistical
analysis of the data, as described in the following 'methodology' section.

Methodology
The 'about the same,' 'better' and 'worse' categories are based on a statistic called the 'expected
range' which determines the range within which the trust's score could fall without differing
significantly from the average, taking into account the number of respondents for each trust and the
scores for all other trusts. If the trust's performance is outside of this range, it means that it performs
significantly above or below what would be expected. If it is within this range, we say that its
performance is 'about the same'. This means that where a trust is performing 'better' or 'worse' than
the majority of other trusts, it is very unlikely to have occurred by chance.
In some cases there will be no red and/or no green area in the graph. This happens when the
expected range for your trust is so broad it encompasses either the highest possible score for all
trusts (no green section) or the lowest possible score for all trusts (no red section). This could be
because there were few respondents and / or a lot of variation in their answers.
Please note that if fewer than 30 respondents have answered a question, no score will be displayed
for this question (or the corresponding section2). This is because the uncertainty around the result is
too great.
A technical document providing more detail about the methodology and the scoring applied to each
question is available on the CQC website (see 'further information' section).

Tables
At the end of the report you will find tables containing the data used to create the graphs, the
response rate for your trust and background information about the people that responded.
Scores from last year's survey are also displayed where available. The column called 'change from
2015' uses arrows to indicate whether the score for this year shows a statistically significant
increase (up arrow), a statistically significant decrease (down arrow) or has shown no statistically
significant change (no arrow) compared with 2015. A statistically significant difference means that
the change in the result is very unlikely to have occurred by chance. Significance is tested using a
two-sample t-test.
Please note that comparative data is not shown for sections as the questions contained in each
section can change year on year.
Where a result for 2015 is not shown, this is because the question was either new this year, or the
question wording and/or the response categories have been changed. It is therefore not possible to
compare the results as we do not know if any change is caused by alterations to the survey
instrument, or variation in a trust's performance. For information on question changes in the 2016
questionnaire, please see the next section ('notes on specific questions'). Comparisons are also not
able to be shown if a trust has merged with other trusts since the 2015 survey, or if a trust
committed a sampling error in 2015.

2

A section score is not able to be displayed as it will include fewer questions compared with other trusts hence it is not a fair comparison.

3

Notes on specific questions
This section provides information about the analysis of particular questions:
Q9 and Q10:
Q9 Do you know how to contact this person if you have a concern about your care?
Q10 How well does this person organise the care and services you need?
Respondents who stated at Q8 that their GP is in charge of organising their care and services have
been removed from the base for these questions. This is because results will not be attributable to
the mental health trust.
Q14:
In the last 12 months have you had a formal meeting with someone from NHS mental health
services to discuss how your care is working?
As the question specifies a time period of 'the last 12 months' respondents who stated at Q2 they
had been in contact with mental health services for less than a year have been removed from the
base for this question. This is because it is not fair to penalise trusts for not having reviewed a
person's care, if they have not been in contact with services for long enough to have reasonably
expected them to have had a care review.
Q15 and Q16:
Q15 Were you involved as much as you wanted to be in discussing how your care is working?
Q16 Did you feel that decisions were made together by you and the person you saw during this
discussion?
This year we have revised the analysis rules for Q15 and Q16, to be consistent with that applied to
Q14.
This new approach removes respondents who stated at Q2 they had been in contact with mental
health services for less than a year from the results for Q15 and Q16 (as well as for Q14) because
we cannot be certain that respondents were referring to a care review.
The results from the 2015 survey for these questions have been rerun to match the revised
approach. This means that the 2015 responses to Q15 and Q16 published in the tables section of
this report may be slightly different to those published in your 2015 benchmark report.
Q18:
Were the reasons for this change explained to you at the time?
This is a new question for 2016, and it is therefore not possible to compare the result for this
question with 2015.
Q19 and Q20:
Q19 What impact has this had on the care you receive?
Q20 Did you know who was in charge of organising your care while this change was taking place?
Only people who answer 'yes' to Q17 answer these questions, with all other responses being routed
past (to Q21). A new response option has been added to Q17 (yes, but this was because I
requested the change) which will have changed the number of people who go on to answer Q19
and Q20, meaning results are no longer comparable with 2015.
Q31:
Were these treatments or therapies explained to you in a way you could understand?
This is a new question for 2016, and it is therefore not possible to compare the result for this
question with 2015.
Q39:
Do the people you see through NHS mental health services help you with what is important to you?
The question preceding this question in the 2015 questionnaire was removed for 2016. As it can't be
known if any change in the result for this question in 2016 was caused by a change in the ordering
of the questions, this question is not comparable with 2015.

4

Further information
The results for England, and trust level results, can be found on the CQC website. You can also find
a 'technical document' here which describes the methodology for analysing the trust level results:
www.cqc.org.uk/cmhsurvey
The results from previous community mental health surveys that took place between 2004 and
20083, and between 2010 and 2013 are available at the link below. Please note that due to
redevelopment work, results from the 2016 survey are only comparable with 2015 and 20144:
www.nhssurveys.org/surveys/290
Full details of the methodology for the survey, including questionnaires, letters sent to people who
use services, instructions for trusts and contractors to carry out the survey, and the survey
development report, are available at:
www.nhssurveys.org/surveys/877
More information on the patient survey programme, including results from other surveys and a
programme of current and forthcoming surveys can be found at:
www.cqc.org.uk/content/surveys
More information on how CQC monitor trusts that provide mental health services is available at:
www.cqc.org.uk/content/monitoring-trusts-provide-mental-health-services

3

In 2009 a survey of mental health inpatient services took place.
Please note that the survey was also substantially redeveloped in 2010. This means that surveys carried out between 2010 and 2013
are comparable with each other but not with any other surveys.
4
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS Foundation Trust
Section scores
S1. Health and social care workers
S2. Organising care

Better
Better

S3. Planning care
S4. Reviewing care
S5. Changes in who people see
S6. Crisis care
S7. Treatments
S8. Support and wellbeing
S9. Overall views of care and services
S10. Overall experience

Best performing trusts
About the same
Worst performing trusts

Better

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
6

Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS Foundation Trust
Health and social care workers
Q4. Did the person or people you saw listen
carefully to you?
Q5. Were you given enough time to discuss
your needs and treatment?

Better

Q6. Did the person or people you saw understand
how your mental health needs affect other areas of
your life?

Better

Organising care
Q7. Have you been told who is in charge of
organising your care and services?
Q9. Do you know how to contact this person if
you have a concern about your care?
Q10. How well does this person organise the
care and services you need?

Planning care
Q11. Have you agreed with someone from NHS
mental health services what care you will
receive?

Better

Q12. Were you involved as much as you wanted
to be in agreeing what care you will receive?
Q13. Does this agreement on what care you will
receive take your personal circumstances into
account?

Reviewing care
Q14. In the last 12 months have you had a formal
meeting with someone from NHS mental health
services to discuss how your care is working?

Better

Q15. Were you involved as much as you wanted
to be in discussing how your care is working?
Q16. Did you feel that decisions were made
together by you and the person you saw during
this discussion?

Best performing trusts
About the same
Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS Foundation Trust
Changes in who people see
Q18. Were the reasons for this change
explained to you at the time?
Q19. What impact has this had on the care you
receive?
Q20. Did you know who was in charge of
organising your care while this change was
taking place?

Crisis care
Q21. Do you know who to contact out of office
hours if you have a crisis?
Q23. When you tried to contact them, did you
get the help you needed?

Treatments
Q25. Were you involved as much as you wanted
to be in decisions about which medicines you
receive?
Q27. Were you given information about new
medicine(s) in a way that you were able to
understand?
Q29. In the last 12 months, has an NHS mental
health worker checked with you about how you are
getting on with your medicines?
Q31. Were these treatments or therapies
explained to you in a way you could
understand?
Q32. Were you involved as much as you wanted
to be in deciding what treatments or therapies to
use?

Best performing trusts
About the same
Worst performing trusts

Better

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS Foundation Trust
Support and wellbeing
Q33. In the last 12 months, did NHS mental health
services give you any help or advice with finding
support for physical health needs?
Q34. In the last 12 months, did NHS mental health
services give you any help or advice with finding
support for financial advice or benefits?
Q35. In the last 12 months, did NHS mental health
services give you any help or advice with finding
support for finding or keeping work?
Q36. Has someone from NHS mental health
services supported you in taking part in an
activity locally?
Q37. Have NHS mental health services involved a
member of your family or someone else close to
you as much as you would like?
Q38. Have you been given information by NHS
mental health services about getting support from
people who have experience of the same mental
health needs as you?
Q39. Do the people you see through NHS mental
health services help you with what is important to
you?

Better

Better

Better

Better

Overall views of care and services
Q3. In the last 12 months, do you feel you have
seen NHS mental health services often enough for
your needs?
Q41. Overall in the last 12 months, did you feel
that you were treated with respect and dignity by
NHS mental health services?

Overall experience
I had a very poor
experience

I had a very good Better
experience

Q40. Overall...

Best performing trusts
About the same
Worst performing trusts

'Better/Worse' Only displayed when this trust is better/worse than
most other trusts
This trust's score (NB: Not shown where there are
fewer than 30 respondents)
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS
Foundation Trust

Health and social care workers
S1 Section score

8.1

6.9

8.1

Q4 Did the person or people you saw listen carefully to you?

8.5

7.3

8.6

189

8.2

Q5 Were you given enough time to discuss your needs and
treatment?

8.1

6.8

8.2

183

7.5

Q6 Did the person or people you saw understand how your mental
health needs affect other areas of your life?

7.8

6.2

7.8

183

7.1

S2 Section score

8.9

8.0

9.0

Q7 Have you been told who is in charge of organising your care and
services?

8.3

6.5

8.4

165

8.6

Q9 Do you know how to contact this person if you have a concern
about your care?

9.7

9.1 10.0 126

9.8

Q10 How well does this person organise the care and services you
need?

8.7

7.3

8.9

129

8.3

S3 Section score

7.5

6.4

7.7

Q11 Have you agreed with someone from NHS mental health services
what care you will receive?

6.8

5.2

6.9

188

6.5

Q12 Were you involved as much as you wanted to be in agreeing what
care you will receive?

7.9

6.6

8.2

140

7.5

Q13 Does this agreement on what care you will receive take your
personal circumstances into account?

8.0

7.1

8.3

139

7.8

S4 Section score

8.1

6.7

8.1

Q14 In the last 12 months have you had a formal meeting with
someone from NHS mental health services to discuss how your
care is working?

8.2

5.8

8.2

140

7.5

Q15 Were you involved as much as you wanted to be in discussing
how your care is working?

7.9

6.8

8.5

107

8.0

Q16 Did you feel that decisions were made together by you and the
person you saw during this discussion?

8.2

6.6

8.3

104

7.4

Organising care

Planning care

Reviewing care

or

Indicates where 2015 score is significantly higher or lower than 2016 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS
Foundation Trust

Changes in who people see
S5 Section score

6.5

5.1

7.4

Q18 Were the reasons for this change explained to you at the time?

6.3

5.0

7.5

68

Q19 What impact has this had on the care you receive?

7.4

5.5

8.2

65

Q20 Did you know who was in charge of organising your care while this 5.8
change was taking place?

3.8

7.3

66

Crisis care
S6 Section score

6.2

5.4

7.9

Q21 Do you know who to contact out of office hours if you have a
crisis?

7.0

5.2

8.8

171

7.2

Q23 When you tried to contact them, did you get the help you needed?

5.4

4.3

7.3

35

6.1

S7 Section score

7.5

6.8

8.1

Q25 Were you involved as much as you wanted to be in decisions
about which medicines you receive?

6.8

6.3

7.7

145

6.9

Q27 Were you given information about new medicine(s) in a way that
you were able to understand?

6.8

6.0

7.9

79

6.2

Q29 In the last 12 months, has an NHS mental health worker checked
with you about how you are getting on with your medicines?

7.6

6.7

8.9

135

8.2

Q31 Were these treatments or therapies explained to you in a way you
could understand?

8.4

7.5

9.0

56

Q32 Were you involved as much as you wanted to be in deciding what
treatments or therapies to use?

8.1

6.4

8.2

56

Treatments

or

7.3

Indicates where 2015 score is significantly higher or lower than 2016 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS
Foundation Trust

Support and wellbeing
S8 Section score

5.8

4.0

6.0

Q33 In the last 12 months, did NHS mental health services give you
any help or advice with finding support for physical health needs?

5.4

3.7

6.6

107

5.6

Q34 In the last 12 months, did NHS mental health services give you
any help or advice with finding support for financial advice or
benefits?

5.9

3.1

5.9

118

5.4

Q35 In the last 12 months, did NHS mental health services give you
4.7
any help or advice with finding support for finding or keeping work?

2.8

5.6

47

4.8

Q36 Has someone from NHS mental health services supported you in
taking part in an activity locally?

5.6

3.3

5.7

103

4.8

Q37 Have NHS mental health services involved a member of your
family or someone else close to you as much as you would like?

7.4

5.5

7.5

142

7.1

Q38 Have you been given information by NHS mental health services
about getting support from people who have experience of the
same mental health needs as you?

4.2

2.8

4.9

109

4.2

Q39 Do the people you see through NHS mental health services help
you with what is important to you?

7.2

5.3

7.2

185

S9 Section score

7.7

6.3

7.9

Q3 In the last 12 months, do you feel you have seen NHS mental
health services often enough for your needs?

6.8

4.9

7.0

190

7.0

Q41 Overall in the last 12 months, did you feel that you were treated
with respect and dignity by NHS mental health services?

8.5

7.7

8.9

186

8.3

S10 Section score

7.5

6.1

7.5

Q40 Overall...

7.5

6.1

7.5

174

6.9

Overall views of care and services

Overall experience

or

Indicates where 2015 score is significantly higher or lower than 2016 score
(NB: No arrow reflects no statistically significant change)
Where no score is displayed, no 2015 data is available.
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Survey of people who use community mental health services 2016
Greater Manchester West Mental Health NHS Foundation Trust
Background information
The sample

This trust

All trusts

196

13254

24

28

This trust

All trusts

(%)

(%)

Male

51

44

Female

49

56

(%)

(%)

Aged 18-35

13

14

Aged 36-50

20

22

Aged 51-65

26

25

Aged 66 and older

41

39

(%)

(%)

85

87

Multiple ethnic group

2

2

Asian or Asian British

5

4

Black or Black British

2

3

Arab or other ethnic group

0

1

Not known

6

4

(%)

(%)

16

23

Buddhist

0

1

Christian

71

65

Hindu

1

1

Jewish

1

1

Muslim

5

3

Sikh

1

1

Other religion

4

3

Prefer not to say

2

4

(%)

(%)

86

88

Gay/lesbian

3

2

Bisexual

3

2

Other

1

1

Prefer not to say

6

6

Number of respondents
Response Rate (percentage)

Demographic characteristics
Gender (percentage)

Age group (percentage)

Ethnic group (percentage)
White

Religion (percentage)
No religion

Sexual orientation (percentage)
Heterosexual/straight
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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
September 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

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
Access to CRHT
Delayed Transfers of Care
Early Intervention in Psychosis
CPA Formal Reviews
MHSDS Data Completeness
IAPT - Treated within 6 & 18 Weeks
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
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Perspective
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Human Resources

Sickness Rate
Workforce Overview
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Staff, Friends and Family
Staff Costs
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Mental Health Clustering
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Infection Control
EMSA Breaches
PLACE
Incidents - Patient Safety
Incidents - Staff Safety
Incidents - Positive and Safe
Safeguarding Incidents
Complaints and Concerns
Patient Feedback - SU FFT

Human Resources
4
5
6

Human Resources

Human Resources / Finance and
Contracts

7
8

Locally Agreed Targets
9

10
11
12

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

Page
13
14

15

16

17

18
19
20
21
22
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Quick View—CQC Domains
CQC Domains
Domain

Responsiveness

CQC RAG
GMW Overall Rating is GOOD

Area
Monitor 4

Good

Effectiveness

Requires Improvement

Safety
Responsiveness

Good

Caring

Good

Well Led

Good

Monitor 8
Monitor 9
National CQUIN N2a

Effectiveness
Area
Monitor 3
Monitor 6
Monitor 7
Monitor 10
CCG CQUIN GM3
CCG CQUIN GM4
CCG CQUIN L2
NHS England MH.iv
NHS England MH.v

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

RAG
G
G
G
G
G
G

NHS England MH.iii
HR 3
National CQUIN N1a
National CQUIN N1b
National CQUIN N1c

Indicator
7 Day Follow Up
Gatekeeping
CPA Reviews
Registration
Communication with GPs
Suicide Prevention
Reducing Restrictive
Practices
Staffing Levels
NHS Staff Health
Healthy Food
Flu Vaccinations

Board Performance Report - September 2016 Final Version

CCG CQUIN L3

Area
HR 1

G

HR 2

G

HR 4
Monitor Risk Ratings
Monitor Risk Ratings

RAG
G
G
G
G
G
G

RAG
G
G
G
G
G
G

Well Led

G

Safety
Area
Monitor 1
Monitor 2
Monitor 5
CQC
National CQUIN N2b
CCG CQUIN L1

CCG CQUIN GM2

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

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

RAG
R
G
G
G
G

Caring
Area
CCG CQUIN GM 1
NHS England MH.ii

Indicator
IAPT - Recovery and
Reliable Improvement
Recovery Colleges

RAG
G
G

G
G
G
G
G
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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
Performance against national
access and outcomes requirements

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

Area

Plan

Q1

2016/17
Q2

G

G

G

G

G

G

G

G

G

G

G

G

Continuity of services and aspects
of financial governance

G

G

G

Overall

G

G

G

Plan
G

Q1
G

2016/17
Q2
G

G

G

G

Indicator
Monitor Risk Governance
Ratings
Financial

2.91

25%

Overall
Risk
Rating
4

28.38

25%

4

4

4

4

1.64
0.01

50.00%
25%
25%
50.00%

4
4
4
4

4
4
4
4

4
4
4
4

4
4
4
4

Rating

Monitor
Weighting

2016/17
Plan
4

Q1
4

Q2
4

Q3

Q4

MEMBERSHIP as at Q2 2016-2017

Q3

Q4

Group

% of Total
Mem bership

Required
Over or Under
No. of Mem bers
Representation
Representation

PUBLIC
Bolton Public

10.09%

285

795

Over

Salford Public

8.65%

210

681

Over

Trafford Public

7.97%

294

628

Over

NW Public

16.26%

162

1,281

Over

42.98%

951

3,385

Over

417

1,320

Over

Sub Total

SERVICE USER & CARER
Service User
Carer

2.98%

69

235

Over

19.74%

486

1,555

Over

Health and Social
Care

37.28%

795

2,936

Over

GMW TOTAL

100.00%

2,232

7,876

Over

Sub Total

Q3

Q4

16.76%

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 6 2016/17 a level 4 is being achieved by the Trust.
A new Single Oversight Framework has been introduced by the NHSI with effect from 1st October 2016 to replace the Monitor Governance and Financial Risk ratings
and the Monitor Mental Health Indicators on Pages 4-8 of this report. The reporting of these will commence in the October 2016 report next month.
The Trust is planning to achieve a rating of 1 in the “Finance and Use of Resources” metric in the new Framework. As at Month 7 2016/17, a rating of 2 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. There is no submission to Monitor for Q2, the figures are the calculated figures that would have been submitted.
2015/16
Indicator
Outturn
1. Receive follow-up contact within 7 days of
97.0%
discharge
2. Admissions to Inpatient services had
access to Crisis Resolution Home Treatment 99.3%
teams.

Target

Q1

Q2

95.0%

99.1%

98.5%

95.0%

99.6% 100.0%

2016/17
Q3

Q4

Sep-16

YTD

97.4%

98.8%

100.0%

99.8%

3. Minimising MH delayed transfers of care.

0.3%

7.5%

0.8%

0.5%

0.4%

0.6%

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

73.0%

50.0%

78.6%

89.5%

86.7%

83.8%

5. Have formal review within 12 months.

97.2%

95.0%

97.9%

96.4%

96.4%

NA

6. 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%

99.6%

99.6%

99.6%

NA

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

65.4%

50.0%

67.2%

69.7%

69.7%

NA

8. IAPT Clients treated within 6 weeks of
referral

76.9%

75.0%

71.2%

76.3%

79.2%

73.9%

95.6%

95.0%

95.6%

97.1%

97.3%

96.4%

Compliance
with all 6
Green
requirements

Green

NA

NA

9. IAPT Clients treated within 18 weeks of
referral
10. Compliance with requirements regarding
access to healthcare for people with a
learning disability

Green
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Comments

2015/16 Outturn is based on Q4 2015/16
submission.

The Trust has achieved compliance with the
target at month 5 which is in advance of the
original plan.
The Trust has sustained compliance with the 18
week target.
Compliance is reported quarterly only.
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Monitor Mental Health Indicators
1. CPA 7 Day Follow Up
Directorate

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%

Target

95.0%

95.0%

Sep-16
97.3%
97.2%
100.0%
100.0%
100.0%
100.0%
94.7%
94.4%
100.0%
100.0%
97.4%

YTD
98.8%
98.6%
100.0%
99.4%
99.2%
100.0%
98.7%
98.3%
100.0%
96.6%
100.0%
98.8%

Comments: Trafford Functional has 2 clients from 30 who were not followed up within the 7
days during September 2016. One client was admitted on a Section 2 of the Mental Health Act
but neither the client nor the family engaged well. The client won an appeal and was discharged,
but despite numerous attempts to visit, cold call and phone calls, neither client nor the family
were contactable. The other client also did not engage post discharge despite numerous attempts to contact. Client had been in court but refused to see a Criminal Justice Liaison Worker
as well.
All other services were within target and the Quarter 2 position reported to Monitor was within
target.

2. Access to CRHT on Admission (Gatekeeping)
Directorate
Bolton
Salford
Trafford
MHD
GMW

2015/16
99.5%
99.0%
98.9%
100.0%
99.3%

Target
95.0%

95.0%

Sep-16
100.0%
100.0%
100.0%
100.0%

YTD
100.0%
100.0%
99.4%
99.8%

Sep-16
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
1.6%
1.9%
0.0%
0.0%
0.0%
0.0%
8.5%
0.4%

YTD
0.8%
0.9%
0.0%
0.0%
0.0%
0.0%
3.0%
3.2%
1.8%
0.1%
0.0%
0.1%
4.1%
0.6%

Comments
All services have performed well against this indicator in Month and have exceeded the target.

3. 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%
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Comments:
The delay in the Mental Health and Deafness service was due to 1 client being delayed by 30
days. Due to the low number of clients within the inpatient unit, this has had an adverse effect on
the calculation. The client is awaiting funding agreement for a nursing home placement.
All other services have performed well against this indicator in Month and have exceeded the
target.
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Monitor Mental Health Indicators
4. 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%

Sep-16
100.0%
69.2%
81.8%
100.0%
86.7%

YTD
88.8%
84.0%
73.0%
100.0%
83.8%

Comments
All services are within target for September 2016.

5. CPA Formal Review within 12 Months
Directorate
Bolton
Salford
Trafford
FMH
CJS
MHD
CPTS
CAMHS
GMW

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

Target

95.0%

95.0%

2016/17
Sep-16
96.4%
97.3%
97.1%
94.1%
91.8%
88.5%
100.0%
90.5%
96.4%

Q2
96.4%
97.3%
97.1%
94.1%
91.8%
88.5%
100.0%
90.5%
96.4%

Comments: The monthly figure provides an indication of performance for the current quarter.
FMH and CJS are below target for Q2 due to a recent issue of reviews not being flagged as overdue if they
have no recorded care co-ordinator. The services are in the process of updating all care co-ordinator information to avoid this on future reports.
CAMHS had 1 outpatient referral that had been closed at the point of last contact and the review was not overdue.
MHD had 1 overdue CPA Review as the care level had not been assigned. This has since been rectified.

6. & 7. 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%

Sep-16
99.74%
99.55%
99.78%
98.42%
98.37%
97.14%
99.68%
99.70%
99.58%
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2016/17
Q2
2015/16
99.74%
66.2%
99.55%
73.5%
99.78%
70.0%
98.42%
73.6%
98.37%
74.4%
97.14%
75.4%
99.68%
80.8%
99.70%
82.7%
99.58%
65.4%

Target

50.0%

50.0%

Sep-16
70.96%
68.08%
89.30%
65.53%
81.63%
78.57%
49.18%
90.91%
69.70%

Q2
70.96%
68.08%
89.30%
65.53%
81.63%
78.57%
49.18%
90.91%
69.70%

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.
CPTS is under target for September 2016 and Q2. The
service has now reviewed the cases and validated the
current status. A new process is in place to avoid future
occurrences
All other directorates have exceeded the targets for Q2.
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Monitor Mental Health Indicators
8 & 9. IAPT—Clients Treated Within 6 and 18 Weeks of Referral (RTT)
Bolton - IAPT Step 2/3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
3463
1,569
86.2%
75
87.3%
100.0%
95
99.7%

Q2
1,444
89.4%
99.8%

Q3

Q4

Jul
Aug
Sep
471
437
536
86.9% 91.2% 89.5%
99.2% 100.0% 100.0%

Salford - IAPT Step 3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
5476
1,098
47.5%
75
52.4%
89.3%
95
90.3%

Q2
1,137
53.2%
93.6%

Q3

Q4

Jul
366
49.4%
93.5%

Aug
401
48.1%
92.3%

Sep
370
62.2%
94.9%

Trafford - IAPT Step 2/3
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
8372
1,895
75.8%
75
75.8%
95.4%
95
96.9%

Q2
1,881
84.7%
98.0%

Q3

Q4

Jul
577
87.2%
98.3%

Aug
634
83.3%
98.4%

Sep
670
83.6%
97.2%

Military Veterans
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
Q2
27
9
12
75.0%
75
33.3% 60.0%
100.0%
95
100.0% 90.0%

Q3

Q4

Working Well
Referrals Received During Period
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
75
95

Q2
293
100.0%
100.0%

Q3

Q4

Jul
75
-

GMW
% within <= 6 weeks
% within <= 18 weeks

2015/16 Target
Q1
76.9%
75
71.2%
95.6%
95
95.6%

Q2
76.3%
97.1%

Q3

Q4

Jul
74.5%
96.9%

Q1
7
-

Jul
Aug
Sep
0
5
7
100.0% 25.0% 66.7%
100.0% 100.0% 66.7%
Aug
Sep
116
102
100.0% 100.0%
100.0% 100.0%
Aug
75.0%
97.1%

Sep
79.2%
97.3%

Comments:
Bolton: The service is sustaining RTT compliance despite marked increase in numbers entering therapy.

Salford: Current access times have been compliant with the RTT targets for four months. The actual RTT figures (calculated at discharge) are steadily improving as the proportion of discharges who entered prior to service improvements decreases.
Trafford: The service is maintaining RTT compliance despite temporary reduced capacity.
Military Veterans: A service review has been requested by the Strategic Lead (Specialist Services Network) which will lead to suggested change s to enable
compliance with all IAPT KPIs.
Working Well: This GM wide service has a locally determined 100% within 14 days access target, which guarantees compliance with the natio nal IAPT RTT
targets.
Trust position: As predicted, the trust achieved compliance for both the 6 and 18 week RTT targets, for September and Q2 as a whole.
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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

Banding
Thresholds,
based on
proportional
risk score:

No Risks Identified

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

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

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

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

Number of Visits 2016/17
Aug
Sep
Oct
Nov
C M C M C M C M
- 1 - - 1 - - 1 - - - - - - - - 1 - 1
- - - - 1 - - - - -

Dec
C M

Jan
C M

Feb
C M

Mar
C M

Mental Health Act Monitoring:
During September 2016 there was 1 CQC visits for Mental Health Act Monitoring
purposes. The location visited was: Newlands Ward (FMH) on 06/09/2016.
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 an update on progress has been provided to the Board in September 2016.

Service Reviews
Community Patient Survey 2015:

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 draft 2016 Patient Survey data has now been received and is overall very positive. Services will consider individual results in October and develop appropriate
action plans where indicated. Publication of the CQC Patient Survey Report for
GMW is awaited.
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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)
Indicator
Number Indicator

Financial Value
CCG
NHSE

Target

Q1

2016/17
Q2
Q3

Q4

YTD

Introduction of health and
well being initiatives for
staff

£195,000

£85,583

G

G

G

N1b

Step-change in the health
of the food offered on
provider premises

£195,000

£85,583

G

G

G

N1c

Improving uptake of flu
vaccinations for frontline
clinical staff

N2a

Cardio metabolic
assessment and
interventions for patients
with psychosis (EI,
inpatients and CMHT)

N2b

Communication with
General Practicioners

£195,000

To meet the quarterly milestones

N1a

£85,583

G

G

Comments
Significant progress has been made in respect of implementation
against the action plan developed to meet Q1 objectives. The
next key objective for staff wellbeing relates to mental wellbeing
and this will be the focus of the lead and steering group up to
January 2017.
Commissioners will be aware of the significant progress made in
Quarter 1. Work continues and the national data collection
returns, required by July, were submitted.

G

The trust has developed an IT system for recording and
monitoring uptake of flu vaccinations for frontline staff. To date
100 flu nurses have been trained and will deliver the vaccine over
a wide geographical footprint. The trust has developed incentive
schemes to support the campaign and encourage take up.

£156,000

£85,583

G

G

G

We have clear pathways for individual interventions in place and
sign posting for all cardio metabolic risk factors built into the
physical health assessment tool. We have developed IT
solutions to enable us to monitor where interventions take place.
This includes primary or secondary care services so that it is
clear which pathway service users will be taking to support them.
Following negotiation with commissioners across GM it has
been agreed to vary the requirement for CMHT delivery.

£39,000

-

G

G

G

An audit of 100 randomly selected care plans has been
completed and demonstrates compliance against target.

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

Local CQUINS

Implement best practice and
L1 Suicide
enhance current policies in
Prevention
suicide prevention strategies.

Financial
Value
Target

£468,000

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

To meet the quarterly milestones

Indicator
Number
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Q1

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

Comments
Following completion of the external review GMW’s 5-year Suicide
Prevention Strategy and Quality Improvement Plan have now been
revised and agreed with our commissioners. Discussions with the
commissioners on progress against the action plan have taken
place.
Level 1 and Level 2 training has continued to be rolled out to
agreed staff and targets of compliance for Q2 have been met. The
Self Review Stage of the AIMS (OP) process began in August and
accreditation visits are booked for December.
A stakeholders group has been established and research into
existing successful physical health apps conducted. A mock-up
of the required app has been developed, with feedback from the
stakeholder group, and the final specification of both the app and
associated hardware technical requirements have been completed.
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CQUIN
CCG CQUIN Scheme Greater Manchester Indicators (£585,000 of CCG Contract)

Greater Manchester CQUINS

GM1 IAPT

Indicator
Development of indicator to
measure the effectiveness of
psychological interventions.

Financial
Value
£117,000

Development of robust
GM2 IM&T waiting list management for
IAPT and EI pathways.

£117,000

Crisis Concordat - further
development across the
GM3
partnership to deliver
Partnership
improved outcomes for
patients.

£117,000

GM4
Shared
Care
Protocols

£234,000

Review of shared care
protocols to deliver improved
outcomes for patients
receiving oral antipsychotics.

Target

To meet the quarterly milestones

Indicator
Number

2016/17
Q2
Q3

Q1

Q4

YTD

G

G

G

G

G

G

G

G

G

G

G

G

Comments
Implementation of IM&T system changes identified in Q1 are now
complete within GMW. Data is being recorded, collected and
monitored to enable accurate reporting for Quarter 3.
The Trust waiting list recording process has been agreed and
developed within the electronic clinical information system. This is
in use by the IAPT and EI services across the Trust and allows
robust management of the list of waiters using reports produced by
the BI team.
The GM wide action plan has been agreed with all partners and
distributed.
We have continued work to ensure that training remains
sustainable.
On 10th August 2016 a meeting was held with representatives from
CAMHS services across the Greater Manchester footprint.
Significant work has taken place towards the completion of this
CQUIN. It has been identified that there are barriers to
achievement across GM due to the different starting points of each
Provider/CCG. Commissioners have agreed that a variance paper
can be submitted.

NHS England CQUIN Scheme Specialist Network Indicators (£771,000 of NHS England Contract)
Indica tor
Numbe r
Indica tor

Fina ncia l
Va lue

Recovery Colleges for
Medium and Low
Secure Patients

£414,000

MH.iii

Reducing Restrictive
Practices within Adult
Secure Services

£262,000

MH.iv

Improving CAMHS Care
Pathway Journeys by
Enhancing the
Experience of
Family/Carer

Q1

2016/17
Q2
Q3

Q4

YTD

G

G

G

G

G

G

G

G

G

MHD

MH.v

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

£55,000

To meet the quarterly milestones

CAMHS

FMH

MH.ii

Ta rge t

£40,000
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G

G

G

Comme nts
RA CQUIN steering group continued with 3 service user reps joining the
group. Focus groups with service users taken place to discuss current
courses, explore ideas for additional courses for the new prospectus,
and plan communication. Draft strategy in development. Outcome
measures developed and evaluation and assessment tools produced.
Lead Consultants agreed the groups of patients to be targeted for
courses by Q4 and 2 Peer Mentors recruited.
Planning meetings continue with half day workshop for both working
group and key training facilitators. Relationship with Manchester
University established, allowing CQUIN leads to contribute to future
syllabus for MSC Forensic Mental Health to ensure Positive & Safe and
Reducing Restrictive Practice featured as long term objectives in
forensic mental health specialist training programs. Volunteer
psychology trainee assisting with evidence base, collation of information
and training delivery. Staff survey developed. Evaluation of service user
survey undertaken. Reduction of Restrictive Practices agenda and
principles of Positive & Safe Strategy embedded in existing training
packages. Procedure and timeframe for reviewing future restrictive and
blanket practices agreed.
Family/Carer Satisfaction Survey rolled out in Q2. Outcomes from
benchmarking exercise in Q1 shared at the CAMHS Network Manager
Forum in September. Good practice shared and considered by service.
Capacity and Consent Assessment Tool and Record introduced. Carer
Support Worker started in July, undertaking a carer consultation and
set up CAMHS specific carer support groups. Family welcome meeting
proposal written and introduced.
National meeting in Birmingham in September included feedback from
Deaf CAMHS and progress/challenges in CQUIN and sharing learning.
Services participating in CQUIN shared experiences of gathering
benchmarking data and overall data set reviewed. Sharing good practice
event hosted by GMW in September, attended by 22 peers from other
services in MHD specialist services. GMW presented progress in
implementation of AAM. Service user workshop incorporated into
weekly ward community forums, encouraging service users to express
‘what makes a good service’.
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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 - Q2 Update

Priority Two: improving Outcomes
through the Delivery of RecoveryFocussed Services - Q2 Update

Priority Three: Enhancing the Quality of
Life of People with Dementia and Older
People with Functional Illness - Q2 Update

Service User Engagement Strategy (201620194) launched outlining commitment to
obtaining, responding to and learning from
service user feedback. Service User Engagement scheme launched Q2, with opportunities posted on ‘Get Involved’ page on Trust
website. Service User recruited to lead on
Trustwide Service User newsletter to be
launched Q3. At the end of Q2 there are 162
volunteers, 35 of which are Peer Mentors.
Trust one of 8 out of 2000 shortlisted for HSJ
Award for creating career pathway in mental
health for people with lived experience. ‘My
Story’ launched in Q2, a Recovery Academy
publication featuring poems, short stories
and artwork from service users. EDS2
‘Equality into Action’ engagement workshops
arranged for Q3.

The importance of outcomes continues to be
emphasised in various national documents
and has been highlighted in the various national payment strategies of both Capitated
and Episodic. The work is continuing for services to agree on what outcome measures
are most appropriate although as indicated in
the previous summary it would be helpful to
have a steer on how the recent acquisition of
MMHSCT will influence this.

Requirements for the Functional Older Adult
CQUIN (Depression Training) achieved. Older Adults Wards contine to progress AIMS
accreditation process and are in the selfreview stage with planned Peer Review visit
in December 2016. Staff continue to support
Dementia Friendly Communities Agenda
through engagement with local Dementia
Action Alliances and offering Dementia
Friends Awareness Sessions. Memory Services continue to work towards achieving
80% compliances offering initial appointment
within 6 weeks of referral and ensuring diagnosis provided within 12 weeks of initial assessment. Trust End of Life Task and Finish
Group continued to meet and consider policy,
practice, care, training and support for all
aspects of end of life care.

Priority Four: Physical Health - Q2 Update

Priority Five: Positive and Safe - Reduce
Conflict in Inpatient Settings - Q2 Update

Priority Six: Staffing - Improving Individual and Organisation Well Being to Enhance Patient Care - Q2 Update

Priority Seven: CAMHS - Safe, Effective
and Collaborative Treatment - Q2 Update

The 3 GM mental health providers have
worked in collaboration to devise a more appropriate, clinically informed alternative metric of the national 2a CQUIN and extending
the timescale over a two year period thus
allowing realistic planning, training and delivery and to limit the scope of the CQUIN to
those who have a diagnosis of psychosis and
are in receipt of depot medication or clozapine given this is the high risk group. In the
meantime we continue to monitor cardio metabolic assessments and interventions within
the PHIT and we are working with Clinrisk to
include Qrisk2 assessment tool within PARIS
as this is a more reliable predictor of ongoing
risk associated with cardio metabolic morbidity and mortality based on dynamic risk factors particularly related to lifestyle, economic
and geographical risks factors.

Progress on all improvement measures is
underway through the Positive and Safe network and related Task and Finish groups. We
are tracking the impact of our interventions to
reduce restrictive practices through a dashboard showing organisational levels of physical restraint, seclusion and intra-muscular
(IM) medication. In Q2 this dashboard has
been developed to enable ward, network and
locality level monitoring. During Q2 there was
a gradual increase in physical restraint with
prone restraint continuing to be the least
used method. There was an increase in the
use of rapid tranquillisation and seclusion
during Q2. A number of reviews and development initiatives are underway in areas with
high reporting and exception reports are provided and discussed at the Positive and Safe
meetings.

Key activities during Q2 in line with the areas
staff identified as key during the engagement
phase in Q1 include:
 Workplace Challenge `September
Shakeup’
 Health and Wellbeing Event – hosted at
The Curve involving 15 organisations promoting staff wellbeing activity and lifestyle
services. Mindfulness and Yoga taster sessions available to staff as well as LGBT
stalls and health checks.
 Active travel initiatives
 Guided walks
The Task and Finish group focussing on support for staff following V&A incidents have
met twice during Q2 and agreed key actions.
Occupational Health continues to provide fast
track physiotherapy and access to psychological therapies. Positive feedback received
from staff and line managers.

The process of the CAMHS Review and a
series of Visioning events have moved into
the stage of production of a ‘Service Development Strategy’ document which is expected to further yield a business planning
framework to assist progress.
There remain challenges when moving forward which include the national tenders for
CAMHS services and developing a cohesion
with our local colleagues in the GM Partnership.
The new PICU building and replacement
bedroom provision at GU remains on course
and will offer several opportunities in the
coming months.
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Human Resources
Sickness Rate

3.53

3.05

Sickness Absence - Long Term

Directo rate Targe t

3.88

3.46

3.40

4.27

4.07

4.50

4.43

3.84

4.31

4.66

1.37

A

J

D

S

1.52

J

1.93

1.82

M

2.21

1.73

A

2.25

F

1.96

2.33

J

1.53

2.42

M

6.19 6.20

5.83

6.08

6.00

5.97

4.38

4.40

4.47

4.27

4.58

4.62

4.62

4.54

4.57

3.00

Corpor ate Target

1.58

S

1.61

J

1.61

1.56

J

A

1.62

M

1.00

1.57

1.58

A

1.21

1.55

Other
Spe cia list

CAMHS

SMS

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

6.17

M

1.63

6.13

1.59

1.37

6.19

0.00
F

1.65

6.09

1.62

1.82

6.12

J

1.70

GMW

1.62

Target

2.00

Corpor ate

1.52

0.00

N

Other
Spe cia list

4.38

2.00

1.00

5.24

5.00
4.00

4.25

6.57

6.11

4.50

%

5.45
4.11

5.97

6.08

1.59

4.39

5.39

2016/17
GMW - Lo ng term

D

4.51

5.00

4.78

6.00
5.17

5.79 5.61

GMW Sickness Rate (%) - Rolling 12 m onths

7.00

4.44

6.21

5.90

2015/16
GMW - Sh ort term

1.68

6.21

6.23

0.00

N

5.63

6.40

1.00

Corpor ate Target

7.10

7.00

3.00

Directo rate Targe t

7.94

8.00

4.00

CAMHS

Sickness Absence - Long Term

Directorate Rolling 12 Month Sickness Rates (%) - Septem ber 2016

9.00

6.00

SMS

FMH

Trafford

Salford

Bolton

Sickness Absence - Short Term

1.37

0.89

1.70

1.80

O

2.04

1.53

1.84

1.70

6.39

2.00

2.41

S

1.70

6.09

3.00

4.39

1.12

0.00

3.88

6.64

1.69

1.37

0.71

3.30

6.19

S

2.52
1.46

2.00
1.00

4.00

3.50

3.63

%

4.34

%

4.22

5.24

GMW

%

4.00

3.80

5.00
5.23

4.18

5.33

5.00

3.00

5.24

5.64

2.57

6.04

6.00

6.60

O

5.59

6.76

Corpor ate

6.00

6.37

6.56

4.41

7.00

GMW Sickness Rate (%) - In Month

7.00

3.99

Directorate In Month Sickness Rates (%) - Septem ber 2016

8.00

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 5.97% the total sickness rate for the 12 months ending September 2016 was 0.03% less than the previous month. The sickness rate comprised 4.38% due to longterm sickness and 1.58% arising from short term absences.
The September in-month total for the Trust was 0.15% lower than the previous month and at 5.24% was 0.51% below the target rate of 5.75%. Sickness rates have fallen
for six consecutive months. 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.
SMS had the highest sickness absence rate (6.76%); the lowest sickness absence rate in the month of September was recorded in Other Specialist Services (2.52%).
The average sickness rate for Mental Health/Learning Disability Trusts in the NW for the month of August was 5.2% (latest available data); 0.2% lower than the GMW
rate at that time.
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Human Resources

IPDR

68

63

68

75

75

75

0.03
0.00

1.79 1.83

S 0.03

1.09 1.23

A 0.13

1.35

2.00
1.80
1.60
1.40
1.20
1.00
0.80
0.60
0.40
0.20

1.42

Turnover

J 0.06

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 Inanimate 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
86
82
79
82
92
93
93
91
91
91
63
70
72
55
64
67
87
90
91
N/A
N/A
N/A
69
76
79
80
81
84
56
54
53
50
56
59
86
87
87
88
88
89
75
79
35
62
65
65
65
73
76
75
76
76
93
94
94
93
92
93
58
68
71
74
78
81
66
88
89
88
90
90
81
84
85
85
85
87
65
73
67
66
68
71
54
48
43
41
44
47
84
87
88
87
86
88
90
90
92
91
90
92
91
92
93
92
91
93
71
78
80
81
82
85
85
85
85
85
85
85
79
84
85
82
83
85

0.84

Mandatory Training

0.84

12

-0.16
0.10
0.06
-0.03

J

13

M 0.13 0.65 0.79

13

1.03 1.03

13

White
87.26
88.63
Mixed
1.67
1.60
Asian
4.46
6.77
Black
4.68
1.66
Chinese/Other
0.93
1.33
Ethnic group
Not Stated
0.99
*Source: ONS PEEG Estimates for 2009

A

14

Ethnicity

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

1.50 1.63

15

Staff %

F 0.03 0.74 0.77

400

Mar-17

1.14 1.28

415

Feb-17

J 0.13

413

Jan-17

1.18 1.21

439

Dec-16

D 0.03

467

Nov-16

1.15 1.18

486

Oct-16

N 0.03

Sep-16
2,866
3,115

1.35

Aug-16
2,866
3,115

1.05

Jul-16
2,856
3,103

O 0.30

Jun-16
2,844
3,092

1.53

May-16
2,815
3,055

1.36

Apr-16
2,786
3,024

S 0.17

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

Ethnicity

M 0.13

Workforce Overview

2015/16
2016/17
Wastage Rate (%)
Fixe d term Co ntr acts & TUP E Tra nsfers

All Other Leavers

Workforce Overview: The Trust employs 3115 people who work a total of 2866 Full-Time Equivalent. In September the budgeted FTE exceeded the contracted FTE by

400, a reduction of 86 when compared to the start of the financial year.
Mandatory Training and IPDR: Overall, the compliance rate is 85% equalling the target rate. There has been a change in training requirements for Fire Safety, now all staff
must complete some element of fire training on an annual basis; this change has had an effect on compliance rates, but these are now starting to recover.
As at the end of September 75% of staff had completed IPDRs, this figure has remained steady for 3 months. 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 of White origin. When compared with the ethnicity of Greater Manchester, the Trust had a slightly smaller
proportion of white employees. GMW has a greater percentage of staff of Black and Mixed origin but is under-represented in the “Asian” and “Chinese/Other” category.
Turnover: During September a total of 55 staff left the Trust. Reasons for leaving included voluntary resignation (46) and retirement (7).
Board Performance Report - September 2016 Final Version

14

Human Resources
Safe Staffing Levels
May-16
Night
Day

Apr-16
Night
Day

Jun-16
Night
Day

Jul-16
Night
Day

Aug-16
Day Night

Sep-16
Day Night

Directorate
SMS
FMH
CAMHS
MHD
Bolton
Salford
Trafford

100.00%
106.94%
100.26%
109.89%
98.19%
96.96%
97.83%

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

100.0%
108.3%
100.4%
100.0%
102.5%
105.3%
99.9%

100.0%
103.3%
99.4%
100.0%
103.7%
110.6%
100.0%

103.9%
107.3%
100.4%
100.0%
101.7%
103.9%
99.7%

GMW

102.44% 103.55% 104.7% 104.3%

105.0%

103.7%

104.3% 104.8% 104.9% 103.9% 104.2% 103.6%

100.00%
105.53%
100.00%
112.00%
99.67%
103.41%
100.00%

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

104.8%
103.7%
99.6%
100.0%
103.9%
115.2%
100.0%

100.0%
108.4%
100.6%
100.0%
103.7%
105.2%
97.4%

100.0%
102.8%
98.1%
100.0%
108.2%
111.2%
99.7%

100.0%
107.9%
100.2%
100.0%
103.6%
103.1%
97.1%

Oct-16
Night
Day

Nov-16
Night
Day

Dec-16
Day Night

Jan-17
Day Night

Feb-17
Day Night

Mar-17
Day Night

100.0%
102.3%
100.0%
100.0%
112.0%
108.1%
98.7%

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 2 (2016/17)
Question 1. How likely are you to recom mend this organisation to friends
and fam ily if they needed care or treatment?

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

23,
28, 3%
3%

55,
6%
64,
8%

99, 12%
Extremely Likely
270,
31%

442,
51%

Likely

286,
33%

Extremely Likely
Likely

132, 15%

Neither likely nor unlikely

Neither likely nor unlikely

Unlikely

Unlikely

Extremely Unlikely

329,
38%

Extremely Unlikely

Comments: The results of the latest staff FFT relate to the second period 2016/17; GMW invites all staff to participate and has consistently high numbers of staff engaging with the process. 82% said they would recommend the Trust as a place to receive care or treatment. This is the highest proportion since the survey began in June
2014. 71% said they would recommend GMW as a place to work, a slight reduction from the previous test, but equalling the second highest score.
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Human Resources / Finance and Contracts
Staff Costs—Rolling 12 Months

O N D J F M A M J J A S O
2015/16
2016/17

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

J A S O
2016/17

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

465

484

472

459

464

538

457

619

466

386

486

Bank Costs (000s)

398

800
700
600
500
400
300
200
100

381

452

575

469

706

626

683

660

900

1053

761

9466

9499

9417

9342

9351

9087

9319

8387

9162

9010

8951

8751

2000

8815

4000

735

6000

Agency Costs (000s)

588

8000

800
700
600
500
400
300
200
100

661

Salary Costs (000s)

10000

Agency Spend Summary

J A S O
2016/17

Staff
Plan
Budget
Group
1617 to Oct-16
Med
2,149,353 1,253,789
Nurs
1,303,146 760,169
P&T
992,362 578,878
A&C
601,286 350,750
Anc
211,471 123,358
Total 5,257,618 3,066,944

Actual to
Oct-16
1,700,955
1,322,346
550,559
399,723
91,821
4,065,404

Variance
-447,166
-562,178
28,319
-48,973
31,537
-998,460

Med = Medical; Nurs = Nursing; P&T = Professional & Technical; A&C = Admin and Clerical;
Anc = Ancillary

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

Oct-16
Plan Actual
13.95
14.16
-10.56 -10.38
-0.27
-0.28
-2.24
-2.62
0.88
0.88
-0.38
-0.39
0.02
0.00
-0.02
-0.01
0.00
0.00
-0.31
-0.31
0.18
0.18
0.00
0.00
0.18
0.18
-0.00
-0.00
0.18
0.17
6.3%
6.2%

Var
0.21
0.18
-0.01
-0.38
0.00
-0.01
-0.01
0.01
0.00
0.00
-0.01
0.00
-0.01
0.00
-0.01
-0.1%

YTD
Plan Actual
97.75
98.31
-73.97 -72.99
-1.91
-1.97
-15.47 -16.94
6.40
6.41
-2.64
-2.68
0.10
0.07
-0.12
-0.05
0.00
-0.01
-2.20
-2.19
1.55
1.56
0.00
(0.13)
1.55
1.43
-0.01
-0.01
1.54
1.42
6.6%
6.5%

FY
Var
Plan Comments: The Trust is reporting a surplus on income and
0.56 168.70 expenditure of £1,431k as at month 7 16/17. This is £121k
0.98 -126.78 behind the planned surplus.
-0.05
-3.28 Directorate financial positions compared to budget can be
-1.47 -26.74 found in section 5 of the Finance Board Report.
0.01
11.89
-0.04
-4.52
-0.03
0.18
0.07
-0.21
-0.01
0.00
0.01
-3.77 Mental Health Clustering
0.01
3.57 Percent Clustered
Percent with Valid Cluster
-0.13
(0.53)
Comments
-0.12
3.04
Percent Clustered is the total
0.00
(0.02)
number of clients clustered to
-0.12
3.03
date, and is a decrease of 0.3%
0.0%
7.0%
from the August 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
5.7
2.5
2.9
0.0
1.7
1.0
13.9

Oct-16
Actual
0.1
5.9
2.4
2.9
0.0
1.9
0.9
14.2
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Var
0.0
0.1
0.0
0.0
0.0
0.2
-0.1
0.2

Plan
0.7
47.5
9.9
20.4
0.0
11.9
7.4
97.8

YTD
Actual
0.4
47.7
9.7
20.3
0.0
13.1
7.0
98.3

Var
-0.3
0.2
-0.1
0.0
0.0
1.2
-0.4
0.6

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
1.2% from the August 2016 position.
1190 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
94
95
103
96
96
62
99
59
74
40
73
78

Jul
96
95
100
98
100
60
93
77
74
40
67
76

Aug
98
91
101
97
99
61
79
81
88
45
83
82

2016/17
Sep Oct
94
91
99
96
99
66
91
75
98
55
78
71

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
97
117
99
84
96
96

Jul
96
122
97
82
98
100

Aug
96
102
99
90
97
99

Sep
100
78
98
80
96
99

89

84

77

62

60

61

66

68

83
87
94

82
66
93

87
60
93

88
63
93

89
63
94

80
74
93

87
83
93

85
68
93

Comment:

Nov

Dec

Jan

Feb

Mar

YTD
93
94
100
97
98
68
91
71
81
43
81
73

2016/17
Oct Nov

Dec

Jan

Feb

Mar

YTD
96
101
98
84
97
98

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

2015/16
Outturn Apr

May

Jun

Jul

Aug

Sep

9

1

2

0

1

0

0

12

3

0

0

4

0

0

2016/17
Oct Nov

Dec

Jan

Feb

Mar

NHS England have confirmed a nationwide
drop in demand for secure young people’s
beds. Gardener continues to be challenged
for referrals following the transfer of young
offenders to Wetherby coinciding with a reduction in the number of referrals to the Gardener Unit. Improved links with Wetherby
established, and an outreach approach to
ensure referrals are received is ongoing.
Trafford is experiencing high occupancy due
to an increase in demand on Brook Ward
(Male Functional).
The low occupancy in JDU/MHD appears to
be a national trend in demand for MHD units.
It has been flagged on the GMW Risk Register with a robust action plan and monitoring
has been put in place.

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

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

PLACE

The annual PLACE inspections were undertaken in Q1 2016/17 and the National results
have since been published by NHS England.
YTD GMW scored higher than the National average across all domains with an overall com4
pliance level of 99.87% across the organisation.
7

Comment: There were no clients under 18 admitted to adult wards during September 2016.
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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
5
1
2
0
6

4

4

9

6

7

Never Events

0

0

0

0

0

0

Regulation 28's

1

0

0

0

0

0
Moderate & Major Incidents Comments:
During September 2016 there were 23 incidents of moderate
harm: self harm x 15 (same service user in 2 incidents, all
incidents involved community patients apart from 1 inpatient
self harm), medication x 2 (wrong dose given in error x 1,
Lithium toxicity x 1. All medication incidents are monitored by
the Medicines Management Group), patient care x2 (neither
relate to GMW care provision), Violence & Aggression patient
on patient x2, Violence & Aggression x 1 (CJS), accident x1
related to a slip/trip/fall.

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

20

Sep -16

Aug -16

Jul-16

Jun-16

May-16

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

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

25
20
15

10
5

Sep -16

Aug -16

Jul-16

Jun-16

May-16

Apr -16

0
Mar-16

R1

2
SSN
Other

CAMHS

The in month position for September is as follows: 1 expected
inpatient death (on end of life pathway), 7 deaths unexpected
occurred in the acute Trust (2 x fall from a height and 5 physical health related), 8 community unexpected death (6 physical
health related and 2 Substance Misuse Services), 5 unexpected community deaths cause of death not yet ascertained.

30

Feb-16

Serious Incidents Comments:
During the last twelve months there has been an increase in
the number of incidents reported as Serious as demonstrated
in Chart 4. In accordance with governance procedures all
deaths are robustly investigated and monitored through the
Trust mortality group.

0

Jan-16

49
SMS

1

FMH

Trafford

There were 2 major incidents resulting in harm during September: fall from a height x1 and 1 medication incident noted
to have lithium toxicity, prescription changed by GP.

The figures include both Expected and Unexpected deaths.

10

35
Salford

Bolton

20

Dec-15

30

10

30

Nov-15

40

20

No. Incidents

50

20

40

Oct-15

6

3. Serious Incidents Resulting in Death Reported
on Datix YTD to September 2016

60

50

10
R1

SSN Other

6
CAMHS

SMS

FMH

Trafford

1

2
Salford

Bolton

1

5

10

17

21

21

10

30

15

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

Sep -15

Modera te

25

22

No. Incidents

30

60

Sep -15

35

tional SUI Framework (2015), Trust Incident Policy, and relevant Health & Safety/HR Policies.
All data was extracted from DATIX on 17/10/2016.
Regulation 28: None received during September 2016.

No. Incidents

RCA 2

No. Incidents

RCA 1

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 7 recorded Being Open discussions in August 2016, bringing the YTD total to 14.
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Safety
Incidents—Staff Safety

Although there has been a 19% increase in SIRS reportable
incidents in September 2016, there has been a 21% decrease in V&A incidents causing injury to staff compared to
August 2016.

40
30
20
10

The Risk and Safety team continue to support staff who have
experienced violence and aggression at work, A V&A Task
and Finish Group has been formed and will present their recommendations to the Risk Management Committee.

Minor harm, may require ai d/supp ort

20

Major perman ent or lon g term harm

15

16

16

10

8

5

6

No. Incidents

Mo derate harm r equirin g treatment

Accident Incidents Causing Injury to Staff Comments:
The total accident incidents causing injury to staff in September 2016 reduced by 47% from 17 to 9 compared to August
2016. Of these, 2 were RIDDOR reportable. Accidents include: Needle stick injury x1, strip, trip and Fall x 2 (Riddor),
collision with object x1, trap injury x1, strain x1, injury during
PMVA training x1, exposure to harmful substance x1 and
staff injury PMVA x1 (Riddor).

20

Sep -16

Aug -16

Jul-16

Jun-16

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

18
16

No. Incidents

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

May-16

Apr -16

Mar-16

0

Feb-16

6

10
1
R1

CAMHS

SSN
Other

10
4

7

6
FMH

SMS

3
Trafford

53

3
Salford

Bolton

15

50

16

119

YTD there have been 253 incidents recorded, of which 8
have been RIDDOR reportable.

50

Jan-16

Major perman ent or lon g-te rm har m

60

Dec-15

100

70

Nov-15

No. Incidents

Mo derate harm r equirin g treatment

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

Oct-15

Minor harm, may require ai d/supp ort

80

Sep -15

150

Violence and Aggression Incidents Causing Injury to
Staff Comments:
The number of incidents recorded during September 2016
was 32, of which one was RIDDOR reportable. 8 (21%) of the
incidents occurred at Medlock Ward—Moorside Unit, involving the same patient.

No. Incidents

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

14
12
10
8

6
4
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Sep -16

Aug -16

Jul-16

Jun-16

May-16

Apr -16

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep -15

3

Corpor ate

4

R1

3

SSN Other

CAMHS

1

3

SMS

FMH

Trafford

Salford 1

Bolton

2

4
2

4

YTD there have been 73 incidents recorded, of which 6 have
2
been RIDDOR reportable. Accidents include: 13 x trips/falls,
0
7 x moving & handling (non-patient), 3 x moving and handling
(patient), 4 x burn, 3 x trap, 6 x needle stick injuries, 6 x collision with object, 1 x stretching, 5 x slip/trip, 6 x cut with sharp
object (non-medical sharp), 1 x hit by moving object, 1 x cut
with medical equipment (non-needle stick), 10 x staff injury PMVA, 1 x fall walking down stairs, 1 x injured by animal, 2 x staff illness at work, 1 x strain, 1 x exposure to harmful substance,
1 x injury during PMVA training.

19

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.

100

126

80

38

150
100

50

Sep-16

Aug-16

Jul-16
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14. Incidents Resulting inUse of Seclusion - Rolling
12 m onths w ith Trend
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Incidents Resulting in Use of Seclusion Comments:
During September 2016 there were 69 incidents of seclusion
involving 49 service users. The rolling 12 months trend represents a YTD increase in the use of seclusion. Incidents of seclusion have been reducing since February 2016 but began to
rise again in July. The Positive and Safe Group has commissioned reports where seclusion rates have increased and each
episode is reviewed at ward level. Since July this has included
a review of seclusion within CAMHS; the review of one service
user’s care on Eskdale and a further report has been commissioned based on the increase within Salford.
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13. Incidents Resulting in Use of Seclusion YTD to
September 2016
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Comments:
During September 2016 there were 80 incidents of RT involving 31 service users. YTD there have been 325 incidents involving 134 service users. The rolling 12 months trend represents a YTD increase in the use of RT. The Positive and Safe
group have taken additional steps to ensure that all use of RT
is s part of care plans where least restrictive methods are explored prior to the use of RT.
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Comments: The YTD chart shows the total number of
times a restraint technique was used. Multiple techniques can
be recorded against one incident and prone restraint continues
to be the least often method used. The rolling 12 months chart
shows the number of Incidents. Although there has been a
reduction in restraint incidents since August the data represent
a YTD increase in the use of restraint. The majority of restraint
was associated with a small number of service users within
AFS and R1. A quality summit has been planned to review the
care of a service user at R1 who is requiring daily restraint due
to suicide risk. The Positive and Safe group continue to implement our Trustwide restraint reduction programme through
‘Safewards’.
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Safeguarding
Incidents—Safeguarding (Quarter 2 2016)
Safeguarding data will be reported on a quarterly basis. The next data set will be available in the December 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.
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18. Type of Action Taken for Adult Safeguarding
Incidents Q2 2016-17
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Number of hospital-acquired pressure ulcers:
One hospital acquired pressure ulcer (grade 1- low degree
of harm) reported in September 2016. The likely cause of
the pressure ulcer is noted to be friction from the service
users wheelchair, service user refused to change position.
The service user was seen, assessed and advised by the
physical healthcare nurse with staff advised on the ongoing
management of the pressure ulcer.
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Adult Safeguarding Comments:
The main categories for raising an adult safeguarding concern
in Q2 were V&A and patient care. The violence and aggression
incidents include disclosures of financial, physical, sexual and
racial abuse. The incidents of staff allegations were reported
and managed through multiagency safeguarding procedures. All
of the patient care incidents were not as a result of care delivery, apart from 1 incident in which a service user was accidently
injured during PMVA. This incident was referred to local multiagency procedures and investigated through an RCA.
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Rolling 12 Months Comments:
The trend shows that there is consistent reporting of safeguarding across the Trust.
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Child Safeguarding Comments:
The main incident categories for raising a child safeguarding
concern during Q2 included; V&A, self-harm and patient care.
The patient care incidents are not as a consequence of any care
delivery or omissions. There was one unexpected community
death (adult) which resulted in the clinical staff contacting children’s social services to ensure and seek confirmation that they
were aware of the death (father) and the needs of the child.
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Complaints and Patient Feedback
Complaints and Concerns
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District Services - 12 Months to September 2016

Specialist Services - 12 Months to September 2016

Trust Wide by Level - 12 Months to September 2016
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Comments:

29 complaints and concerns were recorded across the Trust in September representing a 12% decrease from the number of complai nts and concerns recorded in August (33). The trend
for complaints and concerns has continued to trend upwards over the past twelve months.
During September 2016, 24 complaints at level 2 and above were closed, of which 11 (63%) were either upheld or partially upheld.
During September 2016 five level 4 and 5 complaints were closed. One was not upheld, one was withdrawn one was upheld and two were partially upheld.
The upheld complaint was about the FMH Service and was from a solicitor who was assaulted by an inpatient during a consultati on. Senior managers have reviewed the observation of
legal consultations by nursing staff and reviewed and re provided personal alarms for visitors.
The partially upheld complaints were from Bolton and Salford services. The partially upheld complaint from Bolton was about t he communication between inpatient services and relatives.
Senior managers are improving communication arrangements especially concerning discharge planning with relatives. The partial ly upheld complaint from Salford was about the failure to
consider safeguarding issues for a carer during a mental health assessment. Senior managers are adapting safeguarding training to incorporate more information about domestic violence.

Patient Feedback—Service User Friends and Family Test

24,
2.5%
23,
2.4%

Question. How likely are you to recommend this organisation to
23, friends and family if they needed care or treatment?
2.4%
YTD Period: September 2016

58,
6.1%

1 - Extremely Likely

Comment: The Friends and Family Test (FFT) for service users has been fully implemented in all
GMW services. There are a variety of ways in which the FFT is asked and embedded in current
service user experience surveys i.e. electronic surveys, SMS text messaging and postcards. The
FFT results provide invaluable feedback on what service users think of the care and treatment
they have receive, this feedback helps us to make improvements and scope how we deliver services in the future. For the month of September 2016, of the 144 service users asked, 94.4% said
they would recommend our services to friends and family bringing the YTD total to 86.6%.

2 - Likely
3 - Neither likely nor unlikely
220, 23.0%

4 - Unlikely
610,
63.7%

5 - Extremely unlikely
6 - Don't Know
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10.01 Quality Governance Chair’s Report – 3rd November 2016
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The Board of Directors is asked to note the minutes of the meeting held 7th July 2016
and the Chairs Report for the meeting held 1st September 2016.

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

Date of Board Meeting:

28th November 2016

Date of Committee Meeting:

3rd November 2016

Committee Chair:

Terry McDonnell

Date of Chair’s Report:

3rd November 2016

Date of Next Committee Meeting:

12th January 2017

Key Developments

Any Risks Identified
and Agreed Actions

Other Items for the
Board’s Attention



Update provided on Quality Account priorities regarding physical
health. All progress on track.



Safeguarding Annual Report received including plans to work with
Manchester Safeguarding Boards following acquisition.



Clinical Audit Strategy received 86% of audits had been completed
with 14% being carried over to 2016/17. A further 49 audits were
completed in services taking audit activity to 93.



Suicide Prevention Strategy presented to Committee which has
been sent for consultation to EMT, Districts CCGs and GMW
consultation. The Committee approved the Strategy.



CQC action plan presented to the Committee and progress was on
track.



GMW to link with Manchester Safeguarding Boards



Findings of Mortality review groups to be shared with Lead
Clinicians.

N/A

1

RATIFIED
MINUTES OF THE QUALITY GOVERNANCE COMMITTEE
HELD ON THURSDAY 1st SEPTEMBER 2016,
9.00 AM SEMINAR ROOM 3, TRUST HEADQUARTERS
Present:
Terry McDonnell
Julie Jarman
Kathy Doran
Andrew Maloney
Jonathan Dewhurst
David Hughes
Alice Seabourne
Gail Johnson
Karen Clancy
Aidan Bucknall
Tim McDougall
Bev Humphrey
Rupert Nichols
Margaret Campbell
Boben Benjamin
Shermin Imran

‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Non Executive Director (Chair)
Non Executive Director
Non Executive Director
Director of HR and Corporate Services
Consultant, Specialist Services Network
Consultant, Salford Directorate
Consultant, Bolton Directorate
Assistant Director of Nursing/Physical Healthcare
Deputy Director, Clinical Governance
Trust Professional Lead – Psychological Therapies
Deputy Director of Nursing/Director of IPC
Chief Executive
Chairman
Acting Medical Director
Consultant, Trafford Directorate
Consultant, Specialist Services Network

Joanne Edwards
John Walker
Claire Watson

‐
‐
‐

Cathy Lovatt

‐

PA (Minutes)
Deputy Director or Operations – Specialist Services
Recovery Academy Lead & Trust Lead for Service User
Engagement and Volunteering
Lead Nurse, Practice & Performance

In Attendance:

54/16 Apologies for Absence
Apologies for absence were received from:
Andrew Haddock
Matthew Sanderson
Richard Backhouse
Gill Green
Sodi Mann
Neil Thwaite
Lear Rothwell
Samir Shah

‐
‐
‐
‐
‐
‐
‐
‐

Lead Consultant, Specialist Services
Lead Consultant, Specialist Services
Deputy Director, Clinical Governance, Mental Health
Director of Operations & Nursing
Lead Consultant, Specialist Services
Deputy CEO/Director of Development & Performance
Deputy Director of Service & Business Development
Consultant, Salford Directorate

55/16 Minutes of the Previous Meeting Held 7th July 2016
The minutes of the previous meeting held 7th June 2016 were approved as a correct record.
56/16 Matters Arising
42/01/16 (31/16) Rapid Tranquilisation Policy
TMcD reported that this would be brought to the November Board.
44/16 Manchester Mental Health & Social Care Trust Acquisition ‐Update
Successful in acquiring Manchester mental health, aiming for 1st January 2017 operational
date, there is a tight timescale for acquisition. Due Diligence for clinical, financial and legal
to be completed by 15th September. Full business case currently being developed. Staff
engagement and TUPE next stage.
45/16 R1 Update
Priory have been bought out along with Partnerships in Care by Arcadia, this will affect
Braeburn House and R1, significant issues for the Trust which are currently being worked
through, unsure whether this will mean a new provider or not, but will ensure that
whatever option we go with will be the least disruptive for patients and will look at longer
term prospects
57/16 Quality Account Progress Report
Priority 1 – Service User Experience – Listening to and Learning from Service User feedback
Tim McDougall updated on priority 1, he reported that service user engagement was
monitored via the CARE Hub, he further updated on activities being undertake to engage
service users and to learn from feedback received.
Priority 5 – Positive & Safe
Tim McDougall updated on priority 5, he explained the function of the group was to reduce
unnecessary restraint and enhance de‐escalation procedures. Some of the key headlines
from this piece of work include a restraint programme commissioned with AQUA which will
provide additional support to the Safewards initiative. The PMVA training programme has
been reviewed and policy update.
The Committee noted the report
58/16 Service User Engagement Strategy
The committee noted the presentation on the Service User Engagement.
CW confirmed that peer mentors are trained and evaluated through supervision process,
she further explained that she was developing a central register of all service users and
volunteers, but was struggling to get the information from some areas where there are no
SU leads.
59/16 CAMHS Update
Presentation delivered by John Walker and Shermin Imran updating the committee on the
CAMHS Service. Committee feel assured of progress made.

60/16 Biannual Report on implementation of the Nursing Strategy 2016 – 2021
Tim McDougall updated the committee on progress made in relation to implementation of
the Nursing Strategy 2016‐2021. He further reported that there are a number of task and
finish and virtual groups associated with the nursing strategy and action plans developed
there from which include Inpatient Quality and Safety Metrics; Development of a Nursing
Academy; Learning from feedback; Matron’s review; Improving end of life care for service
users and improving support for carers; PRN medication; Developing a physical health care
skills programme for nurses and Your Wellbeing.
The Committee noted the report
61/16 Biannual report on the implementation of the Positive & Safe Strategy
Tim McDougall updated the committee on progress made in relation to task and finish
groups associate with the Positive & Safe strategy. Groups include review of PMVA, which
have subgroups relating to young people, older people and deaf people and PMVA;
Safewards; Positive Support Plans; Physical Restraint; Rapid Tranquilisation; Seclusion; Self
Harm; Safe Clothing and Guidance on Restriction of Liberty.
The Committee noted the report
62/16 Commissioning Quality Report – Salford Directorate – feedback from CCG visit
David Hughes updated on the visit by CCG to Woodlands Wards on 23rd June 2016, David
updated on the feedback received:







MATS and GP communications – a robust rotation of staff now go out to GP’s.
The Commissioners were very pleased with the MATS service and noted that all
targets are met.
Gaps in services – set up a system of weekly audit of gaps, David reported that a
change in community system has had an effect on delays.
Weekend working – audit being undertake of weekend activity.
High staff sickness levels – continue to be monitored and are now improving
CMHT accommodation – additional rooms at Woodlands have been opened to
address this, it has highlighted that the Humphrey Booth Centre is not fit for purpose
and access to PARIS is intermittent.

The Committee noted the report
63/16 Themes from RCA’s presented to the PIR Panel between July 2015 – July 2016
Karen Clancy, Deputy Director of Integrated Governance presented the summary to the
Committee and advised that the report gave and overview of the themes that had been
identified from PIRs/RCAs completed during July 2015 and July 2016.
The Committee noted the report

64/16 PIR Summary Report
Karen Clancy presented the summary to the Committee of a high level cluster RCA providing
an overview of the incidents investigated through the Post Incident Review
The Committee noted the Report.
65/16 Sub Group Assurance
65/01/16 Infection Prevention & Control Committee
The Committee noted the report
65/02/16 Physical Healthcare Group
The Committee noted the report
65/03 /16 Joint Safeguarding Steering Group
The Committee noted the report
65/04/16 Mental Health & Mental Capacity Compliance Committee
The Committee noted the report
65/05/16 Post Incident Review Panel
The Committee noted the report
65/06 /16 Research Readiness Group
The Committee noted the report
65/07/16 Medicines Management Group
No report received
65/08/16 Mortality Review Group
No report received
66/16 Any other Business
Retirement
Terry McDonnell thanked Aidan Bucknall for the work he had undertaken for the Committee
and wished him well in his retirement.
Industrial Action by Junior Doctors
Lead Consultants present at the meeting were asked to stay behind to discuss the proposed
Industrial action by the junior doctors.
67/16 Date and Time of Next Meeting
The next meeting will take place on 3rd November 2016, 9.00 am, Seminar Room 4, Ground
Floor, The Curve
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EXECUTIVE SUMMARY:

This paper sets out the revised NHS Improvement directions on the management of
expenditure related to agency workers. It also updates Board members on the
progress made in reducing reliance on agency and a number of additional actions
required. The Board are also asked to review and approve the self‐certification
ahead of submission to NHSI on 30th November 2016.

LINKS TO OTHER KEY
REPORTS/DECISIONS:

The revised directions from NHSI follow the overall expenditure targets and the
restrictions that have been implemented on agency rates and approved framework
agreements – The Board were briefed on these in January and June2016
Trust’s will be monitored against their agency expenditure profile as part of NHS
Improvement’s assessment regime
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Description (as per BAF)
Safe staffing levels – Risk that unless staffing levels are
defined and resources to an appropriate level the trust is
unable to provide safe and effective inpatient care

Board members are asked to note the report and approve the actions and self‐
certification.

Reducing Agency Expenditure
Trust Board
28th November 2016

1.

Introduction

This paper sets out the additional requirements expected of Trusts from NHS
Improvement (NHSI) issued in October 2016 to address the challenge to reduce
agency expenditure. The paper also sets out the current position within the Trust and
future actions to mitigate the risks.
2.

Agency Expenditure

The Trust was set an agency ceiling by NHSI for 2016/17 of £5,261,000. Manchester
Mental Health & Social Care Trust’s (MMHSC) ceiling for 2016/17 is £6,466,000.
Targets based on the agency ceiling have been set against each staff group for each
Directorate to monitor agency expenditure and highlight areas where expenditure
exceeds the target.
The following table summarises the Trust position at Month 6 (this table can be
reviewed more clearly within the Board Performance report).

2.

NHS Improvement actions

The following sections set out the additional actions required by all NHS Trusts by
NHS Improvement from October 2016 onwards.

1

2.1

Monthly agency spend reporting

Monthly reports have to be submitted to NHSI setting out the monthly agency spend
broken down by cost centre/service line. The month 6 report identified Bolton and
Salford medical spend as the two local high spend areas.
Local high spend areas (>20% or >£600k)
Bolton Services - medical
Salford Services - medical

£392,000
£714,000

2.2 Highest earning agency workers
A list of the 20 highest earning agency workers and staff employed for more than 6
months has been requested from NHSI.
The highest earners across GMW are locum medical staff. The highest paid is a
consultant earning £189,800 per annum who has been in post since 20th January
2015. The agency contract for this individual is due to run until 10th February 2017.
2.3 Board completion of Self-certification checklist
The Board are required to discuss and complete the agency self-certification checklist
and submit to NHSI by 30th November 2016.
The checklist and proposed actions are attached at Appendix 1 for discussion and
amendment/agreement.
2.4 Chief Executive authorisation
The Chief Executive will be required to personally sign off on the following
arrangements that are outside the framework/price cap arrangements.



All shifts by individuals costing more than £120 per hour
All Non-Framework agency bookings with overrides above price cap

The Trust does not currently contract any individual above £120 per hour and doesn’t
have any non-framework agency booking with price cap overide.

3.

North West Monthly Regional agency performance report

NHSI have produced a monthly regional agency performance report in order to enable
Trusts to benchmark against their peers and work more collaboratively within the
region.
The following table sets out the position across the Mental Health Trusts in the North
West as at September 2016.

2

Trust Name
Cheshire and Wirral Partnerships
5 Boroughs Partnership
Cumbria Partnerships
Greater Manchester West
Pennine Care FT
Lancashire Care FT
Mersey Care FT
Manchester Mental Health

Spend % of
Agency spend
Agency spend v.
total staff cost
vs. ceiling %
ceiling % Rank
Rank
(33.2%)
5
5
11%
43
33
23.3%
51
41
40.5%
58
53
44.2%
60
60
53%
63
44
77.2%
70
47
77.5%
71
73

Contact has been made with Cheshire and Wirral Partnerships to identify areas of
good practice and inititiaves that may support GMW agency spend reduction.
3.1 Agency spend staff group comparision
The following pie charts set out the % of spend across each staff group for the North
region and a comparitive chart for GMW. The profile of the agency spend across the
North is similar to GMW in that the highest proportion of agency costs relate to medical
agency usage.

Month 6 North West data

4.

Month 6 – GMW data

Progress update

A number of immediate and longer term actions were reported to Trust Board in June
2016. The actions taken since the previous board report have resulted in:


A reduction from 9% ancillary spend as a total of all agency spend in 2015/16
to 2% ancillary agency spend up to Month 6 2016/17.

3



A reduction from 19% administration spend as a total of all agency spend in
2015/16 to 10% administration agency spend up to Month 6 2016/17.



Increased use of bank administration rather than agency administration cover
from 90% Agency/10% bank in 2015/16 to 70% agency/30% bank to Month 6
2016/17.



Increased use of bank ancillary rather than agency ancillary cover from 85%
agency/15% bank in 2015/16 to 52% agency/48% bank to Month 6 2016/17.



Continued recruitment to the administration and ancillary banks to support
value for money/higher quality temporary cover.



Conversion of prison nursing agency staff onto Trust contracts.



Ongoing recruitment of substantive staff to fill vacant posts.



Locally agreed actions to provide alternative cover arrangements.



Monthly agency expenditure targets set and monitored for each staff group
across each Directorate.

5.

Framework for management of agency spend

There are current systems in place to manage the approval process for agency
bookings, however they have not been formally set out and documented in a
protocol/framework.
In order to formalise the arrangements a protocol will be
developed and implemented by 1st December 2016 setting out the following
processes.

5.1

Approval of agency usage

The agency booking protocol will set out the level of authority for bank and agency
bookings as follows:






Nursing/Healthcare support – unplanned short term shift bookings will be made
through the e-rostering system authorised by Deputy ward manager or above.
Longer term planned cover will be authorised by the Assistant Director/Network
Operational Manager.
Medical locum bookings - unplanned short term bookings will be made through
the Lead Consultant/Head of Ops. Longer term planned cover will be
authorised by Medical Director.
All other non-clinical agency – will be authorised by Assistant Director/Network
Operational Manager/Deputy Director of corporate functions.

4

5.2

Centralised agency booking

Currently nursing, medical and administration bookings are made through the central
Temporary Resourcing Team. This leaves a number of agency bookings that are still
processed locally.
Effective from 1st December 2016, all agency bookings will be required to go through
the Temporary Resourcing Team to enable effective monitoring systems to be
introduced.

5.3

Reporting

The central Temporary Resourcing Team will provide a fortnightly report to the Senior
Leadership Teams in order to enable full analysis of the bookings, spend and reason
for cover.
The Finance Team will continue to provide a monthly financial breakdown of the
agency spend against the agreed targets.
The monthly Board performance report will continue to report on the agency spend
across each staff group against the target.

5.3

Governance and accountability

There are systems in place currently to monitor and scrutinise agency spend, however,
these arrangements need to be more formally established. These are set out below.

5.3.1 Directorate Senior Leadership Teams (SLT’s)
Directorate SLT’s led by Head of Operations/Network Operational Managers/Deputy
Director are accountable for the first level review of the bank and agency spend for
their local service areas. The SLT’s will review the spend on a monthly basis as a
minimum to review alternatives to agency usage.

5.3.2 Network Hub meeting
Network Hub meetings led by Network Director are accountable for reviewing the
spend across the network and challenging the local arrangements to identify whether
solutions can be provided at a network level.

5.3.3 Executive Management Team
Executive Management Team members will meet on a monthly basis with Network
Directors to carry out a review of agency usage, workforce management and agency

5

procurement processes and challenge the system to ensure the most cost effective
solutions are in place in order to reduce agency spend.

6. Recommendation
Trust Board are asked to note the content of this report and discuss/approve the selfcertification checklist.

Nicky Littler
Associate Director of HR
17th November 2016
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APPENDIX 1
Self-certification checklist

Yes - please specify steps taken
Governance and accountability

No. We will put this in place - please list actions

Agency spend is reported and discussed at Trust Board.
Targets have been set against each staff group for each
Directorate. Performance against the agency ceiling targets
for each staff group is reported and discussed at Trust
Board. Effective from 1.12.16 Executive Management Team
will meet with Network Directors on a monthly basis to
scrutinise each service line with agency expenditure to
ensure appropriateness and value for money.

1

Our trust chief executive has a strong grip on agency spending and the support of the agency
executive lead, the nursing director, medical director, finance director and HR director in reducing
agency spending.

2

Reducing nursing agency spending is formally included as an objective for the nursing director and
reducing medical agency spending is formally included as an objective for the medical director.

The Medical Director and Director of Nursing have clear
responsibilities to address the reduction in agency
expenditure and will be formally documneted in their annual
objectives at their next formal appraisal in March 17.

3

The agency executive lead, the medical director and nursing director meet at least monthly to
discuss harmonising workforce management and agency procurement processes to reduce agency
spending.

Effective from 1.12.16 Executive Management Team will
meet with Network Directors on a monthly basis to scrutinise
each service line with agency expenditure to ensure
appropriateness and value for money.

4

We are not engaging in any workarounds to the agency rules.

5

We know what our biggest challenges are and receive regular (eg monthly) data on:
- which divisions/service lines spend most on agency staff or engage with the most agency staff
- who our highest cost and longest serving agency individuals are
- what the biggest causes of agency spend are (eg vacancy, sickness) and how this differs across
service lines.

We are not engaging in any workarounds.
High quality timely data
Current reporting arrangements highlight which
divisions/service lines spend most on agency staff and the
main reasons for agency spend across service areas. The
level of detail currently reported does not include `highest
cost and longest serving agency individuals'. This will be
addressed through the centralisation of all agency bookings
to enable more detailed reports to be produced from
December 16.

Clear process for approving agency use

6

The trust has a centralised agency staff booking team for booking all agency staff. Individual service
lines and administrators are not booking agency staff.

The majority of agency booking is centralised, however,
there are still gaps in the system which are being addressed
with the introduction of a new agency booking protocol.
From December 16 all agency bookings will go through the
central Temporary Resourcing Team.

7

There is a standard agency staff request process that is well understood by all staff. This process
requires requestors and approvers to certify that they have considered all alternatives to using
agency staff.

There is currently a process in place for medical locum and
admin staff bookings, however, a robust approval process for
all agency bookings will be formalised through the
introduction of a new agency booking protocol which will
cover all staff groups from December 16.

There is a clearly defined approvals process with only senior staff approving agency staff requests.
The nursing and medical directors personally approve the most expensive clinical shifts.

The current practice is for lead consultants/Head of Ops to
approve medical locum bookings with escalation to the
Director of HR for any shift rates above the pay cap. The
new agency booking protocol will set out the authorisation
levels for all staff groups, including escalation to the medical
director and nursing director as required.

8

9

Actions to reducing demand for agency staffing
The Board approved in June 2016 a series of actions that
were required to be taken to reduce any over reliance on
agency. These actions have resulted in a reduction in
There are tough plans in place for tackling unacceptable spending; eg exceptional over-reliance on
expenditure. A further series of actions have been agreed by
agency staffing services radiology, very high spending on on-call staff.
the Board in November 2016 to tackle this issue further
which includes increased executive scrutiny on areas of high
spend/over-reliance

10

11

12

13

14

15

16

The Trust has a fully operational bank staff system for
nursing staff both qualified and unqualified and bank fill rates
in these areas are high. The bank system for nursing staff is
There is a functional staff bank for all clinical staff and endeavour to promote bank working and bank
connected to e-rostering and employee online so extremely
fill through weekly payment, auto-enrolment, simplifying bank shift alerts and request process.
easy to use and administer. The Trust has not introduced
weekly payment as this has not proven to be a barrier in staff
joining the bank.
All service lines do rostering at least 6 weeks in advance on a rolling basis for all staff. The majority
Yes.
of service lines and staff groups are supported by eRostering.
There is a clear protocol for the filling of vacancies. Any
essential clinical roles are filled immediately using temporary
There is a clear process for filling vacancies with a time to recruit (from when post is needed to when staff whilst permanent recruitment is progressed. This
permanent process takes longer than 21 days because of
it is filled) of less than 21 days.
the various timescales to recruit eg advert, selection
process, pre-emplymnet checks and notice periods.
As part of the executive led business and workforce planning
processes role redesign is considered as part of the
workforce solutions. The Trust has a number of Advanced
and Assistant Practitioners, Support Time and Recovery
The board and executives adequately support staff members in designing innovative solutions to
workforce challenges, including redesigning roles to better sustain services and recruiting differently. Workers and Peer support worker roles which complement
the more traditional professional roles. The Trust is also a
placement partner for Nursing Associate and Physcians
Associate.
The Trust's annual business planning process includes an
integrated workforce plan developed upwards at Directorate
The board takes an active involvement in workforce planning and is confident that planning is
level and aggregated at Trust level. The service
clinically led, conducted in teams and based on solid data on demand and commissioning intentions.
developments and commissioning intentions are therefore
integrated into the workforce plan.
Working with your local health economy
The board and executives have a good understanding of which service lines are fragile and currently
being sustained by agency staffing.

Board members receive a summary of agency spend
through the Board Performance report. More detailed
reporting will be available in the future setting out the spend
against service lines in order to identify hot spot areas.

The trust has regular (eg monthly) executive-level conversations with neighbouring trusts to tackle
agency spend together.

No formal systems are in place, however, contact has been
made with Trusts in the region to identify initiatives that have
supported agency spend reduction. Executive Directors will
use the monthly regional network meetings to focus
discussions on agency usage and joint initiatives to reduce
usage/spend.

Signed by

[Date]

Trust Chair:

[Signature]

[Signature]
Trust Chief Executive:
Please submit signed and completed checklist to the agency inbox (NHSI.agencyrules@nhs.net) by 30 November 2016

