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Manchester Mental Health and Social Care Trust
‘Doing Time’ – Patient story.
1.

Purpose of Report:

1.1

The purpose of this paper is to present a staff story to Trust Board, and to develop
awareness around the impact of Trust services as experienced by our service users.

2.

Introduction and background

2.1

The Trust has commenced a ‘digital stories’ programme in partnership with Patient
Voices, a social enterprise, and Manchester Metropolitan University. This story was
developed as part of an ongoing educational programme aimed at staff within the
organisation. This was one of a series of stories, produced during workshops with staff,
service users and carers.

2.2

The service user in question has provided full consent for her story to be shown in this
context. The main purpose of the story is to provide a reminder that all Trust Board
discussions link directly to high quality, safe and effective patient care and treatment.

2.3

The service user in question first came into contact with Trust services in 2006 via A&E
liaison at North Manchester General Hospital. She had been experiencing chronic low
mood and depression.

2.4

Following discharge she then presented at SAFIRE in December 2007 where she
reported feeling hopeless, lonely and suicidal with limited social support. She was
diagnosed at the time with generalised anxiety disorder. The service user was
discharged back to her GP, but continued to experience low mod and moderate
depression. She also became socially isolated and developed anxieties around leaving
her home.

2.5

The service user had been receiving care and support from a community mental health
team. Staff had been supporting her to attend a recovery centre within her local
community, however this closed down recently leading to increased social isolation and
loneliness.

3.

Discussion

3.1

This story candidly describes the impact that traumatic events can have on the lives of
many people, including the subsequent effect they can have on an individual’s mental
health and well-being. The individual in question was not known to mental health
services prior to her husband’s death and the story therefore highlights the indiscriminate
nature of mental illness, in that it can affect anyone at anytime.

3.1

The story highlights, as others have done, the vital role offered by charities and voluntary
organisations in providing appropriate peer based support to the Trust’s service users to
complement other forms of therapy that are more routinely offered. The service
highlighted in the story supported the service user to make sense of what was
happening, and also provided the story teller with an opportunity to meet with others, on
an as and when needed basis, who had experienced similar difficulties.

3.2

This story emphasises the need for all staff to be more aware of appropriate local
support services, and how these can be accessed, particularly during times when there
is unprecedented pressures upon core mental health services. Trust staff have access

to the ‘Mental Health in Manchester’ website (http://www.mhim.org.uk/), which provides
helpful information on a whole range of mental health problems from post traumatic
stress to schizophrenia, plus links to useful factsheets, websites and leaflets explaining
different types of support including NHS treatment and self help.
4.

Conclusions

4.1

The service user is no longer receiving direct support from the Trust, having been
discharged back to her GP. Her outlook in life is now much more positive and she now
focuses much of her time in providing help and peer support to other people who have
endured traumatic life experiences.

4.2

This is the last remaining story from the recent workshops. Planned activity for May
2016 had to be rescheduled meaning that there may be some difficulties in providing a
patient story for the July Trust Board. A further set of digital story workshops have been
scheduled to take place from 26th to 28th July 2016.

Patrick Cahoon
Head of Patient Experience
Thursday, June 23, 2016

Philip King
Chief Operating officer/Chief Nurse
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Minutes of Manchester Mental Health and Social Care Trust Board Meeting
Held on Thursday 26th May 2016, 10.00am, the Boardroom, Chorlton House
PART I
Present:

Mr. John Scampion, Chair
Ms. Michele Moran, Chief Executive
Prof. Tony Whetton, Non Executive Director
Ms. Vicki Baxter, Non Executive Director.
Mrs. Samantha Simpson, Director of Finance
Ms. Evelyn Asante-Mensah, Non Executive Director
Mr. John Foster, Non Executive Director
Mr. Tim Gilpin, Non Executive Director
Mr. Philip King, Chief Operating Officer (COO)/Chief Nurse

In attendance:

Mr. John Harrop, Director of Strategy/Deputy Chief Executive
Ms. Debbie Hodkinson, Director of Workforce & Organisational Development.
Dr Sean Lennon, Lead Consultant Psychiatrist for Later Life Services (in
attendance for Dr. Bamrah, Medical Director)
Mr. Jock Rodger, for Ms Hazel Summers, Strategic Director Families Health and
Wellbeing, Manchester City Council (MCC)
Mrs. Michelle Hughes, Trust Secretary/Corporate Affairs Manager
Mr. Chris. Thompson, Mental Health Act Manager (for Item 122/16)
Ms. Carol Percival, Associate MHA Manager (for Item 122/16)

104/16

Staff Stories
The paper presented a staff story ‘Take a chance’ to Board to develop awareness around
the impact of Trust services as experienced by our service users and to remind Board that
all discussions should link directly to patient care.
This story provided an insight into the day to day challenges of working with service users
in a recovery setting, and highlighted an example of positive risk taking in order to pursue
individual goals. The storyteller was in the audience and addressed the Board.
There was a discussion and Board members commented on how the story was inspiring
and should be shared as widely as possible. Ms Asante-Mensah, Non Executive Director
had recently visited Acacia Ward and noted how it was interesting to see the story of a
service user on a recovery journey.
Activities and the use of outside spaces needed to be explored and utilised more to ensure
no opportunities were missed for service users. The COO/Chief Nurse reported the Head
of Occupational Therapy had been asked to consider activities further.
It was noted that Anson Road had recently been inspected by the CQC and inspectors had
praised the unit and no issues had arisen that required action. Congratulations were
extended to staff at the unit.
The report was noted.

105/16

Inclusion of the Public
The Chair welcomed members in the public gallery. One question had been received and
would be addressed at the relevant agenda item.
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106/16

Declarations of Interests
No interests were declared.

107/16

Apologies for Absence
Apologies were received from Dr.JS Bamrah, Medical Director.

108/16

Minutes of the Trust Board Meeting held on Thursday 28th April 2016
The minutes of the meeting held on Thursday 28th April 2016 were accepted as a correct
record.
The minutes will be signed by the Chair and entered into the record.

109/16

Action Log & Matters Arising
The Chair highlighted progress against actions requiring an update at the May 2016 Board
from the action log. In addition, an update was provided at;
083/16 Patient Story
The COO/Chief Nurse confirmed he had spoken with the ward manager regarding
comments made within the story by the service user and the ward manager had confirmed
these had been addressed at the time. It was noted that the Safer Wards initiative
included the aspect of staff attitude and that the training was being rolled out across the
organisation.
Progress on actions requiring an update to the May Board were noted.

110/16

Chairs Report
The Chair did not have any additional items to those on the agenda.

111/16

Chief Executive (CEO) Report
The CEO presented the report which provided an overview of the month across the Trust,
across the city and nationally. Attention was drawn to:
• Staff Appreciation Week; held earlier in May, feedback was very positive and more
events will be planned.
• Junior Doctors Industrial Action; cover arrangements worked well during the period of
action. It was noted progress had been made in national negotiations and confirmation
of the outcome and the effect on any future periods of action was awaited
• International Nurses Day 12th May; events were held across the Trust celebrating
nursing. Consideration is being given to holding a multi professional day later in the
year to recognise other professions.
• Local Care Organisation (LCO); work is progressing in relation to this single
commissioning system and a paper will be presented to the June Board asking for
Board’s support to progress as planned.
The report was noted.

112/16

Publication and Policy Highlights
The CEO presented the report which provided a summary of recent publications and policy
developments. No issues were raised.
The report was noted.
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113/16

Report to those charged with Governance 2015/16 (ISA 260) including Letter of
Representation 2015/16 in relation to Financial Statements
The Director of Finance presented the report to Board which had been provided by the
Trust’s External Auditor’s, Ernst Young (EY).
The Director of Finance reported that the auditors expect to issue an unqualified opinion
on the financial statements.
With regards to value for money, the auditors expect to issue a qualified except for
conclusion. In all significant respects the Trust has put in place proper arrangements.
However, the Trust has reported a deficit in 2015/16, is planning for a deficit in 2016/17
and there is no plan for the Trust as a standalone entity to return to a sustainable position.
Consequently the auditors have reported the Trust to the Secretary of State under Section
19 of the Audit Commission Act.
The Director of Finance advised that positive feedback had been received from the
auditors and thanks were extended to the Finance team for their work on the accounts.
The report was noted.

114/16

Trust Audited Annual Accounts and Annual Report including Annual Governance
Statement
The Director of Finance presented the report and stated that the unaudited accounts were
submitted to the Department of Health on 22nd April 2016 and considered in detail at the
Scrutiny Committee on 12th May 2016.
It was noted:
• The Trust has met all four statutory duties
• The Trust reported a deficit of £4.155m (excluding impairment) for 2015/16.
The Audit Committee had received the reports on 25th May and recommended approval to
the Board.
Mr Foster, Non Executive Director noted that it was EYs first year as external auditors to
the Trust and that he was reassured the strength of the accounting process was very
strong. Ms Asante Mensah added that a robust discussion had been held at Audit
Committee.
The Director of Finance has proposed to undertake a review of the year end processes
with the new external auditors to identify the best practice and lessons learned.
The CEO noted a good position had been achieved and congratulated the team.
The Audited Annual Accounts and Annual Report including Annual Governance Statement
were approved.
The Letter of Representation in relation to the Financial Statements was approved.

115/16

Quality Account 2015/16
The COO/Chief Nurse presented the Quality Account that had been discussed in Quality
Board. Comments from statutory stakeholders had now been received and had been
issued to Board members prior to the meeting. The CEO thanked stakeholders for their
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positive comments which were reflective of the work undertaken by staff throughout the
year.
The Quality Account is currently with external auditors, EY. Following discussion it was
agreed that if any amendments were required for the audited version, the CEO will advise
Board members.
In response to questions and making it ‘real’ for people who use Trust services, it was
noted the Service User and Carer Forum had been involved in its development. In
response to Prof. Whetton who commented on the large size of the document, the
COO/Chief Nurse stated the content was quite prescriptive. The proforma for use will be
shared with Board for information. After discussion it was agreed a short executive
summary would be produced.
The Joint Unions noted the Trust’s stated aim to improve carer involvement within this
document as noted by Health Scrutiny Committee and noted the Patient Story at March
Board regarding Trust Carer activity. With this in mind, the Joint Unions asked if the Board
could explain why there is disparity across the city regarding the provision of Band 4
Carers Support Workers within CMHATs who provide invaluable service to carers in
Manchester and would be an important service improvement.
In response, the COO/Chief Nurse stated that the Trust has Carer Support workers in 5 of
the 6 adult area teams. Trust managers are due to meet this week to take action to ensure
equity across all 6 teams and ensure the optimum outcomes for carers. This includes
ensuring adequate cover for the sixth team.
The CEO noted the good work already undertaken to consider skill mix which needs to be
across the whole skills base. In response the Director of Workforce & OD confirmed a
piece of work was underway looking at support workers as there were some issues
between Band 2s and Band 3s and there are plans to put in place a skills escalation
process. In addition, the executive team are to consider Band 4s in relation to community
support etc.
The 2015/16 Quality Account was approved subject to Board being informed of any issues
highlighted by auditors.

116/16

Proposed Service Model Plans for £200k Re-investment
The COO/Chief Nurse presented the paper to update the Board on actions taken since
approval was given at the March 2016 Board regarding retraction of the identified services
and the proposals for the service model for the £200k reinvestment. As agreed at Board,
and supported by commissioners, a proposed service model for a streamlined Creative
Wellbeing Service (CWS) has been developed and considered by the Transformation
Programme Board at its May meeting.
The paper detailed the current position, CWS principles and description, pathways options
for service users and the implementation plan. There was a lengthy and detailed
discussion and the key points of work to date noted:
•
•
•

All the services that support recovery will be closed to new referrals from 1st June 2016
onwards with the exception of Benchmark which is already closed to any new
referrals.
Patients on the waiting lists for Chronic Fatigue Programme and Psychosexual
Service will not be seen and contact is being made with appropriate GPs prior to
discharging patients from these services back to their GP
Meetings have taken place with affected staff and a voluntary redundancy scheme
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•
•
•
•

has been undertaken.
Staff consultation started on 28th April and will run until 29th May 2016
The first iteration of the implementation plan has been developed.
CWS service model principles, description, functionality, pathway options for CWS
service users, proposed staffing structure and outcome measures.
It is anticipated that all services will be closed at the end of July 2016 with the CWS
coming on-stream in early August 2016.

It was noted a number of service users had spent many years in services without a
recovery focussed outcome and the importance of the new model being recovery
focussed, connecting service users back into communities was emphasised. The
importance of working with third sector organisations and the opportunities of collaborative
working this would present was discussed.
Mr Foster, asked about ongoing monitoring of service users who services may cease and
when monitoring may come to an end. In response, it was noted each service user would
be monitored on an ongoing basis so that they could return to services if acuity rises. The
CEO noted the monitoring process would also capture the positive effects of these
changes to individual service users too. It was also reiterated that the majority of service
users affected by these changes are on CPA and will remain in a Trust service.
The Chair noted the plans to monitor service users was reassuring and requested any
exceptions be reported to Board in July.
The Board noted the work to date and the implementation plan and supported the
proposed model for the £200k reinvestment.

117/16

Greater Manchester H&S Devolution Memorandum of Understanding – Estates
between Greater Manchester and National Bodies
The CEO presented the agreed Memorandum of Understanding (MoU) that was presented
to the Strategic Partnership Board meeting on 29th April 2016. The MoU is to ensure the
effective management of the GM estate enables the best possible improvement to the
health and wellbeing of the population which requires a more integrated approach.
The MoU sets out the Parties involvement within the Memorandum and context for the
MOU. The MoU required the Trust’s agreement, and signature which has been
provided. The CEO reported that NHS providers had a number of concerns however the
MoU had been signed by providers with the acknowledgement that background work is
continuing. In response to questions, it was confirmed that there was no opportunity to renegotiate PFI estate. The importance of linking operational delivery with capital
requirements to ensure no disconnect was noted.
The Chair stated that he and provider Chair colleagues were very supportive of the
overarching principles of these proposals.
The report was noted and Board supported the principles of the estates work and MoU.

118/16

Integrated Quality Report
The COO/Chief Nurse presented the report to Board which provided a summary of items
considered by the Integrated Risk Management and Clinical Governance Committee
(IRMCGC) and Quality Board in April and provided an overview on the quality oversight of
the organisation.
It was noted the Non Executive Chair of Quality Board, Ms Baxter and the COO/Chief
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Nurse had re-visited the workplan of Quality Board. A number of issues had emerged and
going forward four quality themes will form the priorities of the Quality Board – care
planning and CPA, ward based activities, the leadership of psychologically minded ways of
working on inpatient wards and the effect of cancelled outpatient appointments on patient
care. The COO/Chief Nurse described plans to review and develop these further.
The report provided a summary of issues discussed and attention was drawn to a number
including:
•

•
•
•

•

Management and leadership arrangements have been strengthened and the Strategic
Programmes Manager, Maeve Boyle will manage the Governance Team as a
temporary measure. Additional capacity has been brought in to undertake SUI
investigations and the requirement of NICE guidance and processes are being
addressed.
CQUIN Scheme for 2016/17 has now been developed and is due to be agreed for
inclusion in this year’s contract.
The Clinical Audit Programme for 2016/17 has been agreed. The key themes
for the 2016/17 are Physical Health, CPA and Medications.
Areas of positive assurance detailed in the report were noted. In particular,
sickness levels had fallen dramatically on Maple and Cavendish Wards. Prof.
Whetton, Non Executive Director commended the 19-25% decrease in these
wards.
Mazars Report/Mortality Review; following the publication of the Mazars report in
relation to care provided at Southern Health NHS Foundation Trust in January 2016,
the Trust reviewed its processes and practice to ensure that all reported deaths receive
appropriate follow up and investigation and that learning opportunities are identified.
The COO/Chief Nurse will be participating in a workshop with the Clinical
Commissioning Groups (CCGs) on SUI investigations and has asked for a further
focus on the Trust’s position in relation to the learning from Southern Health and this
will feature in the June Integrated Quality Report.

It was noted a single item Quality Surveillance Group (QSG) had been called to discuss
CAMHS services. This move by NHSI was welcomed as there had been a number of
issues in recent months.
At the request of the CEO future integrated quality reports will include a section of any
items to be escalated to Board from Quality Board.
The report was noted.

119/16

Annual Business Plan Quarter 4 update
The Director of Strategy/Deputy CEO presented the report to update on progress towards
achievement of the Trust’s Business Plan objectives. It was noted the amber and red
areas were fully understood and covered in the annual accounts and annual report earlier
on today’s agenda.
A number of the objectives will continue into the 2016/17 Annual Business Plan Objectives
which was agreed at March Trust Board meeting.
The report was noted.
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120/16

Safer Staffing
The COO/Chief Nurse presented the report to provide Board with details in relation to
April’s safer Staffing position within the Trust's inpatient settings. The paper considered
the patient experience through triangulation of data in relation to staffing levels. It was
noted that:

•
•

Incidents of violence and aggression are showing an overall reduction.
Benchmarking against other mental health provider demonstrates the Trust is not
an outlier in terms of the inpatient staffing levels.

The Lead Consultant, Dr Lennon outlined discussions in relation to later life wards and the
wider system of nursing homes etc. This issue will be discussed further at Quality Board.
The report was noted.

121/16

Corporate Risk Register
The COO/Chief Nurse presented the Corporate Risk Register (CRR).
It was noted there are 23 Risks recorded within the CRR. All risks have been reviewed by
the responsible Director since the last presentation of the CRR to Board. No proposals for
addition or removal of risks were made.
A full quarterly review and refresh of the Corporate Risk Register will be undertaken before
next presenting to Board. In response to Ms Asante Mensah it was agreed the final column
would be removed as it was not required. In addition the CEO reiterated comments
previously made in relation to metrics and the columns indicating mitigations are having no
effect on the impact of risk. The COO/Chief Nurse agreed to review and amend before the
next presentation to Board.
The report and assurance updates were noted.

122/16

Use of Mental Health Act (MHA) Activity and Mental Health Act Managers Annual
Report
The Chair invited Mr Thompson, MHA Manager and Ms Carol Percival, Associate
Manager to present the report.
As introduction the COO/Chief Nurse outlined the strategic obligation of Board who
delegate authority to Hospital Managers for the administration of the MHA. The trend
information presented to Board annually was noted to be an invaluable summary of work
for discussion.
Mr Thomson presented the MHA Activity Annual Report which represents the annual
report on the monitoring and application arrangements for the Mental Health Act 1983 for
the period 1st April 2015 to 31st March 2016. In addition it provided information on the
applications and authorisations under Deprivation of Liberty safeguards for the same
period. A summary of the key points we highlighted and discussed:
•
•
•
•

Mandatory training compliance: Mental Health Act 85%; Mental Capacity Act 86% and
Deprivation of Liberty 86%.
There has been 20% increase in formal admissions between 2014/15 and 2015/16
Informal admissions fell in 2014/15 but 2015/16 saw an increase of 2% compared with
the previous year
Use of Section 2 showed a 37% increase and Section 3 a 5% increase from 2014/15 to
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•
•
•
•
•
•
•
•
•

2015/16
CTOs showed a 5% increase overall
Ethnic breakdown of MHA usage showed 66% white British; 10% black or Black
British, 9% Asian - Ms Asante Mensah noted equality and diversity consideration
should not just be given to ethnicity
Eight complaints were received specifically about MHA
MH review tribunals showed a 3% when compared with 2014/15
Of the MHRT held 90% of patients were not discharged, 8% were discharged and 2%
of hearings were adjourned.
Two patients were subject to Guardianship
Two audits were undertaken as part of the Clinical Audit programme
There were four unannounced CQC visits
There were 11 referrals for DOLS

In response to the Chair, it was confirmed there were no outliers. However, the Lead
Consultant noted the increase in the rate of detentions not being matched by an increase
in tribunals was a cause for concern. Mr Thompson, MHA Manager agreed to investigate
the data and provide a report to the MHA Committee.

Ms Percival presented the Mental Health Act Hospital Managers Annual Report that
provided a detailed summary of the roles of the MHA Hospital Managers and the activity
relating to the statutory hearings in 2015/16. Particular attention was drawn to:
•
•
•
•
•
•
•

The Trust has a panel of 15 MHA Hospital Managers.
There were a total of 218 hearings during 1 April 2015 to 31 March 2016.
In respect of the total number of hearings that took place, excluding the discharge
before hearing, 83% were uncontested and 17% were contested.
The outcomes of the Hospital Managers hearings show that 90% of patients were not
discharged, 8% of hearings were adjourned and 2% of hearings involved discharging
the patients.
The ethnic breakdown of hearings was 69% white ethnicity, 10% Black or Black British
ethnicity, 8% were of Asian or Asian British ethnicity, 2% of mixed ethnicity and 6% of
other ethnicity.
The report details the processes and reports for 2015/16 and 2016/17
Appendix one identifies the MHA Hospital Managers delegation of duties, Appendix 2
shows the Hospital Managers committee Terms of Reference

Ms Asante Mensah requested a breakdown of the MHA Managers diversity which was
agreed would be emailed.
The CEO asked if Managers were satisfied of the training and support available to them.
In response, Ms Percival stated that the training and support was good. However, she
took the opportunity to raise a couple of issues to Board’s attention. In terms of patient’s
appeals, due to changes in legal aid, advocates are required. This affects the patient’s
ability for a medical representative. In addition, the medical reports prepared for appeals
are lengthy, often 15 pages or so which patients do not always have a full understanding
of or the capacity to read. The Lead Consultant stated this was useful feedback as reports
take a long time to write and are intended to be useful. Dr Lennon agreed to remind
clinicians to use the Trust template and to be mindful of the content and the reader.
The report was noted.
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123/16

Care Quality Commission (CQC) Action Plan
The report provided an update on delivery of the CQC action plan in response to the
CQCs Inspection of the Trust in March 2015 and to confirm actions undertaken and
delivered.
The COO/Chief Nurse provided an update on assurance and confirmed the Executive
Team had reviewed the action plan. It was noted there are issues which require further
ongoing monitoring to ensure that progress is improved and sustained. In particular these
relate to Care Planning/CPA; Activities on wards; Input and leadership in psychologically
informed ways of working on in patient wards, and psychology input in particular. These
areas will now form part of the monthly quality report to board to provide line of sight and
assurance.
Other areas where there is significant positive assurance of continued and sustained
improvement were also highlighted. These include excellent performance on PADRs and
Mandatory Training and subsequent external assurance from the CQC in terms of Anson
Road.
The COO/Chief Nurse confirmed he had met with the CQC last week and they are
comfortable with the actions taken and continuing in respect of the March 2015 inspection.
Ms Baxter noted the update more accurately reflects the current position and that Quality
Board will now monitor ongoing improvements on behalf of the Board and will highlight any
areas for escalation to Board as they arise.
The report was noted.

124/15

Financial Performance Month 1, 2016/17
The Director of Finance presented the report to update Board on the Revenue and Capital
financial position for period ended 30th April 2015 and the forecast outturn position for
2016/17. The Director of Finance drew attention to:
• Income & Expenditure: year to date and forecast in line with the planned position
(£0.223m deficit for April and £2.5m deficit for the year)
• Capital: forecast in line with planned CRL of £1.5m. Confirmation of the CRL is
awaited.
• Cash: forecast in line with planned year-end cash of £1.0m incorporating additional
borrowing of £3.5m.
Attention was drawn to agency expenditure and it was noted the Trust had been allocated
a revised agency expenditure ceiling of £5.38m which is against forecast and planned
expenditure of £7.7m.
In response to the Chair, it was confirmed that whilst the Trust is forecasting expenditure in
excess of the ceiling, the Trust can demonstrate actions being taken to reduce agency
expenditure.
The report was noted.

125/16

Integrated Performance Report April 2016
The Director of Strategy/Deputy CEO presented the report and stated that overall, Trust
performance is very good and that in many areas the Trust performs better than other
mental health Trusts. Attention to a number of items:
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•
•
•

•

•
•
•

CPA & 7 Day Follow Up; performance remains above target despite a decrease in
month
Communication to GP of A&E attendance; performance has increased. As previously
discussed the start time for measuring this indicator has been discussed with
commissioners and revised.
IAPT; it was noted that most metrics cannot be achieved – this has been discussed in
Board on several occasions and the Director of Strategy/Deputy CEO had written to
the TDA some time ago as some reporting standards the Trust cannot meet as we are
not responsible for the entirety of the service.
12 hour breach; it was noted it was the patient who was uncooperative with a transfer
being made to Park House that resulted in this breach - an incident review is currently
underway. The CEO stated that as this was a ‘never event’ Board would receive the
report once the investigation has been completed.
Argyll; performance had improved but not markedly despite management instruction.
The CEO requested a formal report to June Board on actions taken to date, the impact
and trajectory for improvement
PbR/Clustering; performance had decreased. The Director of Finance stated that good
data was required when moving to a tariff for mental health
A&E 4 Hour Waits; the performance of A&E staff in managing the increased demand
was commended.

The Director of Workforce & OD confirmed that following discussion at the April Board
workforce metrics would be presented monthly from now on and that an annual report with
equality strands prepared at the end of the year.
A number of performance areas were highlighted including;
• Sickness; again, an improved performance was noted
• Mandatory training; to date in May, performance is now at 84%
• PADR; to date in May performance is at 75% which is the highest recorded in the Trust
• Bank and agency; an increase is being seen across all areas. Significant gaps
continue to require locum medical staffing and this is being discussed further with
clinical leads and the Director of Workforce & OD. A huge increase in the requirement
for consultants to ‘act down’ as per policy was noted and thanks were extended to the
medical workforce for their support.
The NHS Workforce Race Equality Standards publication was noted. The Director of
Workforce & OD was requested to prepare a report on these standards for Board.
The report was noted.

126/16

Audit Committee 11th April 2016
No issues were raised.
The minutes of 11th April 2016 were noted.

127/16

Transformation Programme Board 14th April 2016
No issues were raised.
The minutes of 14th April 2016 were noted.

128/16

Transformation Programme Board 12th May 2016
No issues were raised.
The minutes of 12th May 2016 were noted.
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129/16

Greater Manchester Health and Social Care Strategic Partnership Board 18th March
2016
No issues were raised.
The minutes of 18th March 2016 were noted.

130/16

Date and Time of Next Meeting
The next Trust Board meeting will be held on 30th June 2016, the Boardroom, Chorlton
House, 70 Manchester Road, Chorlton, Manchester, M21 9UN.

131/16

Exclusion of the Public
The Chair invited the Board to adopt the following resolution:
“That representative of the press and other members of the public are excluded from
the remainder of this meeting having regard to the confidential nature of the business
to be transacted, publicity on which would be prejudicial to the public interest.”
(Section 1(2) Public Bodies (Admission to meetings) Act 1960).
The Board so resolved and the remainder of the meeting was conducted in confidential
session.
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Manchester Mental Health Social Care Trust
Trust Board Action Log
Actions Arising from Trust Board Meetings

Date of Board

Minute
number

26/05/2016

111/16

Chief Executive (CEO)

26/05/2016

118/16

26/05/2016

125/16

28/04/2016

094/16

Integrated Quality Report
Integrated Performance Report
April 2016: Argyll
Annual Report of the Mortality
Review meeting

31/03/2016

073/16

Policies for Ratification

26/05/2016

115/16

Quality Account 2015/16

122/16

Use of Mental Health Act (MHS)
Activity and Mental Health act
To email to Non Executive Directors for information a
Managers Annual Report
breakdown of MHA managers diversity.

26/05/2016

Agenda Item

Action
To present a paper on Local Care Organisation (LCO)
to June Board
Revised format of the report to include a section for any
items escalated from Quality Board
Formal report on actions to date and trajectory for
improvement to June Board
An update on deaths in custody to be provided to
Quality Board
To develop the statement regarding equality duty on
the document control sheet.
To share for information the proforma outlining content
requirements

26/05/2016

122/16

26/05/2016

125/16

Use of Mental Health Act (MHS)
Activity and Mental Health act
Managers Annual Report
Integrated Performance Report
April 2016

125/16
115/16

Integrated Performance Report
April 2016
Quality Account 2015/17

To remind clinicians to use the Trust template for
medical reports.
To provide a report on the 12 hour breach once the
investigation has been completed
To provide a report to Board on the standards within
the NHS Workforce Race Equality Standards
publication
To produce a short summary document

116/16

Proposed Service Model Plans
for £200k re-investment

The monitoring process for individual service users
continues - any exceptions to be reported to the July
Board - monitoring to include positive aspects too.

26/05/2016
26/05/2016

26/05/2016

Trust Board Paper
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Lead

MM
PK
PK
JSB

Timescale

Update Report

Jun-16 included on June Board agenda
Included on monthly Integrated Quality Reports
Jun-16 from June 2016 Board
Jun-16 Included on June Part II Board agenda

PK

Jun-16 Update provided to Quality Board on 15/6/16
An update provided under agenda item 15 to June
Jun-16 Board meeting

PK

Jun-16 Guidance emailed to Board members 21/6/16

PK

Jun-16 Information emailed to Board members 20/6/16

JSB

Jun-16

PK

Jul-16

DH
PK

Jul-16
Jul-16

PK

Jul-16

Manchester Mental Health Social Care Trust
Trust Board Action Log

26/05/2016

122/16

Use of Mental Health Act (MHS) MHA manager to investigate the in relation to
Activity and Mental Health act
detentions and tribunals and provide a report to the
Managers Annual Report
MHA Committee

31/03/2016

073/16

Policies for Ratification: copying
letters to patients policy

26/05/2016

121/16

Corporate Risk Register (CRR)

A 3 month audit of compliance to be presented to the
June Board
Quarterly refresh of CRR to include removal of final
column and review of metrics and evidence of
mitigation

PK
JSB
PK

June'16 update; A report is scheduled to be
presented to the Mental Health Law Liaison Group
Jul-16 on 15/7/16.
Jun'16 update; Medical Director met with Internal
Audit - 2 weeks identified in September to audit
Jun-16 this policy that commence in April 2016
June'16 update: discussed in Quality Board
15/6/16. Quarterly refresh to be presented to
Sep-16 September Board.

Outstanding Actions arising from previous Board meetings for feedback at a later meeting

31/03/2016

069/16

Old Problems, New Solutions:

To develop a strategic update via Transformation

JSB

A copy of the full Action Log recording actions reported back to Board and closed/completed is available from the Trust Secretary
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Manchester Mental Health & Social Care Trust
Chief Executive’s Report
1.

TRUSTWIDE

The Future of the Trust
As an NHS Trust, the organisation is overseen by NHS Improvement, formerly the Trust
Development Authority (TDA). Plans were agreed at the start of 2016 to progress the
process of finding another local Trust, Pennine Care NHS Foundation Trust or Greater
Manchester West Mental Health NHS Foundation Trust to take responsibility for Trust
Services and this is well underway. The Trust has been instrumental in this to date and will
continue to see the organisation through the change.
This process is being progressed for reasons of financial sustainability.
The timeline for the overall transaction remains on schedule. To date, the process had met
a number of milestones and work continues that will lead to a preferred acquirer being
identified in August 2016. Once a preferred acquirer has been identified, a process of due
diligence will be undertaken prior to the more formal approval process via NHSI and
Monitor. It is anticipated, subject to key milestones continuing to be achieved, that a formal
Transaction Agreement can be signed in the new year.
As part of this process, staff have received regular briefings. Staff and service users have
taken part in evaluation sessions with NHSI, the feedback of which has been fed into the
overall evaluation process.
Performance of the Trust remains good.
Once a preferred provider has been identified we will be working together to bring out the
best of both organisations for the benefit of staff and service users. Regular monthly
updates will be provided to Board leading up to the final acquisition.
Visits
My regular meeting with the Coroner, Mr Meadows, was positive with no concerns being
raised.
Annual Business Plan 2016-2017
Posters have been distributed across the organisation to be displayed in prominent areas.
Executive to Executive Compact
Following discussions between MMHSC, Manchester CCGs and MCC, an Executive to
Executive Compact has been established. This is a very positive step forward as we
progress with the challenges that the Manchester system faces.
Data Quality Maturity Index (DQMI)
This month the HSCIC published the Data Quality Maturity Index (DQMI) for the first time. It
is a new quarterly publication intended to highlight the importance of data quality in the
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NHS. Our Trust has the highest score on the index when compared against all other NW
Based Mental Health Care Trusts. Excellent work by the teams involved.
Health and Wellbeing Service
The Trust’s Health and Wellbeing service is working via the Listening into Action group to
continue with our theme of staff appreciation. Health and Wellbeing are scheduling events
over the next few weeks, these include:
•
•
•
•
•
2.

Guided relaxation sessions
Platt Field Park run club
Lunchtime walks
Trans Pennine walk
Photography for health and fitness
ACROSS THE CITY

Locality Plan
The Locality Plan is developing in relation to One Team, Single Hospital Services and
Single Commissioning process. Sequencing and timescales are still being confirmed.

3.

REGIONAL

Prime Provider Model
NW CEOs focused on developing the prime provider model which links into the care model,
an output from the five year forward view. This will be based on specialised commissioner
services but not perinatal or prison health, therefore the Trust’s involvement with this is
limited.
The Mental Health Implementation Executive has met for the first time with Steven Michael
appointed as an Independent Chair. The group is looking at how leaders can improve and
take forward the changes required for the mental health system across Greater
Manchester, bringing into life the GM mental health strategy.
4.

NATIONAL

Mortality Review
A Mortality Review group is being developed via the CQC which will be chaired by Mike
Richards following the findings at Southern Health. More detail will be discussed and
progressed by the Quality Board when we have further information.
NHS Provider headlines
•
•
•
•
•

Real £3.3b deficit
Q4 - 87% A&E target lowest since record was introduced
Strong emphasis on back loading the trajectories to Q4
Commissioners need to generate £500m surplus to cover provider deficits
Do things differently at pace
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•
•

New NHSI oversight framework due for FTs and NHS trusts
Work towards earned autonomy

Peter Wyman - Chair CQC
• New strategy 2016-2021 - annual inspection, unannounced self-review against five
key questions, smaller inspections focusing on area that need improvement.
• A full briefing will be discussed at Quality Board
Simon Stevens:
• Urgent Care - integration urgent care
• Changing ambulance offering
• Landscape
• Capital - backlog maintain, FOI/investable opportunities
Claire Murdock:
• MH - huge opportunity
• CAMHS a focus - waiting times and OAA
• Prime provider models for specialised care
• Creating more positivity for mental health and impact on patients
As from 6 July 2016 the newly constituted Board will be:
NHS Providers Board as of 6 July 2016
Acute Trust Chairs

Trust

Due to stand
down

John Anderson
Nicola Cole

City Hospitals Sunderland NHS FT
East Kent Hospitals University NHS FT

June 2019
June 2019

Gillian Easson

Stockport NHS Foundation Trust

June 2017

Nick Marsden

Salisbury NHS FT

June 2019

Acute Trust CEs

Trust

Due to stand
down

Paula Clark

The Dudley Group NHS FT

June 2018

Joe Harrison

Milton Keynes University Hospital NHS FT

June 2018

Alan Foster

North Tees and Hartlepool NHS FT

June 2018

Patricia Miller

Dorset County Hospital NHS FT

June 2019

Nick Moberly

King’s College Hospital NHS FT

Mental Health Trust
Chairs

Trust

June 2019
Due to stand
down

Ian Black

South West Yorkshire NHS FT

June 2018

Sue Davis
Mental Health Trust
CEs

Birmingham and Solihull Mental Health NHS FT
Trust

June 2018
Due to stand
down

Tom Cahill

Hertfordshire Partnership NHS FT

June 2018

John Lawlor

Northumberland, Tyne and Wear NHS FT

June 2018

Ambulance Trust Chair

Trust

Due to stand

Vacant
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down
Sir Graham Meldrum

West Midlands Ambulance Service NHS FT

June 2018

Ambulance Trust CE

Trust

Due to stand
down

Will Hancock

South Central Ambulance Service NHS FT

Community Trust Chair

Trust

Ingrid Barker

Gloucestershire Care Services NHS Trust

Community Trust CE

Trust

June 2018
Due to stand
down

Tracy Taylor

Birmingham Community Healthcare NHS Trust

June 2018

Trust Chair

Trust

Due to stand
down

Jagtar Singh

Coventry & Warwickshire Partnership Trust

Trust CE

Trust

June 2017
Due to stand
down

John Adler

University Hospitals of Leicester NHS Trust

June 2017

Chair
Dame Gill Morgan

June 2017
Due to stand
down

Appointed
NHS Providers

January 2014

Mental Health Network Board
Further to the recent nomination and election process seeking nominations to vacant
positions on the Mental Health Network board, the following will be joining the Board:
Healthcare practitioner in active and substantive clinical practice representative
(Medical Director):
• Dr Julie Hankin, Nottinghamshire Healthcare NHS Foundation Trust
NHS Chair representative:
• Marie Gabriel, East London NHS Foundation Trust
Carer representative:
• Phil Hough, Cheshire and Wirral Partnership NHS Foundation Trust
NHS Confederation highlights
Jeremy Hunt
• CCG Ofsted type ratings for quality of mental health services in next quarter
• Seeing 1400 more patients per day than 3 years ago
• Motivated to improve and get back on track the A&E targets
• Staff morale has improved but bullying and ability to speak up is still an issue
• a more flexible workforce designed around staff lives to improve care, e-rostering is
essential to do this and to be utilised fully.
• Make the NHS the world’s largest learning organisation
• Health and Safety branch now operational
• Money - elimination of variation
• System level change
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•
•

Introduction of 3 year contracts for providers
Use of Technology

Quality decade
• 7 day services no weekend effect
• Honesty
• Safe services
• True learning from never events
• Elimination of harm
System regulation 'no organisation is an island'
• Localism
• Change primary care model - place based/neighbours/skill mix
• Integrated care system, connect sectors
• Pathway approach to care
• Risk stratification
• Outcome based care
Jim Mackey
• Rapidly changing STPs, new care models in all 44
• Consulting on new regulator regime
• Not a point of being fixed (money) work in progress
• STP journey. We must get clinical systems and workforce system correct.
• The NHS is a people business
• Must focus on the longer term
5.

COMMUNICATIONS, ENGAGEMENT & PARTNERSHIPS

The Trust has appointed a new External Communications and Media Officer, Adrian
Jenkins, who is responsible for managing the Trust’s reputation and media profile. He will
also focus on maintaining and enhancing its good relationship with key media contacts.
A summary of the key internal and external communications is provided below for
information:
Internal
• Awareness days - since the last Board, awareness weeks and events promoted include:
Carers’ Week, Men’s’ Health Week, World Elder Abuse Day, Diabetes Week, Cancer
and Pregnancy Awareness Week, Dementia Awareness Week, Mental Health
Awareness Week, Cervical Screening Awareness Week and Clinical Trials Day;
• Later Life Day Service Victoria Park’s staging of a tea party on 10 June to mark the
Queen’s 90th birthday was reported in Midday Mail on 17 June. The report (published
externally on the Trust’s website on 14 June) featured five photographs;
• Other items promoted by Midday Mail included Trust efforts to promote staff health and
wellbeing; the Festival of Learning; Listening into Action’s top tips for using Excel; and
the efforts of Trust Occupational Therapist Sian Kirkland-Harris and Social Worker
Thomas Walker to ensure a male client who moved into residential care was able to
continuing living with his pet cat.
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Media
• The Trust was mentioned in separate Daily Mail and Manchester Evening News (MEN)
articles, both published on 3 June, regarding a story published in March;
• On 7 June, The Guardian requested a Trust comment for an article related to the one
above which was scheduled to appear in its website’s Opinion Section. The article
concerned the provision of mental health services in Manchester and was highly critical
of the Trust. The article was inaccurate, biased, misleading and failed to represent the
Trust’s position. The Trust provided a comment and later posted a lengthy statement on
the article’s ‘comments’ section. The Guardian also declined to give the Trust an
opinion article of our own to reply. The Trust submitted an official complaint to the
paper’s Readers’ Editor;
• The Health Service Journal published an article on 8 June by David Marsden, the
Trust’s Head of Occupational Therapy. The article pointed out that the “realisation …
some incidents involving fire and mental health service users could have been avoided
led to holistic safety assessments”;
• Five positive news stories were uploaded to the Trust website. These included two
regarding Dementia Awareness Week, one about a man running a marathon in aid of
the Trust’s Mother and Baby Unit, the Chief Executive’s blog on awareness and
wellbeing, and the Queen’s 90th birthday tea party at Victoria Park;
• Since May 16, the Communications Team has posted 78 Tweets. At the time of writing,
the Team’s Tweets earned 18,500 impressions over the preceding 28 days, or 647 per
day. The Trust’s Twitter handle @NHSMMHSCT now has 2,323 followers.
Engagement and Partnerships
• All staff have been asked to complete the Pulse Check Survey, the purpose of which is
to measure staff satisfaction and involvement;
• The Communications Team continues to work closely with NHS Improvement and
partner communications teams on the Transaction process in readiness for the
announcement of the outcome.

Michele Moran
Chief Executive
20th June 2016
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Manchester Mental Health & Social Care Trust
Publications and Policy Highlights

NHS England sets out local NHS funding growth to 2020
NHS England has published indicative figures for how much each part of England could see its
NHS budget grow by 2020, and the funding available for transformation. This will help local
NHS and care leaders develop their Sustainability and Transformation Plans, showing how the
NHS Five Year Forward View will be implemented locally, using the growing funding envelope
available to each area. NHS England also announced that it would invest around £112 million
(2016/17) in the vanguard projects which are leading the way and road testing new models of
care in different parts of the county.
Lead:

Sam Simpson, Director of Finance

NHS Chief launches new fast track funding so NHS patients get treatment innovations
faster
The head of NHS England has announced the launch of a new programme to fast-track
cutting-edge innovations from across the globe to the NHS frontline.
Simon Stevens announced that for the first time the NHS will provide an explicit national
reimbursement route for new medtech innovations. This will accelerate uptake of new medtech
devices and apps for patients with diabetes, heart conditions, asthma, sleep disorders, and
other chronic health conditions, and many other areas such as infertility and pregnancy,
obesity reduction and weight management, and common mental health disorders.
This new funding route will help cut the hassle experienced by clinicians and innovators in
getting uptake and spread across the NHS. This is because a new Innovation and Technology
tariff category will remove the need for multiple local price negotiations, and instead guarantee
automatic reimbursement when an approved innovation is used, while at the same time
allowing NHS England to negotiate national ‘bulk buy’ price discounts on behalf of hospitals,
GPs and patients.
Mr Stevens also announced a new round of recruitment to the NHS Innovation Accelerator
(NIA) programme, which supports developers with tried-and-tested innovations to spread them
further and faster across the health service. This follows a successful first year, which saw a
rapid roll out of innovations to 68 NHS hospitals, benefitting over 3 million patients.
Lead:

Dr J S Bamrah, Medical Director

New Care Models and Staff Engagement: All Aboard
NHS Confederation, NHS Clinical Commissioners, NHS Providers and the Local Government
Association, have published a handy guide to the work vanguards are doing to engage their
staff in the design and delivery of new care models. The new report – New Care Models and
Staff Engagement: All Aboard aims to help spread the learning from the vanguard programme
across the health and care sector.
Lead:

John Harrop, Deputy Chief Executive / Director of Strategy
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Supporting people with dementia in Care Homes – Alistair Burns and Gill Garden
Residents of care homes are among the most vulnerable in our society. Around 70% of
people in care homes have dementia and the secular increase in illness and dependency is
well recognised. The NHS Vanguard projects include six in care homes and they have a
number of aspirations and drives to innovation in practice to improve the care of people with
dementia. Care home dementia provision has been highlighted by a recent report from the
Alzheimer’s Society – as part of their “Fix Dementia” campaign – showing that some people
may be being charged inappropriately for care, that there are examples of long waiting times
and lack of local services for people with dementia. Recommendations from the Report
include an end to charging for a standard primary care service, ensuring that people with
dementia living in care homes have equal access to secondary and mental health services
and improved healthcare support for care homes.
There is no doubt the care of people with dementia in care homes can be improved, and
advanced care conversations are an essential part of improving care. Increasing the diagnosis
rate has been achieved nationally and although there may be clinical issues about making a
diagnosis of dementia towards the end of life, respecting an advanced care plan is a key
component of person centred care.
Lead:

Dr J S Bamrah, Medical Director

Working Together – how health, social care and fire and rescue services can increase
their reach, scale and impact through joint working
Work by the fire and rescue services to help reduce demand for other services through
prevention, including health and social care, is being showcased in a new document ‘Working
Together’.
Underlying risk factors that ultimately result in fires, such as smoking and alcohol
consumption, also have a strong impact on health.
Fire and rescue services are applying the principles of early intervention and prevention, to
these health-related risk factors, resulting in a reduced demand for the services of others,
whilst also continuing to reduce demand for fire and rescue.
A key aim of the NHS Five Year Forward View is to tackle widespread preventable illness and
deep-rooted health inequalities through a radical upgrade in prevention and public health. By
working with fire and rescue services, health and social care partners, from local authorities to
CCGs, can make use of fire and rescue service expertise, experience, existing prevention
mechanisms and ability to adapt engagement with those most at risk.
Fire and rescue services are being recognised as partners in the wider health and social care
arena and, along with health and social care, are ready to meet the challenge of preventing
avoidable illness, isolation and injury.
Lead:

Philip King, Chief Nurse / Chief Operating Officer
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New Integrated Personal Commissioning Emerging Framework
NHS England, in partnership with the Local Government Association published The Integrated
Personal Commissioning (IPC) Emerging Framework. Setting out the future model of care for
patients with some of the most complex needs in England, the framework is based on learning
from the programme so far and sets out the changes required to deliver more joined up health
and social care, and enable patients and families to commission their own care through
personal budgets. It signals the start of national rollout of IPC, with new areas being asked to
signal their interest in becoming early adopters of IPC through local Sustainability and
Transformation Plans.

Lead:

John Harrop, Deputy Chief Executive / Director of Strategy

New toolkit to support wellbeing of carers and families
NHS England has published a toolkit to help health and social care organisations work
together in identifying, assessing and supporting the wellbeing of carers and their families. An
integrated approach to identifying and assessing carer health and wellbeing has been
developed in collaboration with NHS England’s partners and forms part of NHS England’s ongoing commitment to carers. The toolkit explains what is expected of NHS organisations under
the Care Act 2014 and the Children and Families Act 2014 and includes examples of work that
have been successful in supporting carers and their families.
Lead:

Philip King, Chief Nurse / Chief Operating Officer

Michele Moran
Chief Executive
20th June 2016
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To provide an update about the next phase of the One Team
programme and development of the Local Care Organisation and to
seek Board approval for the revised governance arrangements for the
Manchester Provider Board.
• The first phase implementation of One Team and the development
of the Local Care Organisation will take place over 2016/17;
• The Trust has been and remains involved in various workstreams
and working groups linked to the overall programme;
• The Manchester Provider Board is accountable for the
implementation of One Team and revised governance
arrangements are provided for Board consideration and approval.
The Board is asked to note the contents of the report and to approve
the governance arrangements for the Manchester Provider Board.
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Manchester Mental Health & Social Care Trust
One Team and the Local Care Organisation
1.

Introduction

1.1

This paper provides an update about the first implementation phase of the One
Team programme and the development of the Local Care Organisation (LCO), both
of which will take place over the course of 2016/17. It also explains and seeks
Board endorsement for revisions to the governance arrangements for the
Manchester Provider Board that will be accountable to the Health and Wellbeing
Board for the implementation of the programme. The report follows the last update
provided to the Board in March 2016.

2.

Progress Overview

2.1

The first phase of the LLLB One Team programme will bring together social care
and community physical health services into teams based in the 12 neighbourhoods
and merge re-ablement and intermediate care services in the 3 localities. A new
LCO will be put in place as a vehicle to hold a single contract for the integrated
services from April 2017 onwards. Design work for future phases of the integration
programme will also continue this year.

2.2

A Programme Director has been appointed and it is proposed that 2 programme
managers are recruited to lead the work, one for the LCO and the other for One
Team. The city-wide programme is being managed at the locality level (i.e. North,
Central, South) based on existing provider partnership arrangements.

2.3

Graham Mellors, Head of Strategic Business Development, remains the Trust point
of contact for the programme as a whole and represents the Trust on the locality
boards in central and south. Similar arrangements in north are yet to be put in
place.

2.4

Locality lead points of contacts have also been established in the four Trust services
most directly implicated – Primary Care Mental Health, Later Life and working-age
adult Community Mental Health Teams and Buzz (the new health and wellbeing
service).

2.5

The Trust is also actively involved in a number of specific workstreams within the
wider One Team programme, including:

•

The development of the core assessment tool and related processes that will be
used by the integrated teams;
Work on the organisational development, staff communication and engagement
activities that are supporting the roll-out of the new teams;
The development of the Neighbourhood Profiles that are at an early stage but will
become a key planning tool to ensure that services understand and are meeting the
needs of resident populations in each neighbourhood.

•
•

2.6

Work continues to ensure that Commissioners, the Trust and other provider partners
have a shared understanding about the involvement of mental health (MH) in the
One Team integration programme both this year and in the future. A position
statement is being drafted and will be reported to the Manchester Provider Board in
due course. In summary this re-states the commitment of the Trust (and future
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Trust, as a result of the transaction commissioner specification), to inclusion of a
number of services in the One Team model viz:
• The Later Life and Adult Community Mental Health Teams;
• Primary Care Mental Health which includes step 3 of the Improving
Access to Psychological therapies (IAPT) provision;
• Buzz - the Health and Wellbeing Service.
2.7

MH Commissioners held a multi-agency workshop at the end of April to discuss a
‘case for change’ that could form part of Manchester’s investment proposition for the
Greater Manchester Transformation Fund. At the time of writing this report, there
had been no formal feedback from Commissioners following the workshop.

3.

Manchester Provider Board

3.1

The Manchester Provider Board will be accountable to the Health and Wellbeing
Board for the implementation of the One Team programme and the development of
the LCO. The paper attached in Appendix 1 sets out the revised governance and
programme managements arrangements. The same paper has been shared with
all member organisations to seek formal approval of the changes. The Trust
Executive Team have considered and endorsed the arrangements.

3.2

The Trust will continue to be represented on the Board by John Harrop, Deputy
Chief Executive / Director of Strategy. It will be important to continue to engage with
the One Team and LCO programme during 2016/17 to ensure mental health is
central to all developments and the design of future phases of integration.

3.3

As previously explained Commissioners require providers to establish a single entity
capable of holding a contract for all integrated community health and social care
services. The LCO will perform this role. The Manchester Provider Board is
engaging specialist advice to help set up the LCO and the Trust has agreed to make
a financial contribution to enable this work to happen. In the first instance, work will
focus on defining the scope of the LCO, the organisational architecture and the
business case. As reported to the Health and Wellbeing Board in June 2016, the
Manchester Provider Board is aiming to have this completed by the end of August
2016 in readiness for go-live from April 2017. The relationship between the LCO
and the partner Trust Boards will need to be determined, establishing clear agreed
levels of control for each Manchester Provider Board member.

3.4

Although there is little detail at this stage, it is expected that the LCO will hold the
contract with Commissioners and then hold the place-based integrated teams to
account for performance and delivery of the new models of care. It is expected that
staff that become part of and managed within the integrated teams will retain their
employment status with their originating organisation. There are no Trust services
or staff directly involved in phase 1 of the integrated teams. Phase 1 is the
integration of the acute Trust based community nursing services and local authority
adult social care. The earliest that Trust staff could become members of integrated,
co-located, single-line managed teams would be in phase 2, which will not
commence until 2017/18.

3.5

Subject to the phasing working as planned, a more detailed implementation plan will
be developed for the phase 2 of One Team and full staff engagement will take
place.
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4.

Recommendation

4.1

The Board is asked to note the report and approve the governance arrangements
for the Manchester Provider Board as set out in Appendix 1.

Graham Mellors
Head of Strategic Business Development
8th June 2016
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Appendix 1
MANCHESTER PROVIDER BOARD
GOVERNANCE UPDATE – MAY 2016

Purpose
The purpose of this paper is to provide a summary of the changes in the scope and
governance of the Manchester Provider Board, formerly the Manchester Provider Group. At
the April 2016 meeting, it was agreed that a single summary paper would be produced so
that members are able to take it through the relevant management structures within their
own organisations to note.
Background
The Manchester Provider Group was established in April 2015 with the mandate to
coordinate a collective response from providers to the One Team specification which
was successfully delivered and accepted by the Health and Wellbeing Board. Following this
initial piece of work the Manchester Provider Group has continued to meet on a monthly
basis. It has received updates from the City Wide Leadership Group on progress being
made around One Team and the work of the Practitioner Design Team. It has also begun
work on the development of a Local Care Organisation (LCO) in direct response to the
commissioners stated intentions to let a single contract for out of hospital care from April
2017.
In January 2016, the Health and Wellbeing Board determined that the Manchester Provider
Group should lead on the development and implementation of One Team and the
development of the LCO. As such, the Manchester Provider Group recognised the need to
ensure that appropriate governance and architecture was put in place to focus on the
delivery of these two objectives.
Terms of Reference
In April 2016 the Manchester Provider Group approved revised Terms of Reference which:
o outlined the key objectives as the implementation and development of the One Team
model and the development of a LCO;
o redefined the Manchester Provider Group as the Manchester Provider Board,
recognising the move into a phase of delivery;
o established the Manchester Provider Board as reporting to the Executive Health and
Wellbeing Group;
o set out plans for the Manchester Provider Board to establish two project boards
where more detailed work and operational discussion will take place;
o expands membership to encompass dentistry, optometry, housing and other provider
partners.
The Terms of Reference were developed by a task and finish group established by the
Manchester Provider Board and circulated to all partners for comment prior to agreement.
Governance Structure
The Manchester Provider Board identified the need to establish project boards for the LCO
Development and One Team, taking account of existing forums and governance
arrangements predominantly associated with One Team.

Figure 1 demonstrates the proposed governance structure and describes the primary
functions of the respective Boards.

Figure 1 – Manchester Provider Board lines of reporting

This governance structure was developed by a task and finish group established by the
Manchester Provider Board and circulated to all partners for comment prior to agreement at
the April 2016 meeting.
Resourcing
There was recognition at the Health and Wellbeing Board that the Manchester Provider
Board would require additional resource to deliver against these objectives, in addition to the
existing central Programme Management Office resource residing within the City Council.
An estimation of the total resource requirement to deliver against the LCO and One Team
objectives was produced, specifically identifying additional resource that would be required.
This resulted in an acknowledgement that there would need to be three additional roles
funded:
o Programme Director;
o One Team Programme Manager
o LCO Programme Manager
These posts are in addition to the existing Programme Management Office resource which is
supporting all work under the Manchester Locality Plan. The new posts will focus on
supporting the Manchester Provider Board in the delivery and implementation of the One
Team model and the development of the LCO. The posts will be 1 year, fixed term
contracts. The Manchester Provider Board is currently in the process of identifying
individuals and recruiting to these posts.
There was an expectation that for further development of the One Team model,organisations
would identify individuals who can be freed up, or potentially seconded, to focus on the
development and delivery of new models for care delivery within the existing workforce.
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Integrated Quality Report
1.0 Introduction
This report provides an overview of the key quality areas.
2.0 External Visits to the Trust
In April and May 2016 the Trust was visited 5 times by the Care Quality Commission (CQC).
The feedback from the visits has been largely positive, however some areas of improvement
were identified which are being managed via provider statements which have been returned
to the CQC. A brief summary of the feedback received is provided below.
Maple ward
A positive report. The ward was found to be kind and caring. Good family involvement was
noted. Some issues were noted in relation to MHA compliance.
Poplar Ward
Warm interactions were observed between staff and patients. Good care planning noted to
be in place. Calm and sensitive de-escalation was noted.
Some issues were noted in relation to RC cover, patient’s receiving copies of S17 forms,
capacity assessments and Physical health checks.
Laurel Ward
MHA documentation was noted to be in good order. It was commented upon that the ward
layout made patients feel less restricted. Leave was planned as part of therapeutic
intervention. Patients were aware of advocacy.
Issues were noted in relation to patients having the opportunity to draw up advanced
directives. It was found that there was insufficient use of ward activities and blanket
restrictions were noted in regard to energy drinks.
Redwood Ward
Good practice was noted with regards to patients being aware of advocacy services.
Capacity assessments were noted to be adequately recorded. There was found to be
evidence of physical health assessments. Planned therapeutic leave was evident. It was
noted that staff were trained in MCA and restraint.
Issues were noted in relation to record of rights being regularly discussed with patients. It
was found that there was no access to psychological therapies and the outcome of S17
leave were not adequately recorded.
Mulberry Ward
Service users were found to be positive about compassionate care. Staff were described as
respectful and kind. Best interest decisions were found to be undertaken appropriately and
to standard and involved carers. Service users were found to have adequate access to
Mental Health advocacy.
Some issues were noted in relation to routine access to Interpreters, access to the internet
on the wards. Patient views were not always found to be reflected in the care plans. There
was insufficient evidence that RCs had adequately assessed the capacity to consent to
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treatment within the 3 month period reviewed. Some issues identified in relation to patients
receiving copies of S17 forms.
2.1 Medicines Management
Prison medicines management
A number of incidents in the prison substance misuse service required investigation in April
/May 2016. Lifeline were inspected by the Home Office in April 2016 and were awarded their
licences. Concerns persist in the quality of services provided within the Substance Misuse
Service provided by Lifeline in light of a cluster of concerning incidents. The Chief
Nurse/Chief Operating Officer has written directly to Lifeline to express these concerns and a
Serious Incident Investigation is to be undertaken upon the identification of an independent
body to complete this work.
At the time of writing this report the CQC were conducting a comprehensive assessment and
review of HMP Buckley Hall. Lifeline have now been given written notification that they will
receive regulatory notices as a result. The Chief Nurse/Chief Operating Officer has had an
urgent meeting with the Chief Executive of Lifeline. An update on this will be given in part
two of the Board meeting.

Haelo report QTc Busters project
The Haelo project has now finished, the final report shows that the team managed to
improve ECG uptake to over 80% in the North Mersey team by the end of the year. In
addition many materials were produced for the team, service users and GPs to highlight the
importance of ECGs and encourage people to attend for them. The team also implemented
a tracking system so that all can be aware of when ECGs are next due.
2.2 Incidents including SIRIs
There are 20 ongoing SIRIs as at the end of May 2016. Further information is provided in
the SIRI report which is provided for consideration at the Trust’s Quality Board.
A recent HLIP has identified some concerns in relation to a homicide committed by a patient
of the Trust. This has been reported to Board within the Reportable Issues log. NHS England
have commissioned an Independent Case Review as per NHS guidance.

2.3 Dementia awareness week
The Trust has recently appointed six Dementia Support Advisors (DSA) across the city. The
role of the DSA is to support people with an established diagnosis of dementia. The DSA’s
attended the Ageing Well event at Wythenshawe Forum on the 19th May and offered advice and
signposted people to appropriate services.

2.4 Revalidation
All Fifteen Nurses due for revalidation in May have successfully revalidated. All nurses due
for revalidation this year are all on track and are being supported.
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2.5 Safeguarding
The Trust brought Adults and Children’s Safeguarding together under a single manager and
leader. Joanne Glynn has been appointed to this role for an initial 3-6 month period. Until
now both strands have reported separately. Given the clear link between children’s
safeguarding and adults who are parents in our care, it is important that the safeguarding
system has a greater degree of structural unity than is currently in place. The Trust’s
safeguarding services have received substantial assurance from the local authority
safeguarding audits.
2.6 Significant current risks
The Trust has experienced an unprecedented level of demand for inpatient admissions. This
should be seen in the context of a national shortage of beds.
The current high number of OAT placements and sparse availability of inpatient beds is an
escalating risk. The Trust currently has 40 patients out of area. This is attributed to
unprecedented levels of acuity and a lack of beds throughout the health and social care
system. Great efforts have been put into managing this, but these have no made a great
impact on the problem. This item will be mentioned in the agenda’s discussion of the risk
register in terms of the current risk appetite.
2.7 Embedding Quality Improvement – Priorities
The priories for quality improvement for the rest of the year have now been agreed.
This will focus on:
•
•
•
•

Care Planning as the pivot of care
Psychologically minded ways of working on in patient wards
A structured approach to activities focussed on mental health/physical
health/Managing emotions etc.
Relaunch of Peer Quality Reviews

A significant amount of work is currently taking place in terms of planning and bringing these
together in a lean set of processes and this will be available to the next quality Board. A
more detailed summary of the work undertaken so far is provided at appendix two of this
report.
2.8 Caseload weighting
Mark Gorman and David Marsden are in the process of developing a dashboard with a
range of variables which could be accessed within management supervision. The existing
reports were not adequate to meet the requirements for effective caseload weighting so
Mark and David have agreed a specification with Informatics. Informatics (Peter Horgan and
Bob Amesbury) have prioritised the work and it is currently 50% complete with an estimated
completion date of the 30/6/16.This means that the tool can be implemented during July
2016 and progress can be reported to the Quality Board in August. This will be a valuable
tool to support quality improvement.
2.8 Mazars update.
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An update on the trust’s position in relation to the Mazars recommendation from Southern
Health is included in this report at appendix one.
2.9 Items for escalation from the Quality Group
The items that caused specific concerns at the Quality Group were: i.

ii.

2.10

The pressure on the usage on in-patient beds. This is both a quality and a cost
concern. As such the risk ownership arrangements and the risk score have been
changed.
The concerns about the Lifeline contract for substance misuse services in prison
healthcare. This is contained within the Reportable Issues Log and will be
discussed in part two of the Board Meeting.
Care Quality Commission review

The care Quality Commissions strategic plan for how they will regulate moving forward was
presented at the June Quality Board.

Gary Gillett
Deputy Chief Nurse

Philip King
Chief Nurse/Chief Operating Officer
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Appendix 1

1.0 Executive Summary
The Mazars Inquiry was published in January 2016 and represented a watershed moment
for all Mental Health trusts. It became apparent for the first time that there is disparity in the
reporting of deaths of service users from trust to trust and there is a lack of national
standards to guide a Trust’s practice of when to report.
Following the publication of the MAZARS Report the Care Quality Commission (CQC),
Monitor and the Trust Development Authority (TDA) met to discuss how this can be
strengthened. The Secretary of State asked for a review of the practice of all trusts and how
investigations are undertaken. It is expected that when this review is completed it will be of
great significance in dictating a national standard for Trusts to follow. It is expected that all
trusts will have identified learning points in their systems and processes as a result of the
findings of the Mazars inquiry report.
2.0 Purpose of Paper
The purpose of this paper is to provide the Trust’s Board with a position statement following
presentation of an internal gap analysis report undertaken by the Trust to the Trust Board in
February 2016. The report presented to the Trust Board in February 2016 acted as an
honest evaluation of Manchester Mental Health and Social Care Trust’s position in relation to
the findings of the Mazars report and set out some areas of improvement to which the Trust
has taken action to strengthen.
It is important to note that to date there has been no formal requirement for Trust’s to publish
or provide a formal response to the Mazars Inquiry, however Manchester Mental Health and
Social Care Trust has undertaken and continues to evaluate its position in relation to
Southern Health NHS Foundation Trust in the spirit of learning and transparency.
3.0 The Key Findings at Southern Health NHS Foundation Trust
The key findings of the inquiry can be categorised under the following headings;
1. Leadership and Board oversight of deaths
2. Management and oversight of death investigations
3. The role of commissioners
4. Attrition from unexpected deaths to investigations
5. Report quality and timeliness
6. Learning from deaths
7. Themes
8. Family and carer involvement in investigations
9. Lack of system wide investigation and advocacy
10. Information Sharing
11. Information Management and Data Provision
An overview of the key findings and an analysis of how Manchester Mental Health and
Social Care Trust compared is set out below.
Heading
Assurance Rating
Assurance Evident
Leadership and Board oversight of deaths
Management and oversight of death investigations

Assurance Evident

The role of commissioners

Assurance Evident

Attrition from unexpected deaths to investigations

Assurance Evident
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Report quality and timeliness

Assurance Evident

Learning from deaths
Themes

Assurance evident
needs developing
N/A for MMHSCT

Family and carer involvement in investigations

Assurance Evident

Lack of system wide investigation and advocacy

Assurance evident
needs developing
Assurance Evident

but

Assurance evident
needs developing

but

Information Sharing
Information Management and Data Provision

but

4.0 Position Update
The Trust’s Mortality Review Committee was established in March 2015 and has met on a
weekly basis since to review all deaths reported within the Trust. A key criticism within the
Mazars report was the lack of oversight that the Board of Southern Health NHS Foundation
Trust had of the deaths that were occurring within their Trust. Within MMHSCT’s gap
analysis report it was established that the Trust Board had maintained a good level of
oversight of the deaths within the Trust via the work of the Quality Board, however it was
recommended that the Trust Board be directly sighted on Trust deaths via a Mortality
Committee report.
A report providing an account of the work of the Mortality Committee was presented to the
Trust Board in April 2016 by the Medical Director and provided assurance that the Trust’s
processes for the scrutiny and follow up of deaths:
•
•
•
•
•

Ensures that deaths are identified and reported correctly.
Ensures that investigations are undertaken as appropriate and without delay
Ensures that the Trust’s obligations to others are met
Ensures that the Trust learns from Deaths
Are transparent and open.

The content of the report included the following information:•
•
•
•
•

The volume of Deaths reported in 2015/16
A breakdown of the types of deaths reported i.e. if they were ‘expected’ or
‘unexpected’
An overview of the services and locations in which the incidents had occurred
An analysis of the themes that had presented themselves through the course of
completed SIRI investigations.
Assurance that all deaths reported via the Datix system were investigated
appropriately.

5.0 Next Steps
Mersey Internal Audit Agency are meeting with the Chief Nurse/Chief Operating Officer on
23rd June to agree the scope of an independent audit of the Trust’s systems and processes
to validate the Trust’s position in comparison to the findings of the Mazars report. Upon
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completion of the audit the Trust Board will be informed of the outcome and the requirement
for any further actions.
6.0 Action
The Trust Board is asked to note the content of this update.
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Purpose of Paper:

To provide an update for Quality Board
•

CQC have recommended that the Trust should “identify
how patients will have access to psychological
intervention and therapies in accordance with
published research and guidance” (“must do” 16).

•

Developments are underway to train nominated staff in
CBT, Family Interventions and Motivational
Interviewing. Time will be ring fenced (one day per
week) so that staff have capacity to optimise skills to
ensure patients are offered personalised,
psychologically oriented, recovery focused care.
Six staff are currently in training across three wards.
Further work is required to increase number of staff
trained across all ward settings.
Each ward will run a core programme of four weekly
therapeutic groups. This is being overseen by the
Activity Steering Group (Lead: David Marsden, )
Psychological & Wellbeing Services Division are in the
process of recruiting a 1.0 w.t.e Band 8a Acute Care
Clinical Psychology post.

•

•

Key Points:
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•

This 1.0wte resource would be best used to coordinate
/ support the clinical lead model (see above) by
providing clinical supervision, training, consultation and
contributing towards the strategic development of
psychological provision. They will also have a role in
reviewing DTOC / highly complex &risky cases on the
PICUs.

•

The paper outlines progress and timeline regarding
implementation.

•

It also summarises a number of related developments
such aimed at improving psychologically informed care.
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The goal is to establish a “stepped care” model of psychological provision across Acute Care
(six wards and two PICUs).
Model:
1. Each ward (six acute wards and two PICUs) will have one RMN trained in each of
the following:
•

Low level CBT

•

Family Interventions

•

Motivational Interviewing

It is acceptable for the same staff member to receive training in multiple brief interventions.
These staff will have less named nurse duties (smaller caseload of patients) to allow them to
conduct brief 1:1 work, run groups (with specific focus / manualized protocol) and attend
clinical supervision.
Ideally there would be one RMN on each ward trained in COPE. COPE trained staff will have
one shift per week (6.45hrs) to conduct individual and group work, attend clinical supervision
and provide circumscribed clinical supervision to the brief intervention trained staff. (If it is
not possible to have an RMN cope trained on each ward additional training of more staff in
interventions would be considered).

2. Each ward will be expected to run a core programme of four weekly therapeutic
groups (e.g. relapse prevention, recovery, psycho-education, managing difficult
emotions / experiences...) in addition to groups / activities with an occupational /
social focus.
The core programme will be overseen by a Band 6 on each ward.

3. There will be a 1.0 w.t.e Band 8a Clinical Psychologist whose responsibilities will
include:
1) Overseeing the implementation and evaluation of this model with the support of
the Joint Head of Secondary Care Psychology (Acute Care) and liaising closely
with management.
2) Providing clinical supervision to COPE practitioners and to staff trained in brief
interventions (until sufficient COPE capacity / competency to take over some of
this supervision).
3) Providing further training as required to build on skills and to develop basic
psychological skills of the wider workforce in Acute Care.
4) They will also have a role in reviewing the care of service users where there is
delayed transfer of care or highly complex & risky presentations on the PICUs.
The psychologist will bring knowledge, skills and experience of working with complex
presentations using a range of psychological models. They will have skills in consultation,
training and multidisciplinary working in addition to core therapy skills.
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Update on steps taken so far:
1. Training of Acute Care staff (update from organisational development):
Table 1: Staff currently in training
Ward
Laurel

Course
COPE (PSI)

Redwood
Bronte

CBT
Family Interventions
Family Interventions
COPE (PSI)

Duration
Sept 2015 – March
2018
Feb – May 2016
Feb – June 2016
Feb – June 2016
Sept 2015 – March
2018

Number of staff
1
1
2
1
1

There are six staff currently in training: Two in COPE (PSI), two in Family Interventions, and
one in CBT. However, only three wards appear to have staff in training: two in North and one
in South.
Further training applications have been approved by the Acute Care Services Manager.
The provision of Motivational Interviewing training has been discussed with Mark Holland
(Consultant Nurse, Dual Diagnosis) who will approach Ian Wilson about running training for
staff.
2. Establishment of a core programme of four weekly therapeutic groups on each ward.
The programme of core groups will be discussed and finalised by the activity steering group
led by David Marsden. There will be terms of reference for each group. The timescale for
implementation to be agreed by the steering group.
3. Acute Care Psychology post (Band 8a 1.0 w.t.e): one applicant shortlisted. Interview
on 15.06.16 (interview panel includes service user with inpatient experience).
Table 2: Indicative timescales
TImescale
Action
15.06.16
Interview for Acute Care Psychology post
Mid / late Sept
Psychologist in post (depending on time taken for recruitment processes)
2016
Sept – Oct 2016 Induction. Setting up stepped care model
End of financial Two staff per ward trained in brief interventions
year (originally
Oct 2016)
End of calendar Three staff per ward trained in brief interventions
year (originally
Oct 2016)
Other developments:
1. There is funding for one Band 4 Assistant Practitioner per ward. However, there are
currently only two in post. HENW have only given approval for the training of one
additional Assistant Practitioner. Therefore, there are Band 4 vacancies in the
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establishment. Due to high acuity on the wards, it has been necessary to use this
under-spend to fund additional observation capacity. The Acute Care Manager
proposes reallocating some of this resource to fund a Band 4 Assistant Psychologist
to be based at Laureate House covering Bronte and Blake (one acute ward and one
PICU). This will provide much needed support to the Acute Care Psychologist in
steering psychological provision and supporting care in one of the PICUs where the
prevalence of self harm and Emotionally Unstable Personality Disorder is high. This
will be a fixed term post (one year). The intention is to evaluate effectiveness at six
months and one year.
2. Martin Gill (Psychotherapist, Eating Disorders Service) to submit training business
plan to organisational development for a pilot in partnership with the Tavistock aimed
at support workers. This would include both teaching and educationally orientated
case discussion groups which will provide a space for reflective practice. The acute
care psychologist will contribute in supporting embedding of skills in the workplace.
3. Psychotherapy provide commissioner requested consultation to aid decision making
on placements. This is not funded and is in addition to medical psychotherapist’s job
plan. Discussions currently in place to resolve issue of capacity and need.
4. Meeting with Acacia Ward (07.06.16) to think through need for increasing
psychological capacity within Rehab (no dedicated psychology time funded).
5. Consideration been given regarding how best to increase psychological capacity on
the Mother and Baby Unit given small financial envelope.
6. Early discussions about provision of neuropsychology to Acute Care.
7.

Change in author’s job plan (Joint Head of Secondary Care Psychology) to increase
capacity for acute care: drive & support developments, support consultation work.
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•

The purpose of this report is to provide Trust Board with
details in relation to May’s safer Staffing position within the
Trust's inpatient settings.

•

This paper demonstrates the Trust’s Safer Staffing position
for May 2016, and reports on staffing levels that were above
and below established levels by exception (<80% and
>120%).
Quality is considered through triangulation of incidents and
complaints data in relation to Staffing. This report captures
the triangulated data for every inpatient ward.
Incidents of violence and aggression are showing an overall
reduction.

Purpose of Paper:

•

Key Points:

•

To understand the safer staffing position for May 2016.
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Manchester Mental Health and Social Care Trust
Safer Staffing Report on the April 2016 Position
1.0

Introduction

This report provides the Trust Board with details of the May 2016 Inpatient Safer Staffing
position, and reports on staffing thresholds by exception. The thresholds reported against
are when staffing levels have been below 80% of establishment and above 120% of
establishment.
During May 2016 Anderson, Laurel, Elm and Mulberry used staffing within the >80% and
<120% thresholds. There was a pattern whereby the remaining wards used day and night
unregistered staffing above establishment to deliver prescribed observations of patients to
mitigate against risk to self and others. Maple and Cavendish Wards were the only wards to
use registered nurses above establishment; this was to support the leadership of the ward
where there is a mix of patient need, including organic needs, functional needs and physical
health co-morbidities. This is illustrated in Table 1.
Ward

Use of Day
Registered Staff
against Est.

Use of Day Care Use of Night
Staff against Est. Registered Staff
against Est.

Use of Night
Care Staff
against Est.

MAPLE

>120%

>120%

Within threshold

>120%

CAVENDISH

>120%

>120%

Within threshold

>120%

ANSON RD

Within threshold

<80%

Within threshold

>120%

ACACIA

Within threshold

Within threshold

Within threshold

<80%

BLAKE

Within threshold

>120%

Within threshold

>120%

JUNIPER

Within threshold

>120%

Within threshold

>120%

BRONTE

Within threshold

>120%

Within threshold

>120%

LAUREL

Within threshold

Within threshold

Within threshold

Within threshold

ELM

Within threshold

Within threshold

Within threshold

Within threshold

MULBERRY

Within threshold

Within threshold

Within threshold

Within threshold

REDWOOD

Within threshold

>120%

Within threshold

>120%

ANDERSON

Within threshold

Within threshold

Within threshold

Within threshold

SAFIRE

Within threshold

>120%

Within threshold

Within threshold

POPLAR

Within threshold

Within threshold

Within threshold

>120%

This report considers, by exception, why there had been use of staffing above or below
establishment.
Furthermore, the report considers Quality through triangulation of incidents of violence and
aggression, missed medications, falls and missed staffed breaks. Also included in the report
is complaints data.
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Table 1. Demonstrates the April safer staffing return for Manchester Mental Health and
Social Care Trust.

TABLE ONE – At a glance reasons for staffing
above establishment

Average Fill Rate against
Establishment (%)

MAPLE
CAVENDISH
ANSON ROAD
ACACIA
BLAKE
JUNIPER
BRONTE
LAUREL
ELM
MULBERRY
REDWOOD
ANDERSEN
SAFIRE
POPLAR

141.62%
140.02%
102.18%
95.11%
166.71%
165.76%
115.86%
100.95%
91.98%
90.86%
133.43%
93.72%
108.72%
109.17%

Did not require additional nursing support above establishment

Required additional staffing above establishment, due to observations and patient acuity

Required additional staffing due to the need for strengthened leadership
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2. Use of staffing resource against establishment
The use of staffing above establishment during the month of May 2016 was used to deliver
observations to maintain patient safety.
During May 2016, there were a total of 1401 (1877 in May) recorded observation episodes
that required staffing above establishment (1 episode = 1 shift) reported on the weekly
reports provided by the ward managers. The Adult inpatient wards have revised
establishments .This has been reflected in the SITREPS and Unify report in May 2016.
The reasons why patients were placed on observations were in line with the reasons why
observations may be prescribed for a patient in the Trust’s policy for safe and supportive
observations of patients. The most frequently used reason for implementing observations
was when a patient presented as aggressive or as a risk to themselves.

3. Actual Staff versus Establishment during May 2016

3.1 Maple Ward
During the month of May Maple rostered additional 190 registered and unregistered nurses
on all day and night shifts, this is reflected in use of staffing above the 120% threshold. The
additional RMNs during the day were used to provide leadership to support the safe care of
patients who presented with increased levels of acuity and physical dependency. There was
a slight increase in observations from the 16/05/16 for two weeks, to 5 for 23 of the 42 shifts.
For the remainder of the time there were 4 patients on an increased observation level. The
one to one observations were due to patients who were presenting as confused and
disorientated, were at risk of falls and were due to be transferred to another ward due to their
age. This amounted to a total of 196 additional shifts. In addition there are 4 staff on
Maternity leave. Violence, Abuse to others and falls incidents have increased in comparison
to April 2016 incidents.

3. 2 Cavendish
Cavendish Ward used above 120% of registered day staff and above 120% of unregistered
staff on days and nights. The additional staffing of RMNs during the day was to provide
additional leadership and support for the current patient population. There were between 4-6
patients placed on 1:1 observations for risks that mainly included aggression towards other
patients and staff, confusion and risk of falls . Cavendish have 5 x Band 6 vacancies and 0.7
x Band 5 vacancy. This number takes into consideration the new established staffing
numbers. One member of staff was on Maternity leave. This required an additional 236 shifts
above establishment. Incidents of violence have increased significantly to the highest
number since June 2015. There has been 7 Falls incidents, which is an increase of one from
the previous month.
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3.3 Anson Road
During the month of May Anson Road rostered an additional three staff above establishment
on night shifts due to one patient on 1:1 observations. This has continued since April 2016 to
ensure that a safe environment can be provided during the night shift. This patient is due to
be transferred to a more secure environment in June 2016 when agreement is reached at a
Tribunal and with Ministry of Justice approval.
There remains a Band 5 and 1 Band 2 vacancy, that is due to be converted to a Band 2
Housekeeper role. The low fill rate of unregistered day staff is due to more RMNs working
days than nights on Occupational Health recommendations. The total number of Datix
incidents submitted and complaints has reduced from the previous month.

3.4 Acacia
Staffing levels during May 2016 were within the >80% and <120% thresholds for day and
night RMNs and day care staff. The night care staff fill is low due to Acacia working on lower
than established number of care staff in order to provide more support staff during the day to
support the patient group more effectively. There is one Band 5 vacancy and one Band 3
vacancy. In addition Acacia are waiting for a support worker to be released from Station
Road to fill a second Band 3 vacancy Incidents of illicit substances have increased from 4 in
April to 9 in May 2016.
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3.5 Blake Ward
During the month of May Blake ward required 355 additional shifts above establishment.
Throughout the month one patient was on nursed on a 2:1. Also, during this time a further
two patients were either nursed on a 2:1 or a 1:1 for the full month. In addition to this there
was one patient on a 2:1 for one day then this was reduced to 1:1 for the remainder of the
month. Two further patients were placed on 2:1 observations on week commencing 16th and
then the 23rd May. Two other patients were nursed on 1:1 and 1:5 observations from the 23rd
May. Reasons for these enhanced observations included significant self harm and suicidal
intent, vulnerability from others and risks of violence. For these reasons use of unregistered
staff on days and nights remains significantly above the 120% threshold. Blake Ward has 4.5
Band 5 vacancies, One Band 6 and 12 B2 vacancies (these are the increased establishment
numbers. Interviews for the Band 2s took place in May 2016 but only two staff were
appointable. Further interviews arranged for June 2016. Violence and abuse incidents have
increased from 36 to 55 compared to the previous month, necessitating the need for
increased observations for a prolonged period of time.

3.6 Juniper Ward
During the month of May Juniper rostered additional unregistered staff on day and night
shifts due increased levels of 1:1 and 2:1 observations including seclusion use and the need
to use the high dependency unit with increased staffing levels. The overall total of additional
shifts covered in the month of May increased to April was 126. The last week of April
required 65 additional staffing due to increased levels of acuity. Juniper currently has two
unregistered staff vacancies and one Band 5 vacancy. They are interviewing on 10th June for
the Band 5 position.
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3.7 Bronte Ward
Bronte is the largest acute adult ward in the Trust in terms of both bed numbers (31) and
floor space. It is one of the largest acute mental health inpatient wards in the country.
During May 2016 care staff was used above establishment on both day shifts and night shifts
to support with the safe care delivered and to support delivery of 1.1 observations. Between
2-5 patients required intensive nursing observation due to aggression, deliberate self harm
and in relation to vulnerability. This required an additional 181 shifts above establishment.
Bronte ward during May had a significant number of staff suffering sickness covering 129
shifts.

3.8 Laurel Ward
During the month of May Laurel Ward worked within its current established levels despite
episodes of high acuity. There has been an increase of violence and abuse incident since
April 2016. There were four Datix incidents reported regarding inadequate staffing levels.
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3.9 Elm Ward
During May Elm ward worked within its current established levels. Two staff on Maternity
leave. There are currently one Band 6 vacancy, 2 x Band 5 vacancies, one Band 4 and 5 x
Band 2 vacancies. Abuse incidents have reduced but there has been a marginal increase, by
one, of violent incidents.

3.10 Mulberry Ward
Mulberry used registered and unregistered night staffing within the establishment threshold.
Two unregistered staff were relocated other areas due to HR investigations. Violent incidents
have decreased significantly whereas there has been an increase, by 2 of abuse incidents. In
relation to vacancies Mulberry has 4 X Band 5 vacancies and 6 Band 2 vacancies. Interviews
of Band 5 and Band 2s have taken place and 3 have been recruited in each staff group but it
is unlikely that they will be in post until September.

3.11 Redwood Ward
During the month of May Redwood rostered additional 84 registered and unregistered on all
day and night shifts due increased levels of 1:1 observation and 2:1 observations. Primarily
the reasons for increased observations included assistance with physical health, vulnerability
due Learning disability and agitation of patients. This accounted for the high use of
unregistered care staff in order to meet the needs of the patient groups. Redwood have 1 x
Band 6 vacancy, 2 x Band 5 vacancies none Band 4 and 4 x Band 2s. Recruitment to all
vacant posts is currently in process. There appears to have been a decrease in the number
of incidents reported.
. .
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3.12 Anderson Ward
Anderson routinely used staffing that was in keeping with the available establishment
threshold. Andersen have 1 x band 6 vacancy, 5 x Band 5 vacancies and one x Band 3
vacancies. Recruitment events have taken place and some successful appointments have
been made. No starting dates have been agreed. There appears to have been a reduction in
all, bar one of the DATIX incidents.

3.13 SAFIRE
During the month of May Safire were less than 1% below the required 80% threshold for
registered staff. Additional observations were required due to an adolescent requiring
supervision, increased levels of acuity and abusive incidents and one patient being a Falls
risk. Safire currently have 1 x Band 6 vacancy and 6 x Band 5 vacancies4 registered staff
vacancies. Interview dates have been set for all vacant posts and are due to take place in
June 2016.
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3.14 Poplar Ward
Poplar Ward was 2% over the required 120% threshold for unregistered care staff. Increased
observations were required on two patients who were exhibiting self harming behaviour and
complex and challenging behaviours. One staff member is still under investigation and is not
working with patients at this time. As of May 2016 there are 1 x Band 6 vacancy, 3 x Band
5 vacancies and 3 x Band 2 vacancies. Interviews have taken place and will continue until all
vacancies have been recruited to. There has been a significant increase in the of abuse
incidents (self harm). This patient was moved in Blake Ward in the middle of May in order to
manage her in a smaller environment.

4.0 Illicit substance use/Legal Highs
At the last meeting of Quality Board it was requested to include a section on illicit substance
and legal highs. Further work will be undertaken with the Nurse Consultant in Dual Diagnosis
to understand this issue. There has been a significant increase in the number of incidents
reported. Further work is also being done with Phil Moffatt to enhance security of the
environments.

5.0 Datix staffing shortages
There was 1 Datix reported in relation to Blake ward in May 2016 April. The incident was in
relation to an overstaffing on Bronte Ward and a shortfall on Blake due to one staff attending
work late and one sickness absence that was not clear on e-roster.
6.0 Recommendations:
Trust Board is asked to note the safer staffing position for May 2016.
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This report provides information collated from complaints, PALS and
compliments that captures service user and public feedback and how
these views impact on service improvements.

Key Points:

• A summary of lessons were learnt during this period are detailed
on pages 3,4
• A total of 292 compliments were received.
• You said we did scheme generated a number of suggestions from
service users on wards which were responded to locally
• During 2015/16 the Trust received 193 formal complaints which is
a 2% (7) increase compared to the previous year.
• All complaints were acknowledged within the statutory timescale
and 100% of the deadlines negotiated with complainants were
met.
• During 2015/16, 193 complaints were closed (172 were fully
investigated, 17 were either withdrawn or discontinued and 4
remain open at the time of reporting).
• 32 (19%) of the complaints that were investigated were fully
upheld.
• There have been 2 requests for investigation from the
Ombudsman, which a decrease of 67% compared to the previous
year in which there were 6.
• 36% increase in complaints received regarding Adult Inpatient
Services. Elm ward was identified as being the area with the
highest increase. There was 26% decrease complaints relating to
Adult Community and Social Inclusion Services.
• PALS received 1384 contacts, which is an increase of 10%
compared to 2014/15.
• Top complaints themes: staff issues, medication, communication,
discharge and assessment
• Top PALS themes: support, physical health, MHA, medication and
staffing issues
• Teams receiving the highest number of complaints: Bed
Management, Outpatients North, CMHT Northwest
• Teams with highest number of PALS concerns: Bronte, Elm Prison
healthcare
• The Complaints Manager continues to develop a Complaint
Tracker System, to record and monitor completion of actions taken
as a result of a complaint
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Complaints, Patient Advice and Liaison Service (PALS) and
Compliments Annual Report
1.

Introduction and purpose of the report

A requirement of the Local Authority Social Services and National Health Service Complaints (England)
Regulations 2009 is that each Trust publishes an annual report on complaints handling. A copy of the
annual report must be sent to the Commissioning body and be available to any person on request. A
copy will also be sent to Healthwatch and the Health Scrutiny Committee and placed on the Trust’s
internet and intranet.
This purpose of the annual report is to provide information collated from Complaints, PALS and
Compliments that captures service user and public feedback and how these views impact on service
improvements. This report covers the period 1st April 2015 – 31st March 2016 and uses the period 1st
April 2014 – 31st March 2015 for comparison purposes. In addition, this report contains equality and
diversity monitoring of complaints; Patient Advice Service (PALS) activity and information about
compliments received by the Trust.

2.

Key Issues learnt from complaints and local feedback

All feedback, including complaints and PALS enquiries, offer valuable information which can lead to
improvements for the organisation. During this period a number of issues were raised through
complaints which resulted in action being taken to help prevent the same thing happening again and to
improve service user care and safety.
2.1

The following table provides a summary of the lessons learnt from complaints.

Lesson Learnt
Inpatient wards should have well maintained,
good quality wheelchairs with footrests

Action taken
Ward purchased 3 new wheelchairs and these will be
checked as part of the wards weekly reviews

Referrals to children’s services should be shared
with the service user

Appropriate staff were given further training regarding
the safeguarding principles

There should be continuity of support to service
users

The Trust is working to reduce reliance on agency staff
and ensure that wherever possible permanent staff are
in place within CMHT’s.
The reintroduction of coloured tabards which nurses now
wear when managing medication so that other staff
know not to interrupt the nurse at that time. The use of
'do not disturb' signs has been reinforced and a stable
style door has been fitted on the ward to help prevent
interruptions to the nurse issuing medication as this was
identified as one of the root causes of the incident.
In addition to the mandatory training programme PALS
delivered bespoke customer care training. This is
available on request to all wards/teams/services.

Systems should be
medication errors.

in

place

to

prevent

All staff must be respectful and courteous to all
stakeholders at all times

There
should
be
clear
channels
of
communication between staff regarding patient
transfers
Staff should be aware and trained on complaints

Bed Management team now formally request the team
looking after each inpatient to inform the relevant parties
when we request a transfer.
The prison’s internal complaints process reviewed so

3

process and how to resolve concerns in a timely
manner
Relatives and carers should contribute to
discharge care plans

There should be less disruption to service users
of short notice outpatient cancellations and less
appointment letters sent to avoid confusion

Detained patients should as a matter of routine
practice be offered advocacy services
Care Coordinators should, where applicable,
explain to service users about the Personal
Budget (PB) process and possibility of personal
contributions towards care.

All relevant staff should be trained and
unserstand their responsibilities under the Care
act.

2.2

that staff are sent reminders when a complaint comes in
to improve the timeliness of responses
The Executive Directors issued a communication to all
relevant staff regarding the importance of including and
giving weight to the views of patients families when
making
decisions
regarding
recommended
treatment/care as part of the full Multidisciplinary Team
Meeting (MDT). The Matrons will provide assurances as
part of their care plan audit that service user and carer
views form an integral part of the nursing care plan.
A new process has been introduced where
appointments are no longer given months in advance.
Patients are now given an appointment 2 weeks prior to
clinic to reduce the likelihood of a cancellation and
improve patient care.
A new standard operating procedure (SOP) was
implemented in January 2016 which clarifies the process
regarding appointment letters.
Going forward an
appointment letter will not be sent until at least 6 weeks
prior to the appointment followed by a telephone or text
It is
reminder 1 week prior to the appointment.
anticipated that this will minimize the need to send
cancellation and change appointment letters.
Ward staff have been reminded of the advocacy protocol
and the importance of referring legally detained patients
to the advocacy service.
The training and guidance for care coordinators on
preparing PB applications are clear that it is important
that this discussion is had early in the PB application
process. This has been re-emphasised to managers to
ensure that other people in the future are made aware of
the probability of having to make a financial contribution.
Care Act training is now part of the mandatory training
for community mental health practitioners, which should
help to reduce any future lack of clarity.

‘You said, we did’ scheme

Services within the Trust welcome and listen to local comments and concerns from service users
and respond to suggestions which are captured within our ‘you said, we did’ scheme. Some
examples of this scheme received during this period are summarised as follows:
You said “can we have a second lounge area for when people don't want to watch the same TV
program?” We did - turned the games room into a second lounge. The games have been moved
into a different space to be used when needed. – Anson Road
You said “we would like instructions on how to work the small safes in our rooms”. We did arranged for written instructions to be displayed in all the rooms stating how to use the safes. Bronte Ward
You said “can we do some planting in the garden?” We did - set up a gardening group to facilitate
this – Elm Ward
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You said “the font on the bay accommodation poster is difficult to read”. We did - change the font
to a clearer one so that people can read the poster easier - Maple Ward

3.

Compliments

The Trust received at total of 292 compliments from service users and their relatives during 2015/16.
This is a decrease of 30% compared with 2014/15. The top three divisions receiving the most
compliments for 2015/16 were Later Life, Psychology and Adult Community and Social Inclusion. In
response to the decrease in the number of compliments recorded the Complaints Manager has
reminded staff through midday mail of process of sharing compliments on the Trust’s intranet. The
PALS team continues to include compliments in the mandatory customer care training to encourage
staff to share all feedback with the organisation. The online form will also be reviewed to identify if
there are any improvements to make.

3.1

Examples of positive feedback are detailed below:

“Thank you for all your help. I was really scared of coming here but everyone is so lovely and
approachable. I wish I could be as caring as you all. Sorry for being such a nightmare but I really do
appreciate your help.” – Safire ward
“Thank you to everyone at Andersen ward. All of you are a credit to the NHS, in the way you are all so
caring towards my own needs when I was at an all time low. I would also like to say thank you for
keeping baby safe and secure. And thank you for being so fabulous each and every one of you.” Anderson ward
“The service I have received has been excellent. It helped greatly that I saw the same therapist who I
had seen previously. This meant I had no need to go over old ground. The treatment made me fully
realise where my problems arose in the first instance. I know I have a much greater insight into my
problems. This will hopefully help me to go forward into the next stage of my recovery. The service I
received has been first class and I find it hard to believe it could be greatly improved.” - South Complex
Primary Care Psychology Service
“Thank you for your letter of regarding the follow up from my son's death. This is the first
communication I have had from the mental health service which felt personalised and where sensitivity
and compassion have shone through. I am very grateful.” – Complaints Department
“Thank you for all your help you all do a brilliant job” – Prison Healthcare, Buckley Hall

4.

Complaints received under the Complaints Regulations 2009

During 1st April 2015 to 31st March 2016 the Trust received 193 formal complaints (including joint
complaints) from service users, relatives and advocates representing an overall increase of 2%
compared with 2014/15. The Trust welcomes feedback from service users, carers and their families
and the annual figures demonstrate that staff continues to signpost people to the complaints procedure
where issues cannot be resolved locally. Figure 1 shows the numbers of complaints received by the
Trust since the introduction of the Local Authority Social Services and NHS Complaints (England)
Regulations in 2009. PALS saw an increase of 10% in the number of contacts recorded in 2015/16
(1384) compared to 2014/15 (1253).
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Figure 1:
Complaints received annually
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In 2015/16 the 193 complaints were made by 209 complainants, with multiple complaints being
received by 10 of the 209. Where complainants make multiple complaints in quick succession an
investigating manager from another part of the service, or a more senior manager, will review the
complaints to ensure fair investigations are taking place.

4.1

Monitoring compliance against the Complaints Policy and Procedure

In total, 100% of formal complaints were acknowledged within the statutory timescale. In respect of the
NHS Manchester contract requirements for complaints, 100% of the deadlines negotiated with
complainants were met for the full year. Of the 193 formal complaints 172 were fully investigated (17
were either withdrawn or discontinued and 4 remain open at the time of reporting).

5.

Grading of Complaints

All complaints received at the Trust during 2015/16 were triaged to identify the level of investigation
needed so that it was proportionate to the issues and risk raised by the complainants. The complaint
may be re-graded following the investigation. The following grades of complaint were received during
2015/16: 2 red, 5 amber, 147 yellow and 39 green. The ‘red’ complaints relate to: - concern following a
patient’s discharge and subsequent incident when patient jumped from a bridge and sustained injuries
and the second one related to the side effects of medication. Both complaints were investigated as an
SIRI and fully upheld.

6.

Joint complaints

There were 7 joint complaints where another agency led the investigation as the majority of concerns
were against another organisation. Five joint complaints against the Trust were not upheld and two
complaints were partially upheld. In respect of the partially upheld complaints, one offered an apology
given for a delay in being assessed by the Mental Health Liaison Team in A&E. The second gave
assurances that there was not breach of confidentiality and the AMHP did follow protocol, however
distress was caused and an apology was given.
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7.

Top five Complaints and PALS concerns by Subject

Figure 2:
Top 5 Subjects for Complaints and PALS 2015/16
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The five top complaints subjects in 2015/16 were staffing issues, medication,
communication/information, discharge and assessment. By comparison PALS enquiries show that the
top five subjects raised with the service in 2015/16 were support, physical health, MHA, medicines and
staffing issues. There has been a link identified with PALS contacts regarding staffing and medicines
and the number of formal complaints received.
There was a reduction in the number of complaints regarding communication during 2015/16 compared
to 2014/15 (50). However, there was a significant increase in the number of complaints where the
primary concern related to staffing issues (32) in comparison to the previous year (21). In response to
this increase the Complaints Manager completed a deep dive into this particular theme taking into
account all complaints where staffing was raised as a secondary concern, equating to a total of 46
issues raised about staff. The highest number of issues regarding staff were received by Adult
Community and Social Inclusion (18) followed by corporate services (7) and Adult Inpatient (6). Adult
Community and Social Inclusion also received the third highest number of compliments for this period.
All 46 staffing issues related to staff attitude with comments raised such as: patronizing, unprofessional,
did not listen, rude, unhelpful, negative, abrupt, lack of empathy and used incorrect name.
In response to the number of staffing issues being raised the PALS team undertook a telephone survey
with regards to a specific community team contacting 20 service users. In all but one case the feedback
was positive, with the Team Manager following up on the one concern raised. Following this it has
been agreed that PALS will be able to support the division by completing regular telephone surveys
across the service going forward. Any concerns can therefore be picked up promptly and resolved
locally to improve the patient experience and avoid service users having to escalate their concerns to
the formal complaints process. Of the 46 staff issues raised, 16 related to medical staff, 10 to nursing
staff, 9 to the executive team and the remainder related to care coordinators and support workers. The
7 complaints relating to corporate function were from members of a User Group. These were
independently investigated within the Trust and none of these were upheld.
There were a total of 16 complaints regarding medication, which is comparable with the previous year.
However, there was no specific trend identified as the complaints relate to a range of issues, though 3
did relate to side effects and this is the same number recorded as the previous year. There was a
slight decrease in the number of complaints regarding communication. There were 15 complaints
7

about discharge from service which was an increase of 5 compared to 2014/15 and the issues were
primarily discharge arrangements.

8.

Complaints that were well founded

During the period 1st April 2015 to 31st March 2016. 38% of the complaints closed were not upheld,
34% were partially upheld, 1% were inconclusive, 17% were fully upheld and 9% were either withdrawn
or discontinued. In comparison with 2014/15, there is a 6% (1) increase in the number of upheld
complaints, an 18% decrease in the number of complaints not upheld and an increase of 33% in
complaints that were partially upheld. The changing trends to the outcome of complaints reflect the
embedding of the Complaints Regulations in the Trust, quality assurance systems in place and
investigators being more confident with the process. At the time of writing this report there are 4 open
complaints received in 2015/16 that are still under investigation.

9.

Complaints Equality and Diversity Monitoring

Figure 3 shows 76% of services users were white British or from another white background, which is
13% higher than the previous year (63%).
Figure 3:
Complaints by Ethnicity 2015/16 compared to 2014/15
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Gender
During 2015/16 there were slightly more complaints from male service users (54%) than female (46%),
which is a similar picture to 2014/15 where there were 44% female and 56% male.
Age
The highest number of complaints (41%) was received from the 36-55 age group, which is 8% higher
than the previous year. To promote how to raise concerns and complaints PALS continue to provide
drop ins on later life and adult wards and liaise directly with service leads who are linking in with any
diverse or Black and Minority Ethnic groups across the Trust. The PALS Officer is the lead for the
Religion/Belief and Spirituality subgroup. PALS link with the Chaplains from North and South and
Gaddum Advocacy.
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10.

Re-opened Complaints

In total, sixteen complaints were reopened during 2015/16 compared with fifteen complaints reopened
in 2014/15. The quality assurance checks in place in the Trust ensure that Executive Directors are
satisfied with the investigation and the response before a final letter is sent to the complainant. This
process will continue during 2016/17.

11.

Ombudsman referrals

There were 2 Ombudsman referrals during 2015/16, which is a decrease of 67% compared to 2014/15
(6). Of the 2 referrals, one investigation has been completed and returned partially upheld. The
remaining one is still with the Ombudsman at this time.
The complaint which was returned partially upheld has the following findings and recommendations:
•

The PHSO indicated that following the review, the following opportunities were missed to
provide additional support to the patient following his discharge from inpatient services in
Manchester "The Trust should have provided a follow up following discharge from the inpatient services".
“The Trust should have acted more proactively to share information with the relevant
organisations when concerns were raised and they have chased up the outcome of the
assessment in Nottingham and attempted to provide support thereafter”.

The Trust acknowledged and sincerely apologised that the opportunities described to provide additional
assistance were missed. Whilst the PHSO and MMHSCT acknowledge this, the report did not
conclude that there would have been a different outcome for the patient. The Trust fully acknowledges
that missing these opportunities led to the family not knowing whether anything could have prevented
the death.

12.

Benchmarking data

The Trust has to return complaints data on a quarterly basis to the Health and Social Care Information
Centre. At the time of writing the report quarter four data is not available to make full year comparisons
between the trust and other northwest mental health trusts. The following table therefore is making a
comparison based on the period 1 April 2014 to 31 March 2015.

Trust

Cheshire and Wirral Partnership NHS Foundation Trust
Pennine Care NHS Foundation Trust
5 Boroughs Partnership NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust
Greater Manchester West NHS Foundation Trust
Manchester Mental Health and Social Care NHS Trust

Number Complaints
received during
2014/15
161
324
244
365
121
196

Data shows there is a significant variation in the way complaints are recorded across the region and
nationally. It is documented within the HSCIC report that practice across England differs with some
9

organisations classifying all complaints as upheld upon receipt of a written complaint whilst others class
all complaints as not upheld due to actively responding and resolving the written complaint.

13.

Complaints and PALS by Division/Service

The Adult Community and Social Inclusion division saw a 26% decrease in the overall number of
complaints received. The Complaints and PALS teams have worked closely together to ensure that
concerns raised by service users are responded to in an appropriate manner in proportion to the issue
raised.
For example; should the service user be unable to contact their care coordinator,
Complaints/PALS will contact the service directly and arrange for them to make immediate contact with
the service user. Thus providing a prompt resolution rather than putting them through a lengthy
complaints process. However, any concerns that cannot be resolved are then escalated and then
addressed through the complaints process.
Later Life Inpatients saw a decrease of 8 complaints compared with the previous year (15), however
the number of Later Life wards reduced to two from three in March 2015 which may account for the
reduction. Whereas Later Life Rehabilitation increased to 15 compared to last year (6). The area with
the highest number of complaints was North Later Life CMHT – East sector, the issues related to a
number of issues however the key points was poor communication from members of the team.
Adult Inpatient Services saw an increase of 36% in the number of complaint received. The ward
showing the highest increase when compared with the previous year was Elm ward with 9 complaints
received (4). As a result of this a deep dive into complaints and PALS concerns was undertaken. The
complaints were regarding a range of issues and the primary subjects recorded were; staffing issues,
patient property, out of area transfer, medication, discharge, care and treatment, safety and transfer. In
relation to PALS concerns and interventions, these again covered a wide range of issues the top 5
were support (6), staffing issues (4), environment (3), MHA (3) and patient property (3).
13.1

Key lessons learned from issues relating to Elm Ward

2 of the 9 formal complaints received regarding to Elm ward were fully upheld and the lessons learned
were:
1. All referrals to CMHT should be completed following discharge from the ward and recorded on
Amigos
2. There should be no barriers in communication between Elm ward and ward at North
Manchester General Hospital
14.

Top three services/areas receiving Complaints and PALS

When considering the data there was no direct link between complaints and PALS themes for 2015/16.
The top 3 services/areas for complaints were:
•
•
•

Bed Management – This is a nationwide issue
Outpatients Park House –the Chief Operating Office/Chief Nurse will be undertaking a deep
dive into this area of concern
North West CMHT – issues were regarding a range of issues (no specific trend identified)

In comparison, the top 3 themes for PALS were:
•

Bronte ward – MHA, support, medication and physical health
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•
•

15.

Elm ward – deep dive completed
Prison Service – Since January 2016, there has been a change in the way that prison concerns
are recorded which has shown an increase in concerns for HMP’s Manchester and Buckley
Hall. PALS continues to meet with healthcare patients at Buckley Hall face to face and are now
recording the concerns raised through the prisons request complaints system. We are able to
distinguish between those concerns dealt with by the prisons and those dealt with through the
PALS service. Over time, this will enable a more informative and clearer view of the themes
and trends within the prisons.

Informal local concerns/complaints

There was a significant reduction of informal complaints received in 2015/16 (14) compared to 2014/15
(32). It was found that staff found the formal of the form to be difficult to complete, therefore IT have
assisted and changed the form to an online prompted form (similar to the compliments page) and it is
hoped that this will make it easier for staff to report concerns that have been addressed by frontline
staff.

16.

Key highlights for PALS activities in 2015/2016
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

The PALS service continue to deliver customer care training to staff as part of the induction
programme, this addresses issues such as attitude and communication and is in line with the 6
‘C’s and Trust values.
The remedial action taken by front line staff and PALS in resolving local concerns is to provide
information, resolution meetings, apologies and explanation that resolve matters locally without
service users wanting to escalate their concerns to the formal complaints processes.
In addition to resolving local complaints and concerns, PALS provided an information advice
service and attended ward and community meetings with service users and carers.
Arranged visits to healthcare patients at HMP Buckley Hall
15 step challenges on all the wards
Collecting feedback from the users of South Mersey Area Team
Facilitated consultant interviews
Involved in Trust Communication and Authorisation Group (TCAG), Activities meetings and
Partners of Prisoners (Prison carers/relatives), PEC (Patient Experience Meeting) PEG (Patient
Experience Group at Buckley Hall), Advocacy/Matrons/PALS meeting, Service User and Carer
Meeting, Reference Group Meeting, MENS Group.
Delivered Core Mandatory Training and Refresher Training to Trust Staff,
Tailored training for Outpatients/Secretaries at North, Consultants, Buckley Hall Staff and
Mental Health Act Office.
Produced a Customer Care Booklet for staff to use in the exceptional circumstances if staff are
not able to attend training
Produced a Ward Round Information Leaflet for Service Users.
Produced a ‘’Feedback’ poster which informs patients, carers, relative and staff of how to raise a
complaint and give positive comments
Researched and contributed to Executive Team briefing paper on Accessible Information
Standard
Induction training at Buckley Hall – both PALS staff can now hold keys to the prison.
Attended a focus group with both Mind and Trust staff present to collect thoughts and ideas
regarding people’s experiences as part of the AOT consultation.
PALS officer became a dementia champion.

11

17.

Links between complaints, incidents, serious
investigations, claims and coroners inquests

incidents

requiring

During this period, 8 complaints were linked to recorded incidents; these were in relation to:
•
•
•
•
•
•
•
•

Concern of safeguarding protocol not being addressed timely
Concerns about restraint of a patient on Juniper ward
Concerns regarding the prescribing of the drug Quetiapine
Lost personal property on Maple ward
Patient assaulting another patient on Cavendish ward
Death of a patient
Drug prescription error on Maple ward
Patient given an illicit substance in the form of food from another patient relative on Elm ward

In terms of triangulation with coroners and claims:
In 2015/16 there were 2 complaints that were also coroners’ inquests and 1 complaint that is awaiting
inquest and is also a claim. In addition there is 1 complaint that is a pre action protocol for judicial
review which is being managed through the Local Authority regarding Section 117.

18.

Network engagement

The Complaint Manager is an active member of the North West Complaints Managers Forum. Meeting
take place Bi monthly.
There are four main purposes of the network:
•
•
•
•
•

19.

Peer support: Talking about problems, frustrations, difficulties and stresses and finding
solutions to problems
Sharing good practice: In relation to national directives, hot topics & policies
Collaboration: Identifying opportunities to work together making PALS & Complaints services
more effective
Consistency: Working towards using approaches which are similar to those in other
organizations

Recommendations

The Trust Board note contents of the report. Divisional Quality and Governance representatives to
discuss and disseminate information and learning to teams/front line staff.
Joanne O’Neill-Brown
Complaints Manager
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1.0

Executive Summary

This report summarises the work completed by the Infection Prevention and Control (IPC)
Team. It was a requirement of Winning Ways (2003) that the Director of Infection Prevention
and Control produces and publishes an annual report. This provides assurance that the
Trust is compliant with the Health and Social Care Act 2008 – Code of Practice on the
Prevention and Control of Infections and related guidance (updated in 2015). It is also
written in order to reflect and learn, and to ensure the recommendations from last year have
been put into place.
The recommendations were written into a service plan which is described in this report and
reflects the Trust business plan. The Health and Social Care Act is the framework which
informs our practice so that no person is harmed by a preventable infection.
The Trust has declared compliance with The Health and Social Care Act and the ten criteria
outlined in the following table. The Act was reviewed and updated in 2015 with some
alterations to the ten criteria, and this has been factored into the workplan and delivery of the
IPC service during the year. Compliance is monitored via an IPC assurance framework at
the Infection Prevention and Control Committee which reports to the Quality Board.
The Trust puts infection prevention and basic hygiene at the heart of good management and
clinical practice, and is committed to ensuring that appropriate resources are allocated for
effective protection of patients, relatives/carers, staff, contractors and visiting members of
the public. In this regard, emphasis is given to the prevention of healthcare associated
infection and the sustained improvement of cleanliness within Trust premises and services.
The Trust are not subject to healthcare associated infections (HCAI) targets, but are
expected to report infections such as MRSA bacteraemia, Clostridium difficile and CPE
(Carbapenamase Producing Enterobacteriaciea) by exception, seeking advice and support
from Public Health England if and when required. There has been one case of Clostridium
difficile infection reported and investigated during the year. A full Root Cause Analysis was
completed with the IPC Team from our neighbouring acute Trust. Results confirmed that it
was an acute hospital acquired infection, and there were no lapses in care identified.
There was a significant amount of work associated with the local public health response to
the International situation around Ebola at the beginning of the year, and latterly the
response to MERS (Middle Eastern Respiratory Syndrome) and the Zika virus. This has
included the need for information and vigilance to ensure that the Trust was prepared if
cases were suspected. Regular Intranet and midday mail updates have ensured that staff
were kept up to date and informed, providing assurance that the Trust were meeting
statutory requirements.
The Team has faced new and varied challenges not least from the reduction in the team
numbers, increased work load including the addition of a second prison, HMP Buckley Hall
to the Trust in 2015.
The Team was further reduced for a period of ten weeks during February - April 2015, as a
member of the IPC team was seconded into the Ebola taskforce working in Sierra Leone,
reducing the team to one staff member for this period.
The IPC Team led on the delivery of the Influenza campaign, promoting vaccinations for
frontline staff, and assisted with the Trust PLACE inspections (Patient Led Assessment of
Care Environment).
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The revised criteria forming the basis of the Health and Social Care Act (2008 – updated
2015) are outlined below:

Compliance
criterion
1

Systems to manage and monitor the prevention and control of
infection. These systems use risk assessments and consider
how susceptible service users are and any risks that their
environment and other users may pose to them.

2

Provide and maintain a clean and appropriate environment in
managed premises that facilitates the prevention and control
of infections.
Ensure appropriate antimicrobial use to optimise patient
outcomes and to reduce the risk of adverse events and
antimicrobial resistance.

3

4

Provide suitable accurate information on infections to service
users, their visitors and any person concerned with providing
further support or nursing/ medical care in a timely fashion.

5

Ensure prompt identification of people who have or are at risk
of developing an infection so that they receive timely and
appropriate treatment to reduce the risk of transmitting infection
to other people.
Systems to ensure that all care workers (including contractors
and volunteers) are aware of and discharge their responsibilities
in the process of preventing and controlling infection.

6

7
8
9

10

2.0

What the registered provider will need to demonstrate

Provide or secure adequate isolation facilities.
Secure adequate access to laboratory support as appropriate.
Have and adhere to policies, designed for the individual’s
care and provider organisations, that will help to prevent and
control infections.
Providers have a system in place to manage the occupational
health needs and obligations of staff in relation to infection.

Infection Prevention and Control Team

The IPC Team has been reduced by one third, following a period of maternity leave and a
secondment opportunity for the lead nurse. Sandra Walker has continued in the role of
acting IPC Lead Nurse during this period.
Tony Rogers is a full time IPC nurse and member of the Infection Prevention and Control
Team.
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2.1

Infection Prevention and Control Team Support

The IPC team is fully supported by our acute partners, Pennine Acute Trust (PAT) at North
Manchester and University Hospital of South Manchester (UHSM) at Wythenshawe via
service level agreements in relation to microbiology and laboratory systems and support.
This includes access to microbiology and infectious disease consultants and includes out of
hours IPC provision and support.
The Trust is served by Mediscreen in relation to occupational health services on the North,
South and Central sites, ensuring that staff have access to occupational health services,
screening, vaccinations, advice and support.
The IPC team is also supported by a network of IPC link workers based on inpatient wards
and in community teams, who provide support through reporting mechanisms and via an
IPC audit process.
2.2

The Trust Infection Prevention and Control Committee (IPCC)

The IPCC meet quarterly and maintain corporate responsibility for all IPC practices, risk
management, training and monitoring implementation of the Annual IPC plan. The IPC team
also contributes and provides updates and information to the following committees:
•
•
•
•
•
•
•
•

Performance and Quality Board
Health and Safety
Integrated Risk Management and Clinical Governance Committee
Medicines Management
Matrons and Ward Manager Meetings
HMP Manchester Health Protection Committee
Medical Devices Committee
Estates Meetings

The terms of reference (ToR) for the IPCC can be found in Appendix 1.
3.0 Infection Prevention and Control Annual Service Plan 2015–2016
This year the IPC Team has achieved compliance with 97% (32/33) of the objectives in the
IPC Annual Service Plan 2015/16 (Appendix A).
Having been reduced for a significant period throughout this year, the Team has focused
attention on:
•

•
•
•
•

Supporting IPC link workers with a monthly programme of auditing and reporting on:
o Environmental cleanliness
o Mattress audits
o Fridges and temperature monitoring
o Clinical stock expiry dates
o HTM 01 05 dental (HMP Manchester)
o Sharp safety and practice
o Hand hygiene compliance,
Environmental/cleaning inspections,
Co-ordinating and delivering the influenza vaccination campaign,
Monitoring the International situation around Ebola, MERS, Zika Virus,
Assisting with cleaning inspections and PLACE visits.
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During this time, the team has continued to:
• Respond to IPC queries,
• Managing potential/suspected outbreaks
• Delivering education/training sessions;
• ANTT training (Aseptic Non Touch Technique)
• Sharps audit and awareness;
• Surveillance and reporting
• Support teams across inpatient and community services (including HMP Manchester
and HMP Buckley Hall).
There was a significant amount of unplanned work done around Ebola preparedness at the
beginning of the year to ensure that the Trust was meeting statutory requirements. The
team worked with the emergency planning team, acute partners and Public Health England
to ensure that all information was cascaded and plans in place to deal with any suspected
cases. During the year there was additional uplanned work required around MERS and Zika
Virus, ensuring that all necessary information was disseminated and the Trust Intranet
regularly updated with PHE/DH updates.
Given the reduction team in team numbers, there was some scaling back of services,
particularly in relation to the annual Infection Prevention and Control audits for inpatient
areas. To mitigate any risk, all inpatient areas have continued to be audited monthly by the
link workers, which has included environmental, sharps and hand hygiene audits. Results
and action plans were reported to the IPC Team and IPC committee. Ad-hoc cleaning
inspections have continued on inpatient and community sites to ensure that any actions
required have been completed.
The Team has continued to lead the weekly environmental inspections, and aim to resume
the additional audits, with a particular focus on clinical practice and clinic rooms over the
coming year.
The IPC team will continue to manage the co-ordination of the annual flu campaign
delivering flu vaccinations for Trust staff. This will be incorporated into a CQUIN for the
coming year.
The IPC Team achievements and challenges against last year’s service plan are outlined in
the report as follows.
4.0

Isolation Facilities/Estates

Isolation during outbreaks of infection for patients in mental health setting can be
challenging, given the nature of detention, agreed leave and patients mixing on wards and in
shared recreational areas. Single rooms are available at the Laureate House site, however,
fewer are available at Park House, where there are a number of four bed dormitories.
All cases of infection requiring isolation will be risk assessed on a case by case basis, and it
has been agreed that given the Trust low infection rates, there are adequate en suite
facilities available on each site to ensure that patients can be nursed in isolation if required.
5.0

Mandatory Training

The Trust utilises an E-Learning programme for staff to cover core subjects around
mandatory training, which includes Infection Prevention and Control. The Team continue to
deliver face to face induction training for new staff and additional face to face training
sessions for clinical staff that are unable to access E-Learning.
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WHOLE TRUST
COMPLIANCE

This year has seen mandatory training figures improve from 85% to 89% for clerical,
and from 73% to 81% for clinical front line staff. An increase of 4% and 8%
respectively.
Admin/Clerical
staff

Clinical front line
staff

2014/2015

85%

73%

2015/2016

89%

81%

Increase on
previous year

4%

8%

Mandatory Training – Trust Compliance
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Admin/clerical 14/15

Admin/Clerical 15/16

Clinical 14/15

Clinical 15/16

The Team will continue to work with Learning and Development to deliver additional ad-hoc
training sessions and ANTT training to further improve compliance rates across the Trust.
In addition to Trust training requirements, the team have also taken part in a skills workshop
for local school children, to promote hand washing and infection prevention in schools.
6.0

Ward Inspections

As part of the cleaning contract arrangements G4S (North site) and Sodexo (South and
Central sites) domestic services are managed by our acute partners who inspect the
performance of cleaning services against key performance indicators and these are reported
directly to the IPC Team. On the North site G4S monitoring inspections take place during
the IPC weekly monitoring visits. Sodexo forward their performance results at the end of
each month.
Cleaning schedules are publicly displayed in all clinical areas and processes are in place to
report and escalate cleaning problems, which includes log books for cleaning staff to record
the completion of tasks and log issues around admission to rooms/areas and to record
additional or amended requirements.
The IPC Team works with the acute Trust monitoring teams, G4S, Sodexo, estates team
and matrons to ensure cleaning standards were met across the Trust. This is done by way
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of cleaning inspections on a six weekly cycle, at North and a four weekly cycle at South. Full
cleaning inspection reports are completed during these visits with the cleaning monitoring
managers from the corresponding acute sites. Additional ad-hoc visits by the IPC team and
matrons are carried out on both sites and staff are encouraged to report and escalate poor
cleaning performance.
The outcome of these visits and the associated cleaning monitoring scores are reported via
the IPC Committee and shared with ward managers and matrons to ensure that any issues
are addressed following the visits.
The team continue to monitor cleaning provision and performance and will continue to report
issues through the appropriate channels, and IPC committee.
7.0

Influenza Campaign

The IPC team manage the co-ordination and delivery of the influenza campaign with support
from the emergency planning team administrator. The Team work with the pharmacy team,
emergency planning administrator and a team of dedicated flu fighters based on wards and
in the community.
A programme of clinics was set up across the Trust, with vaccinations available on wards, in
treatment suites on both the North and South sites, and in most community clinics and
premises. The programme, which included evening and weekend sessions, was publicised
in Midday Mail and on the Trust Intranet dedicated flu page. Letters were sent out to clinical
and medical staff by the chief nurse and medical director reminding staff of their
responsibilities around preventing infection and protecting themselves and their patients.
2015/16 figures for uptake of flu vaccine for Trust staff
New Trust
Baseline
Figure

TOTAL staff
vaccinated

Total as %

1. Doctors

97

68

70

2. Qualified Nurses

525

221

42

3. Other Professionals

244

117

48

4. Support to clinical
staff

642

296

46

Total eligible staff

1508

702

47

Total ineligible staff

415

159

38

Grand Total - All staff

1923

861

45

Following a vigorous campaign promoted by the communications team, our numbers have
fallen to 45% this year, having achieved 59% last year. This has mirrored the reduced
National average for uptake by healthcare workers of 49% reported by NHS England. In
total the flu fighters have vaccinated 861 staff, with 702 being front line clinical staff.
Public Health England have reported a fall from 55% for 2014/15, to 49% for 2015/16
indicating that this fall has been mirrored across the healthcare economy.
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8.0

Recorded IPC Interventions

The IPC team have increased use of Datix reporting enabling the team to capture
interventions and actions taken where there have been IPC issues ranging from IPC advice,
outbreak management, ward closures, infections and environmental issues.
IPC Issues reported via Datix and identified during surveillance/audit:

Diarrhoea &/or Vomiting follow up
Outbreaks
MRSA Colonisation
Cdiff
Wounds
Indwelling Devices
CPE
hepatitis/HIV
Sharps/Inncoculation Incidents
Skin complaints
Unspecified infections/risks
Estates Risks
Hand Hygiene
Medicines Storage/OOD stock

The chart outlines a sample of some of the infections and IPC issues and risks that have
been reported and dealt with by the IPC Team over the last twelve months (this includes
some of the issues that have been reported via Datix and data collected during routine site
visits, surveillance and audit):
The data includes sharps/inoculation incidents, and reports of violence where there have
been scratches or bites inflicted. This enables the Team to follow up incidents to ensure that
processes have been followed, and that staff are receiving the support and treatment
necessary following sharps/inoculation injuries.
9.0

Surveillance

The IPC Team carry out routine surveillance, during the year to provide a point prevalence
picture of infections and IPC issues experienced by wards/teams. This snapshot view of
infections, clinical interventions and IPC issues provides vital information to the Team,
particularly around service planning and delivery, providing support and interventions where
required.
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IPC issues, particularly listed as unspecified infections and risks includes a variety of
issues, some of which are identified in the following table:
Outbreaks, D&V, MRSA

Cleaning Standards

Medicines

•

Norovirus/D&V outbreaks
including ward closures

•

Cleaning standards &
Environmental issues

•

Storage, temp monitoring

•

Out of date items

•

D&/orV reports/follow up

•

Broken/damaged cleaning
equipment (washing
machines/dish
washers/sluice master

•

MRSA colonisation identified
in wounds (2)

Sharps/Wounds
•

•
•
•

Pests/Infestations:

Wounds (self harm wounds, •
chronic wounds/ diabetic leg
ulcers,
burns,
pressure •
sores etc)
•
Sharps practice and safety
Inoculation Injuries includes
bites/scratches
Transportation and use of
sharps

Indwelling Devices
•

Catheters (supra-pubic
and urethral)

Head lice

cockroaches (patients
home)

Estates Risks/Waste
•

Non adherence to policy

•

Products not suitable
due to skin problems

•

Access to products

•

Clostridium difficile (Toxin
Positive – acute aquired)

•

Chest infections

•

Urinary Tract Infection’s
(inc Ecoli and ESBL’s)

•

Infected Wounds

•

HIV

•

Hepatitis

•

CPE (Carbapenamase
Producing Entrobactereciae)

•

Tuberculosis (TB)

•

Pneumonia

•

Shingles

Scabies

Pest infestations
(mice/rats/pigeons)

•

Blocked drains

•

Sewage leaks

•

Problems
with
water/bathrooms

•

Inappropriate
waste

running

Hand Hygiene
•

Unspecified Infections/Risks:

disposal

of •
•

•

Non collection of waste

•

Inappropriate use of waste •
hold

Impetigo/Acne
Oral/Tooth abcess/
infections & ear infections
Gangrene
Bacterial Meningitis

Throughout the year, the team carry out site visits, and encourage staff to report infections,
enabling the Team to maintain a database of advice, interventions and patient follow up. All
advice and interventions for specific patients is recorded in Amigos patient records.
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10.0

Antibiotic Prescribing

Following the 2015 changes to criteria 3, from the Health and Social Care Act 2008 the IPC
Team will be working closely with the Medicines Management team, who will report to the
IPC Committee meeting with antibiotic audits, and antimicrobial stewardship updates.
Ensure appropriate antimicrobial use to optimise patient outcomes and to
reduce the risk of adverse events and antimicrobial resistance.
Pharmacy audit for the year 2015/16 identified that 487 prescriptions for antibiotics had been
recorded for audit purposes, some of which will have been picked up during IPC team
routine surveillance and reported incidents.
Month

Number of
antibiotics
prescribed

Number not
adhering to local
formulary

Variation

5

No of noncompliant
antimicrobials with
no approval
0

April

26

May
June

100%

100%

43

9

3

93%

100%

45

18

14

69%

100%

87%

100%

Quarter 1 March to June 2015

Trigger

July

31

0

0

100%

100%

August

53

4

4

92%

100%

September

44

3

3

93%

100%

95%

100%

Quarter 2 July to September 2015
October

31

0

0

100%

100%

November

53

4

4

92%

100%

December

44

3

3

93%

100%

95%

100%

Quarter 3 October to December 2015
January

44

2

2

95%

100%

February

22

1

1

95%

100%

March

51

3

3

94%

100%

95%

100%

93%

100%

Quarter 4 January to March 2016
487

Total

52

37

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Total

Adherence to Local Formulary
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A total of 52 antibiotics were reported as not adhering to local formulary or not fulfilling all of
the prescribing criteria (no review/stop date or indication for use). This was discussed with
prescribers, to ensure that prescribing was appropriate, and that there were no lapses in
care. There was a significant increase in adherence to local prescribing formulary after
quarter one and this has been maintained for the remainder of the year.
11.0

MRSA (Methicillin-Resistant Staphylococcus Aureus)

Following reviewed guidance around MRSA screening, the Trust screens patients who fall
into a high risk category – previous history of MRSA, recent acute admission, indwelling
devices or wounds.
In each of these cases, patients are nursed in single rooms with all IPC standard
precautions in place, and decolonisation treatment administered as prescribed.
12.0

Audit of Clinical Practice and the Environment.

All in-patient wards, Treatment Suites, HMP Manchester and a number of community teams
who have a nominated link worker continue to audit on a monthly basis. Audits are carried
out by IPC link workers who have had additional training and attend meetings with the IPC
team for support. Each month the audit comprises of hand hygiene, the environment
(including clinical practice and clinical cleaning) and sharps safety/practice.
The results are submitted monthly to the IPC team, collated and presented at IPC
Committee each quarter. The data is recorded with average results over the reported twelve
month period:
Results from inpatient wards and treatment suites indicate that the average results over the
twelve month period for the audited areas have remained consistently high, in most cases
for all three audits; results have been recorded between 90% and 95%.

Average

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%

Environment

Results would have fallen well below 80% as a result of issues identified around HMP
Manchester results. Actions are being taken Nationally and locally to address the
environmental cleaning issues provided following implementation of the new cleaning
contracts started Nationally and at HMP Manchester in June 2015, therefore,the scores
have been reported separately for the prisons.
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12.1

Hand Hygiene

The Team are pleased to report that hand hygiene observations and audit have again this
year demonstrated a high level of compliance across the clinical areas, with scores
remaining consistently above 94%.

Average

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%

Hand Hygiene

12.2

Sharps Practice and Safety

Despite the excellent results demonstrated around sharps practice and safety in the
inpatient environment, the Trust have continued to see Datix reports around sharps incidents
and injury, some of these from community teams. Audit scores have remained high,
averaging 95% for the year, which does demonstrate that in most instances sharps practice
remains safe and consistent across the teams.

Average

Mar-16

Feb-16

Jan-16

Dec-15

Nov-15

Oct-15

Sep-15

Aug-15

Jul-15

Jun-15

May-15

Apr-15

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%

Sharps

The team has focused on a ‘back to basics’ approach during the year in relation to sharps
practice and safety aiming to standardise practice across inpatient and outpatient services.
A number of issues have been identified around poor practice and individual teams and staff
members have been visited to ensure that the correct information is provided and
procedures followed.
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13.0

Infection Prevention and Control Policies

All IPC Policies can be found on the Trust intranet site. Policies are distributed for comments
and approved by the Trust IPC Committee, and ratified by the Governance Committee.
This year the Team have added the following policies:
•
•
•

Standard Operating Procedure for caring with patients with CPE
Standard Operating Procedure for caring with patients with Influenza
Influenza Policy

The Team will continue to monitor, review and update policies and procedures in line with
specified review dates and updated guidance.
14.0

CPE (Carbapenamase Producing Enterobacteriaciae)

The CPE policy was completed following the release of the Public Health England guidance
for mental health and community providers in April 2015. Patient and staff information
leaflets are available, and the IPC Team provides advice and support if patients with CPE
colonisation are admitted as inpatients. This year the Trust have had five patients admitted
following transfer from our acute partners, who actively screen for CPE.
All patients identified via screening, were placed in a single en suite room with all standard
IPC precautions instigated. We do not re-screen patients, but take all necessary
precautions to ensure that risk of spread is minimised. No CPE patients became
symptomatic during their inpatient stay and risk to patients and staff was categorised as low.
In each of the five cases, the Trust were able to demonstrate that appropriate safety
precautions and IPC measures were in place during the length of stay for each patient, and
included:
• Single en-suite room/isolated bath room in each case
• Full IPC precautions instigated including daily chlor cleaning
• Increased physical health monitoring to identify if patient condition deteriorating or
becoming symptomatic
• Strict adherence to waste and laundry management procedures
• Deep clean of each room following patient discharge
There is currently no central reporting mechanism for CPE infections, and we would be
required to report CPE infection* by exception, as we do for MRSA and Clostridium difficile.
In the unlikely event that we have patients admitted with a CPE infection, a full risk
assessment would be carried out to decide the best course of treatment and the most
appropriate place for the patient to be nursed.
Colonisation* - The presence of micro-organisms living harmlessly on the skin or within the bowel and causing
no signs or symptoms of infection
Infection* - The presence of micro-organisms in the body causing adverse signs or symptoms possibly requiring
treatments or interventions

15.0

Community clinics

Community bases where clinical activities are undertaken were assessed during 2013/14
with action plans developed by the IPC team, and designating lead persons for the actions
and timeframes. Follow up visits and assessments have continued throughout the past year
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and any identified risks continue to be raised with relevant department leads e.g. IPC Lead,
Estates, Medication Management and the Risk Manager.
Actions agreed and in place:
•

Patient dignity walks are operating and facilitated by PALS (Patient Advice Liaison
Service).

•

Managers were asked to nominate staff for link worker roles and will be responsible
for the monthly audits of the community sites.

•

The audit tool has been tailored to particular sites as community clinics vary in the
services and clinical procedures performed.

•

IPCT attend the community managers meeting to feedback on progress.

•

Community service managers have been asked to send representatives to the IPC
Committee meeting to raise concerns and highlight good practice The issues that
have been identified as risks by the IPC team and subsequently by community link
workers are reported to the Team Manager and the Risk Manger. There is an
expectation that any identified risks will be included in the teams risk register.

•

Anson Road cleaning schedules updated and regular monitoring is now in place as
with other inpatient sites.

The IPC Team continue to provide advice and support to community teams, and will
continue to re-visit teams to review/audit IPC practices and premises, responding to IPC
queries in line with the service plan.
16.0

Aseptic Non Touch Technique (ANTT)

ANTT is a theoretical/clinical framework for aseptic technique for all clinical procedures. It is
the standard aseptic technique in the NHS (Rowley & Clare 2009) and is also used
internationally. It is recognised as a best practice example by Epic 2 (Pratt et al 2007) and is
a requirement for all NHS Trusts as part of the Health and Social Care Act 2008.
Inpatient wards/teams including HMP Manchester and HMP Buckley Hall now have staff
members who have been trained as ANTT assessors. The IPC team have continued to run
ad-hoc full day drop in sessions for staff who have not yet had the opportunity to complete
their assessments and these are promoted via the Staff Intranet and Midday Mail.
Attendance at the drop in sessions has been sporadic, so over the coming year, ward/team
based training will be provided to increase the uptake of ANTT training, and to ensure that
more ward based ‘trainers’ will be available to cascade the training.
17.0

Patient Led Assessment of the Care Environment (PLACE)

The Department of Health (DH) introduced a new assessment process to replace the Patient
Environment Action Team (PEAT). This is known as the Patient Led Assessment of Care
Environments (PLACE). Formal assessments were introduced in May 2013.
The IPC team assist with the implementation of the Trust PLACE inspections. These took
place at Anson Road and on both the South and North sites in April and July respectively
and results around cleanliness were excellent (99%).
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Organisation
Type

Commissioning
Region

CARE TRUST

NORTH OF
ENGLAND
COMMISSIONING
REGION

Cleanliness

Food

Privacy,
Dignity &
Wellbeing

99%

90%

90%

Condition,
Appearance
&
Maintenance
92%

A significant change from PEAT is that at least 50% of the team must now be patient
assessors and in addition to the overall PLACE assessment the patient representatives have
their own assessment form to complete providing their overall views on the Trust, and any
improvements they would like to see.
PLACE will continue to be managed and organised by the Matron and Estates teams for
future inspections, with input and support from the IPC Team as required.
18.0

Outbreaks

The Trust has seen isolated incidents of diarrhoea and vomiting on a number of wards, but
thorough assessment and investigations did not identify any links, and ward/bed closures
with declared outbreaks had been avoided for quarters one to three.
Lessons learned from outbreaks in previous years and enhanced teaching around outbreak
management have meant that all staff are far more responsive in dealing with cases of
unexplained diarrhoea and vomiting in their area and ensure that;
•
•
•
•
•
•
•
•
•

Where possible, patients are isolated or co-horted in one area
The movement of patients is restricted where possible
Staff collate and report information in relation to patients symptoms more readily
The Bristol stool chart is used to facilitate accurate, robust reporting/monitoring
Specimens are collected where possible to aid rapid detection of infective causes
Concentration on increased frequencies of cleaning
Domestic staff instigate the use of Chlorclean at the onset of any suspected outbreak
Daily reporting to relevant services/parties to keep Trust informed of developments.
Any patient identified as being colonised with CPE monitored for symptoms as risk is
greatly increased if symptomatic, and additional measures would be required to mitigate
risk of spread

The above actions/interventions have had a positive impact on the effective management
and impact on the control of potential outbreaks this year, and disruption to inpatient
services had been avoided, until the end of quarter four.
18.1

Outbreaks of Influenza and Norovirus Q4

Acacia Ward alerted the IPC Team at the start of the Easter bank holiday weekend on Good
Friday (25th March 2016), that they had two patients with flu like symptoms, one of who was
admitted to an Infectious Disease unit for assessment at North Manchester General
Hospital. Several other patients from the ward had reported milder flu like symptoms during
the previous week, and an outbreak of Influenza was suspected.
The IPC team attended and carried out a thorough assessment, assisting the ward to
complete swabs, advising on increasing physical health observations and increased IPC
precautions. When the results were returned, Influenza A was confirmed in four patients on
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Acacia Ward. The on-call microbiologist and virologist recommended a treatment and
prophylaxis regime of Tamiflu antiviral medication, which was prescribed for patients and
contacts. Acacia Ward remained closed for one week, until the final patients were no longer
symptomatic and a full deep clean carried out.
There were a small number of isolated cases of suspected influenza on three additional
wards, but they were managed by staff who had increased physical health monitoring and
observations. One patient from Redwood and one from Mulberry tested positive for Influenza
A. On the advice of Public Health England consultants, and microbiologist/virologist from
our acute trust, Pennine Acute Trust they were managed appropriately with antivirals for
confirmed cases and contacts on these units, without causing further ward closures and
disruption to services.
The following weekend, Mulberry Ward reported that ten patients over that weekend had
developed sudden onset diarrhoea and vomiting. Samples sent for testing identified that this
was a confirmed Norovirus outbreak. The ward was subsequently closed and all infection
prevention and control precautions instigated. The ward remained closed for one week, until
the last patients were 48 hours clear of symptoms and a full deep clean completed. There
were no other cases identified on any other wards.
A Gold, Silver and Bronze command and control structure was established to manage the
outbreak incidents to ensure that all relevant partners and stakeholders were informed of the
situation at Park House.
During both outbreaks staff sickness levels remained low, and there was minimal disruption
to staff rota’s on each of the affected wards.
A post incident multi agency review meeting was held following the outbreaks, which
identified areas of good practice and outbreak management, enabling wards to remain open
with the appropriate management systems in place. Disruption to services was kept to a
minimum during the two confirmed outbreaks. Staff who were involved in managing the
outbreaks were thanked for their efforts, and the IPC team for their out of hours attendance,
to ensure that ward staff and patients were well supported.
A full Outbreak Report, with information and recommendations following the post incident
review to be submitted to Commissioners in June (Q1) 2016.
19.0

Education and Development

In addition to the mandatory training requirements of the Trust, the IPC team has pursued
educational opportunities to improve service delivery with attendance at local and regional
conferences, seminars and study days.
The acting acting Lead Nurse has been appointed as Secretary of the Infection Prevention
Society North West Branch and attends the National Special Interest Group meeting (IPC for
MH practitioners). This enables the team to forge greater links with other North West mental
health and IPC professionals across a variety of organizations and providers.
During October the Team worked with the Communications team via midday mail and the
Trust rotating banner to promote Global Handwashing Day, with a back to basics approach
to hand hygiene and sharing information with staff on:
•
•

The WHO Five Moments for hand hygiene
Reminders on the bare below the elbow policy and guidance
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•
•

19.1

Benefits of handwashing with soap
Fostering and supporting global and local culture around handwashing for staff,
patients and visitors
IPC Link Nurse Study Day

A Link Worker study day was held at Hexagon Towers on 14th September 2015. A number
of internal and external speakers were invited to present to the Link Workers and included
members of the IPC team and library services. The day was well evaluated, with 85%
response rate for evaluations forms, indicating that the links had found it a useful and
informative study day.
It is proposed to hold an annual IPC Link Nurse conference, to replace the bi-monthly link
worker meetings as these meetings have been poorly attended over recent months. The IPC
team has taken the decision to reduce the frequency but increase the learning and
development aspect of the meetings to fully support the development of the Link Workers.
These educational sessions will provide the links with opportunities to discuss ward audits
and action plans and an opportunity to learn more about IPC issues. They will then share
information and resources with their colleagues, providing additional support to the wards,
particularly during outbreaks.
19.2

Infection Prevention and Control webpage

The IPC webpage is continually updated with new/revised information. Work is ongoing to
ensure that information is available to all trust staff, including prison staff from HMP
Manchester and Buckley Hall. The page allows direct access to all Infection Prevention and
Control Policies, and has a dedicated ANTT page with all required resources for staff to
complete their assessments and training. There is also a link to Public Health England with
additional resources and Ebola, MERS and Zika Virus information.
20.0

Service Plan 2016/17

Following the continued team secondments, the coming year will see the team operate with
two whole time equivalents, but will continue to offer the same high level of service and
interventions to ensure that the Trust remain compliant with the Health and Social Care Act
(2008) and in accordance with the Assurance Framework for 2016/17.
The service plan over the coming twelve months will incorporate closer working with the
Medicines Management Team around antimicrobial stewardship, and antibiotic auditing, and
will include the following:
Action
Quarter one - April, May June
Offer IPC advice and support to Estates and operational teams to ensure that any
proposed building or estates works meet IPC standards
Continue IPC interventions section within Datix to improve documentation and capture all
clinical work/interventions to form the basis if subsequent service planning and delivery
Continue to support IPC Link workers with IPC audits, results and action plans
Inspect in-patient areas (weekly inspections at Park House and monthly at Laureate
House) to ensure that all areas are regularly monitored
looking at IPC/
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cleanliness/estates issues
Review influenza campaign with chief pharmacist and emergency planning lead in order
to commence planning for 2015/16 campaign
Commence one month IPC clinical surveillance project on in-patient wards.
Assist with CQC visit (April) and PLACE inspections (as required) providing IPC support
and environmental cleanliness advice/monitoring
Promote International Hand Hygiene Day across the Trust on and before May 5th 2016
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding to IPC requests for information/support
• Outbreak management/support as required
• Attendance at all relevant committees and meetings in addition to IPC Committee
Quarter Two- July, August, September
Initial influenza planning meeting, influenza policy and procedure to be developed.
Training for Flu Fighters to be arranged
Continue to support IPC Link workers with IPC audits, results and action plans
Inspect in-patient areas (weekly inspections at Park House and monthly at Laureate
House) to ensure that all areas are regularly monitored looking at IPC/cleanliness/estates
issues
Plan/Deliver link worker study day
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding to IPC requests for information/support (
• Outbreak management/support as required
• Attendance at all relevant committees and meetings in addition to IPC Committee
Quarter three - October, November, December
Deliver Flu campaign in line with CQUIN requirements - weekly meetings, Trust
communications, and clinics across the city in a variety of locations.
Continue to support IPC Link workers with IPC audits, results and action plans
Inspect in-patient areas (weekly inspections at Park House and monthly at Laureate
House) to ensure that all areas are regularly monitored looking at IPC/cleanliness/estates
issues
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding to IPC requests for information/support
• Outbreak management/support as required
• Attendance at all relevant committees and meetings in addition to IPC Committee
Quarter four- January, February, March
Deliver Flu campaign in line with CQUIN requirements- weekly meetings, Trust
communications, clinics across the city until end of Feb 2016
Provide information on flu campaign results to Trust Board and all relevant parties once
figures submitted to ImmForm and to commissioners in line with CQUIN requirements
Produce 2016/17 Annual Report and 2017/18 service plan demonstrating compliance
with the Assurance Framework and updated Health and Social Care Act (2008)
Continue to support IPC Link workers with IPC audits, results and action plans
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding to IPC requests for information/support
• Outbreak management/support as required
• Attendance at all relevant committees and meetings in addition to IPC Committee
Additional work throughout the coming year:
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Policy development/review:
• Hand Hygiene (review)
• Sharps/Innoculation Injury (review)
• Chickenpox/Varicella (review)
• Protective Isolation (review)
• Clinical Cleaning (review)
• Pathology Specimen Collection (review)
• TB Procedure (review)
Attendance at all relevant committees/meetings and producing IPC reports as required or
as requested.
Responding to requests for information and support around specific organisms to include
outbreak management and support.
Attendance at regional and National IPC educational/conference events to ensure that
practice remains up to date and evidence based, to inform future IPC service delivery
and development.
The benefits of successfully focusing improvements in the areas outlined will by their nature
support improvements in preventing HCAI’s and maintain our low levels of infection across
the Trust.
Over the past year, in line with the Service Plan the IPC Team has delivered an effective
and successful programme of IPC interventions including the following:
•
•

•
•
•
•
•
•
•
21.0

Monitored compliance with the updated Health and Social Care Act 2008, taking into
account the updated criteria to ensure compliance
Monitored/managed reportable healthcare associated infections, submitting a nil
return to commissioners (reportable infections include MRSA bacteraemia;
Clostridium difficle; CPE infections – this is with the exception of the C diff positive
case which following a full RCA was attributable to UHSM our Acute Trust partner)
Continued to monitor CPE colonisations, taking the appropriate action around
isolation and infection prevention and control precautions
Continued to manage and deliver the Trust Flu Vaccination Campaign for staff
Continued to provide advice and support on a variety of infection prevention issues,
monitored through surveillance and Datix reporting systems
Continued to monitor and maintain excellent performance around hand hygiene
compliance
Continued to monitor sharps safety and practice
Continued to monitor environmental cleanliness and estates issues affecting infection
prevention and control
Continued to provide infection prevention and control training, induction and ANTT
training for new and existing staff
Priorities for 2016/17

This year’s strategy will focus on the areas identified during 2015/16, and will maintain
proactive measures known to have an impact. Key actions for the coming year will include:
•

MRSA screening to continue for identified high risk patients only

•

Maintain hand hygiene compliance, including improving patient and staff perceptions
regarding availability of hand hygiene facilities

•

Promote International Hand Hygiene Day on 5th May 2016

•

Continue to roll out ANTT training to inpatient staff, prison and community teams
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•

Improve the levels of specimen collection/testing during outbreaks (improving
labelling to ensure correct testing takes place)

•

Audit and surveillance

•

Assist with PLACE (Patient Led Assessment of Care Environment)

•

Leading on and delivering the Trust Influenza vaccination campaign and improved
uptake of the staff flu vaccination for the coming years campaign, which will be
included in a Health and Wellbeing for Staff CQUIN for the coming year

•

Education of staff and dissemination of relevant and evidence based information to
inform safe practice and maintain low levels of infection

The team will continue to provide support, advice and training to HMP Manchester and HMP
Buckley Hall as we do with all our inpatient and community services and teams.
22.0

Conclusion

Trust changes and staffing pressures have continued during 2015/16 and have required the
IPC Team to be innovative in our ability to respond to demands and associated challenges.
The team continues to operate with two full time members of staff, as the former lead nurse
has been seconded to a Physical Health Lead role. Sandra Ward will continue to manage
the service for the coming year.
Ward and unit closures have been avoided through effective monitoring, assessment and
management, demonstrating effective communication and working relationships with
inpatient staff.
The Team will continue to work within the parameters of the coming year’s service plan,
whilst responding to IPC issues, queries and potential outbreaks.
The Team is proud of the work we have achieved under challenging circumstances and
reduced staffing levels, and patient safety has remained our highest priority despite the
challenges faced.
We will continue to provide a high quality service in line with Trust responsibilities against
the Health and Social Care Act 2008, ensuring that we are meeting all statutory
requirements in relation to infection prevention and control.

Sandra Walker
Acting Lead Nurse for Infection Prevention and Control
April 2016

21

Appendix A

The key recommendations for action included in the Service Plan for 2015/16 were:
Action
Quarter one - April, May June
Offer IPC advice and support to Estates and Completed
operational teams to ensure that the
isolation
building work on the adult wards meet IPC standards
and can be completed and signed off as agreed
(restart June 2015)
Continue IPC interventions section within Datix to Completed
improve documentation and capture all clinical
work/interventions to form the basis if subsequent
service planning and delivery
Continue to support IPC Link workers with IPC audits, Completed
results and action plans
Inspect in-patient areas (weekly inspections at Park
House and monthly at Laureate House) to ensure that
all areas are regularly monitored looking at IPC/
cleanliness/estates issues
Review influenza campaign with chief pharmacist and
emergency planning lead in order to commence
planning for 2015/16 campaign
Commence one month IPC clinical surveillance
project on in-patient wards.
Assist with CQC visit (March) and PLACE inspections
(as required) providing IPC support and environmental
cleanliness advice/monitoring
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding
to
IPC
requests
for
information/support (inc Ebola updates)
• Outbreak management/support as required
• Attendance at all relevant committees and
meetings in addition to IPC Committee
Quarter Two- July, August, September
Initial influenza planning meeting, influenza policy and
procedure to be developed. Training for Flu Fighters
to be arranged
Monitor progress on capital building works to recommence June to complete isolation room provision
at Park House
Continue to support IPC Link workers with IPC audits,
results and action plans

Completed

Completed

Completed
Completed

Completed

Completed

Work schedule changed – no
further works expected on
isolation rooms
Completed

Inspect in-patient areas (weekly inspections at Park Completed
House and monthly at Laureate House) to ensure that
all areas are regularly monitored looking at
IPC/cleanliness/estates issues
Deliver awareness campaign on carbapenamase Completed
producing enterobacteriaceae (CPE) when community
and mental health guidance has been released
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Deliver link worker study day

Completed

Continue core IPC service provision to include:
Completed
• Induction and mandatory training delivery
• Responding
to
IPC
requests
for
information/support (inc Ebola updates)
• Outbreak management/support as required
• Attendance at all relevant committees and
meetings in addition to IPC Committee
Quarter three - October, November, December
Deliver Flu campaign - weekly meetings, Trust Completed
communications, and clinics across the city in a
variety of locations.
Continue to support IPC Link workers with IPC audits, Completed
results and action plans
Inspect in-patient areas (weekly inspections at Park
House and monthly at Laureate House) to ensure that
all areas are regularly monitored looking at
IPC/cleanliness/estates issues
Continue core IPC service provision to include:
• Induction and mandatory training delivery
• Responding
to
IPC
requests
for
information/support (inc Ebola updates)
• Outbreak management/support as required
• Attendance at all relevant committees and
meetings in addition to IPC Committee
Quarter four- January, February, March
Deliver Flu campaign - weekly meetings, Trust
communications, clinics across the city until end of
Feb 2016
Provide information on flu campaign results to Trust
Board and all relevant parties once figures submitted
to ImmForm.
Produce Annual Report and 2016/17 service plan
which demonstrating compliance with the Assurance
Framework and Health and Social Care Act (2008)
Continue to support IPC Link workers with IPC audits,
results and action plans

Completed

Completed

Completed

Completed

Completed

Completed

Continue core IPC service provision to include:
Completed
• Induction and mandatory training delivery
• Responding
to
IPC
requests
for
information/support (inc Ebola updates)
• Outbreak management/support as required
• Attendance at all relevant committees and
meetings in addition to IPC Committee
Additional work throughout the coming year:
Policy development/review:
Completed
• Carbapenamase Producing
Enterobacteriaceae (CPE),
Completed
• Aspergillus
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•

Update any IPC policies in line with review
dates.
Back to Basics campaign around sharp safety to
eliminate risk in line with EU directive and to reduce
risk of injury and sharp associated Datix reports.

Completed
Campaign delivered and IPC
staff have continued to work with
teams around sharp safety to
promote safer practice
Back to Basics campaign around hand hygiene, bare Completed
below the elbows to promote safe clean clinical
practice.
Provide support and advice to HMP Manchester and Completed
from April 1st to Buckley Hall Prison in the same way
that support is provided to other teams and services
across the Trust.
Attendance at all relevant committees/meetings and Completed
producing IPC reports as required or as requested.
Responding to requests for information and support Completed
around specific organisms to include outbreak
management and support.
Attendance
at
regional
and
National
IPC Completed
educational/conference events to ensure that practice
remains up to date and evidence based, to inform
future IPC service delivery and development.
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Policies for Ratification
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Name: Philip King
Title:
Chief Nurse/Chief Operating Officer

Author:

Tel: :0161-882-1061
Purpose of Paper:

To present policies to Trust Board for ratification.

Key Points:

1 Policy is presented to the Board for Ratification

Action Required

To ratify

Monitoring and assurance framework summary
Reference/Link to Corporate
Objective/s & Risks

Description

Link to Trust Corporate and
Directorate Annual Objective(s)

All corporate and strategic
objectives for the Trust.

Link to Corporate Risk Register

All identified corporate risks.

Have all implications been
considered?
Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity

Yes

Detail in report

√
√
√
√
√
√
√

Yes

No

√

To include in 2016 Quality Account?
Have the principles of the NHS
Constitution been reflected in the
decisions and actions proposed?

Any Action Required?
Yes
N/A

√
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Comment

Manchester Mental Health and Social Care Trust
Policies for Ratification
1. Introduction
1.1

At Manchester Mental Health and Social Care Trust, policies and procedural documents are a
vital part of the Trust’s overarching system of internal control and serve as practical guides for
staff in undertaking their day to day roles. In understanding this requirement the Trust must
have in place a robust system for the formulation, approval and ratification of all Trust
Documents as well as a system for communication, implementation and the monitoring of
compliance.

1.2

The Trust’s formulation and approval process is overseen by the Trust’s Integrated Risk
Management and Clinical Governance Committee (IRMCGC) which recommends documents
for ratification to the Trust Board. Procedural Documents are recommended to the Trust Board
on the basis that assurance is received that policies have been developed in consultation with
the appropriate professional bodies and approved by an appropriate board sub-committee.

1.3

As part of the process, the Trust Board receives the completed document control form
providing detail about the consultation, agreeing sub-committee, date of agreement,
procedural documents associated with the policy, the change history relating to the policy and
any external references used in the creation of the document.

2. Policies for Ratification
2.1

The policies listed below are presented for ratification and the document control form
appended to this report:
•

Public Disclosure Act (Whistleblowing Policy) – (Approved at the Integrated Risk Management and Clinical Governance Committee – 11/05/2016). This is a revised policy
which has been updated to reflect the requirements of the of the national Freedom to
Speak Up Policy.

3. Policy Process Update
3.1

A review of the Trust’s policy process and the supporting Procedural Documents Policy is
currently being undertaken by the Trust’s Risk Manager to achieve the following:
•
•
•

2.3

To provide assurance that the Trust has in place appropriate policy coverage against key
risk areas.
To establish whether there is scope to reduce the volume of Trust policies, procedures and
SOPs
To amend the document control sheet to be more explicit regarding the fulfilment of the
Equality Duty

It is anticipated that the review will be completed by September 2016.

4. Recommendation
3.1

The Trust Board is asked to ratify the policy listed.
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Document Control Sheet
Document Title / Ref:

Public Interest Disclosure Act (Whistleblowing) Policy

Lead Executive Director
Author and Contact
Number

Director of Workforce & OD

Type of Procedural
Document
Document Purpose

Deputy Director of Workforce & OD
0161 882 1350
Risk Manager
0161 882 1117
Policy
Broad Category

HR/Quality

The Public Interest Disclosure Act (Whistleblowing) Policy is to provide guidance
to staff regarding the raising of concerns including, what to report, how to report
and the Trust’s commitment to support all staff through the raising of concerns.

Scope
Trust Wide
Version number
V3
Consultation
Policy Development Group, JNCC, JLNC, IRMCGC
Approving Committee
Integrated Risk ManageApproval Date
May 2016
ment and Clinical Governance Committee
Ratification
Trust Board
and Date
V1 Valid from Date
February 2009
Current version is valid from approval date
Date of Last Review
April 2016
Date of Next Review
April 2019
Procedural Documents to be read in conjunc- None
tion with this document:
Training
There are no formal or addiFinancial
There are no additional financial resources
Needs Anal- tional training requirements
Resource
required to implement this policy.
required to implement this
ysis Impact
Impact
procedural document.
Document Change History
Changes to this document in different versions must be detailed below. Rationale for the change should
also be given
Version Number
/ Name of procedural document
this supersedes

Type of
Change i.e.
Review /
Legislation /
Claim /
Complaint

Date

2

Review

April 2016

Details of Change and approving group or Executive Lead (if done outside
of the formal revision process)

Review and update of Policy in line with national Freedom to
Speak up Policy
1
Review
June 2014 Review of policy to include updates and presentation in revised Trust policy & procedure template.
External references used in the creation of this document:
If these include monitoring duties upon the Trust for this policy the specific details should be recorded on
the Monitoring and Compliance Requirements sheet

Privacy Impact Assess-

N/A

Any issues?

None
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ment submitted
Fraud Proofing submitYes
Any issues?
ted
If not relevant to this procedural document give rationale:

None

Policy authors are asked to consider each of the nine protected characteristics under the Equality Act
2010. We expect you to demonstrate that throughout the policy process you have had regard to the aims
of the Equality Duty:
1. Eliminate unlawful discrimination, harassment and victimisation and any other conduct prohibited by
the Act;
2. Advance equality of opportunity between people who share a protected characteristic and people
who do not share it; and
3. Foster good relations between people who share a protected characteristic and people who do not
share it.
Please provide a brief account of how you have done this, further work to be completed and any support
you have had in considering the aims and working in compliance with the Equality Duty.
If you are unclear on how to do this or would like further advice and support then you may contact quality.admin@mhsc.nhs.uk.
It is the responsibility of the approving group to ensure this statement reflects the Trusts objectives and
position with compliance as set out within the NHS Equality Delivery System
The impact of this policy on the Trust’s Equality Duty has been fully considered in the formulation of this
policy and complies with the Trust’s Equality Delivery System

In line with the Trust values we may publish this
document on our External Website. Is there any reason you would prefer this is not done?

No

It is the Authors responsibility to ensure all procedural documents comply with the Trust values
If you are unclear on any of the requirements in the document control sheet then please email quality.admin@mhsc.nhs.uk before proceeding

____________________________________________________________________________________________
Trust Board Paper
Page 4 of 4
30th June 2016
Agenda Item: 15

A University Teaching Trust

Trust Board Report
Date of Trust Board: 30th June 2016

Agenda Item: 16

Title of Report:

Medical Appraisal and Revalidation

Date Produced:

15th June 2016
Dr JS Bamrah, Medical Director
Dr Judy Harrison Director of Medical Education and Trust appraisal
lead
Tel: 0161 882 1061
To update the Trust Board of the process of medical appraisal and
revalidation in the Trust, as required by NHS England
• Most NHS organisations now have electronic appraisal systems
and the Trust should consider investing in such a system
• Consultant feedback on the appraisal system has been broadly
positive
• 92% of consultants have completed signed off appraisals for the
year 2015/16.
• 16 out of 19 eligible consultants were revalidated during the 12
month period. 3 consultants had their revalidation deferred, 2 of
these have since had positive revalidations, and one will be
reviewed later in the year.
The Board is asked to receive and note the report and approve the
statement of compliance.

Authors:

Purpose of Paper:

Key Points:

Action Required:

Monitoring and assurance framework summary
Reference/Link to Corporate
Objective/s & Risks

Description

Link to Trust Corporate and
Directorate Annual Objective(s)
Link to Corporate Risk Register

Have all implications been
considered?
Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity

Yes

Any Action Required?
Yes
N/A

Comment

Detail in report

√
√
√
√
√
√
√

Yes

No

To include in 2016 Quality Account?
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Manchester Mental Health and Social Care Trust
Medical Appraisal and Revalidation Annual Report
1.0 Introduction
The purpose of this report is to update the Board on the medical appraisal and revalidation cycle
for 2015 / 16, as required by NHS England.
2.0 Context
2.1 Background
Medical revalidation is the process by which the General Medical Council (GMC) confirms the
continuation of a doctor's licence to practise in the UK. All doctors who wish to retain their
licence to practise need to participate in revalidation.
The purpose of revalidation is to provide greater assurance to patients and the public,
employers and other health care professionals that licensed doctors are up to date and fit to
practise.
Revalidation is based on a local evaluation of doctors' practice through appraisal. Through a
formal link with the employing organisation (in this case the Trust), each doctor relates to a
senior doctor in the organisation, known as the Responsible Officer. For Manchester Mental
Health and Social Care Trust the Responsible Officer is the Trust Medical Director.
2.2 Revalidation recommendations
Doctors are expected to revalidate at least every 5 years, on a date set in advance by the GMC.
In the 3 months prior to this date, the Responsible Officer must make a recommendation to the
GMC about their revalidation. This may be a positive statement in support of revalidation, a
recommendation to defer the revalidation for a fixed period, or advice to the GMC that the
doctor is failing to engage with the process and their licence to practise should be reviewed.
Revalidation recommendations are usually based on the outcome of the appraisal process, but
Responsible Officers should also take into account concerns about conduct or capability among
doctors which have come to light via other routes.
2.3 Trust Board responsibilities
Provider organisations have a statutory duty to support their Responsible Officers in discharging
their duties under the Responsible Officer Regulations 1 and it is expected that Trust boards will
oversee compliance by:
•

monitoring the frequency and quality of medical appraisals in their organisations;

•

checking there are effective systems in place for monitoring the conduct and performance
of their doctors;

1

The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General Medical
Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’
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•

confirming that feedback from patients is sought periodically so that their views can inform
the appraisal and revalidation process for their doctors; and

•

ensuring that appropriate pre-employment background checks (including pre-engagement
for Locums) are carried out to ensure that medical practitioners have qualifications and
experience appropriate to the work performed.

3.0 Medical Appraisal.
3.1 All doctors are required to complete an annual appraisal. There must be systems to assure
the quality of this appraisal, the appraisal must cover the whole of a doctor’s practice, and its
content must meet GMC requirements.
3.2 The framework for appraisal covers the following areas:
•
•
•
•

Knowledge, skills and performance;
Safety and quality;
Communication, partnership and teamwork;
Maintaining trust.

3.3 All doctors will need to provide the following types of supporting information at appraisal,
for the whole of their practice, over the course of their five year revalidation cycle:
•
•
•
•
•
•

Continuing professional development (CPD)
Quality improvement activity
Learning from significant events
Feedback from colleagues
Feedback from patients (where applicable)
Review of complaints and compliments

3.4 For a satisfactory appraisal outcome, the appraiser must be able to sign off the following
statements:
•
•
•
•
•

An appraisal has taken place that reflects the whole of a doctor’s scope of work and
addresses the principles and values set out in Good Medical Practice
Appropriate supporting information has been presented in accordance with the Good
Medical Practice Framework for Appraisal and Revalidation and this reflects the nature
and scope of the doctor’s work
A review that demonstrates progress against last year’s personal development plan has
taken place
An agreement has been reached with the doctor about a new personal development
plan and any associated actions for the coming year
No information has been presented or discussed in the appraisal that raises a concern
about the doctor’s fitness to practice.

3.5 Each Royal College has provided more detailed guidance on the type of supporting
information needed for their specialty and the guidance from the Royal College of Psychiatrists
has formed the basis of the Trust’s requirements. The Trust uses the Royal College of
_________________________________________________________________________________________________________
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Psychiatrists system for patient and colleague feedback (known as ACP360), which must be
completed in the three years prior to revalidation.
3.6 A number of commercially developed IT systems are available for the collection and
monitoring of appraisal and revalidation information. At present the Trust continues to use a
mixture of paper and word processed forms, but the Board is asked to note that most trusts
have now moved to an electronic portfolio and to consider procurement of such a system.
4.0 Governance arrangements
4.1 The Trust has an established Appraisal and Revalidation Committee chaired by the Medical
Director (who is also the Trust Responsible Officer or RO). The committee meets at least 4
times a year and reports to the Trust Workforce and Organisational Development Committee.
Membership includes the Deputy Responsible Officer (see below), Medical Education Manager,
Medical Staffing Officer and representatives from the governance team.
4.2 The Trust Appraisal and Revalidation Committee monitors and reviews the Trust's system
for medical appraisal, and supports the RO in making recommendations to the GMC about
individual doctors.
4.3 The Trust governance team provides individual doctors with details of any incidents,
complaints or compliments during the last 12 months, to be reviewed at the appraisal meeting.
4.5 The Trust appraisal and revalidation policy was updated in 2014 and takes account of
relevant national guidance from the GMC and NHS England.
4.6 The Trust is required to submit an Annual Organisational Audit of its appraisal and
revalidation systems to the NHS England Regional Office.
5. Medical Appraisal
5.1 Appraisers
The Trust currently has a pool of -- trained appraisers. The Trust organises an annual update for
all appraisers to include details of any procedural changes, plus anonymised case discussions
relating to previous appraisal meetings.
5.2 Appraisees
All senior medical staff, including medical academics, who are employed by the Trust (the
‘Designated Body’) will have a ‘Prescribed Connection’ with the Trust. It is a requirement that
the Trust undertakes an annual appraisal for these doctors, and makes revalidation
recommendations in line with guidance from the GMC.
Doctors in training have a separate appraisal and revalidation system overseen by Health
Education North West. Their Responsible Officer for this purpose is generally the postgraduate
Dean.
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6. Quality assurance
Following each appraisal round (January to March) appraisees are asked to complete an
anonymised on line feedback questionnaire relating to the organisation of the appraisal process,
and the quality of the individual appraisal received. The appraisee feedback for the last year
was generally very positive, with the main comments relating to the need for an electronic
portfolio.
Each appraiser is provided with feedback related to the appraisals they carried out, plus the
summary report.
The Deputy RO carries out an annual audit of a sample of Appraisal Statements and Personal
Development Plans, using the PROGRESS scale (developed in primary care).
The summary reports for the appraisee feedback and audit are reviewed by the Appraisal and
Revalidation Committee. Individual feedback on both is also reviewed by the Trust Deputy RO
with face to face meetings organised for any appraisee who appears to be an outlier. Lessons
from the feedback and audit are incorporated into the annual update for appraisers.
7. Access, security and confidentiality
For each annual appraisal, the appraisee must provide a detailed portfolio of evidence collected
according to the Trust template and covering all relevant sections. The full portfolio will be
provided in advance to the Trust Medical Education team to check the inclusion of key data
items according to the Trust appraisal checklist.
At the appraisal meeting, the appraiser and appraisee will jointly agree the contents of an
appraisal summary, the checklist of information requirements and a new Personal Development
plan. Copies of these documents will be kept by the appraisee and by the Trust.
Trust copies will be stored securely by the Medical Education team and can only be accessed in
specific circumstances as outlined in the Trust Appraisal and Revalidation policy.
8. Appraisal and Revalidation Performance Data
During the appraisal cycle 1st April 2015 to 31st March 2016, 52 consultants were due to
complete an annual appraisal, plus one specialty grade doctor and one Trust employed locum
doctor.
45 consultants, plus the specialty grade doctor and Trust locum (87%) completed the appraisal
process plus sign off before 31st March 2016. A further 3 doctors completed the appraisal
meeting before the end of March and were signed off during April (total completed 93%). 4
consultants had late or deferred appraisals: one due to maternity leave, one career break and 2
sickness absence.
From the period 1st April 2015 to 31st March 2016, 19 doctors were due to revalidate. 16
received a positive revalidation recommendation from the Trust on the first occasion.
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3 doctors had deferred recommendations: one due to a career break, one due to sickness
absence and one due to missing appraisal information. 2 of these doctors have since had a
positive revalidation recommendation, and one will be reviewed later in 2016.
No notices of non engagement were issued and no recommendation dates were missed in
2015/16.
Due to the phasing in of the revalidation process, the majority of doctors received their
revalidation date in the first 3 years of the system. The numbers due to revalidate in 2016 and
2017 are therefore very low, with only one in each of the 12 month periods.

7. Employer responsibilities
The employer is responsible for checking on appraisal and revalidation information at the point
of entry or exit to Trust employment and these checks are carried out by the Human Resource
Dept in collaboration with the Medical Education team.
Where there are areas of concern about a doctor's conduct or capability these are assessed in
accordance with the NHS procedures for Maintaining Higher Professional Standards, and
according to the Trust locally agreed policies in this area.
The Trust has identified a need for more trained case investigators to look into concerns relating
to medical staff and the HR team are in the process of agreeing an action plan to address this
gap.
8. Responding to Concerns and Appeals
All consultants and staff, associate specialists and specialty doctors have the right of appeal
to the Chief Executive Officer in the case of an adverse appraisal or revalidation.
9. Recommendations
The Board is asked to accept the report.
In addition the Board is asked to approve the ‘statement of compliance’ confirming that the
organisation, as a designated body, is in compliance with the regulations.
Finally, the Board to advise to share the report with the senior medical staff and the GMC.
Dr J S Bamrah
Medical Director
15th June 2016
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Purpose of Paper:

To update Board members re: LiA activity

Key Points:

•
•
•

Action Required

A number of staff led schemes are being concluded /
mainstreamed
The role of LiA to support the forthcoming transition is currently
being discussed under the remit of the Workforce Group and
engagement plan
A pulse check is currently underway. Preliminary indications
demonstrate satisfaction against the majority of question areas
with some themes apparent re: areas of dissatisfaction

To note

Monitoring and assurance framework summary
Reference / Link to Corporate
Objective/s & Risks
Link to Trust Corporate and 1,2,3,4,5
Directorate
Annual
Objective(s)
Link
to
Corporate
Risk n/a
Register
Any Action Required?
Have all implications been Yes
Yes
N/A
considered?
Detail
in
report
Legal
√
No
Financial
√
“
Human Resources
√
“
IM&T
√
“
Estates
√
“
Users and Carers
√
“
Equality and Diversity
√
“
Yes
No
To include in 2015/16 Quality
√
Account?
Have the principles of the NHS √
Constitution been reflected in the
decisions and actions proposed?

Description

Comment

To be advised of any
future implications
by Lead Directors
through Board
reports as and when
required
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Manchester Mental Health & Social Care Trust
Listening into Action (LiA) update
1.1

Introduction

1.1

The LiA framework was introduced into the Trust in June 2014 to support culture
change by empowering staff to enable the changes that they want to make.

1.2

Since summer 2015, the Trust has continued to follow the LiA methodology out of
licence. This has enabled more freedom to adapt the method to meet our own
organisational needs.

1.3

This paper provides an update of LiA activity and focus areas.

2.0

LiA plan and activity

2.1

It was agreed that the focus of LiA in 2016 would be to:
•
•
•

2.2

mainstream / conclude schemes
focus on staff appreciation and wellbeing
support the safe transition of staff into the new organisation form

Mainstreaming / conclusion of schemes
The current schemes and updates are detailed below:

Current Schemes

Update

Introduce a scanned document facility

A pilot was undertaken on Bronte. A post
pilot audit identified some the IG issues
which are being addressed with a view to
the pilot re-commencing with more staff
able to input. If a further audit shows the
issues have been resolved, this activity
will continue and potentially be rolled out
elsewhere

Develop and launch new risk assessment
tool

The revised risk tool will be tested on the
Central A&E Liaison team. Pending final
tweaks, ‘champions’ on each team will
trained in order to be able to support
their colleagues and the tool will be
rolled out across the Trust

Develop a Health and Wellbeing resource
for staff

Various activities and opportunities have
been identified for staff to participate in,
including mindfulness and lunchtime
walks at work and five-a-side football,
Green Corridor Walks, mindfulness and
art, photography for health and
wellbeing, running groups and cycling
groups during evenings and weekends
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Improve AMIGOS by having a more user
friendly ‘view’

AMIGOS is now able to filter data which
is widely accepted as a major
improvement. Other improvements are
being discussed with a view to
development. These include a pane
containing a red amber green scoring
system which informs staff of tasks
requiring completion

Promote volunteering and increase their
use on a case by case basis

Carers groups have been engaged with
and discussion is underway re:
employing a Volunteer Coordinator

One Care Plan – to have the same care
plan format regardless of where the patient
is in the pathway

Key decisions to address the care
planning differences and requirements
between community and in-patients are
required to progress this work

2.3

Staff appreciation and wellbeing

2.3.1

A number of key themes were identified from a staff value and recognition
questionnaire distributed in September 2015. These included appreciation, the need
for positive feedback, taking staff seriously and reward.

2.3.2

Various activities have commenced in relation to the above themes including
Communication Boards on Wards, morale boosting competitions, publicising
nominees as well as winners of Employee of the Month, recognition of 100%
attendance over 12 months via a CEO letter, an email from the CEO to all new
starters after 6 months in post and recognition of positive rather than just negative
performance. There has also been activity to identify what staff believe is good
about working for the Trust which highlighted themes around teams and colleagues,
service users, the Trust and development opportunities.

2.4

Safe transition of staff

2.4.1

It was agreed that sponsors had a key role to play with regard to supporting staff
during the organisational transition process.

2.4.2

A Workforce Group has been set up to consider workforce issues and oversee the
engagement plan. Post decision, sponsors will be approached in relation to
supporting engagement activity in order that LiA networks can be harnessed.

3.0

Pulse check

3.1

An initial pulse check against 5 themes (Improving patient care, Obstacles and
blockages, Able to influence change, Feeling valued and supported and
Communication) involving 15 questions was undertaken in September 2014 to
identify a baseline in terms of staff engagement.

Jodie McCarthy
Assistant Director Organisational Learning and Development
20th June 2016
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A University Teaching Trust

Performance Monitoring 2016/17
Revenue and Capital Financial Report for the period ended
31st May 2016
Date of Trust Board: 30th June 2016

Agenda Item: 18

Title of Report: Summary Revenue and Capital Financial Report for the period ended 31st May 2016
Date
Produced:
Author:

17th June 2016
Sam Simpson
Director of Finance
Tel: 0161 882 1381

Purpose of
Paper:

To update the Board on the Summary Revenue and Capital financial position for the
period ended 31st May 2016 and the forecast outturn position for 2016/17.
•

Key Points:

Action
Required

•
•
•
•
•

Income & Expenditure: year to date deficit of £0.472m against a profiled plan of
£0.444m and forecast for 2016/17 of £2.5m deficit in line with plan.
Capital: forecast in line with planned CRL of £1.5m.
Cash: forecast in line with planned year-end cash of £1m incorporating additional
borrowing of £3.5m.
Note the contents of this report, the summary financial position as at 31st May 2016
the level of forecast outturn deficit for 2016/17.
Approve the initial capital programme up to £1m
Approve the process outlined for submission of 2015/16 reference costs.

Monitoring and assurance framework summary
Reference / Link to Corporate
Objective/s & Risks

Description

Link to Trust Corporate and
Directorate Annual Objective(s)

To be effective, efficient, and sustainable

Ensure financial targets are
met.

Link to Corporate Risk Register

C/12/12

Failure to deliver full efficiency
requirements would mean the
financial plans are not met.
Any Action Required?

Have all implications been considered?
Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity

Yes
√
√
√
√

Yes
To include in 2016 Quality Account?
Have the principles of the NHS Constitution been
reflected in the decisions and actions proposed?

√

Yes - Detail in
report

N/A

Comment

√

√
√
No
√
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Manchester Mental Health and Social Care Trust
Performance Monitoring 2016/17
Revenue and Capital Financial Report for the period ended 31st May 2016

1

Introduction

1.1

The purpose of this report is to advise the Board of the Trust’s financial position at the end of
May 2016, provide an update on the current risks associated with achieving the financial
targets for 2016/17 and to update and seek approval of the processes leading to submission
of 2015/16 reference costs.

2

Income & Expenditure – year to date (Appendix 1)

Plan: £0.444m deficit
•
•

Actual: £0.472m

Variance: £28k higher
deficit than planned

Key area of over-spending: Levels of private sector bed expenditure higher than funding
within plan. The average usage recorded for May is 24 beds (23 Acute and 3 PICU).
Under-spending areas: Staffing under-spending driven by vacancies, non-pay underspending across operational services and level of contingency included within the overall
financial plan.

This compares to a year to date deficit of £0.223m in line with plan at the end of April.

3

Income & Expenditure – Forecast (Appendix 1)
£2.5m deficit in line with plan and control total
•

At month 2 the Trust is forecasting an overall income and expenditure deficit of £2.5m for
2016/17 which is in line with the financial plan. At this stage it is assessed that the level
of under-spending and contingency available is sufficient to fully mitigate against overspending associated with private sector bed usage.

Private Sector Bed Usage
• At the point of writing, there are 27 private acute beds and 3 private PICU beds in use.
• The forecast for the remainder of the year is based on the pattern of activity recorded for
the equivalent period in 2015/17 (averaging 7 acute beds and 4 PICU beds). The total
forecast expenditure for the year is £2.8m against a plan of £1.2m.
• In attempt to minimise the cost of the higher levels of activity than planned, the Trust is
exploring options for securing additional capacity.
• In respect of PICU, the signed Heads of Terms within the CCG contract references the
collaborative work which has started to understand the impact of length of stay on
capacity and other system pressures; this may require an adjustment to resource
alignment in 2016/17 as a result.
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Levels of observation – inpatients
• The level of bank and agency usage across inpatient wards (both adult and later life),
driven predominantly by the patient complexity and observation levels, was assessed at
£2m for 2015/16. A similar level has been built into budgets for 2016/17 and work is
underway to consider the skill mix required to manage observation levels and allow for
increased ward activities.
Medical Staffing
• During 2015/16 the Trust recorded total over-spending of £1.1m linked to agency cover
for consultant vacancies and gaps in the junior doctor on-call rota. A full review of the
sources of funding for consultant programmed activities is underway.
Mitigation / contingency with plans
• Areas of potential under-spend are being assessed along with contingencies in plans
which will be available to mitigate against the risk areas above (or any other) which may
arise during the year.

4

Financial Risk Rating
NHS Improvement (TDA) Financial Risk Rating: the Trust’s overall rating has been assessed
as RED within the final plan submission based on the assessed planned deficit for 2016/17.

5

Agency ceiling
The Trust has been allocated a revised agency expenditure ceiling of £5.38m applying to all
staff groups for 2016/17, which is against forecast and planned expenditure of £7.7m.
Following discussion with NHS Improvement (TDA), the position in plans has been maintained
and the Trust will address in regular local integrated delivery meetings. The Trust continues to
implement measures to reduce the overall level of expenditure on agency staff.

6

Cost Improvement Programme (CIP) Performance

6.1

The status against the agreed schemes for 2016/17 is detailed in the table below:
Scheme
Procurement controls &
housekeeping

Estates Rationalisation

Target
£000
120

Status
•

300

•
•
•

Agency related VAT
savings
Total

300

•

Opening Non Pay budgets adjusted in line with
target (representing a 10% reduction in relevant
expenditure)
Monthly monitoring systems are in place
60% of savings identified and removed from
opening budgets
Further planned work underway in line with the
Estate Strategy Paper to Board in April expected
to deliver additional savings in-year
2 potential managed agency providers identified

720
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7

Capital Programme (Appendix 2)

7.1

Year to Date Expenditure.
Current YTD Plan: £0.234m
•

7.2

Actual YTD Expenditure:
£0.033m

Variance: £0.201m below
plan

The year to date expenditure relates to IT schemes which were deferred in 2015/16 to
support the capital to revenue transfer agreed with the TDA.

Forecast Expenditure
Original Plan: £1.5m
•
•
•

Forecast: £1.5m

The total forecast capital expenditure for 2016/17 is £1.5m in line with the submitted
plan.
To date, the Trust has received confirmation of £1.2m capital resource for 2016/17 and
plans totalling £1m have been developed for the essential schemes and are included in
Appendix 2 for approval.
The Capital Management & Monitoring Group will be reviewing further proposals to
assess priorities and will submit a recommendation to a future board meeting.

8

Statement of Financial Position (Appendix 3)

8.1

Cash
31.03.16: £2.888m
•
•
•

Variance: nil

30.05.16: £8.847m

31.03.16 (forecast): £1m

An additional cash requirement arises in 2016/17 driven by the planned deficit and the
in-year increase to the long-term prepayment associated with the lease for Laureate
House.
The total additional cash requirement is estimated at £3.5m and the financial plan
incorporates additional borrowing at this level.
In feedback on draft plans submitted in February, NHS Improvement (TDA) advised the
Trust to incorporate an interim revenue support loan in line with the deficit control total,
with any further cash requirement in the form of a revolving working capital facility.

9

2015/16 Reference Costs

9.1

The national reference cost collection for 2015/16 is due in July 2016 and as stipulated by the
Department of Health (DH), the Trust Board needs to be satisfied with the Trust’s costing
systems and processes, and confirm that the Trust will submit its reference cost return in
accordance with DH guidance.
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9.2

The systems and processes used have been outlined in detail and previously approved by the
Trust’s Finance & Investment Committee. These systems and processes have been reviewed
against the 2015/16 guidance issued by DH and there are no material changes to note.

9.3

In summary:
Requirement
The Trust can demonstrate that it has prepared the reference cost submission in line with
the principles and standards set out in national costing guidance.
Costing methodologies have been shared and discussed with relevant managers and
clinicians to ensure that costs are apportioned accurately and represent the level of usage
by their services.
The costing team is appropriately resourced. The Reference costs are completed by the
Cost Accountant in the Finance department with information support from the IM&T
department.
There are appropriate costing and information systems in operation. The Trust uses a
dedicated costing database, Synergy, a CACI product used widely in the NHS; it is updated
regularly with new DH guidance and is firmly embedded as one of the leading costing
systems in the NHS.
The activity data used in reference costs is generated and verified by the IM&T department,
mainly through output reports from AMIGOS, and corresponds to activity reported internally
and externally as part of the wider MH minimum data set. The cost data reconciles to the
2015/16 annual accounts.
A quality checklist, as set out in the national guidance, is undertaken as part of the reference
cost submission.

10

Recommendation
The Board is asked to:
• Note the contents of this report, the financial position as at 29th February 2016 and the
forecast outturn deficit for 2016/17.
• Approve the initial capital programme totalling £1m.
• Approve the process outlined for submission of 2015/16 reference costs.

Sam Simpson
Director of Finance
17th June 2016
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APPENDIX 1

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

FINANCIAL MANAGEMENT & REPORTING

Income & Expenditure Summary
For 2 Months to 31 May 2016
Budget

Year to Date
Actual
Variance

£000

£000

(16,737)

(17,073)

12,768
4,109
16,877

12,571
4,700
17,271

EBITDA

140

198

Depreciation & Amortisation
Dividends
Interest payable
Interest receivable

254
20
31
(1)

(Surplus) / Deficit for Period

444

Total Income
Pay
Non Pay
Total Expenditure
Expenditure

£000

Budget

Full Year
Forecast
Outturn

Forecast
Variance

£000

£000

£000

(336)

(100,324)

(100,426)

(102)

(197)
591
394

74,772
26,230
101,002

74,817
26,287
101,104

45
57
102

58

678

678

0

246
20
11
(3)

(8)
0
(20)
(2)

1,524
118
185
(5)

1,524
118
185
(5)

0
0
0
0

472

28

2,500

2,500

0

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

APPENDIX 2

FINANCIAL SERVICES

2016/17 Capital Programme
£000
Confirmed CRL
Pending CRL

1,200
300

2016/17 Expected CRL

1,500

£000
Essential Schemes
IT
IT Equipment Replacement
IT Infrastructure
Email Replacement
Estates
Fire Safety
Window Replacement
Ward Refurbishments (Anti Ligature / Doors / Redecoration)

Total Essential Schemes

325
100
50
475
50
150
325
525
1,000

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

APPENDIX 3

FINANCIAL SERVICES

STATEMENT OF FINANCIAL POSITION
AS AT 31 MAY 2016

NON CURRENT ASSETS
Property, Plant and Equipment
Intangible Assets
Trade and Other Receivables
TOTAL NON CURRENT ASSETS

As Per Audited
Accounts
31 March 2016

31 May 2016

Movement

31 March 2017

Movement

£000

£000

£000

£000

£000

YTD Position

Forecast Position

19,871
197
8,587
28,655

19,670
185
8,725
28,580

(201)
(12)
138
(75)

19,539
140
9,412
29,091

(332)
(57)
825
436

3,870
2,888
6,758

3,277
8,847
12,124

(593)
5,959
5,366

2,514
1,000
3,514

(1,356)
(1,888)
(3,244)

35,413

40,704

5,291

32,605

(2,808)

(10,114)
(324)
(1,309)

(15,946)
(324)
(1,256)

(5,832)
0
53

(7,239)
(324)
(416)

2,875
0
893

NET CURRENT ASSETS / (LIABILITIES)

(4,989)

(5,402)

(413)

(4,465)

524

TOTAL ASSETS less CURRENT LIABILITIES

23,666

23,178

(488)

24,626

960

NON CURRENT LIABILITIES
Trade and Other Payables
Borrowings
Provisions
TOTAL ASSETS EMPLOYED

(2,638)
(8,535)
(279)
12,214

(2,638)
(8,535)
(263)
11,742

0
0
16
(472)

(2,638)
(11,711)
(263)
10,014

0
(3,176)
16
(2,200)

FINANCED BY TAXPAYERS' EQUITY
Public Dividend Capital
Retained Earnings
Revaluation Reserve
Pension Reserve
TOTAL TAXPAYERS EQUITY

14,002
(5,085)
3,297
0
12,214

14,002
(5,557)
3,297
0
11,742

0
(472)
0
0
(472)

14,302
(7,585)
3,297
0
10,014

300
(2,500)
0
0
(2,200)

CURRENT ASSETS
Trade and Other Receivables
Cash and Cash Equivalents
TOTAL CURRENT ASSETS
TOTAL ASSETS
CURRENT LIABILITIES
Trade and Other Payables
Borrowings
Provisions
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How To Interpret The Report
The direction of the arrow indicates whether performance has improved since the previous period:

An arrow pointing upwards indicates that performance has improved

An arrow pointing to the right indicates that performance is unchanged

An arrow pointing downwards indicates that performance has deteriorated

The colour of the arrow indicates the RAG status of the indicator against a national or locally
agreed target:

A green arrow indicates that performance is above or equal to target

An amber arrow indicates that performance is below target (by less than or equal to 5%)

A red arrow indicates that performance is significantly below target (>5% below target)

A white arrow indicates that there is no national or locally agreed target
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Executive Summary
1. Delayed Transfers Of Care
The number of delays has decreased from last month with performance at 1.6% for all delays and 1.6%
excluding social care delays. This equates to a total of 4 service users delayed at the snapshot date at the
end of May. Performance according to the Monitor definition of the indicator was 2.2% in May compared to
2.5% in April.
The number of bed days lost due to reportable delays (i.e. delays that meet all of the relevant criteria to be
formally categorised as a Delayed Transfer of Care and reported externally) decreased from 179 in April to
158. A further 788 bed days were lost due to non-reportable delays compared to 801 in April. 75% of bed
days lost were on adult wards with 76% attributable to housing including supported tenancy. The majority of
these delays are outside of the control of Trust Services and discussions continue with commissioners
around the need for a whole system response plan.
2. Length Of Stay
The median length of stay for the Adult Mental Illness specialty decreased from 14 days in April to 13 days
in May which is 4 days below the 17 day HES national average. The median for the Later Life specialty
decreased from 76 days in April to 54 days in May which is 1 day above the 53 day HES national average.
The median length of stay for Adult Acute wards decreased from 36 days in April to 34 days in May against
the local target of 25 days. The mean length of stay for Adult Acute wards decreased from 75 days in April
to 71 days in May against the local target of 50 days.
As discussed previously at Board, one factor which contributes to the high length of stay reported for
patients discharged from Adult Acute wards is patients who are transferred from a Rehab Ward to an Acute
Ward within the same inpatient spell and patients stepped down from a PICU Ward to an Acute Ward within
the same spell. 8 out of the 46 discharges in May fell into this category and discussions are ongoing to
ascertain whether or not the periods that service users spend on PICU or Rehab wards should be excluded
from the reported Adult Acute length of stay. Discussions are continuing at the performance meetings
regarding presenting the LOS figures with both the current method of calculation and with the Rehabilitation
ward stay excluded. PICU lengths of stay will continue to be considered as part of the acute episode of
care.
The readmission rate within 30 days of discharge (from acute wards and SAFIRE) decreased from 8.8% in
April to 7.9% in May. The actual number of readmissions decreased at 7 in May with 4 out of the 7
readmissions previously discharged from SAFIRE rather than acute wards. All readmissions continue to be
routinely reviewed by acute care staff.

3. Bed Occupancy
Adult bed occupancy decreased from 98.6% in April to 98.2% in May. Later Life occupancy decreased from
88.3% to 86.7% during the same period. The target is 85%.

4. CRHT Gatekeeping
Performance has remained static from last month at 100% . This is above the 95% target. 74 out of 74
admissions were gatekept in May and the year to date performance is currently 100%. From April, the
figures are also including those people discharged from the SAFIRE unit to ensure that there is consistency
across all metrics.
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5. A&E 4 Hour Waits
The number of Trust-attributable 4 hour waits decreased from 107.5 in April to 101 in May. The main
causes of 4 hour waits were delays awaiting the Other MHA Assessment, MHLT Assessments and delays
awaiting a bed which together made up 67% of Trust-attributable waits.
The monitoring of 1 & 2 hour breaches is a Quality Requirement in the contract and the target is that 75%
of referrals have an assessment starting within 1 hour of the referral being received. The Trust was above
target this month with performance decreasing from 81.3% in April to 77.5% in May. For the 2 hour
breaches the target is that 95% of referrals have an assessment starting within 2 hours of the referral being
received. The Trust was below target this month with performance decreasing from 92.4% in April to
90.9% in May. It should be noted that demand from A+E continues to increase.

6. PbR & Clustering
The figure measured is that of users with a valid in date cluster. Performance in this indicator decreased
from 76.8% in April to 75.8% in May. Performance needs to improve in clustering as it will be used as a
means of calculating funding in the next year.
Performance remains good in some areas with Later Life CMHTs at 75.8% and Adult Area Teams at
86.1%.
Consultant performance is lower with Later Life consultants at 72.3% and Adult of Working Age consultants
at 64.4%.

7. CPA 7 Day Follow-Up
Performance has increased from 96.7% in April to 97.9% in May and remains over the 95% target. There
were two breaches in total. There was one breach in the Adult Division and one in SAFIRE.
The Adult breach involved a patient discharged to a temporary residence with a friend. Contact by
telephone was attempted by ward staff on day 5; however the mobile phone was not connecting when
attempts were made. The patient was seen on day 7 by ward staff in the community.
The SAFIRE breach involved a patient discharged to Homeless Services with agreement for them to
contact the ward 2-3 days post discharge as they had no mobile phone. The ward attempted to contact the
patient’s father and housing worker but received no response. The GP also had had no contact. A referral
for further attempts to engage with community mental health services was made to the MET Team.

8. CPA Review Within 12 Months
Performance has increased from 95.3% in April to 96.8% in May and is currently above the target of 95%.
The percentage of the CPA caseload where there has been a review in the last 12 months and the review
was circulated to the service user is 83.8%. The Later Life care group is over target and has increased from
94.3% in April to 96.8% in May. The Adult Community care group is above target and has increased from
95.4% in April to 96.8% in May.
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Work has commenced on allowing the Care Groups and teams to monitor the situation in real-time to
enable them to proactively manage the position. This is planned to go live in July 2016.

9. Communication to GP of A&E Attendance
Performance has increased from 94.6% in April to 95.9% in May, which is above the target of 95%. This is
the first time we have met and exceeded the target and is as a result of the revision of the ‘start time’,
agreed with commissioners, and the excellent work of the liaison staff.

10. Feedback to GP referrers
Feedback to GP referrers is provided directly to them via the Integrated Care Gateway (ICG), the electronic
system used by GPs to refer to all secondary care providers.
Performance decreased from 99.4% in April to 99.3% in May which is above the 95% target.

11. Out Of Area Bed Placements
During May there were eleven out of area Adult Acute bed placements and seven out of area PICU
placements.

12. Quarterly Prison Performance
The Q4 report for Prison Services is attached.

13. Workforce and Organisational Development Performance
The report for May 2016 is attached.

14. Presentation
This month the presentation of the report has been improved by making a number of graphs and tables
sharper in their appearance. Work will continue over the coming months.
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Key Indicators
Key Indicators
Item

CPA 7 Day Follow up

CPA Review Within 12
Months

Target Or
Benchmark

2015/16

Apr-16

May-16

95%

97.7%

96.7%

97.9%

Performance has increased from 96.7% in April to 97.9% in May, which is over the 95% target. There were two breaches,
one in the Adult Division and one in Safire.

96.8%

Performance has increased from 95.3% in April to 96.8% in May and is above target. The percentage of the CPA caseload
where there has been a review in the last 12 months and the review was circulated to the service user is 83.8%. The Later
Life care group is above target and has increased from 94.3% in April to 96.8% in May with 6 out of 8teams above target
and 4 teams at 100%. The Adult Community care group is above target and has increased from 95.4 % in April to 96.8%
in May with 7 out of 9 teams at or above target.

95%

94.0%

95.3%

Delayed Transfers of
Care

7.5%

2.9%

2.5%

1.6%

CRHT: Gatekeeping

95%

98.9%

100.0%

100.0%

Performance Commentary
Compared To
Previous
Month/RAG

The number of delays has decreased this month and performance is 1.6 % for all delays and 1.6% excluding social care
delays. This equates to a total of 4 service users delayed at the snapshot date at the end of May, 4 excluding social care
delays. Performance according to the Monitor definition of the indicator was 2.2% in May compared to 2.5% in April.

Performance remained static at 100% this month from last month and is above the 95% target. 74 out of 74 admissions
were gatekept and year to date performance is currently 100%.

Adult: Median Length of
Stay (Days)

17

40.5

14.0

13.0

The median length of stay for the Adult Mental Illness specialty has decreased from 14 days in April to 13 days in May which
is 4 days below the 17 day HES national average. The median length of stay for Adult Acute wards only has decreased from
36 days in April to 34 days in May and the mean length of stay for Adult Acute wards only has decreased from 75 days in
April to 71 days in May.

Later Life: Median
Length of Stay (Days)

53

68

76.0

54.0

The median length of stay for the Old Age Psychiatry specialty has decreased from 76 days in April to 54 days in May which
is 1 day above the 53 day HES national average.
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Adults: Bed Occupancy

85%

98.6%

98.2%

Occupancy excluding leave for Adult Acute wards has decreased from 98.6% in April to 98.2% in May.

Later Life: Bed
Occupancy

85%

88.3%

86.7%

Occupancy excluding leave for Later Life Acute wards has decreased from 88.3% in April to 86.7% in May.

Adults in contact with
secondary MH Services
in settled
accommodation

75%

78.3%

78.1%

Performance has decreased from 78.3% in April to 78.1% in May but continues to be above the 75% target. The
percentage of service users with no accommodation status recorded has decreased from 2.3% in April to 2.2% in May.

5.6%

Performance has increased from 5.3% in April to 5.6% this month and continues to be above target. The IPS service works
with the Early Intervention service provided by RDASH and, as indicated in previous reports, service users care coordinated
by RDASH are now included in the calculation. The percentage of service users in Trust services (i.e. excluding Early
Intervention) with no employment status recorded remains low at 1.2% in May. Including Early Intervention the percentage of
service users with no employment status recorded is 1.8%.

101

The number of Trust-attributable 4 hour waits decreased from 107.5 in April to 101 in May. The main causes of 4 hour
waits were delays awaiting MHLT Assessments, and delays awaiting a bed and Other MHA Assessment which together
made up 67% of Trust-attributable waits.
The monitoring of 1 and 2 hour breaches is a Quality Requirement in the contract and the target is that 75% of referrals
have an assessment starting within 1 hour of the referral being received and that 95% of referrals have an assesment
starting within 2 hours of the referral being received. The Trust was above target this month for the 1 hour breaches but
performance increased from 81.3% in April to 77.5% in May. The Trust was below target this month for the 2 hour breaches
and performance decreased from 92.4% in April to 90.9% in May.

Adults in contact with
secondary MH Services
in employment

Access to Emergency
Care: A&E 4 Hour
Waits

4.5%

N/A

5.3%

1097

107.5
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Target

2015/16

Apr-16

May-16

Number of Complaints
Upheld

N/A

32

4

2

Compared to May 2015 there was a decrease of 3 compared to the same period last year (total of 5 fully upheld May 2015).

Number of Complaints
Referred To The
Ombudsman

N/A

2

2

0

Number of complaints referred to PHSO: there were no referrals in May, which is the same as this time last year.

AWOLS From Ward

< 15

3

3

The monthly figure shows the actual number of AWOLS each month. The target is for this to be under 15 (amber) and under
12 (green). In May, there were 3 recorded AWOLs on DATIX (Green) compared with 3 last month.

Increase in reporting
grade harms

< Last Year

78.0%

75.8%

The monthly figure shows the number of incidents in this financial year to date as a percentage of the number of incidents in
the same period in the previous financial year. All Grade harms are included.

Item

PbR
Item
% of Caseload with a
valid in-date cluster

Target

2015/16

N/A

N/A

RAG

RAG

Commentary

Commentary

76.8%

75.8%

The percentage of caseload with a valid in-date cluster decreased from 76.8% in April to 75.8% in May.

16.2%

19.9%

The Recovery Rate has increased from 16.2% in April to 19.9% in May and remains below the 50% target. From January
2015 the figures used to calculate the Recovery Rate include activity recorded against the IAPT data standard by
counsellors who joined the IAPT pathway in late 2014.

IAPT
Recovery Rate

% Referrals With
Treatment Within 6
Weeks

50%

75%

19.0%

23.0%

These standards are part of the first set of mental health access and waiting time standards which are being introduced
during 2015/16. All IAPT providers will be expected to work towards these standards throughout 2015/16 for achievement
by 1st April 2016.
In May 23% of service users who completed treatment in the month were seen within 6 weeks and 67.4% within 18 weeks.

Workforce and Organisational Development
% Staff Sickness
Absence

4%

5.31%

4.59%

4.34%

The unadjusted sickness figure for May 2016 is 4.34% which is a decrease of 0.25% from April and is the lowest rate in the
last 12 months. The average rate for the period March, April and May 2016 is 4.69%, which is a decrease of 0.26% in
comparison with the previous 3 months (4.95%). The 12 month sickness rate from May 2015 to April 2016 was 5.31%, a
decrease of 0.49% in comparison to the previous 12 months (5.80%).

Mandatory Training

90%

84%

84%

84%

To support compliance efforts, Mandatory Training continues to be reported weekly in addition to the usual monthly report.
This system has improved the accuracy and timeliness of the information captured on the reports and the time-lag between
completion and what is reported has reduced to a maximum of 1 week. Managers continue to be asked to check that the
information in the reports and inform Organisational Development (OD) of any anomalies.

PDR Completion Rate

90%

77%

75%

78%

Further to the Organisational Development Manager writing to all staff that were non-compliant, a further email is being sent
to all managers of services that are below 50% compliant in line with the CQC Action Plan.

Integrated Performance Report – May 2016 Page 8 of 29

Monthly Quality Requirements
Reference

Details

Threshold

Apr-16

May-16

CB_B17

Number of validated EMSA breaches

0%

0

0

NR2

Completion of a valid NHS Number field in mental health and
acute commissioning data sets submitted via SUS

99%

99.9%

99.9%

Performance has remained static this month at 99.9% from last month, and continues to be above target.

NR3

Completion of Mental Health Minimum Data Set ethnicity
coding for all detained and informal Service Users

90%

92.6%

Performance is at 92.6% this month and continues to be above target. There was no submission in April due to the move to
MHSDSV.

NR4

Completion of IAPT Minimum Data Set outcome data for all
appropriate Service Users

90%

81.7%

86.9%

The figures shown are taken from the primary submissions as the final refresh figures are only available several months in
arrears. Performance was below target for April at 86.9%.

M14

All Serious Incident investigations to be completed and issued
to Commissioners within 60 working days from date of
incident. (60 days for Homicides)

100%

100.0%

100.0%

M15

All Serious Incidents to be notified to Commissioners within 2
working days of the provider being notified (but not longer
than 72 hours)

100%

89.0%

100.0%

M2

A&E 12 Hour Breaches From Decision To Admit

0%

1

0

M3 a

Clinical Communication - Communication to GP of A&E
Attendance

95%

94.6%

95.9%

M3 b

Clinical Communication - Communication to GP of Outcome
of referral to Gateway within 21 days

95%

99.4%

99.3%

M12

Urgent Care (CRHT) Assessments within 24 Hours

80%

74.6%

72.9%

The performance has decreased from 74.6% in April to 72.9% in May. The May figure is the cumulative figure for the quarter so
far.

GM1 a

A&E 1 Hour Referral to Assessment Performance

75%

81.3%

77.5%

The performance has decreased from 81.3% in April to 77.5 % in May. The Trust is currently above the 75% target.

GM1 b

A&E 2 Hour Referral to Assessment Performance

95%

92.4%

90.9%

The performance has decreased from 92.4% in April to 90.9 % in May. The Trust is below the 96% target.

GM1 c

Number of patients discharged from A&E within 4
hours/Number of patients discharged from A&E

95%

53.5%

44.1%

The performance has decreased from 53.5% in April to 44.1 % in May. The Trust is significantly below the target of 95%.
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RAG

Commentary

There are no breaches so far in 2016/17.

Currently subject to a remedial Action Plan with commissioners. Performance is at target at 100%. This equates to 4 out of 4 .

Currently subject to a remedial Action Plan with commissioners. Performance is at target at 100%. This equates to 8 out of 8.

There was one breach in April 2016.

The performance has increased from 94.6% in April to 95.9% in May and is above target.

Although performance for May has decreased slightly to 99.3% from 99.4% in April it is still above the 95% target.

Charts
1. Delayed Transfers Of Care

Delayed Transfers Of Care - Trust Performance
14%
12%
10%
8%
6%
4%
2%
0%

Delayed Transfers Of Care - By Care Group

14%
12%
10%
8%
6%
4%
2%
0%

Trust

Jun
3.8%

Jul
3.6%

Aug
0.9%

Sep
0.9%

Oct
2.1%

Nov
3.2%

Dec
3.8%

Jan
3.6%

Feb
3.6%

Mar
2.5%

Apr
2.5%

May
1.6%

Target

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

Adult

Jun
3.2%

Jul
2.1%

Aug
0.7%

Sep
0.7%

Oct
2.4%

Nov
2.3%

Dec
4.8%

Jan
5.2%

Feb
4.0%

Mar
3.0%

Apr
3.5%

May
2.2%

Later Life

9.5%

12.5%

2.6%

2.7%

2.6%

10.0%

3.0%

1.6%

5.3%

2.6%

0.0%

0.0%

Target

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

7.5%

2. Length of Stay

Median Length Of Stay - Later Life

30
25
20
15
10
5
0

150

Days

Days

Median Length Of Stay - Adult Mental Illness

100
50
0

Median LOS

Jun
8.0

Jul
14.0

Aug
17.0

Sep
15.0

Oct
26.0

Nov
15.0

Dec
23.0

Jan
15.0

Feb
17.0

Mar
16.0

Apr
14.0

May
13.0

Target

18

18

18

18

18

18

18

18

18

18

17

17
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Median LOS
Target

Jun
89.0

Jul
85.0

Aug
88.0

Sep
72.0

Oct
58.5

Nov
103.0

Dec
64.0

Jan
27.0

Feb
39.0

Mar
65.0

Apr
76.0

May
54.0

52

52

52

52

52

52

52

52

52

52

53

53

Mean Length Of Stay - Adult Acute Wards Only

Median Length Of Stay - Adult Acute Wards Only

150

80

Days

Days

60
40
20

100
50
0

0
Median LOS

Jun
31

Jul
44

Aug
34

Sep
35.5

Oct
60

Nov
26

Dec
37

Jan
47

Feb
45

Mar
32

Apr
36

May
34

Target

25

25

25

25

25

25

25

25

25

25

25

25

3. Bed Occupancy

105%

Acute Bed Occupancy - Excluding Leave

95%
90%
85%
80%

Adult Acute

Jun
98

Jul
79

Aug
73

Sep
66

Oct
80

Nov
54

Dec
46

Jan
69

Feb
84

Mar
69

Apr
75

May
71

Target

50

50

50

50

50

50

50

50

50

50

50

50

4. CRHT Gatekeeping

100%

75%

Mean LOS

Jun
Jul
Aug Sep
Oct Nov Dec
Jan
Feb Mar Apr May
98.1% 97.4% 95.2% 97.8% 97.7% 99.7% 98.9% 98.8% 98.2% 98.6% 98.6% 98.2%

100%
99%
98%
97%
96%
95%
94%
93%
92%

Later Life Acute 99.4% 92.8% 99.0% 95.8% 94.0% 98.3% 82.7% 90.2% 93.5% 96.4% 88.3% 86.7%

Trust

Best Practice

Target

85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%
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CRHT Gatekeeping - Trust Performance

Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
100.0% 100.0% 96.3% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

5. A&E Waits

Number Of Breaches

A&E Liaison: 4 Hour Waits
180
160
140
120
100
80
60
40
20
0

90%

A&E Liaison: Percentage Of Patients Where Assessment
Started Within 1 Hour Of Referral To Mental Health

85%
80%
75%
70%
65%

Trust Attrib

Jun
63

Jul
71

Aug
65.5

Sep
92

Oct
77

Nov
85.5

Dec
95.5

Jan
114

Feb Mar Apr May
108.5 151.5 107.5 101

Non Trust Attrib

122

105

111.5

151

115

126.5 164.5

126

140.5 166.5 93.5

96%

Jun
Jul
Aug
Sep
Oct
Nov Dec
Jan
Feb Mar Apr May
% within 1 hour 85.1% 83.5% 81.8% 85.2% 80.8% 82.8% 80.4% 78.4% 76.4% 75.9% 81.3% 77.5%
Target

128

70%

70%

70%

70%

A&E Liaison: Percentage Of Patients Where Assessment
Started Within 2 Hous Of Referral To Mental Health

94%
92%
90%
88%
86%
84%

Jul
Nov Dec
Jun
Aug
Sep
Oct
Jan
Feb Mar Apr May
% within 2 hour 93.8% 95.3% 92.9% 95.2% 94.3% 94.3% 93.1% 91.4% 91.2% 89.1% 92.4% 90.9%
Target

95%
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95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

70%

70%

70%

70%

70%

70%

75%

75%

May-16
Central
North
South
Total

Total A&E Attendances

Total Mental Health
Attendances

Total Mental Health 4 hour
Waits

Total Attributable Mental
Health 4 Hour Waits

% of Mental Health
Attributable 4 Hour Waits in
A&E

8078
7868
7586
23532

300
173
115
588

125
67
37
229

48
35
18
101

16%
20%
16%
17%

The following table is cases where patients were not admitted or discharged from A&E within the 4 hour waiting time target. It is important to note that the 2 waits over 12 hours are where
the total wait time in A&E exceeded 12 hours and are not all breaches of the national target that requires a patient to be admitted within 12 hours of the decision to admit
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.

6. PbR & Clustering

100%

Percentage Of Caseload Clustered

80%
60%
40%
20%
0%

Jun
Jul
Aug Sep Oct Nov Dec
Jan
Feb Mar Apr May
% In-Date & Valid 83.9% 84.2% 83.1% 81.5% 83.3% 82.4% 81.4% 81.6% 80.5% 77.2% 76.8% 75.8%
Target

95%

95%

95%

95%

95%

95%

95%

95%

95%
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95%

95%

95%

7. 7 Day Follow-Ups

7 Day Follow-Ups - Trust Performance
100%

100%

98%

98%

96%

96%

94%

94%

92%

92%

90%
Trust
Target

90%
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
96.0% 96.3% 98.5% 100.0% 95.2% 98.6% 96.9% 98.2% 100.0% 98.5% 96.7% 97.9%
95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

Adult

7 Day Follow-Ups - By Care Group

Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
95.1% 95.4% 98.2% 100.0% 94.3% 98.4% 95.8% 98.0% 100.0% 98.5% 98.2% 97.6%

Later Life 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 90.9% 100.0%
Target

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

8. CPA Review Within 12 Months

CPA 12 Month Review - Trust Performance

100%
98%

98%

96%

96%

94%

94%

92%

92%

90%
Trust
Target

Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
96.6% 96.7% 95.7% 96.5% 95.8% 95.2% 95.3% 95.3% 95.7% 95.2% 95.3% 96.8%
95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

90%
Adult

Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
97.0% 96.7% 95.5% 96.5% 95.9% 95.5% 95.5% 94.5% 96.0% 95.3% 95.4% 96.8%

Later Life 93.9% 96.8% 97.2% 96.4% 95.0% 92.6% 94.2% 91.0% 92.5% 94.6% 94.3% 96.8%
Target
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CPA 12 Month Review - By Care Group

100%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95%

9. Service Users In Settled Accommodation

10. Service Users in Employment

Adults Receiving Secondary Mental Health Services In Settled
Accommodation - Performance

Adults Receiving Secondary Mental Health Services In
Employment - Performance

85%

6%

80%

5%

75%
70%

4%

65%

3%

60%

Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Performance 80.1% 79.7% 79.4% 79.9% 80.1% 79.5% 79.7% 77.4% 78.5% 78.6% 78.3% 78.1%

Jun
Performance 4.9%

Jul
5.6%

Aug
5.4%

Sep
5.3%

Oct
5.1%

Nov
5.1%

Dec
5.3%

Jan
5.2%

Feb
5.5%

Mar
5.4%

Apr
5.3%

May
5.6%

Target

Target

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

4.5%

75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%

4.5%

11. Quality Requirement M3a (Communication to GP of A&E Attendance)
Clinical Communication - Communication to GP of A&E Attendance (M3a)
100%

80%
Actual
Target

Jan-16
88.7%
95%

Feb-16
89.5%
95%
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Mar-16
89.1%
95%

Apr-16
94.6%
95%

May-16
95.9%
95%

12. Quality Requirement M3b (Communication to GP of Outcome of Referral to Gateway)
Clinical Communication - communication to GP of outcome of referral to Gateway (M3b)
100%
99%
98%
97%
96%
95%
94%
93%
92%
Actual
Target

Jan-16
98.8%
95%

Feb-16
98.4%
95%
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Mar-16
99.2%
95%

Apr-16
99.4%
95%

May-16
99.3%
95%

Argyll
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Safer Staffing Return
The fill rate is calculated by dividing the number of “planned (established) staff hours” which the ward budgets are set with by the “actual worked staff hours” and is completed in the same
manner as the data entry onto the UNIFY system for national analysis and comparison. This is the data that is submitted onto the Unify system.
This can result in the fill rate being in excess of 100% where wards have run with higher staffing levels due to increased level of required patient observations and levels of acuity. There are also
some areas where this has been noted to be below 100%. These are discussed later in the paper but can include the reason that the ward was at lower levels of occupancy than it is established to
run at and therefore required lower levels of staffing or a local review of staffing has resulted in local changes agreed through line managers.
The report included the outcomes of a review of inpatient 1:1 observations and considered the patient experience in relation to staffing levels. In May 2015 the joint Unions asked for a
breakdown of nurse to patient ratios and skill mix on each inpatient ward. This information has been provided and will be further discussed and continue to be monitored at the regular
monthly meetings the Chief Nurse has put in place with the Joint Unions.
In support of delivering reductions in Agency usage the Department of Health have commissioned a staffing toolkit which provides practical advice, guidance and templates to help Trusts
improve their internal controls and better balance safe staffing / patient care and reduce agency spend.
th

As the UNIFY figures are uploaded on the 15 of the Month, it was suggested that the dates of QB meetings be re-arranged so that more up to date figures would be available. The Chief
Nurse to action the change of dates.
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Prison performance Quarter 4 January to March 2016
HMP Manchester and HMP Buckley Hall

1.0

Headlines in Quarter 4
Key Headlines/Data Issues
Cancer Related Screenings - 1 screening for Bowel Cancer took place in Q4. This is a national issue as bowel cancer
screening requires a registered GP practice to be undertaken.

Clinic DNA -HMP Manchester generally had quite high DNA levels except for Dental and Physiotherapy. HMP Buckley
Hall scored badly across all indicators for DNA rates except Sexual health where there were no results.

Clinic Patient Numbers - DQ issue with HMP Manchester figures as total of seen, DNA, and Patient Cancellations do
not add up to the total of patients called up. HMP Buckley Hall recorded very low levels of cancellations
DART - Both 5 day reviews and 13 week reviews remained very low at HMP Manchester. DART figures at HMP
Buckley Hall is now a NIL return from Lifeline as they do not accept receptions there.

Mental Health - Those that had received a signed CPA remained low in Q4 for HMP Manchester and therefore
remained red in the RAG rating, as did those receiving an Annual Health Check. HMP Buckley Hall achieved 100%
throughout Q4 ensuring all patients had received a signed copy of their CPA.
Mental Health Transfers - Several patients had been transferred during Q4 for HMP Manchester. HMP Buckley Hall
had no transfers.
Immunisations/Vaccinations - Immunisations remained poor for both prisons and therefore red in the RAG ratings
though HMP Manchester did score well for Hepatitis B.. HMP Buckley Hall had huge fluctuations for Flu vaccination
going from 11% to 99%
Non Cancer & BBV - Screening uptake remained predominantly red in the RAG rating throughout Q4 for HMP
Manchester and HMP Buckley Hall though both scored well for TB and Hepatitis B screening.

Smoking - HMP Buckley Hall again reported higher than average levels of Smoking cessation uptake and smoking
quitters. HMP Manchester reported figures similar to regional average for Q4.
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The changes in the regimes and reduced prison staffing levels within both prisons continue to
impact on healthcare attendance. This has resulted in red rated DNA rates in most services despite
additional clinics being booked. Commissioners and Governors are aware of the impact on
healthcare and Philip King has been to visit HMP Manchester’s Governor to discuss the issues but
is aware that the prison is supporting healthcare as much as is reasonably possible in the
circumstances. These issues may continue for the foreseeable future and will be monitored closely.

There still remains significant issues with the data collection tool but the commissioners have given
us permission to revise the spreadsheet so we can collect meaningful data from Quarter 1.

2.0 Clinical attendance
During Quarter 4, the services had the following DNA rates compared to the North West total-

HMP Manchester

HMP Buckley Hall

North West Region

HJIP Indicator

Num/Den

Jan

Feb

Mar

Jan

Feb

Mar

Jan

Feb

Mar

General Practice
(Clinician) Clinic DNA
Rates (Did Not Attend)

Den

530

626

591

329

341

358

4,448

4,649

4,167

Num

98

128

123

36

40

44

583

660

689

% Rate

18%

20%

21%

11%

12%

12%

13%

14%

17%

Den

106

126

134

203

203

155

2,401

2,415

1,935

Num

7

12

3

36

30

21

473

417

402

% Rate

7%

10%

2%

18%

15%

14%

20%

17%

21%

Den

66

48

23

21

20

22

430

408

318

Num

19

25

11

4

8

7

80

86

72

29%

52%

48%

19%

40%

32%

19%

21%

23%

Den

40

41

58

0

0

0

418

463

513

Num

15

18

20

0

0

0

83

106

121

38%

44%

34%

0%

0%

0%

20%

23%

24%

Dental Clinic DNA
Rates (Did Not Attend)

Optician DNA Rates
(Did Not Attend)

% Rate
Sexual Health Clinic
DNA Rates (Did Not
Attend)

% Rate
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Physiotherapy Clinic
DNA Rates (Do Not
Attend)

Podiatry Clinic DNA
Rates (Did Not Attend)

Den

31

31

24

31

26

33

252

252

263

Num

0

1

0

7

0

6

49

54

62

% Rate

0%

3%

0%

23%

0%

18%

19%

21%

24%

Den

40

36

10

8

7

9

240

209

224

Num

12

17

3

1

2

4

52

44

51

30%

47%

30%

13%

29%

44%

22%

21%

23%

% Rate

The above table highlights low non-attendance rates for the dentist and physiotherapists for the
whole of the quarter at HMP Manchester. HMP Buckley Hall had zero percent recordings for sexual
health as this service was not operational at the time of recording. The Heads of Healthcare at both
prisons continue to review DNA rates with practitioners.

3.0 Workforce
Recruitment is on-going for the current vacancies1 vacancy exists in the Mental Health Inreach Team at HMP Manchester
1 vacancy exists in the Mental Health Inreach Team at HMP Buckley Hall.
3 vacancies to be recruited to in general healthcare at HMP Manchester and 1 at HMP Buckley Hall.

4.0 Quarter 4 updates
4.1 Home office controlled drugs licences
Lifeline have been inspected and approved for their Home Office licence to supply controlled drugs
in both prisons. The Trust is working toward their inspection which will take place in June and a
number of tasks have been completed in Quarter 4 towards achieving this.
4.2 Provision of social care
Social care provision in prisons was introduced in April 2016 and the Trust has been working closely
with Manchester City Council and Keycare, a social care provider regarding implementation. The
processes were finalised in Quarter 4 and the Trust was reimbursed for social care services it had
delivered during 15/16.
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4.3 Finance
At the end of Quarter 4, the budget for HMP Manchester was underspent by £182,652 due to the lower than
anticipated level of drug expenditure and nursing vacancies more than offsetting GP locum spend. HMP
Buckley Hall was underspent by £165,258 due to less than anticipated escorts and nursing vacancies.

Jo Daniels
General Manager Prison Healthcare
18.05.16
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Workforce & Organisational Development Performance
Sickness Narrative
The unadjusted sickness figure for May 2016 is 4.34% which is a decrease of 0.25% from
April and is the lowest rate in the last 12 months. The average rate for the period March,
April and May 2016 is 4.69%, which is a decrease of 0.26% in comparison with the previous
3 months (4.95%). The 12 month sickness rate from May 2015 to April 2016 was 5.31%, a
decrease of 0.49% in comparison to the previous 12 months (5.80%).
HR Business Partners continue to offer coaching to managers and medical staff to ensure
that the Management of Sickness Absence Policy is followed and all appropriate support is
provided to staff to assist them in returning to work, remaining in work or referring them to a
hearing on the grounds of ill health capability where required.
The HR team continue to monitor sickness absence trends on a monthly basis and highlight
hot spot areas to managers through divisional business meetings and individual one to one
meetings with line managers.
The Inpatient Adults service workforce assistant has continued to support ward managers
with transactional management around sickness. He is focussing on reviewing return to
work interviews in terms of quality and checking that they are taking place and whether
employees are on appropriate stages in the attendance management process. This direct
support ends at the end of June, however the HR Advisors are keen to continue the work
completed, in particular in terms of monitoring RTW interviews and escalation through the
policy when required.
Bank & Agency
Bank and Agency usage and associated expenditure is monitored at the Establishment
Control Panel (ECP) on a fortnightly basis. Monitor and the TDA now NHSI have introduced
both a ceiling of usage and a cap on the rates an Agency can charge for a worker with the
latter being effective from 23rd November 2015. Further reductions came into force 1st
February 2016, and 1st April 2016. These restrictions are being monitored by the NHSI with
the Trusts being required to report performance against the ceiling quarterly and any
breaches to the cap on a weekly basis. We have had to report a small number of Junior
Doctors shifts as being paid slightly above the cap, along with some Social Workers as well
as a small number of Band 6 A & E liaison nursing shifts being paid over the cap in order to
ensure safe service provision. Since April 2016 cap reduction (£5.38M pa / £448.3K per
month), there has been an increased number of shifts paid above the cap, these being
Social Workers and CPN’s in community settings. Whilst we have attempted to negotiate
with the agencies concerned to ensure compliance with the cap they have advised they are
unable to comply and the workers themselves have refused to take a cut to their hourly rate.
Where this is the case the Trust is giving notice to these workers.
During May 2016, an average of 583 nursing in-patient shifts were filled each week, this is
an average increase of 99 shifts a week compared to the previous period of 484 shifts during
April. This has increased by an average of 109 shifts a week compared to the same period
last year which was seeing an average of 474 filled shifts. Over the last 12 months, the
number of filled shifts has averaged at 448 per week.
The average in-patient weekly bank, agency and overtime spend during May £106K, an
increase compared to April when it was £89.7K. This is a £22K increase each week over the
same period last year. There was an average of 652 shifts requested each week in May
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compared to 536 requested last period. Of the average weekly in-patient spend (£106K);
agency expenditure accounted for £66.9K, bank £26.8K and overtime £12.1K.
These have been filled with 52% agency workers, 37% bank workers and 11% went unfilled.
During the same period last year, 48% were filled with Agency workers, 40% Bank workers
and 12% were unfilled. This demonstrates that the fill rate has improved over the year.
The Trust is evaluating the use of the e-rostering system and monitoring the benefits which
include the ability for bank workers and agencies to view and book available shifts online,
with the aim of reducing agency spend.
The Trust is currently recruiting to 95 substantive inpatient vacancies (which includes 40
Support Workers, 29 Staff Nurses, 1 Modern Matron, 2 Ward Manager, 1 Deputy Ward
Manager, 17 Clinical Practice Lead, 1 Occupational Therapists, 1 Assistant Practitioner, 1
Consultant,1 Trust Doctor, 1 LAS CT1-3) compared with 64 in April and 79 at the same time
last year. In addition, we are currently recruiting to 40 administrative vacancies across the
Trust in comparison to 38 in April and 31 at the same time last year.
There are 28 bank support workers currently going through recruitment checks.
Of the 583 average weekly requested shifts, 82% of the requests were for Support Workers
and 18% were for Registered Nurses. During the last period (April) this split was 17%
Registered Nurses and 83% Support Workers. This has shifted slightly from same period
last year when requests were average split 15% RMN requests and 86% Support Workers.
The main reason for the temporary staffing requests continues to be observations / acuity
however this has increased again in May to 74% from 65% in April. This has increase
substantially from the same period last year when it was 58%. Shifts requested for reason of
vacancy cover has dropped in this period to 19% from 23% in April. This remains
comparable to last year’s figures when request reasons for vacancy were 22%. The shifts
requested for reason of short term sickness cover has decreased to 4% from 6% in April
from 8% in March. The reason for shift request to cover for long term sickness has reduced
to 1% from 3% in both April.
The total monthly agency expenditure within the Adult Community Teams during May was
£44.1K; during the last reporting period in March it was £57.9K Finance have advised there
was no reporting done in April. This equates to an average weekly spend during May of
£10.6K a drop from March when it was £13.3K. The £44.1K is broken down as follows;
social workers £21.4K and community nurses £19.7K, agency admin £3K. In addition to the
agency spend in May, there was £2.8K attributable to qualified bank nurses; £1.1K
attributable to admin bank, and £2.1K in overtime expenditure. There are a further 15
substantive vacancies being recruited to within the adult community teams which is the
same as April. At the same time last year the adult community teams were recruiting to 15
vacancies.
Total monthly agency Social Worker expenditure across the Trust in May was £48.1K which
is a decrease from the last reporting month in March which was £68.1K. This equates to an
average decrease of £4.6K per week. This is attributed as follows; Adult Community Teams
(53%), Later Life (16%), Prison (18%), and Urgent Care teams (12%). The Trust is currently
in the process of recruiting to 10 social work vacancies (7 within Adult CMHTs, 3 in Later Life
CMHT) in comparison with 9 in April (6 within Adult CMHT’s, 3 in Later Life CMHT).
Admin & Clerical total bank and agency expenditure for the month of May was £128.1K,
this equates to £29.5 a week average, in March it was £19.3k. This is split as Bank admin
£631.50 and agency £28,862.
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Job Planning Round 2016/17
The position at the end of the 2015/16 round was that job-plans were completed, except for the
following:
•

One job plan was not received, which the Medical Director is aware of.

•

Two formal requests were made for mediation, following which one appeal meeting was
scheduled to take place in April 2016. A new date has now been organised for 8th July
2016. A third job plan was not agreed and is out of the timeline for mediation.

The table below provides details of the current status of the 2016/17 job planning round. Job
Planning training sessions for Consultants and Clinical Leads/Service Managers have been reorganised to take place at the end of June and beginning of July; and it is expected that jobplanning meetings will commence in September.
The job plan position as at 31st May 2016 is indicated by division in the table below:
Total
Consultants

MHSC
Consultants

Clinical
Academics

Actual
Required

Booked

Not
booked

Received
(complete)

Returned
(incomplete)

10

3

12

0

12

0

0

0

12

0

0

8

0

8

0

0

Specialties
13
10
3
11
Clinical Academics: 2 do not require a job plan

0

11

0

0

43

0

0

ACSI
13
Discounted: 1 – GP
AOWA
13
11
2
12
Clinical Academics: 1 does not require a job plan
1 split post which is counted within AC&SI
Later Life
8

6

2

Total Figures
47

37

10

43

0

Integrated Performance Report – May 2016 Page 27 of 29

Turnover
Please note that rates have been adjusted so that staff affected by TUPE transfer and
Trainee Clinical Psychology leavers are not counted in the turnover figures.
The turnover rate for May 2016 was 1.17%, a decrease of 0.09% compared to April 2016
and an increase of 0.03% in comparison to May 2015. The 12 month turnover rate for the
period June 2015 to May 2016 was 16.51%, whereas the rate for the previous year was
14.59%.
Other than the 30 staff that were TUPEd out of the Trust on 31st March, the majority of
leavers (40) in the period March – May 2016 left due for voluntary reasons. There were a
total of 61 leavers (excluding TUPEd staff) in this period, compared to 52 leavers in the
same period last year.
Mandatory Training
To support compliance efforts, Mandatory Training continues to be reported weekly in
addition to the usual monthly report. This system has improved the accuracy and timeliness
of the information captured on the reports and the time-lag between completion and what is
reported has reduced to a maximum of 1 week. Managers continue to be asked to check
that the information in the reports and inform Organisational Development (OD) of any
anomalies.
The report produced each week provides figures for the Mandatory Core skills (which reflect
the Core Skills Framework) as well as figures for all the identified mandatory training. By
separating these two figures managers can action any non-compliance.
The table below shows the past two month’s overall compliance as well as compliance for 12
months ago for comparison.
Date
May 2015
Core
Mandatory 74%
Training Compliance
69%
Total Mandatory
Training Compliance

April 2016
86%

May 2016
86%

84%

84%

Particular attention continues to be given to services that remain below 75% in accordance
with annual business plan objective metrics and the CQC Action Plan. This has included
arranging extra training dates, offering workbooks and addressing inconsistencies with data.
Personal Reviews
The table below shows the past two month’s overall compliance as well as compliance for 12
months ago for comparison.
Date
Personal
compliance

May 2015
Review 60%

April 2016
75%

May 2016
78%

Further to the Organisational Development Manager writing to all staff that were noncompliant, a further email is being sent to all managers of services that are below 50%
compliant in line with the CQC Action Plan.
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A Personal Review compliance report is sent to managers mid month, in addition to the
usual monthly report. Any Personal Review completed and submitted to OD is inputted by
the end of each week (Friday) and is reflected in the report which is run twice each month.
Again, this system has improved the accuracy and timeliness of the information captured on
the reports however we continue to ask managers to check that the information in the
reports are correct and inform OD of any anomalies.
Included in the report is explanation that personal review compliance is monitored against
incremental dates and the link to the online tutorial is available to illustrate this. In practice,
this means that to be considered compliant within the report, reviews must be conducted no
earlier than 8 weeks before staff incremental dates and no later than the actual incremental
date. This is regardless of when reviews were last completed and whether these have
occurred within the past 12 months. For personal reviews that are submitted but are not in
sync with the incremental date, feedback is given by OD of what action to take to assure
compliance.
Personal review training sessions continue to be delivered and an online video tutorial is
now available on both the homepage of the intranet and the Personal Review section of the
intranet.
Targeted emails have been sent to staff that were due their Personal Review within the next
eight weeks to remind them, this intervention will continue every two months.
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Minutes of the Quality Board
Wednesday the 18th May, 12.45 – 14.30
The Boardroom, Chorlton House

Chair:
Present:

Vicki Baxter
Philip King
JS Bamrah
Patrick Cahoon
Michele Moran
Helen Hobday,
Stuart Logan,
Mary Smith
David Marsden
Karen Keighley
John Scampion
Maeve Boyle
Ilsa Finigan
Deborah Goodman
Sam Simpson

Non-executive Director
Chief Operating Officer / Chief Nurse
Medical Director
Head of Patient Experience
Chief Executive
Head of Coroners and Mental Health Act
Risk Manager
Professional Head of Social Work
Professional Head of OT
Lead Nurse
Non-executive Director
Strategic Programmes Manager
Divisional Director Community & Place Based Care
Deputy Director of Operations
Director of Finance

In attendance: Rita Kenny, PA (Minutes)
Item
1.

Action
Welcome and apologies for absence
Apologies were received from Petra Brown and Gary Gillett.

2.

Declaration of Interests
No declarations were made.

3.

Minutes of last meeting
The minutes of the 13th of April were approved as an accurate record.

4.

Action Log
The action log was discussed and updated

5.

Integrated Quality Report
PK provided an update.
The Chief Operating Officer/Chief Nurse met with the Governor of HMP
Manchester in relation to Infection Control, the effect of the shortening of the
Prison day on giving care and the number of inmates requiring Medium Secure
mental health care.
While visiting the health service a deep clean was taking place. There are
ongoing actions being taken to address longer term infection control concerns,
but resolution seems likely. The issue of movement of prisoners to medium
secure care and a number of different ways of working around the prison day
and clinical commitments are being implemented.
The Nurses’ Day on the 12th of May was a positive event with a good mix of
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staff attending and some useful discussions took place.
Although much quality improvement work has taken place in the Trust in recent
months, there are some thematic areas which indicate that some themes, which
have been previously examined still require concerted efforts to maintain and
continue improvement. These items will now effectively form the work plan for
quality and governance over the next six months.
These are:
•
•
•
•

Care Planning and CPA
Ward Based Activities
The Leadership of Psychologically minded ways of working on in-Patient
Wards
The effect of cancelled out patent appointments on patient care.

Cancellation of out-patient appointments has increased.
Action: PK and JSB to do deep dive and report to June QB.
The CQC reported very positively on progress made on Later Life Wards within
the Trust, particularly Maple ward. Triangulating this with sickness levels Maple
ward sickness was at 28% last summer and it is now at 3.13%. Cavendish was
at 20% and is now at 0.78%. The Chief Executive is writing to the wards and
their managers to congratulate them. Maple Ward are planning a Schwartz
round on their journey back to quality care.
Anson Road received a particularly positive inspection where the CQC inspector
said that for the first time in her career there were no areas requiring an action
plan for improvement.
Mandatory Training currently stands at 89% across the Trust and PADRs range
from the 60s to high 80 percents by division. This is against a target in the CQC
action plan of 50%.
Peer reviews will continue and DG and the matrons will use as a way of
reviewing audits.
Action: Single assurance mechanism to be submitted to June QB.
Executive and non-executive Directors have taken part in the 15 step challenge
and feedback is provided to the Patient Experience Committee.
Action: Report to be submitted to ET and then to QB.
The visit to Elm and Juniper highlighted the poor condition of outdoor areas with
cigarette butts littering the space.
Action: DG discussing with AM and has been escalated to Estates.
The issue of e-cigarettes was discussed at May Patient Experience Committee.
DG reported that these are not banned but some charging units have not been
up to standard.
Action: DG to update QB.
6.

SIRI Update
SL presented the report.

Quality Board Minutes
18th May 2016

Page 2 of 6

The volume of incidents has been noted to increase compared to the same
period last year and the volume of harm incidents has increased. Violence
continues to be the Trust’s highest reported category.
Up to the end of April 2016, the Trust has a total of 20 SIRI investigations that
are ongoing, all of which are within agreed timescales and on track for
submission by the deadline dates.
The Trust is scheduled to meet with the Commissioners in May 2016 to allow
the Trust and the commissioners to align expectations and practice with regard
to the Serious Incident Process including:
• Agreed framework for the sign off of Serious Incident Investigation
Reports
• Standardised process for commissioner feedback
• Agreed timescales for the reconciliation and submission of revised
Serious Incident Reports.
The following themes have been identified through the course of the Trust’s
Incident investigation process. The Trust works to improve in the theme areas
identified through the work of the Integrated Risk Management Committee,
Quality Board and Quality Improvement Groups. The work of the Quality
Improvement Groups was summarised in the Quality Improvement Group
Report which was submitted to Quality Board in March 2016.
•
•
•
•
•
•
•
•

CPA
Violence and Aggression
Risk Formulation
Completion of CHORES
Contemporaneous record keeping
Physical health monitoring and follow up.
Medication
Clinical Supervision

Action: PK, MB and GG to meet on the 23rd of May to discuss triangulation
of themes. Safety culture needs to be demonstrated.

7.

Corporate Risk Register
SL presented the report.
There are 22 risks recorded within the Corporate Risk Register. There are no
proposals for addition to the Corporate Risk Register and there is one proposal
for removal, in relation to the CQC action plan.
It has been agreed that the risk manager will spend 2 days a week visiting all
Trust sites in order to understand how the register is tested in terms of forward
facing patient care. This will be a priority for the next few months.
PK has met with Mersey Internal Audit, Sam Simpson and John Foster, the
chair of the Audit Committee, to obtain clarity regarding the purpose of the
Committee. PK will be meeting Kevin Lloyd from MIAA to determine priorities.
Feedback will be provided to QB.
The Committee expressed concern at the residual scoring levels. Where the
inherent and residual scores are both red, risk register owners will be asked to
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examine and an update will be provided to QB explaining how risks have
decreased.

8.

Safer Staffing
PK presented the report.
The paper demonstrates the Trust’s Safer Staffing position for April 2016, and
reports on staffing levels that were above and below established levels by
exception (<80% and >120%).
Cavendish Ward used above 120% of registered night staff, and above 120% of
unregistered staff on days and nights. The additional staffing (415) was to
deliver safe patient care during the month of April as there were between 4-6
patients placed on close observations for risks that mainly included aggression
and risk of falls. At the start of April Cavendish had two band 5 vacancies which
increased to 4 by the end of the month. One member of staff was on Maternity
leave. This required an additional 319 shifts above establishment. Falls
incidents have reduced and Violence incidents have increased compared to the
previous month.
Action: The report will be presented at May Trust Board.
Additional spend on observations will be included in the nursing ward
establishments. As such the ward establishments will be “rebased”. The figures
will be represented as fill rate against the new establishment and secondly an
indication of where the fill rate is above 100% where additional nursing
observations are required above the new rebased establishments. These will
reflect figures from May onwards. This requires a change in the way the data is
represented within systems and so for that reason both changes will be made
simultaneously.

9.

External Visits to the Trust
PK provided an update.
In February March and April there was a MHA CQC inspection of Maple, Laurel,
Poplar and Redwood Wards .Juniper and Cavendish ward had Commissioner
Visits in March.
Access to psychology services remains a theme that is reported on. A new
psychology post is being recruited to and this post will lead the in-patient staff in
their psychologically minded ways of working. It has been noted that acuity and
work burden has prevented in-patient staff from working in this way. However,
the converse position is supported by clear evidence that working in this way
reduces disturbance in patients and ward milieu and liberates clinical time to
care for patients.
Recent CQC visits continue to highlight, that although progress has been made,
the themes relating to care plans include the need to ensure that there is
effective involvement of service users and that these are recovery focussed and
they are reviewed effectively.
The CEO raised concern in two areas, patient property and Argyll.
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10.

Quality Account
PC provided an update.
A first full draft of the Quality Account for 2015/16 has now been produced, in
line with National Guidance released in February 2016.
Ernst Young have commenced the assurance process, and have undertaken
the data quality checks on the mandated data indicators.
A feedback meeting is to take place on 12th May 2016. Preliminary feedback is
that no significant issues have been identified relating to how data for the
quality indicators has been produced. The auditors have also requested a copy
of the Trust’s Data Quality policy, which has been provided.
The Quality Account was sent on 25th April to external stakeholders including
the Clinical Commissioning Groups, the Chair of the Health Scrutiny Committee
for Manchester City Council and the Chief Officer of HealthWatch Manchester.
The external stakeholders are currently considering the Quality Accounts, and
have been asked for comments within the statutory 30 day timescale.
Feedback has been requested by 20th May 2016, so that it can be incorporated
into the final version of the Quality Account.
Any stakeholder feedback provided will be presented into the Quality Account
as it is received, in line with national guidance. On receipt of all feedback and
following a further formatting review, a final version of the Quality Account will
be presented at the May Trust Board.
As required the Quality Account will be published on the NHS Choice website
and the Trust website on Thursday 30th June 2016 in line with National
requirements.
PK and PC will attend the Health Scrutiny Committee at Manchester Town Hall
on the 26th of May.
Quality Indicator 2 – Gatekeeping
The Trust score was 98.90% which is above the national target of 95%.
“The main reason for any cases where gatekeeping is not being carried out
prior to admission to the Trust’s acute admission wards or Psychiatric Intensive
Care Units (PICUs) is Approved Mental Health Professional’s (AMHP) not
making contact with the Gate keeping team prior to or following a Mental Health
Act Assessment. The Urgent Care Team continues to work closely with the
AMHP Team to continue to improve performance in this area”.
MS expressed disappointment with the wording of this point and it was agreed
to discuss outside of this forum.

11.

Medicines Management Committee
The Committee noted the minutes.
The Medical Director mentioned the issues of patients in private establishments
and the provision of medication including second generation antipsychotics.
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The Trust has a procedure in place and has notified all services for out of area
beds but there has been no feedback from the private providers.
12.

Patient Experience Committee
The Committee noted the minutes.
The lack of operational input at the meetings was discussed. PK felt that the
profile of the Committee needs to be raised.

13.

Integrated Risk Management and Clinical Governance Committee
The Committee noted the minutes.
The workplan was discussed and also the duplication of reports at Committees.
Some reports and minutes are submitted to both the IRMCGC and Quality
Board. In some cases, this is correct but the workplans need to be revised.
Action: MB to evaluate existing Committees.

14.

Matters for Escalation
There were no matters for escalation.

15.

Any Other Business
•
•
•
•

16.

Workplan
Stocktake about NICE
Critical Quality Indicators
Responsible Clinician Work

Date and time of the next meeting
Wednesday the 15th June 2016, The Boardroom, Chorlton House,
12.30 – 14.30
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Agenda Item: 21

Audit Committee Minutes
25 May 2016, 10.00am – 11.30am
The Boardroom, Chorlton House
Present:
Mr John Foster
Ms Evelyn Asante-Mensah

Non-Executive Director (Chair)
Non-Executive Director

In Attendance:
Ms Sam Simpson
Ms Michele Moran
Mr Kevin Lloyd
Ms Sharon Brock
Mrs Adele McKie
Mr Hassan Rohimum
Mr Michael Green
Ms Diana Paul

Director of Finance
Chief Executive
Assistant Director, Mersey Internal Audit Agency (MIAA)
Local Counter Fraud Specialist, Mersey Internal Audit Agency (MIAA)
Head of Financial Services
Executive Director, Ernst & Young LLP (EY), External Audit
Manager, Ernst & Young LLP (EY), External Audit
Personal Assistant (Minutes)
MINUTES

1

Apologies
Mr Tony Whetton, Non-Executive Director
Mr Tim Gilpin, Non-Executive Director

Action

2

Declarations of Interests
None were raised.

3

Minutes of 11 April 2016
These minutes were agreed as a true and accurate record with the following
amendment:
Item 5 – Draft Internal Audit Plan 2016/17 - The Committee approved the plan.

4

Action Log
The meeting noted the action log will be updated for the next meeting.

5

Annual Accounts and Annual Report
The Head of Financial Services stated the accounts had been considered in detail at
the Scrutiny Committee held on 12 May.
The Head of Financial Services reminded the committee that the accounts had been
prepared on a going concern basis and highlighted the key points of change since
the Scrutiny meeting.
The Committee noted the Trust has met all its statutory duties and reported a deficit
of £4,155k for 2015/16 (excluding impact of impairment) and there are no audit
adjustments affecting the Trust’s reported financial performance.
Where People Matter Most

The following presentational and disclosure amendments were agreed and have
been incorporated within the accounts:
-

Asset Revaluation – Impairment reversal
Asset Revaluation – Accumulated Depreciation
Other Reserves – GMPF
Segmental Reporting

It was agreed that the Audited Accounts and Annual Report should be recommended
for approval to the Board at the meeting to be held on 26 May 2016.
The Audit Committee noted the Letter of Representation in relation to the Financial
Statements.
The Director of Finance thanked the Finance team and the External Audit team,
acknowledging it was the first year with the new teams.
The Director of Finance also advised the Committee that a ‘lessons learned’ session
would be held with the Trust and EY and a report would be brought to the next
meeting.
6

SS/
AMc

Report to those charged with governance
Mr Hassan Hussain, Executive Director, (EY) thanked the Finance Team for their cooperation/assistance over the past year and especially around the auditing period, this
was echoed by the Committee.
Mr Michael Green, Manager, (EY) outlined the key findings of the audit in relation to:
- Financial Statements
- Value for Money
The Auditors have made a referral to the Secretary of State for Health regarding the
Trust’s reported deficit for 2015/16 and the forecasted 2016/17 deficit position.
Significant Audit Risks were identified in the audit plan - assurances have been
received regarding these. The risks identified have also been included within 2016/17
Audit Plan.
The Auditors propose to issue an ‘unqualified’ audit report on the financial statements
and an “except for” opinion with regards to value for money arrangements.
The Committee noted the recommendations made and agreed the relevant
management actions arising from the recommendations will be monitored by this
Committee:
- Asset Register
- Personal Records

7

Internal Audit Progress Report
Mr Lloyd, Assistant Director, MIAA, informed the meeting the reviews of the combined
Financial Systems: Voluntary Redundancy Scheme and Mutually Agreed Resignation
Scheme have been given significant assurance.
There are two remaining reviews carried over from 2015/16:
- Combined Financial Systems: General Ledger and Payroll. The draft report

SS
DH

-

has been issued and assurance level agreed. The management responses
are being finalised.
Consultant Job Plans and Management of Petty Cash/Patient Valuables,
Community Locations these will be reported to the next Audit Committee and
included within the Annual Opinion in 2016/17.

A Follow Up report will be brought to the next meeting updating on the progress made
to date.
The Committee noted the report.
8

Audit Committee review of the Assurance Framework
Mr Lloyd, Assistant Director, MIAA, informed the meeting discussions have taken
place with regard to the Assurance Framework. The suggested approach is for the
Audit Committee to look at two key strategic objectives at all future meetings to
undertake a ‘deep dive’ of the controls and assurances in place, assess any gaps in
control/assurances and whether actions were clearly identified to mitigate and/or
reduce the risk(s).
Mr Lloyd and the Chief Operating Officer to meet to agree priorities, these will then be
presented to the Executive Team on 31/5/16 for final agreement.

KL

The Committee approved the approach and noted the report.
9

Insight Papers
Audit Committee Update
The Committee noted the above document.

10

Anti-Fraud Progress Report
Ms Brock, Local Counter Fraud Specialist informed the meeting the report sets out the
work undertaken during the period of April 2016 and mid May 2016.
The meeting requested the colour code within the reporting dashboard be revised as
the RAG rating was misleading.
The following area from the performance dashboard was brought to the Committee’s
attention: General Advice and Support – safeguarding issue. The Chief Operating
Officer/Chief Nurse has been made aware of the issue, the police are also involved.
The Committee noted 4 incidents are being investigated and the meeting was assured
these are being progressed.
The Committee noted the report

11

Briefings
New Standards 2016/17
The counter fraud clauses in the NHS Standard Contract have been amended for
2016/17. The Local Counter Fraud Specialist outlined these changes.
Changes to NHS Protect
NHS Protect will no longer provide the following support services, training for anticrime specialist and local support services, however MIAA’s Anti-Fraud Services is
well placed to meet the removal of these services. MIAA and NHS Protect will be
working closely together during 2016/17 to ensure there is no disruption to local anti-

SB

fraud services and arrangements will be developed to ensure the future delivery of
services within a new model.
The Committee noted the briefings.
12

Reports with High or Significant Assurance
The following reports were circulated to Committee members prior to the meeting:
- Combined Financial Systems (VRS MARS) - Significant

13

Audit Committee Reporting Schedule
The Director of Finance informed the meeting that she and the Chair are due to meet
after this meeting to finalise the schedule, on completion this will be circulated to
members.

SS/JF

The Committee noted the verbal update.
14

Waivers
The Head of Financial Services informed the meeting no new waivers have been
received since the previous meeting.
The Committee noted the report.

15

Losses and Special Payments
The Head of Financial Services informed the meeting that the report outlines the
register of losses and special payments that have been signed off by the Chief
Executive or Director of Finance. Since the last report 3 payments have been made,
one within the 2015/16 period and two within the new financial year.
The Committee noted the report.

16

Audit Contract beyond 2016/17
The Director of Finance reminded the Committee that the Trust would need to undergo
a procurement process for the appointment of External Auditors from 2017/18 if
required. This will be looked at as part of the yearend review process with EY to
ensure there is a plan should there be any delay in the acquisition process. Paper to
come back to the September meeting outlining the plan for 2017/18.
The Committee noted the verbal update.

17

Items arising from the meeting requiring communication or risk register
consideration.
None were raised.

18

Committee Minutes
The Committee noted the following minutes have been presented to Trust Board:
Quality Board – March 2016

19

A.O.B.
None were raised.

20

Date of Next Meeting
28 September 2016, 10.30 – 11.00 Private Session, 11.00 – 12.30 Meeting
Boardroom, Chorlton House
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