A University Teaching Trust

Manchester Mental Health and Social Care Trust
BOARD MEETING
To be held at 10.00-12:30pm on Thursday 28th April 2016
The Boardroom, Chorlton House, Chorlton, Manchester, M21 9UN
LEAD

ACTION

WRITTEN
REPORT

1.

STANDING ITEMS
Patient Story

PK

To receive & note

2.

Inclusion of the Public

JS

To receive & note

3.

Declarations of Interest

JS

To receive & note

4.

Apologies for Absence

JS

To receive & note

5.

Minutes of the Trust Board meeting held
on31st March 2016

JS

To receive & approve



6.

Action Log & Matters Arising

JS

To discuss



7.

Chair’s Report

JS

To note

8.

Chief Executive’s Report

MM

To receive & note



9.

Publication and Policy Highlights

MM

To receive & note



10.

STRATEGY
Estates Strategy 2016/17

SS

To discuss



11.

GOVERNANCE & QUALITY
Integrated Quality Report

PK

To receive & note





Annual Report of the Mortality Review
meeting

JSB

To receive & note



13.

Safer Staffing Report

PK

To receive & note



14.

Care Quality Commission (CQC) Action
Plan

PK

To approve



15.

Register of Trust Seal 2015/16

MM

To receive & note



16.

PERFORMANCE and DELIVERY
Workforce &Equality Monitoring Quarterly
Performance Report

DH

To receive & note



SS

To receive & note



Revenue & Capital Financial Report for
year ending 31 March 2016

Trust Board Meeting
28th April 2016

10.00

verbal

12.

17.

INDICATIVE
TIMINGS

11.15

18.

19.

Integrated Performance Report March
2016
MINUTES OF BOARD COMMITTEES
Quality Board - 16th March 2016

DH

To receive & note



VB

To receive & note



20.

DATE & TIME OF NEXT MEETING
The next Trust Board meeting will be held on Thursday 26th May 2016, 10.00am, The
Boardroom, Chorlton House, Chorlton, Manchester. M21 9UN.

21.

EXCLUSION OF THE PUBLIC
To resolve that representatives of the press and other members of the public be excluded
from the remainder of this meeting having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to the public interest.

Trust Board Meeting
28th April 2016

A University Teaching Trust

Trust Board Report – Executive Summary
Date of Trust Board: 28th April 2016

Agenda Item: 1

Title of Report:

Digital Story (Service user) ‘The madness in my head’

Date Produced:

19 April 2016

Author:

Purpose of Paper:

Key Points:

Action Required

th

Name:

Philip King

Title:

Chief Operating Officer/Chief Nurse

Name:

Patrick Cahoon

Title:

Head of Patient Experience

To remind Trust Board that all discussions should link directly to
patient care.
• This story provides an insight into the impact of drug addiction
on mental health and well being, the journey of a service user
through various parts of the health and social care system,
and different experiences of care and services.
• Drug use can have a significant impact upon mental health
and well being, and can result in family breakdown.
• As well as services and support provided by the Trust around
substance misuse, there is a range of more specialist services
where staff can signpost or refer service users who are
experiencing difficulties with drug use.
• The Trust continues to ensure that all wards are safely staffed
at all times, and has systems in place to ensure that care is
safe, compassionate and high quality.
• To note the contents of this report
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Manchester Mental Health and Social Care Trust
‘The madness in my head’ – Patient story produced in July 2015
1.

Purpose of Report:

1.1

The purpose of this paper is to present a patient 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. The service user referred to within this paper has provided full consent
for their 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 patient care and treatment.
A further set of digital story workshops are scheduled for May 2016.

2.2

This story provides an insight into the impact of drug addiction on mental health and
well being. The story also describes the journey of a service user through various
parts of the health and social care system, describing different experiences of care
and services.

2.3

Rizwan begins his story by reflecting on his initial journey into mental health services
in Manchester, which escalated as a result of his addiction to illicit substances. He
talks about the impact that this had on him personally, but also his family and in
particular his Mother.

2.4

Rizwan describes how he accessed help and support from different sources to help
with his various addictions describing that none of this was able to help with his
mental health and well being. He also describes attempts to self harm and other
cries for help which unfortunately at the time were left unanswered by the various
agencies who were supporting him.

2.5

He then describes how he was eventually detained and ended up spending some
time on Redwood ward during August and October of 2013. He suggests that he
continued to attempt illicit drug use whilst staying on the ward on these occasions and
was subsequently discharged back home. His home situation however had
deteriorated and for a spell Rizwan found himself homeless living on the streets.

2.6

Rizwan then refers to a psychotic episode which led to an A&E attendance followed
by an Admission onto Laurel ward at the beginning of 2014. He recalls feeling
warmly received onto the ward by staff at the time but felt that this changed during the
night and referred to some staff as being aggressive and lacking compassion.

2.7

Rizwan was later transferred to Acacia during May 2014. He describes this as a very
positive experience and is very thankful to the staff for giving back what he refers to
as his freedom.

3.

Discussion

3.1

As well as services and support provided by the Trust around substance misuse,
there is a range of more specialist services where staff can signpost or refer service
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users like Rizwan who are experiencing difficulties with drug use. These include
RISE Manchester which is a confidential adult drug treatment service, delivered by
three charities working together to provide comprehensive, recovery-focused
treatment for any Manchester resident with substance misuse problems. This is an
anonymous service for people who are using drugs and want to reduce the risks and
potential harms of their drug use. The service provides needle exchange but will also
support people in other aspects of harm reduction around drugs.
3.2

An Intake Service, provided by ADS, offers an easily accessible engagement and
assessment service for adults enabling them to access appropriate recovery-focused
treatment and support. ADS also welcome individuals who are concerned about a
relative or friend's drug use. There is also a Clinical Service, managed by CRI, which
provides an integrated treatment service for adults enabling them to stabilize and
reduce their drug use.

3.3

A Recovery Service, managed by Lifeline, offers interventions to enable adults to
become drug free or recover from their addiction to drugs. This includes promoting
and supporting reintegration including housing and employment advice and support.

3.4

All clinical staff at the Trust are required to undertake mandatory training around dual
diagnosis every two years, and for specific staff there is a mandatory one day
workshop where issues are explored in much fuller detail. The Trust also provides a
Dual Diagnosis service, which manages the treatment of service users who have a
history of substance misuse and concurrent mental health problems. This is a
citywide service with a clinic at each in-patient site in the Trust. The Dual Diagnosis
Team provides services, offers advice and intervention and provides guidance to
practitioners, service users and carers involved with a range of health and social care
agencies.

3.5

The Trust provides a Homeless service as part of the recently established
Manchester Engagement Team which is a small specialist community based team
who work with people who are homeless where there are concerns over their mental
health. The service, which has clinics and liaison workers at hostels provides initial
mental health assessments and follow up care if required. The Team are able to
support and help homeless people who have dropped out of mainstream Trust
services and may have mental health issues gain access to help and support
available to them from the Trust or various statutory or non statutory organisations.

3.6

The Trust recognises that every service user should be consistently cared for with
compassion and dignity in a high quality, safe environment. Where standards fall
short, our service users should be able to draw it to the attention of managers and
hold the service to account. Patient Led Assessments of the Care Environment
(PLACE) provide motivation for improvement by providing a clear message, directly
from patients, about how the environment or services might be enhanced. April 2013
saw the introduction of PLACE, which is now the system used for assessing the
quality of the patient environment right across the Trust, and in particular on inpatient
wards.

3.7

The assessments apply to all Trust inpatient services, and are undertaken on a
quarterly informal basis, as well as a more formal detailed annual inspection. Results
from PLACE assessments and other initiatives including the 15 steps challenge are
then fed back to ward staff, managers and the estates department, and are monitored
at the Patient Experience and Estates Committees. PLACE assessments are part of a
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wider process that helps to ensure that all wards consistently provide high quality and
safe care.
3.8

The Trust matrons also play a key role in monitoring the routine delivery of consistent
high quality and compassionate care in all inpatient services, reflecting on how this
impacts from a patient perspective and supporting managers to address any issues
that impact on the patient experience. The heads of profession continue to implement
their multi-professional vision and work plan to enable all front line staff to learn about
how the Trust is embedding compassionate care, and also provided staff with an
opportunity to inform ongoing developments around reflective, evidence based
practice, quality outcome measures and the patient experience.

3.9

The Trust continues to ensure that all wards are safely staffed at all times. Regular
reports are produced providing assurance relating to the National Quality Board
guidance around safer staffing to support organisations to create a supportive
environment where staff are able to provide compassionate care. This includes
ensuring that effective processes are in place to enable staffing establishments to be
met on a shift-to-shift basis, that clinical and managerial leaders foster a culture of
professionalism and responsiveness, where staff feel able to raise concerns and that
a multi-professional approach is taken when setting nursing, and care staffing
establishments on all Trust wards.

4.

Conclusions

4.1

Rizwan continues to make good progress on his recovery journey. He was
discharged from Acacia ward during October 2015 and is now receiving support at
Anson Road. Rizwan is receiving a significant amount of input and support from staff
in relation to his mental health issues, and also in relation to help with day to day
living such as healthy eating, diet and physical activities. Rizwan is also hoping to
pursue volunteering opportunities in the future.

Patrick Cahoon
Head of Patient Experience

Philip King
Chief Operating Officer/Chief Nurse

19th April 2016
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Minutes of Manchester Mental Health and Social Care Trust Board Meeting
Held on Thursday 31st March 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
Dr. JS Bamrah, Medical Director
Mr. John Foster, Non Executive Director

In attendance:

Mr. John Harrop, Director of Strategy/Deputy Chief Executive
Ms. Debbie Hodkinson, Director of Workforce & Organisational Development.
Mrs. Deborah Goodman, Acting Director of Operations
Mr. Gary Gillette, Deputy Chief Nurse
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

053/16

Patient Stories
The paper presented a patient story ‘All in the family’ 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.
The story highlighted the physical and emotional impact on families of caring for a relative
with mental health difficulties. It also provided an insight into the role of the GP and set out
the need for continued support for carers and families. It was acknowledged that caring
for someone can have a significant emotional impact upon family relationships and how
important it was that carers feel supported and valued.
The storyteller was in the audience and was invited by the Chair to address the Board. He
stressed the need when providing services to remember the family as they know the
person better than anyone else. He went on describe further some of his and his family’s
experiences and the toil in took on their lives too.
Ms Asante-Mensah, Non Executive Director stated it was a powerful story and asked how
the Trust and other services help avoid families getting into crisis. The Deputy Chief
Nurse outlined how the Care Programme Approach would identify how to support families.
As the storyteller identified, there are system wide issues and at the request of the CEO
the Trust’s integrated governance group will consider further all we do for carers to ensure
as a Trust we are doing all that we can.
The Chair thanked the storyteller for sharing his story in this way.
The report was noted.

054/16

Inclusion of the Public
The Chair welcomed members in the public gallery.
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055/16

Public Consultation Regarding Proposed Service Cuts – Feedback and proposed
next steps
The Chair reminded those present of the context of the proposals and paper being
presented today. He reiterated that as a Board there is a duty to live within financial
means which are set by our commissioners and the Department of Health and that a
Board’s duty not just to live within its means but to examine and ensure the most efficient
use of resources. He stated that this year the Trust had received additional funding but
was still predicting a financial deficit and that it was within this context the proposals have
been put forward.
The Chair stated that a number of questions from Unison had been received on this paper
which would be addressed in the presentation and some had been answered previously.
However, the Chair highlighted that some questions suggested that because the Trust was
in a transaction process it should not proceed with the proposals. However he
emphasised this put a greater burden of responsibility on the Board to ensure financial
efficiencies were made before any handover. He noted the proposals being considered
today had been thoroughly discussed by the Board on previous occasions and supported
by the commissioners.
The CEO supported the Chair’s comments and asked the Director of Strategy/Deputy
CEO to present the detail within the report.
The Director of Strategy/Deputy CEO firstly apologised for the paper being distributed later
than usual which was due to the need to agree the proposals with our commissioners but
confirmed it was distributed at the earliest opportunity. He further stated that in presenting
the paper it was absolutely recognised that services were highly valued and from
discussions dating back to 2014 there was an understanding of the impact these proposals
would have on service users and staff. The Trust was aware that the Clinical
Commissioning Groups (CCGs) received a petition from campaigners which was formally
presented to the CCG Board meeting in January 2016. However, he stated that this work
had been undertaken with the full support of the Trust’s commissioners in the planning,
design and delivery of the proposals.
The key points from the detailed paper were highlighted:
• A Public Consultation Exercise (PCE) was undertaken led by the Trust with support
from the North, Central and South Manchester Clinical Commissioning Groups
(CCGs).
• The detailed events and feedback.
• The key findings and conclusions of the public consultation exercise survey response
forms were analysed independently at a cost of £2k.
• The Equality Impact Assessments (EIAs) and high-level impact summary have been
reviewed and updated following the PCE.
• Feedback and themes arising from the PCE, Q&A events, written responses and
factual inaccuracies arising out of the feedback were addressed within the paper
• Next steps and proposed timeline
• Station Road – Community Rehabilitation was not included as a service retraction as
initially proposed as this was subject to a service change in light of Creative Support’s
notification that they had decided to withdraw their services from 43 Station Road and
de-register the service with the Care Quality Commission.
Criteria and Ideas for the £200k Re-investment
A formal process was undertaken to seek ideas for reinvestment. 44 ideas were
suggested and a ‘long list’ had been distilled using an agreed criteria that met the
outcomes required and those with commissioner support.
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Having given consideration to all the advantages and drawbacks regarding the most
effective use of the £200k re-investment and taking account of the feedback received
through the PCE the Operations CIP Delivery Board, Executive Team and Manchester
CCGs Joint Clinical Commissioning Committee (JCCC) has formed the view that the
preferred idea for Board approval should be a stream-lined creative arts service
(Start/Studio 1) with Green Wellbeing Service incorporated. The service will be citywide
and provide a reduced core offer and support access into community resources. It was
noted the proposed service model for this idea would need to be developed more fully
before implementation.
The CEO reiterated that the proposals were not something the Board were taking lightly.
Positive financial discussions had taken place with the CCGs and Trust Development
Agency (TDA) that allow the Trust to run at an agreed level of deficit but these proposals
were part of a package of measures necessary to live within that deficit level. The CCGs
were supportive and it had been a joint process. She stated it was important to receive
independent analysis of the consultation feedback which is why there was a small cost
attached to it.
It was noted that from the consultation feedback 3 out of 5 respondents understood the
need for what the Trust was proposing and the reinvestment proposals had been
discussed at the CCGs JCCC meeting.
The Medical Director stated this had been a difficult journey and one which had been
through the Trust’s Transformation Programme Board made up of clinical and managerial
leaders. He stated he was aware of the views of service users through attendance at PCE
events but that the Trust had to live within its financial means and to look at how we would
support services users within our services. He reiterated that despite being in a transaction
process the business of the Board had to be undertaken. The Deputy Chief Nurse
supported the Medical Director’s comments and stated that within the reinvestment the
intention was to try to build resilience in the system for recovery.
Prof. Whetton, Non Executive Director stated that the proposals had been discussed in
Board over many months and constructive challenge had been made. However, he noted
the important context of the Trust being different to others in that it held no major estate
where major savings could be made and wanted to be assured that all other options had
been considered prior to looking at service retractions.
In response the Director of Finance confirmed that work to maximise the estate had been
underway for a number of years but as Prof. Whetton had highlighted there was no major
estate to make savings but it would remain a focus for 2016/17 and that it needed to be
part of a bigger piece of estates work across the city as costs cannot be taken out easily.
The Chair noted that despite measures already taken the Trust has been allowed to have
another year of overspending.
The CEO reiterated that corporate service costs and a streamlining of director and
management posts had been implemented as much as possible which can be
demonstrated, and house-keeping costs will continue to be streamlined where possible. It
was important to note too that there had been a reduction in income this year.
Mr Foster, Non Executive Director noted a thorough consultation had been undertaken
and the strong feelings of participants had clearly come through. He asked how the Board
would receive the same level of assurance in relation to implementation of the new
services. In response the Director of Strategy/Deputy CEO stated that the implementation
plan required detail, and it was partly for this reason the paper was late as the commitment
of commissioners was required. The indicative timeline was noted to be May 2016 but in
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order to deliver most effectively the changes to services and therefore the financial savings
may be delayed – which was acknowledged would create uncertainly for a number of
people. The Board will receive the implementation plan once developed further for
assurance purposes.
Ms Asante-Mensah, Non Executive Director noting proposals and discussions started in
2014 stressed the need to ensure the proposed model is delivered sensitively. She added
that the Board had to hand over the organisation in the best possible shape.
Ms Baxter, Non Executive Director confirmed Board had discussed these issues in great
detail at previous Board meetings and were aware of the consequences and confirmed the
Board will ensure that the implementation plan will be sensitive to stakeholders.
There was discussion on how mental health would feed into Greater Manchester (GM)
Devolution and the CEO confirmed a GM Mental Health Strategy set out the footprint for
the next 5 years.
Mr Rodger, Manchester City Council, stated that it had been an uncomfortable process for
all concerned but that his view is that the process has been sensitively undertaken
recognising the anxieties of those concerned. He stated the many reinvestment proposals
received was a positive measure and that £200k was not an insignificant amount of
funding and can make a difference. He noted the detail of the new service needed to be
worked though but there was common ground with the Trust, Local Authority and CCGs.
The CEO confirmed that all Board members had received Unison’s questions ahead of the
meeting today. She highlighted briefly each of the many questions received on the paper
and demonstrated how they had been answered within Board today or in previous
meetings held with Joint Unions, staff and stakeholders. A full copy of the questions and
answers will be posted on the Trust website.
Following a lengthy and detailed debate the Chair summarised the recommendations and:
•

The Trust Board noted the feedback received from the public consultation exercise,
updated equality impact assessments and high-level summary impact assessment
and take these into account

•

The Trust Board supported the proposed service retractions

•

The Trust Board considered the proposals regarding the £200k re-investment

•

Board approved the £200k re-investment to be used for the preferred idea –
streamline creative wellbeing service.

056/16

Declarations of Interests
No interests were declared.
Specifically, Mr Foster, Non Executive Director stated that as a new member of the Board
he did not have any interests to declare.

057/16

Apologies for Absence
Board member apologies were received from Mr. Tim Gilpin, Non Executive Director and
Ms. Anita Rolfe, Chief Nurse and Director of Quality Assurance.
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058/16

Minutes of the Trust Board Meeting held on Thursday 25th February 2016
The minutes of the meeting held on Thursday 25th February 2016 were accepted as a
correct record.
The minutes will be signed by the Chair and entered into the record.

059/16

Action Log & Matters Arising
The Chair highlighted progress against actions requiring an update at the March 2016
Board from the action log. No issues were raised.
Progress on actions requiring an update to the March Board were noted.

060/16

Chairs Report
Non Executive Director
The Chair welcomed Mr John Foster to the Board as a new Non Executive Director.
Attendance at the Mental Health Network Annual Conference 9th March 2016
The Chief Executive of NHS Improvement addressed a number of questions from the
audience in relation to where additional money for mental health was in the system and
how to access it. The connection between ministerial announcements and distribution was
not clear. However as the funding is distributed through commissioners the importance of
keeping high on the agenda was noted.

061/16

Chief Executive (CEO) Report
The CEO presented the report which provided an overview of the month across the Trust,
across the city and nationally.
No issues were raised.
The report was noted.

062/16

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.

063/16

Redesigning the Trust’s Later Life Mental Health Services - update
The report provided an update on the proposals that were agreed following a public
consultation exercise and approved at the November 2015 Board meeting.
It was noted as reported previously that the proposals have a strong emphasis on
integrated care and partnership working, evidence based interventions, national and local
reviews of good practice, and the views of service users and carers, key partners and
Trust staff. The primary driver for the redesign is to further improve the quality of services
and promote equity of services throughout the City which will result in positive benefits for
service users and carers as well as staff.
An implementation plan is currently being developed which will take account of the critical
to quality measures. In response to Ms Baxter, Non Executive Director it was confirmed
the Trust’s Transformation Programme Board will monitor delivery of the aims and that the
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Operations Directorate will be responsible for operational implementation.
The report was noted.

064/16

Annual Business Plan 2016/17
Following discussion and comments received at the February Board the Annual Business
Plan for 2016/17 and associated objectives were presented for Board approval.
All Board comments and additional comments received from the Trust’s Quality Board and
Transformation Programme Board had been incorporated. A quarterly report against key
objectives will be provided to Board.
Board approved the Trust’s Annual Business Plan 2016/17 and the associated initiatives
which support the Trust’s strategic objectives to be reported on a quarterly basis.

065/16

The Five Year Forward View for Mental Health
The Mental Health Forward View for Mental Health is a report from the Independent
Mental Health Taskforce to the NHS in England. It is a comprehensive review of mental
health services and their relationship with other parts of the health and social care system.
The report sets out an ambitious plan for investment and improvement through to 2020/21.
It was noted the report demonstrates a real commitment to greater investment and
consideration for the prevention and improvement of those with mental health conditions
and sets a platform what needs to happen. The CEO stressed the need to identify where
the funding for this sits in the system.
Full details of the approach to implementation through a new governance structure are
awaited but it was noted a number of the issues were being reflected in the 2016/17
contract. It is expected that the Greater Manchester Devolution strategy group for mental
health and wellbeing will have a significant role in the delivery of the plan.
The report was noted.

066/16

2015 Staff Survey Results – NHS England Results
The Director of Workforce & OD presented the report that builds on the Picker report
presented to Part II Board in February and provides an updated position in relation to NHS
England’s National Staff survey results. The report also included a NHS England
benchmark.
Particular attention was drawn to;
• Key findings detailed in the report
• Areas of improvement and those which have worsened significantly arising from the
results of the 2015 national staff survey
• The low response rate of the Trust – this was felt to be partly due to the timing around
service retractions and transaction discussions regarding the future of the Trust. Non
Executive Directors noted the understandable anxiety of staff and that it was unlikely
results will improve until the Board is able to give clarity to staff on their future.
• The report detailed the links between the staff survey and the Listening into Action
(LiA) programme and identified the next steps to be taken. The CEO expressed
disappointment as the investment in the LiA programme had not been able to deliver
any traction. However, the disconnect between the results and verbal feedback and
disappointment from staff on the results were noted.
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The results were discussed and will be shared and discussed locally with managers who
will be asked to explore the results with their staff and develop an approach to support
staff. In response to Mr Foster, Non Executive Director, it was confirmed that high scoring
operational and corporate departments will share the learning with others as part of the
organisation to progress this work.
In terms of the transaction it was noted a transition engagement plan will be developed
and the Chair noted that it will be important for the Board to hold the new organisation,
once identified, to deliver what they promise in terms of staff engagement.
The next steps will be to continue commitment to deliver change using the principles of LiA
and to develop and support the safe transition staff engagement plan - and to identify new
schemes for 2016 that focus on creating a positive culture and supporting staff to deliver
clinical excellence.
Board noted the report and approved the next steps.

067/16

Board Assurance Framework
The report summarised the Board Assurance Framework and identified 10 risks, their
scoring and mitigation strategies which were supported by Board.
The CEO noting the risks and narrative agreed felt the inherent risk ratings needed to be
reviewed further as they were largely the same. It was agreed the monthly Quality and
Performance reports to Board needed to be cognisant of the principle risks. Mr Foster,
Non Executive Director Chair of Audit Committee suggested this be considered further at
Audit Committee with perhaps a deep dive into 1 or 2 risks at each meeting.
The Board agreed the 10 Principle Risks to the Trust’s Objectives subject to review of the
inherent risk column.

068/16

Volunteering Policy and Procedure
The report provided Board with an update on the Volunteer Policy, to provide assurance
that it continues to be compliant with requirements relating to the Lampard report following
the Savile review and to highlight the arrangements for where volunteering activity will sit
within the governance framework.
It was noted the policy had undergone amendments in light of the Lampard review, and is
compliant with the specific volunteering recommendations set out within it. In particular it
was noted that all volunteering activity should take place in an environment that is safe,
both for volunteers themselves and also for service users, carer and visitors to Trust
services. Also, the recommendation that no volunteering activity should commence,
unless the Trust is fully satisfied that the required identify, Disclosure Barring Service
(DBS), confidentiality and training procedures have been fully carried out in line with the
policy and procedure
The report provided assurance that an annual review, supported by bi-annual audit activity
and regular monitoring within the Trust governance framework will provide assurances that
the policy is being correctly implemented in all cases, in order to ensure that safe,
meaningful and well supported volunteering activity takes place.
The report was noted.
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069/16

Old Problems, New Solutions: Improving Acute Psychiatric Care for Adults in
England
The Medical Director presented the report which summarised the publication by the Royal
College of Psychiatrists into the provision of acute inpatient psychiatric care for adults.
The Commission’s final report was published in February 2016 with recommendations for
acute adult psychiatric wards as well as issues related to urgent care pathways to
treatment. It reaffirms the pledges in the NHS Constitution, makes criticism of the
fragmented system of delivery and reliance on out of area beds, and sets a deadline of
October 2017 for achieving two of its key recommendations.
The Trust will be expected to implement the recommendations of the report. It was noted
the twelve recommendations have to be seen in the context of the broader mental health
landscape in the GM Mental Health and Well Being Strategy and requires collaboration
between commissioners and providers for successful implementation.
In response to the Chair it was confirmed a commissioner led implementation plan is
required. It was therefore agreed that a strategic update will be developed through the
Transformation Programme Board, with a focus on any of the recommendations within the
gift of the Trust and presented to the July Trust Board.
Board noted the requirements arising from the report.

070/16

Integrated Quality Report
The Deputy Chief Nurse presented the report to Board which provided a summary of
discussions held at the February Quality Board had been held in January. The report
provided a summary of issues discussed including:
• CQC Action Plan
• CQC Peer Review Process
• Revalidation
• Integrated Quality Report
• Mental Health Act
• Complaints
• CQUINs
• Observations in Inpatient settings
• Quality Improvement Groups
• Safe Staffing
• Psychosocial interventions – a strategy is being developed
• Mazars Report
No questions were raised.
The report was noted.

071/16

Safer Staffing
The Deputy Chief Nurse and Director presented the report to provide Board with details in
relation to the Safer Staffing position in February 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 consideration is to be given to reviewing the establishment of
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rehabilitation wards as currently due to the nature of the ward, this was providing a
misleading picture.
The CEO emphasised the need to continue discussions in relation to the high number of
staff on certain wards.
The report was noted.

072/16

Care Quality Commission (CQC) Action Plan
The Deputy Chief Nurse presented the report to inform Board of the outcome of the CQC
Task and Finish Group and to advise of the achievement of action milestones set out in
the action plan to the end of February 2016.
Within the action plan there were 4 actions due for completion on, or for commencement
by the 29th February 2016. These actions were signed off as completed.
It was noted the CQC Task and Finish Group will shift its focus in the coming month to
ensuring that all actions have been completed and embedded as part of business as usual
practice in order for a report to be presented to April Board for sign off. A template to
provide assurance on each of the 13 CQC Requirement Notices has been agreed.
The report was noted.

073/16

Policies for Ratification
The Board approved process of policy ratification comprises presentation of a document
control form from the approving committee by the Chief Nurse & Director of Quality
Assurance.
Ms Evelyn Asante-Mensah, Non Executive Director requested the statement regarding
how we meet the equality duty on the document control sheet is explained and more
detailed and it was agreed this would be updated via the governance framework.
In relation to the importance of copying letters to patients the Chair requested a 3 month
audit of compliance is presented to the June 2016 Board.
Board ratified the following policy:
• Copying letters to patients: Policy for MMHSCT staff
• Joint Protocol for the Planned Transition of Young People from Child and
Adolescent Mental Health Services and Children services to Adult Community
Mental Health Services

074/15

Financial Performance Month 11, 2015/16
The Director of Finance presented the report to advise the Board of the Trust’s financial
position at the end of February 2016 and to provide an update on the current risks
associated with achieving the financial targets for 2015/16.
The Director of Finance drew attention to:
•

The Trust is reporting a year to date deficit at the end of February of £3.509m against a
profiled plan of £4.654m deficit. This compares to a year to date deficit of £3.763m
against a profiled plan of £4.622m deficit at the end of January.
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•

At Month 11 the Trust has revised its forecast and is reporting a £4.19m deficit forecast
outturn for 2015/16 which incorporates further improved financial performance and an
agreed non-recurrent year end settlement from Manchester CCGs. Whilst this is a
benefit to the Trust in 2015/16, the under-lying position remains unchanged.

•

Following the improved financial position and receipt of the interim revenue support
loan the year-end cash forecast has been revised to £3.0m.

It was noted concern remained at the level of expenditure on private bed usage. It was
also noted the approved loan now provides more certainly around the cash position and
the Working Capital Facility was paid to enable the loan.
The report was noted.

075/15

2015/16 Financial Plans Update & Opening High Level Revenue Budgets
The Director of Finance presented the report to provide an update to the Board on the
2016/17 Draft Financial Plans and revised submission timelines and to a summary of the
high level opening revenue budgets for 2016/17.
The current draft plans and opening high level revenue budgets include an income and
expenditure deficit for 2015/16 of £2.5m in line with TDA control total and an expected
Capital Control Limit of £1.5m
The detail had been discussed with Board in Scrutiny Committee in February. The
position was noted to be challenging but was recognised as where the Trust currently was
in a transaction process.
The Board noted the contents of the report.
Board approved the 2016/17 opening revenue budgets and supported the financial plan
position for submission on 11th April 2016 to the TDA.

076/16

Integrated Performance Report February 2016
The Director of Strategy/Deputy Chief Executive presented the report and confirmed that
there was consistent and generally good performance against most measures. Attention
was drawn to a number of areas:
•

•
•
•
•

Length of Stay (LoS); the median increased in month. However, it was noted some
adjustments to the way LoS is recorded is required as some transfers between wards
were distorting the overall picture. Board will be provided with evidence for the change
once new reporting methods have been developed.
A&E 4 Hour Waits; the number of Trust attributable waits decreased in month but a
number of challenges in meeting this target were noted.
Payment by Results (PbR); unusually, performance against this target had decreased
and actions we being taken to address the position.
Argyll; it was noted some staff were now in formal process following the audit on 3rd
March. Updates will continue to be provided to Board.
Quarterly Prison Performance; a separate set of reporting requirements exist for the
prison and the Deputy Director of Operations outlined the challenges and complexities
of the North West region for delivering on these.

The Director of Workforce & OD provided an overview of the workforce metrics and drew
attention to:
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•
•
•
•

Sickness; an improved performance in February with a projected improved 12 month
position expected
Job planning; all job plans had been completed with receipt of just a small number
awaited. The 2016/17 round will shortly begin.
Personal Reviews; 76% in February. The Chair reported he would be arranging
personal reviews with Non Executive Directors in the coming month.
Bank & Agency; an increase across all divisions had been seen in month. The
increase in admin and clerical agency use in month was noted to be an invoicing issue
and not a rise in usage. In relation to agency ceiling, it was noted that from 1st April
2016 this would be related to all staff, not just inpatient staff. It was hoped there would
be some flex allowed for in relation to the ceiling given to the Trust

In terms of the agency cap applied for the past two quarters the Trust has performed well
against this however, it was now under an enormous amount of pressure to breach the
revised cap from medical locums. In support the Medical Director, Finance Director and
Director of Workforce & OD have contacted respective colleagues for assurance that all
Trusts are adhering to the cap. In response to the Chair, the Director of Workforce & OD
described how some of the pressures were being managed.
The report was noted.

077/16

Communication to GP within 24 Hours of Attendance at A&E
The Deputy Director of Operations presented the report to update the Board about
progress towards meeting Quality Requirement in relation to communication to GPs within
24 hours of attendance at A&E. This quality requirement is a key performance indicator,
which provides assurance that communication has been sent to a patient's GP within 24
hours of being assessed by the Mental Health Liaison Team at A&E.
A Remedial Action Plan was developed to make progress towards meeting the 95% target
but unfortunately performance remains below target at 89.5% despite remedial actions
taken over a number of months. To progress this, further actions are now in place,
including daily reviews of the previous day’s performance to enable swift remedial action
to be taken wherever possible.
Board noted the actions taken to improve performance against the delivery of this Quality
Requirement.
The report was noted.

078/16

Quality Board 17th February 2016
The minutes were noted, no issues were raised.
The minutes of 17th February 2016 were noted.

079/16

Audit Committee 29th February 2016
The minutes were noted, no issues were raised.
The minutes of 29th February 2016 were noted.

080/16

Transformation Programme Board (TPB) 10th March 2016
The minutes were noted, no issues were raised.
The minutes of 10th March 2016 were noted.

081/16

Date and Time of Next Meeting
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The next Trust Board meeting will be held on 28th April 2016, the Boardroom, Chorlton
House, 70 Manchester Road, Chorlton, Manchester, M21 9UN.

082/16

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

Agenda Item

31/03/2016

055/15

Public Consultation Regarding
Proposed Service Cuts Feedback and proposed next
steps

29/10/2015

258/15

Integrated Quality Report

31/03/2016

066/16

Board Assurance Framework

31/03/2016

073/16

31/03/2016

069/16

Action

To post the questions and answers received on this
paper on the Trust's website
To provide a 12 month report on Mortality data
collected since March 2015

To review the inherent risk column via Audit Committee
To develop the statement regarding equality duty on
the document control sheet.
Policies for Ratification
Policies for Ratification: copying A 3 month audit of compliance to be presented to the
letters to patients policy
June Board
Old Problems, New Solutions:
To develop a strategic update via Transformation
Improving Acute Psychiatric Care Programme Board and in relation to Trust actions
for Adults in England
required and presented to July Board.

Lead

Timescale

Update Report

MM

Mar-16 Full questions and answers available on web.

JSB

Apr-16 Included on April Board agenda.

SS/JF

May-16

GG

May/Jun16

JSB

Jun-16

JSB

Jul-16

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

25/02/2016

25/06/2015

041/16

Mazars Inquiry Report into the
Failings at Southern Healthcare
NHS Foundation Trust

To update Board in May of the outcome of the Mersey
Internal Audit assessment
AR

165/15

Description and Analysis of a
Clinical Review of the SAFIRE
Model

To consider the costs and benefits and progress
through Quality Board prior to presentation at the
December Board

JSB

Completed Actions
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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May-16

Mar'16 update: deferred to May
Jan'16: Deferred to the March Board
Nov'15 update: to be presented to January Board
May-16 (no meeting in December)
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Manchester Mental Health & Social Care Trust
Chief Executive’s Report
1.

TRUSTWIDE

The future of the Trust
Staff workshops have taken place across the Trust, majoring on the future, but covering any
issues from staff. Initial feedback is that these have been welcomed andmore will be
scheduled over the summer months.
Medical Engagement
Throughout the month I have continued to meet with all the Consultants, using an open
agenda and covering all topical issues but highlighting the importance of medical
engagement and involvement.
Visits
Ed Dyson, Chief Officer, Central Manchester CCG and I visited inpatient units, urgent care
and some community services. Ed found it very useful to see services for himself and
witness some of the challenges that we face. I continue with my regular visits to services.
The Trust hosted the Royal College of Defence Study UKTour during the month. 20
distinguished leaders in military services from around the world visited to learnabout the
organisation and mental health services and the challenges we face.
2.

ACROSS THE CITY

Locality Plan
A revised draft of the Locality Plan is in circulation but a final version has not been
published as yet. The Manchester Provider Group is becoming a Board with responsibility
for implementing the first stage of the One Team integration programme during 2016/17,
including the establishment of the Local Care Organisation. The Trust will have a place on
the Board.
GM Transformation Fund
Mental Health Commissioners are seeking Trust involvement in shaping what has been
described as a ‘case for change’ that we understand may become part of Manchester’s
submission for the GM Transformation Fund in June and is focussed on investment in
preventative measures.
Central CCG
Ian Williamson will return to his post of Chief Officer, Central CCG after his secondment to
the Devolution team.
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Award
Professor Karina Lovell, Director of Research and Professor of Mental Health havebeen
awarded a further 5 years of senior investigator – National Institute for Health Research
(NIHR) which will be aligned to the Trust. This is great news.
3.

REGIONALLY

I have had positive meetings with Jim Mackey, Lyn Simpson and Adam Sewell-Jones from
NHS Improvement (NHSI) during the month – these meetings are very useful to raise the
Trust profile.

4.

NATIONALLY

NHS TDA
From 1st April 2016, the NHS Trust Development Authority will be part of NHS Improvement
(NHSI). Lyn Simpson has been appointed as the Executive Regional Managing Director
(North). Jim Mackey was appointed as Chief Executive in November 2015.
Junior Doctors Industrial Action
Junior Doctors Industrial Action – 26/27 April 2016 –the next round of industrial action
differs from previous rounds – no medical cover will be provided by junior doctors between
8am and 5pm on both days. A full paper is presented separately to the Board.
5.

COMMUNICATIONS, ENGAGEMENT & PARTNERSHIPS

The Trust continues to manage its reputation and media profile and a good relationship with
Key media contacts continue to be maintained. A summary of the key internal and external
communications is provided for information below:
In month, there were numerous enquiries around the Trust’s service retractions. These led
to two print articles, four online articles, one radio feature and one television feature.
Additional enquiries and coverage are listed below:
•

A reporter from the North West Daily Post contacted the Communications Team on 23rd
March regarding a former member of staff involved in an independent review at their
former organisation. The Team informed the reporter that the individual no longer works
for the Trust.

•

A reporter from the Manchester Evening News contacted the Press and Media Officer
on 24th March regarding a service user who claimed he had been discharged due to
discrimination. The reporter was informed that the Trust does not discriminate and does
not comment on individual service users. An article appeared online the following day
name-checking the Trust.

•

A reporter from the Manchester Evening News made an enquiry regarding the service
provision and service user numbers of the Trust’s Central Crisis Team on 30th March.
The reporter was advised to submit the request via a Freedom of Information request.
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•

Granada News requested to film inside the Brian Hore Unit following an announcement
that it was due to close on 30th March 2016. The filming request was denied however a
crew did interview service users outside the Unit and was included in a short piece that
evening.

•

A freelance reporter from the Guardian requested to speak to a member of the Trust’s
A&E Liaison Team for examples of best practice on 5th April. The Team Leader agreed
to answer questions via email for the reporter but was unable to do this within the
reporter’s tight deadline.

•

BBC Radio Manchester requested to speak to a Trust spokesperson or receive a
statement on 6th April regarding data from a previously submitted Freedom of
Information request on the Trust’s Eating Disorders Service. A statement was submitted
providing context for the figures. The statement and Trust’s name was used in a
national eating disorders story that was quoted in a number of online and print outlets
the following day.

Between 21st March and 18th April the ratio of positive to negative or neutral coverage
achieved in target media was 2:4
Additional coverage appeared on Granada News with a Trust Neighbourhood Worker being
interviewed regarding obesity campaigns needing to focus on health not weight (this
interview took place in February). The Trust was name-checked in the Liverpool Echo
regarding a former member of staff named in an independent review at a former
organisation. The Trust’s new health and wellbeing service was featured on the Mancunian
Matters news website following a press release being issued.
Three positive news articles were uploaded to the Trust website and social media. These
included; a Chief Executive blog; a piece offering information on the junior doctors’
industrial action and a press release introducing the new health and wellbeing service
‘buzz’.

Michele Moran
Chief Executive
18th April 2016
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Manchester Mental Health & Social Care Trust
Publications and Policy Highlights
200,000 people given the skills to contact their doctor online, reducing NHS costs
200,000 homeless, older and vulnerable people have had ‘lessons’ to get online and contact
their doctor reducing GP visits and costs to the NHS. In the first two years of the NHS England
pilot scheme ‘Widening Digital Participation’ 14,000 people registered with a GP and looked
online first before contacting the doctor. Half of those who would have gone to the GP or A&E
said they would now use NHS Choices, 111 or a pharmacy first. Run by the Tinder Foundation
for NHS England, the scheme works with hardest-to-reach communities giving them the skills
and confidence to access online health information.
Lead:

Dr J S Bamrah, Medical Director

Quick guide to support patients avoid long hospital stays published
NHS England and partners have published a new quick guide, designed to help patients and
families avoid long hospital stays, and support health and care systems to reduce delayed
transfers of care. Drawing on the work of local government, health and social care
organisations, the guide contains practical tips and links to useful documents that will be useful
for both commissioners and providers.
Lead:

Philip King, Chief Operating Officer/Chief Nurse

NHS England publishes Business Plan 2016/17
Last week NHS England published the Business Plan for 2016/17 which reflects the main
themes of the government’s mandate and embodies the agenda of the Five Year Forward
View. As with the previous plan, there remains strong continuity in the 10 business plan
priorities for the year ahead. The priorities are grouped under the following themes: improving
health, transforming care and controlling costs.
Lead:

John Harrop, Director of Strategy / Deputy Chief Executive

Sustainability and Transformation leaders confirmed
Senior figures from across health and care who will be leading work on Sustainability and
Transformation Plans (STPs) within their ‘footprint’ area have been confirmed. The recently
announced 44 STP footprints are geographic areas that will bring local health and care
leaders, organisations and communities together, to develop local blueprints for improved
health, care and finances over the next five years, delivering the NHS Five Year Forward
View.
Lead:

John Harrop, Director of Strategy / Deputy Chief Executive

Primary care consulted on proposed whistleblowing guidance
In response to Sir Robert Francis’ Freedom to Speak Up, and his recommendation to review
primary care separately, NHS England has drafted a whistleblowing policy specifically for
primary care which is out for consultation until 6 May 2016. The policy sets out; who can raise
a concern, the process for raising a concern, how the concern will be investigated and what
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will be done with the findings of the investigation. A policy for all other NHS organisations and
service providers will also be published later this year. The consultation launched on the same
day NHS England became a ‘prescribed body’, allowing primary care staff to raise concerns
directly. Please direct all queries to england.peadmin@nhs.net.
Lead:

Philip King, Chief Operating Officer/Chief Nurse

CCG Improvement and Assessment Framework 2016/17 published
NHS England has published a new CCG Improvement and Assessment Framework for
2016/17 to align with the government’s mandate and planning guidance. This replaces the
existing assurance framework and CCG dashboard, and aims to reach beyond CCGs,
enabling local health systems and communities to assess their own progress. It will also
require NHS England to work differently, both internally and with CCGs, to provide support to
unlock improvement.
Lead:

John Harrop, Director of Strategy / Deputy Chief Executive

NHS England backs innovative care initiative
NHS England has announced a £1.75 million investment in an innovative family-based
initiative to help more people to be cared for in a home, not a hospital. The Shared Lives
model will support people who have needs which make it hard for them to live on their own, by
carefully matching them with a carer to share their family and lives, giving care and support in
the community.
NHS England launches consultation on a proposed method to support investment
decisions in specialised commissioning
Each year, a significant number of proposals are put to NHS England for investment in new
drugs, medical devices or interventions for use by specialised services in England. NHS
England has to make difficult decisions on behalf of tax-payers about how to prioritise the
funding that is available for those new investments each year, and is seeking views on a
proposed method of decision making.
Lead:

Sam Simpson, Director of Finance

NHS Workforce Race Equality Standard (WRES) conference, 20 June 2016 - London
The NHS Workforce Race Equality Standard (WRES) was introduced in April 2015. One year
since its introduction, the WRES conference will be an opportunity to hear from international
experts and system leaders on the importance of workforce race equality, learn from examples
of good practice, and understand more about the latest updates and progress on WRES
implementation in the NHS.
Lead:

Debbie Hodkinson, Director of Workforce and Organisational Development

Michele Moran
Chief Executive
18th April 2016
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Manchester Mental Health and Social Care Trust
MMHSCT Estate Strategy
1.0 Introduction
This paper sets out the priorities for the estate over the next twelve months and has been
produced to inform the board of the strategy for management and utilisation of the MMHSCT
Estate in the period up to and including the date of completion of the transfer of services.
The purpose of the Estate Strategy at this stage of the acquisition process is to provide an
exercise in establishing the status of the estate and undertaking a programme of information
collection to confirm utilisation and subsequent consolidation of the estate. This will enable
the Trust to:
•
•
•
•
•

ensure that all estate is used efficiently and effectively;
release costs where possible to effect savings;
confirm that the estate is compliant by ensuring landlords provide assurance about
measures taken to ensure compliance;
ensure landlords provide and maintain the estate in the condition expected; and
ensure landlords respond to problems, queries, defects and related issues in a timely
manner.

In addition, and in order to support the transfer it is important that a full picture of the estate
is captured in terms of:
•
•
•
•
•

where the estate is now regarding such issues as tenure, condition and utilisation;
where it needs to be at the time of transfer including such issues as what disposals
have occurred, what properties have moved from partial to full utilisation, and estate
condition;
that the Estate is compliant and meets all applicable statutory requirements;
that backlog maintenance is correctly identified and managed; and
to plan the way forward to an effective transfer of the estate.

The purpose of the Estates function is to support the clinical activities of the Trust and not to
dictate accommodation and property requirements. Therefore as with other NHS Estate
Strategies this has to be clinically led. There are various drivers that influence utilisation of
the estate within MMHSCT including but not limited to:
•

•
•
•

the ongoing service improvement and transformation of the Trusts service delivery
models and a subsequent understanding of the resulting accommodation
requirements (this process has already commenced with the support of healthcare
planner);
the Living Longer, Living Better (LLLB) One Team / Place Based Care operating
model currently being introduced;
Greater Manchester Health and Social Devolution; and
the implementation and development of an IT strategy that will facilitate effective
management of the estate.

2.0 Strategy for the Estate
2.1 Overview
As the Trust moves towards the transfer and associated due diligence it is recognised that it
is essential that it has a clear understanding of the estate and can demonstrate it is
managing it effectively while optimising its use. There have been a number of recent
developments impacting on services delivered by the Trust, and consequently having an
impact on the estate; these are listed below:
Trust Board
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•
•
•
•

transfer of Drugs and Alcohol Services to a new provider;
creation of Manchester Engagement Team;
redesign of Later Life services; and
service retractions agreed at the March 2016 board.

Additionally there a number of initiatives that the Trust could explore to allow the use of the
estate to be optimised while supporting operational delivery and these are addressed within
this paper.
2.2 Current Position of the Estate
The Trust occupies a number of buildings across the city under a number of different
agreements. The estate that the Trust operates from has largely evolved as a result of
various changes to the structure of the healthcare provision in Manchester. As such the
property in this estate is of varied quality and suitability.
The Trust currently delivers services from 80 locations, reduced from 128 with the transfer of
Drug and Alcohol Services to another provider. Please refer to Table-1 for the tenure and
landlords of current properties.
Table-1: Current Trust Properties; Tenure and Landlord Details
Tenure
Landlord
Lease
Lease
Lease
Lease
Lease
Lease
Lease
License
License
MMHSCT Owned/Long Lease
Memorandum of Occupation (MOO)
SLA with Acute Hospital for PFI
SLA with Acute Hospital for PFI
Section 75
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
Sessional
HMP Space Part of Service Contract.
Total
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No. of
Properties
Big Life Centres
1
CCJ Properties
1
Central Manchester Foundation Trust (CMFT)
2
Manchester City Council
2
Mars Pension Fund
1
MMI Limited
2
University Hospitals South Manchester (UHSM)
3
Contour Homes
1
St Andrew's Methodist Church
1
Manchester Mental Health and Social Care Trust (MMHSCT)
8
NHS Property Services (NHSPS)
6
Central Manchester Foundation Trust (CMFT)
University Hospitals South Manchester (UHSM)
Manchester City Council
Big Life Centres
British Muslim Heritage Council (BMHC)
Broughton Park Rugby Club
Community Health Partnerships (CHP)
Disabled Living
Greenwich Leisure Limited
Manchester City Council
Manchester Maccabi Community & Sports Club
NHS Property Services (NHSPS)
St Lukes Partnership
University Hospitals South Manchester (UHSM)
HMP`s Manchester & Buckley Hall

1
1
5
1
1
1
6
1
1
9
1
20
1
1
2
80
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For the locations of the properties in Table-1 please refer to Appendix-1. Tenure terms vary
across the estate and an overview of the various type of tenure are given below:
•

Trust Owned Properties:
The Trust owns McCartney House which is a freehold property.

•

Properties with Long Lease:
The Trust has a long lease interest in 7 buildings, 6 of these are on the North
Manchester General (Pennine) site and are subject to a 125 year lease, the remaining
building is the Brian Hore Unit (UHSM site) which is leased until 30 June 2099.

•

Leased Properties:
The Trust has leases in place or under negotiation on a number of buildings. These vary
in length, value and ease to exit according to the type and use of the building. The Trust
also occupies buildings on 2 PFI sites. These are Laureate House on the UHSM
Wythenshawe Hospital site which runs to 2032 and Rawnsley Building on the Central
Manchester Hospitals site. UHSM has given the Trust notice to vacate the Stables
building; the Trust is working with UHSM to facilitate the relocation of staff to alternative
accommodation.

•

Section 75:
The Trust occupies 5 buildings under the Section 75 agreement. Four of these buildings
are used to accommodate Community Mental Health Teams; the remaining building is
used to accommodate clinics and therapy sessions.

•

Memorandum of Occupation (MOO):
Properties that the Trust gained an interest in following the Transfer of Community
Services are occupied under a Memorandum of Occupation with NHS Property Services
(NHSPS) and Community Health Partnerships (CHP). At present NHSPS and CHP are
looking to regularise the occupation of premises; work on this is ongoing and the Trust is
awaiting an update regarding this. As a result of review and the transfer of Drug and
Alcohol service, the Trust has confirmed that no dedicated space is used in CHP estate.

•

Sessional:
Properties from which the Trust delivers services that are either ad-hoc or variable; some
are block bookings of sessional space which could be regular or even up to full-time. The
Trust is currently reviewing these sessional arrangements.

•

Informal Arrangements:
Finally there are a number of properties that the Trust uses to provide services where
there are no formal arrangements in place. These are historical and most have ceased
with the transfer of the Drug and Alcohol service.

2.3 Estate Priorities for 2016/17
The priorities for 2016/17 are set out below:
•
•
•
•
•

To maximise the use of all buildings with secured tenancy.
Where appropriate, to exercise break causes on leases.
Investigating the availability of a common room booking system or standardising an
existing system to support the wider utilisation of the estate available to the Trust.
Supporting flexible working across appropriate teams and departments in the Trust
by better availability of the estate and the utilisation of technology.
Utilising the compliance reviews being undertaken to inform action plans for the
relevant estates services providers.
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2.4 Estate Compliance
A programme of compliance reviews with the maintenance providers will be undertaken to
ensure that all statutory requirements in terms of such disciplines as (including but not
limited to) water risk assessments, electrical testing, fire risk assessments and asbestos
registers are current and meet legislative requirements. If there are any issues of non
compliance brought to light during the review, corrective action will be undertaken to ensure
the estate is compliant on transfer.
2.5 Backlog Maintenance
Backlog maintenance is defined in NHS terms as the amount of repair and maintenance
work needed to bring property up to certain standards of physical condition. A six facet
survey of the estate was carried out in 2014 to identify the overall condition of the estate.
Physical Condition results at the time of survey are shown in Table-2:
Table-2: Estate Physical Condition
Condition
Definition
A
As new
B
Sound with minor deterioration
C
Operational but major repairs required within 3 years
D
A serious risk of immediate problems
X
Total rebuild or relocation required

% of Estate
13%
77%
10%
0%
0%

Condition B is what is generally recognised as the “standard” condition for estates assets. At
the time of the survey no areas of the estate were deemed to be in condition D or condition
X. Prior to transfer the survey will be reviewed and updated to reflect any changes in
condition of occupied buildings and any vacations of buildings, both of which will affect the
overall ratings and percentages. These percentage figures indicate that the Trust is in a
good position regarding backlog maintenance compared to other similar Trusts.
2. 6 Effective Utilisation of the Estate.
Currently buildings have been assessed as not being used to their full potential for a number
of reasons including those listed below:
•

•
•
•

Individual departments working in space which is not fully utilised (including clinic and
office space) due to:
o staff may not be aware of the full range of estate that is available, or how to
access it; and
o block booking of clinic space to secure space in case needed.
Departments working in restricted/inappropriate space due to restriction on space.
Teams/departments being inappropriately located and co-located in buildings.
Allocation of desk and office space not managed in a co-ordinated or consistent
manner.

Conventions surrounding the way in which teams and departments are expected to work
need to be agreed and rolled out including flexible working practices, multi-disciplinary teams
sharing bases and teams working across multiple bases.
The Trust is currently implementing a programme of maximising use of secured tenancy
buildings commencing with Laureate House, the Brian Hore Unit and Chorlton House.
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•

Laureate House
Underused space in the existing ECT suite is being utilised to accommodate staff
transferring from the Stables building which is being vacated due to notice being given
by the landlord. An exercise is in progress to determine what other space in Laureate
House may be utilised more effectively as this is a property to which the Trust has a long
term commitment. Estates and operational colleagues are currently working on
proposals ensuring this is prioritised and progress made.

•

Brian Hore Unit
The unit is now vacant due to the transfer of Drug and Alcohol services to another
provider. As part of the investment to support flexible office space, staff from the Stables
will be relocated to the building resulting in full utilisation. The building will be re-named
to allow the name “Brian Hore Unit” to continue to be associated with drug and alcohol
services.

•

Chorlton House
Space planning of this building is almost complete to ensure staff are co-located with
teams to facilitate more effective working. The space that is consequently released will
be used for other services that will be relocated from other buildings, thus allowing the
Trust to vacate those buildings. The adjacent building to Chorlton House, number 58
Manchester Road, now has space that is usable for storage and a process is underway
to store records as part of a managed transition to archiving. Additionally the Trust has
secured a reduction in the service charge of a property in North Manchester. The Trust
will continue to seek reductions and savings in other leased properties wherever
possible.

Other drivers of effective utilisation of the estate are:
•
•
•

LLLB One Team / Place Based Care operating model;
Greater Manchester Health and Social Devolution; and
the Trust`s programme of service transformation and service improvement.

As mentioned in the Introduction to this paper, the Trust has engaged a specialist healthcare
planner to facilitate and support the Trust in addressing these issues. The Trust is also
actively engaged in the wider estate work across Manchester and Greater Manchester.
2.7 Clinical Approach
Programmes such as the LLLB model aim to provide services through a One Team
operational approach with staff organised to deliver a broad range of services. The ambition
is to provide this through delivery teams in the North, South and Central Localities. Teams
will be co-located and resources such as business support will be shared between the
teams. The exact requirements can only be assumed at this stage until the final service
design work for the Integrated Neighbourhood Teams has been fully developed. Until this is
complete, assumed requirements such as staff numbers and optimal locations have been
made when assessing potential accommodation options.
Subsequently a set of accommodation principles will then be drawn up, equitable whilst also
responsive to the specific needs of different services, which will support the Trust in making
more efficient and effective use of the estate. The implications for mental health services
under this transformation are to be reviewed and assessed and when confirmed will be
shared to inform the estate requirements necessary to support the confirmed model.
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2.8 Optimising the Estate
Recognising the need for the estate to meet the needs of the clinical requirements, the
services of a healthcare planner were engaged to undertake an initial workshop which was
held on the 14th March 2016. The objective of the workshop was to:
•
•
•
•

Consider an overview of the current estate and NHS space guidelines.
Consider different ways of clinical engagement.
Look at options for delivering work in other ways including IT and process changes.
Agree a set of objectives across the Trust that determines equitable space
requirements.

Significant principles materialising from the workshop are as follows:
•
•
•
•
•
•
•

Accommodation principles apply to all staff members, clinical, non-clinical and
executive employed by the Trust.
There are national targets for use of space, both clinical and non clinical, and it is
recommended that in order to meet these targets the trust maximises its utilisation of
space for both clinical (including admin support) and non clinical space.
The office accommodation policy has to reduce footprint and cost.
Flexible and adaptable workspace: in addition to fixed and dedicated staff desks,
there should be opportunities to look at more multi-user desk spaces / hot desks /
corporate spaces, where appropriate and feasible.
Desk-sharing ratios to be introduced according to roles and working patterns,
recognising that a workstation per head is not required.
Business cases for all service developments must detail consideration of the practical
and financial implications of space required.
To determine future office accommodation types the Trust is engaging in a wider
discussion regarding its Estate Strategy across Manchester and Greater Manchester.

3.0 The Way Forward
The Trust is following up on the outcome of the workshop held in March and estates and
operational colleagues are working together on an action plan to identify efficiencies that can
be made within the estate whilst still meeting service requirements.
3.1 Wider Engagement
As well as engaging in the discussions surrounding LLLB, the Trust’s Estates Department is
now involved in the wider Greater Manchester agenda with senior Trust representation on
Strategic Estate Boards (SEGs) to ensure that Mental Health is part of the consideration.
3.2 Commissioners, NHSPS and CHP
Discussions with NHSPS, CHP and commissioners are underway to fully understand the
implication of releasing space occupied under the Memorandums of Occupation. This is
particularly pertinent due to the change in the NHSPS charging method from that of a cost
recovery model to a market rent basis from 1st April 2016.
4.0 Recommendations
The board is asked to note the content of this report and to support its principles.
Sam Simpson
Director of Finance
18th April 2016
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Schedule of Appendices:
Appendix-1: Locations of properties from which the Trust delivers services
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Appendix 1: Locations of properties from which the Trust delivers services

Key to Colour Coding

PFI
Long Lease (100-125 years)
Prison
Lease (agreed or under negotiation)
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MCC Section 75
NHSPS Back Office use only
Sessional Only
Back Office and Sessional
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Integrated Quality Report
1.0 Introduction
This report provides an update to the Board on the issues considered by Quality Board in
March 2016. This paper should be read in conjunction with the March Quality Board Minutes,
that summarise the discussions held and the follow up actions required from the meeting.
Please note that given the change in Chief Nurse / Chief Operating Officer, this report and
process will be reviewed.
2.0 Are Services Well Led?
2.1 External visits to the Trust
There have been 2 unannounced commissioner visits to the Trust since Quality Board met in
December. The Trust is still waiting the final written reports for Cavendish Ward and Juniper
Ward from the CCG. There was positive verbal feedback provided by the CCG at the time of
both visits.
The CQC Mental Health Team have also visited Acacia Ward, and the final written report is
yet to be received.
For noting – no issues to be escalated.
a) MIAA Feedback of learning to staff review
The report, which received significant assurance, was noted. All recommendations from the
report will be followed up and reported back to Quality Board.
b) Safeguarding Audit
The overall audit assurance rating for this audit is substantial.
The audit focused on the effectiveness and embeddedness of the Trust’s Quality Assurance
(QA) process and noted that the Trust has continued to improve and has plans in place to
deliver the Care Act’s Making Safeguarding Personal Agenda.
The auditors reported that the QA process had been well designed.
There were two moderate recommendations, one for the Trust and one for Manchester City
Council and the Trust action is already completed.
c) Maple CQC Visit
The CQC report was received last week and has been sent to the team for response. The
report was very positive. This showed significant improvement in terms of the issues relating
to the use of the Mental Health Act. This provides useful external assurance in relation to the
CQC notice.
2.2 CQC Peer Review Visits
From August 2015 to February 2016, six services, twelve teams/clinical areas have
undergone a CQC Peer to Peer review as follows;
1. Later Life - Maple, Central CMHT and Cavendish
2. Urgent Care - Urgent Care North Hub, A&E Central, Home Treatment Team South
3. Mental Health Act Team
4. Prisons - HMP Buckley Hall and HMP Manchester.
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5. Clinical Psychology Services - North, Gaskell and Laureate
6. Adults of Working Age - Laurel and Blake,
The inspection teams have been made up of a range of professionals, commissioners and
service users. The Trust Development Authority has expressed an interest in shadowing one
of the inspections and dates have been forwarded to them. In October 2015, Mersey Internal
audit reviewed the internal CQC programme and awarded it “significant assurance. Mersey
Internal Audit intend to audit again as part of the 16/17 audit cycle for assurance on how
lessons learned from the internal CQC peer to peer inspections are being addressed and
shared.
The Peer to Peer Reviews are undertaken with a link to the Trust’s CQC action plan for a
consistent joined up approach. Areas for action are being monitored and progressed by the
IRCGC. Significant areas of good practice are being identified throughout the process. The
CQC Task and Finish Group are to consider, how the peer to peer inspections are overseen
in the future, along with any CQC visit actions when they next meet in February 2016.
The incoming Chief Nurse / Chief Operating Officer will be reviewing the Quality Assurance
in terms of effective Board to ward line of sight.
2.3 CQC Intelligent Monitoring Report
The latest draft CQC Intelligent Monitoring reports were received on the 12th of January 2016
for factual accuracy checks with final reports published on 25th February 2016.
Updated reports include 11 new indicators, while 6 existing indicators were amended and 2
previous indicators deleted.
In the latest report, the Trust has 9 risks and 2 elevated risks out of 68 applicable indicators
giving a proportional risk score of 9.85%. In comparison, the previous June 2015 report the
Trust had 12 risks and 4 elevated risk out of 57 applicable indicators with a proportional risk
score of 17.70%.
The proportion of discharged patients without a recorded crisis plan is a new indicator. The
Trust process for returning MHLDDS information has not been configured to provide the
information relating to Crisis Plans in MHLDDS returns to date. As such all returns to date
have included a blank table in the submissions and this has not been raised by the HSCIC.
The figure recorded for patients discharged without a recorded crisis plan was 57%, but this
may not be accurate as information may be recorded elsewhere.
There are issues with recording on Amigos and a new programme is being written to capture
this information. This has been raised with the Quality Improvement Group and is a CQUIN
for next year. It was also mentioned in the Service Users’ survey.
A brief comparison of the Trust’s position against other mental health trusts across the
country indicates that out of the 57 reports published, the Trust had the seventh highest
proportional risk score. This is an improvement on the previous report where the Trust had
the second highest proportional risk score.
As with the previous Intelligent Monitoring Reports, there are a number of areas where
performance is below that which is expected; however, the majority are issues on which the
Trust is fully cited and where necessary remedial action plans are in place with detailed
reporting being made available to the Trust Board on a monthly basis. The introduction of
the new indicator in relation to Crisis Plans will be explored further and links with ongoing
work in the Trust.
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3.0 Are Services Safe?
3.1 Revalidation
The Deputy Chief Nurse has advised that there is continued progress being made with the
revalidation process. The Quality Board were made aware that all of the nurses due to
revalidate in April 2016 have been contacted and workshops have been held for them so that
they are fully aware of their personal and professional obligations. A revalidation resource
site is also being developed. Those nurses due to revalidate in April have met with the Chief
Nurse and have advised that they are on track with their revalidation submissions.
The Revalidation policy was submitted to the Integrated Risk and Clinical Governance
Committee in February. The Executive Team are to also discuss the management of those
nurses who do not revalidate.
An effectiveness day is taking place on the 12th May (international Nurses Day) with the main
focus being revalidation. The training, workshops and support meetings have been promoted
on the Trust website including a weekly OD bulletin. Knowledge Services have created a
resource on the Trust website to support revalidation. Articles and news items around
Reflective Practice will be published on the OD Bulletin.
Workshops are held on a monthly basis after the Professional Nurses Forum and Training
Champions are in place.
The feedback from the nurses who have revalidated indicates that submission is relatively
simple.
3.2 Corporate Risk Register
There are 22 Risks on the Corporate Risk register which continue to be managed and no
risks proposed for removal.
There is one risk proposed for addition to the Corporate Risk Register.
The Fragmentation of liaison services at the three acute hospital providers presents a threat
to patients receiving uncoordinated care. There are no agreed responsible clinician
arrangements at the acute sites which leads to a reliance for MMHSCT’s consultants to
provide this facility leading to the potential for stretched capacity.
The Chief Nurse / Chief Operating Officer has been given a copy of the current risk register
and he is in the process of reviewing the content and how this is operated.
3.3 NEWS
This item relates to the National Early Warning Scores (NEWS) and monitoring physiological
parameters.
Three audits have been completed over 12 months which show an improvement in clinical
care.
The Trust has provided an e-Learning package to train clinical staff, review their practice to
ensure there are policies in place to guide staff. Support workers are a huge resource on the
wards and a training plan will be developed to include neurological observations following
falls.
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3.4 Medicines Management Internal Audit Findings
There is a recently published Mersey internal audit report on medicines management. The
Trust was awarded a high assurance level relating to the audit.
The baseline review of medicines management was undertaken in quarter 2 of 2015/16 and
the findings were sent to the Trust in January 2016.
The review confirmed that overall the Trust had robust and effective systems and
arrangements in place for Medicines Management and that tasks were clearly defined and
performance assessed on a regular basis.
Remedial actions and risk escalation controls were found to be in place and operating
effectively.
The 2 recommendations made will be completed by July 2016.
3.5 Volunteers
The Lampard report, published on the 26th February 2015, included 14 recommendations for
the NHS, the Department of Health and wider government. 9 of the recommendations relate
specifically to provider organisations, and the TDA issued a requirement in May 2015 that all
Trusts progress with implementation of the recommendations. The Trust produced an action
plan to progress the implementation of the recommendations.
The Trust has progressed and completed the implementation of 8 of the 9 recommendations.
The recommendation that Trusts “should devise a robust trust-wide policy setting out
how access by patients and visitors to the internet, to social networks and other social
media” has been progressed.
The Trust volunteer policy has undergone amendments in light of the Lampard review, and is
compliant with the specific volunteering recommendations set out within it.
An annual review, supported by bi-annual audit activity and regular monitoring within the
Trust governance framework will provide assurances that the policy is being correctly
implemented in all cases, in order to ensure that safe, meaningful and well supported
volunteering activity takes place.
The policy is monitored at the Patient Experience Committee and the IRMCGC. The PEC
Terms of Reference have been amended to include this item. The policy has also been
included in the Clinical Audit Plan.
3.6 POMH
The Trust has been a member of The Prescribing Observatory for Mental Health (POMH-UK)
since 2008 and subscribes to POMH-UK each year.
The POMH-UK work is co-ordinated by the medicines management team and in the past 12
months the team has been involved in audits looking at ADHD treatment, valproate
prescribing in bipolar disorder and the management of alcohol withdrawal.
The Quality Improvement Programme (QIP) for “Prescribing for ADHD in adults”was
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undertaken in June 2015 in the Trusts’ adult ADHD clinic. Data collection was undertaken by
a junior doctor working with the team. This was a re-audit of work originally done in 2013 and
was a clinical records-based audit of prescribing for ADHD in adults who had a recorded
clinical diagnosis of ADHD. A total of 43 patients were audited.
Baseline tests are higher than the national sub-sample, with the exception of assessing
cardiovascular risk and substance misuse.
Monitoring of service users on maintenance treatment reflects the poor national picture,
however the service in Manchester is commissioned to only see people for the first 3 months
therefore the data collected at 12 months would only be reflective of practice if GP records
were also accessed. This is not the case. Feedback is not provided to GPs however they do
attend Medicines Management meetings for updates.
These results have been shared with the ADHD team for their comments and
recommendations about future practice.
Audit results are taken to the Medicines Management Committee for discussion and fed back
to participating teams. POMH-UK produces presentations that have been presented at
consultant CPD events, locality audit meetings and effectiveness days. Following these
events recommendations are made on how to improve practice in each area. An area of
particular improvement has been the use of high dose antipsychotics on in-patient wards.
Significant improvement has been seen in this area since the commencement of the POMHUK programme which has been reported previously at governance meetings. High dose
prescribing reduced from 69% to 44% including when required, antipsychotics for
management of aggression and violence.
POMH-UK has a cycle of quality improvement audits and re-audits charting how practice
improves over time.
The Trust has signed up to the POMH-UK programme for 2016-17 and the medicines
management team will continue to co-ordinate this work. The next QIPs are:
•
•
•
•

Prescribing antipsychotic medication for people with dementia (April 2016)
Monitoring of patients prescribed lithium (June 2016)
Rapid tranquillisation (September 2016)
Prescribing high-dose and combined antipsychotics (January 2017)

3.7 CQUIN Quarterly Report
The Q3 submission was returned on 21st January 2016. 5 of the 7 CQUINs were rated as
passed and 2 required some further information. These were the GM partnerships (crisis
concordat CQUIN) and the physical healthcare CQUIN.
The required amendments were made and these were then issued back to the
commissioners on 11th February. These were confirmed by the commissioners on the 16th of
March and they have now been invoiced for the full amount.
Details on national CQUINs were published by NHS England on the 10th of March and
include:
• Health and wellbeing
• Physical Health
• GP Communication
The 2016-17 CQUIN scheme is nearing completion.
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3.8 Lessons Learned
A detailed report was discussed by the March Quality Board.
The Trust has reported more incidents so far in 2015/16 than for the same period in the
previous year, yet the volume of incidents that have resulted in harm have reduced. This is a
trend the Trust should continue to encourage.
Over the course of 2015/16 there are a number of recurrent themes that have been observed
to be part of the root causes for Serious Incidents. These themes are as follows:
o
o
o
o
o
o
o
o

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

A Pulse Survey was undertaken within in October 2015 that provided assurance that 89% of
staff have access to lessons learned information either through discussion at Divisional and
Team meetings or via Team Brief. The Pulse survey will be undertaken again in March 2016
to track whether the work in line with the CQC Improvement plan has improved this position.
Quality Improvement Groups have been established and are being managed by the Heads of
Professions.
3.9 National Confidential Inquiry into Suicide and Homicide by People with Mental
Illness (NCISH) Trust Safety Scorecard
The Safety Scorecard is a recent NCISH publication on behalf of the Healthcare Quality
Improvement Partnership (HQIP), for benchmarking data to support quality improvement.
The information in the scorecard is based on data provided by the Trust to the NCISH. The
scorecard consists of 6 indicators: suicide rate, homicide rate, rate of sudden unexplained
death (SUD), patients under the Care Programme Approach (CPA), staff turnover and NCISH
questionnaire response rate. The CPA and staff turnover figures are taken from HSCIC data,
which in turn are taken from individual trusts.
The figures show the range of results across trusts in England and the Trusts position is
represented by an ‘X’. Please note the time frame is different for each data set.
Suicide rate
The suicide rate in your Trust
was 4.1 (per 10,000 people
under mental health care)
between 2011-13.
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Homicide rate
The homicide rate was 0.7
(per 10,000 people under
mental health care) between
2011-13.

Sudden unexplained deaths
(SUD)
The SUD rate was 2.7 (per
10,000 hospital admissions)
between 2011-13.

% on Care Programme
Approach (CPA)
The % of patients on CPA was
26% in 2014/15.

Staff Turnover
Non-medical staff turnover
was 13% between 31 October
2013 – 31 October 2014.

NCISH
questionnaire
response rate
You have returned 96% of
NCISH questionnaires in 2015.

The Trust has a rate of 4.1 suicides per 10,000 people under the Mental Health Act which is
below the national median of 7.65 per 10,000 people under the Mental Health Act.
The Trust has a rate of 4.1 suicides per 10,000 people under the Mental Health Act which is
below the national median of 7.65 per 10,000 people under the Mental Health Act.
The data used for the report was from 2011- 2013.
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3.10 AMHPs
Referral numbers show a steady year on year increase. AMHP numbers remain healthy and
slightly increased since the transfer of the team. AMHPs ability to complete duty has been
and remains reduced.
Short term measures are being considered to maintain the AMHP rota. However the
incoming Chief Nurse / Chief Operating Officer will be reviewing the workforce in the light of
changes in professional leadership within social work.
3.11 CQC Regulation of Substance Misuse
The CQC issued a communication on the 22nd of January about the first 16 inspections of
substance misuse treatment services undertaken. In 7 out of 16 inspections, they found
serious failings in the services provided and these were highlighted in the letter.
The Trust sub contracts substance misuse treatment services in the two prisons to Lifeline.
Concerns raised at the commencement of the contract mirrored many of the areas identified
by the CQC in their early inspections and the Trust has been working closely with Lifeline to
support them in the delivery of the service. Work continues to ensure the services provided
by Lifeline are to the required standard.
The prison care group management team also reviewed the findings relating to some
possible gaps around care planning. Lifeline have now confirmed that care planning is to the
required standard.
The medicines management assurance systems were revised in 2015 to incorporate better
the two prisons and substance misuse service. An overarching prison medicines
management group now meets monthly with the issues identified by the CQC already part of
the meeting. All the issues relating to prescribing had been identified during the early months
working with Lifeline. The Trust initially supplied the required policies and procedures for both
the clinical management of service users and also those required to ensure medicines are
managed appropriately. All bar two new Lifeline medicines management protocols and
clinical guidelines were approved on the 1st of March to replace those initially adopted.
The CQC are due to visit HMP in the very near future and the Home Office will visit on the
20th of April.

3.12 Flu/ Diarrhoea and vomiting Outbreak – Park House
Over the Easter bank holiday weekend (25th March 2016) two patients on Acacia ward had
become unwell, one was admitted to the infectious disease unit at PAT, and another being
treated for a suspected chest infection. At this time the IPC team were made aware that over
the previous week a further six patients had been complaining of low level cough/cold and flu
like symptoms, elevated temperatures and increase in NEWS monitoring scores.
On the advice of the on call microbiologist and virologist from PAT patients were screened,
and four were found to be positive for Influenza A. The ward was closed to admissions on
Good Friday but was full with no planned admissions or discharges, and disruption to
services was kept to a minimum at that stage.
Further isolated cases were identified on a number of other wards, as staff were advised to
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monitor for any signs and symptoms and patients were screened in other areas .It was not
necessary to close other wards. Acacia remained closed for seven days until deep clean
organised and re-opened. One patient on Redwood was found to be positive for flu A but
ward remained open on advice of on call consultants and PHE consultant (all patients on
prophylaxis or treatment)
The following weekend after Acacia had re-opened, ten patients on Mulberry Ward began
vomiting, some with diarrhoea and some with flu like symptoms. Again all patients swabbed
and commenced on Tamiflu treatment/prophylaxis and one faecal specimen sent for virology
testing. One patient was positive for Influenza A, and Norovirus was also detected. Mulberry
ward was closed to admissions, and remained closed for seven days, re-opening following a
deep clean on the following Saturday.
During this time, isolated cases were identified on other wards, and where necessary
isolated or treated appropriately, without disruption to services.
During the flu outbreak on Acacia, only two patients who were positive for flu A were clinically
unwell, One was the original patient who was admitted to the infectious disease unit at PAT
but recovered quickly and returned to Acacia after three days. The second was the patient
with the suspected chest infection, who was already responding well to antibiotics (chest
Xray confirmed chest infection) but who was also found to be positive for flu A. Both
recovered well, and the other two positive patients who were on Tamiflu treatment were
recovering when they commenced their treatment. No other patients from the unit required
acute admission or assessments during the outbreak. Five staff had reported flu like
symptoms over this period, none of which are confirmed cases.
A full and comprehensive outbreak report will be submitted to IPC Committee on 25th April
and to the next IRMCGC meeting.

Gary Gillett
Deputy Chief Nurse & Deputy Director of
Quality Assurance
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Purpose of Paper:

To update the Trust Board regarding the work undertaken
to date within the Trust’s Mortality Review Meeting.
•
•

Key Points:
•
•

Action Required

Mortality Review Meeting has met weekly during
2015/16 and has reviewed 255 Trust Deaths.
The rate of unexpected deaths, suicides and Deaths in
custody account for roughly 0.14% of the Trust’s
caseload.
All unexpected deaths are subject to a SIRI review.
An overview of the incidents reported and themes
identified are included within the report.

To note the report and the actions to be taken.
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Reference / Link to Corporate
Objective/s & Risks
Link to Trust Corporate and
Directorate Annual Objective(s)
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√
√
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√
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Annual Report of the Mortality Review Meeting
1.

Introduction

1.1

As part of the preparations for the CQC inspection in March 2015, the Trust
Development Authority (TDA) undertook a supportive and developmental Desktop
Review (DTR) with the Trust in January 2015. As part of this review the TDA
suggested that the Trust establish a Mortality Review Meeting (MRM) to give the
Trust the opportunity to review all deaths of patients that have died whilst in Trust
care.

1.2

The Trust established a Mortality Review Meeting which has met every week in
2015/16 and has reviewed a total of 255 deaths. The meeting is led by the Medical
Director and is supported by the Chief Nurse.

2.

What is the role of the Mortality Review Meeting?

2.1

The role of the Mortality Review Meetingis to have oversight of all patient deaths that
occur within the Trust to ensure that appropriate investigative action is taken and all
opportunities to reduce ‘Unexpected Deaths’ are identified. The Mortality Review
Meetingreviews all patient deaths and provides challenge to any incident categorised
as an ‘Expected Death’ to ensure that these have been categorised appropriately.
The Mortality Review Meeting also receivesdetails of completed SIRI reports where a
death has occurred to identify learning themes.

2.2

MMHSCT currently uses the criteria set out in the National Serious Incident
Framework to establish whether a death is ‘Unexpected’. The definition ofan
‘Unexpected Death’ is as follows:
“Unexpected Death - Where natural causes are not suspected. Local organisations
should investigate these to determine if the incident contributed to the unexpected
death.”

3.

Challenge following the Mazars report

3.1

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. MMHSCT’s internal
review highlighted that the Trust can be assured that it has reviewed all deaths
reported via the Trust’s Datix system and that oversight has been achieved through
the work of the Trust’s Mortality Review Meeting as reported to the Quality Board in
October 2015. The content of the report provided to the Quality Board in October
2015 covered:
•
•
•
•

The volume of Deaths reported from March 2015
A breakdown of the types of death reported
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.

Within the Mazars report was a recommendation that Trust Boards gain assurance
regarding Mortality Review processes by focusing on the following questions:
•
•
Trust Board
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Do we identify and report deaths correctly?
Do we investigate unexpected deaths properly and without delay?
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• Do we meet our obligations to others?
• Do we learn from deaths?
• Are we being transparent and open in our reporting and investigation?
Following the internal review the Trust’s reporting arrangements were deemed to
provide adequate assurance.
4.

Update

4.1

When a death is identified Trust staff complete a Datix incident report form in line
with the Trust’s Incident Reporting Policy. Every death reported is reviewed at the
Mortality Review Meeting which takes place on a weekly basis. In 2015/16 the Trust’s
Mortality Review Meeting has reviewed 255 deaths which representroughly 0.86% of
the Trust’scaseload. A breakdown of the number of deaths by the categories by
which they have been reported is included in the figure below.
Figure 1

4.2

Of the deaths the Mortality Review Meeting has considered, 174 (68%) were
expected deaths. A death is categorised as expected in circumstances such as a
patient being on an end of life pathway, or when it is deemed that intervention would
not have prevented the outcome. All deaths categorised as expected where
reviewed and validated as being correctly categorised.

4.3

38 (15%) of the deaths the Trust has recorded are of patients that are known to the
Trust but are not currently receiving care.

4.4

Of the 255 deaths reported, 33 (13%) of the deaths the Trust has recorded are
unexpected deaths, 5(2%) are Deaths in Custody and 5 (2%) are suicides, this
accounts for roughly 0.14% of the Trust’s caseload. All unexpected deaths, deaths in
custody and suicides are subject to a SIRI review; as such the Mortality Review
Meeting has ensured that reviews for these deaths were initiated.

4.5

The majority of all expected deaths have been recorded within the Community
Mental Health Teams which is what the Trust would expect to be the case due to the
demographic of patients treated by these teams. Many patients that have contact
with these services, in addition to their mental health treatment are receiving long
term physical health treatments for chronic conditions. All expected deaths were
reviewed by the Mortality Review Meeting and where deemed to be appropriately
categorised.

Trust Board
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4.6

Of the 33 unexpected deaths and 5 suicides recorded all have received a SIRI
review.

4.7

For incidents categorised as a ‘Death in Custody’, the Trust has a responsibility to
report these to the Prison and Probation Ombudsman who undertake the appropriate
investigation. The Trust has reported 5 Deaths in Custody to the Prison and
Probation Ombudsman in 2015/16.

4.8

Of the Serious Incident reviews which have been completed the following themes
have been identified:•
•
•
•
•
•
•
•

Induction an supervision of agency staff
Care planning
Risk Assessment
Individual Accountability
Managerial oversight of practitioners
Communication
Completion of CHORES
Physical Health Monitoring

4.9

The Themes that have arisen from SIRIs have been factored into the work of the
Quality Improvement Groups as previously reported to the Quality Board.

5.

Recommendations

5.1

Trust Board is requested to note the contents of this report.

6.

References
Independent review of deaths of people with a Learning Disability or Mental Health
problem in contact with Southern Health NHS Foundation Trust April 2011 to March
2015
MMHSCT Board Report- Mazars Inquiry report into the failings at Southern
Healthcare NHS Foundation Trust
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th

•

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

•

This paper demonstrates the Trust’s Safer Staffing position for
March 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.

Purpose of Paper:

•
Key Points:

Action Required

•

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.

To inform the Trust Board as to the safer staffing position for March 2016.
There are no items of escalation for Board action.
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Manchester Mental Health and Social Care Trust
Safer Staffing Report on the March 2016 Position
1.

Introduction

This report provides the Trust Board with details of the March 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.
There are no items for escalation by exception. Where matters have arisen,
management actions are in place to address these. Some of the areas being
addressed include:
During March 2016 Anderson, Poplar, Anson road and Laurel ward 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 were the only ward 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.
Ward

Use of Day
Registered Staff
against Est.
MAPLE

>120%

CAVENDISH

Within threshold

ANSON RD

Within threshold

BLAKE

Within threshold

JUNIPER

Use of Day Care
Staff against Est.

Use of Night
Registered Staff
against Est.

Use of Night
Care Staff
against Est.

>120%

> 120%

> 120%

> 120%

> 120%

> 120%

Within threshold

Within threshold

> 120%

> 120%

Within threshold

> 120%

Within threshold

> 120%

Within threshold

> 120%

BRONTE

Within threshold

> 120%

Within threshold

> 120%

LAUREL

Within threshold

Within threshold

Within threshold

ELM

Within threshold

>120%

Within threshold

> 120%

MULBERRY

Within threshold

Within threshold

>120%

REDWOOD

Within threshold

> 120%

Within threshold

Within threshold

SAFIRE

Within threshold

>120%

Within threshold

Within threshold

POPLAR

Within threshold

Within threshold

Within threshold

Within threshold

ANDERSON

Within threshold

Within threshold

Within threshold

Within threshold

ACACIA

Within threshold

Within threshold

Within threshold

Within threshold

Within threshold

< 80%*

*Rehabilitation ward – consideration to be given to review of establishment.
This report considers, by exception, why there had been use of staffing above or below
establishment.
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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.
Table 1. Demonstrates the March safer staffing return for Manchester Mental Health and
Social Care Trust.

TABLE 1

Day

Night

Ward name

Average fill rate registered
nurses/midwives (%)

Average fill
rate - care
staff (%)

Average fill rate registered
nurses/midwives (%)

Average fill
rate - care
staff (%)

MAPLE

141.9%

127.0%

203. 2

158.1%

CAVENDISH

105.6%

238.7%

200.0%

235.5%

ANSON
ROAD

82.3%

85.5%

100.0%

137.10%

ACACIA

106.5%

94.8%

100.0 %

68.8%

BLAKE

85.1%

337.9%

98.4%

335.5%

JUNIPER

94.3%

190.3%

98.4%

180.6%

BRONTE

94.8%

143.3%

95.2%

150.0%

LAUREL

97.5%

114.0%

88.7%

110.8%

ELM

86.0%

145.2%

93.5%

134.4%

MULBERRY

92.7%

118.1%

93.5%

121.0%

REDWOOD

89.1%

162.2%

98.4%

111.3%

ANDERSEN

91.0%

92.7%

95.2%

103.2%

SAFIRE

87.6%

125.8%

95.2%

104.8%

POPLAR

90.0%

107.5%

95.2%

111.8%
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2. Use of staffing resource against establishment
The use of staffing above establishment during the month of March 2016 was used to deliver
observations to maintain patient safety.
During March 2016, there were a total of 1279 (1445 in February) recorded observation
episodes that required staffing above establishment (1episode=1shift) reported on the
weekly reports provided by the ward managers.
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 risk to themselves.
3. Actual Staff versus Establishment during 2016
3.1 Maple Ward
During the month of March Maple rostered additional registered and unregistered nurses on
all day and night shifts, this is reflected in use of staffing above the 120% threshold. The
additional RMN staff were used to provide leadership to support the safe care of patients
who presented with increased levels of acuity and dependency. There were between 4-6
patients each week who required intense Nursing observations including one patient who
required end of life care. This amounted to a total of 150 additional shifts.In addition there are
4 staff on Maternity leave. Violence, aggression and falls incidents have reduced compared
to the previous month.

3. 2 Cavendish
Cavendish Ward used above 120% of registered night staff, and above 120% of unregistered
staff on days and nights. The additional staffing was to deliver safe patient care during the
month of March as there were between 4-6 patients placed on close observations for risks
that mainly included aggression, risk of falls and to provide care for a patient undergoing an
operation in the General hospital. There were several vacancies (4.28wte. two with start
dates) and two staff suffering sickness in March.One member of staff was on Maternity
leave. This required an additional 319 shifts above establishment. Falls, Violence and
aggression incidents have increased compared to the previous month.
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3.3 Anson Road
Anson Road used unregistered staff on nights above the 120% threshold. There remains a
Band 3 vacancy which impacts on low fill rate of unregistered day staff. This post remains
vacant pending potential redeployment. There were several lost shifts due to Maternity leave
and staff sickness. There has been an increase in incidents of violence and aggression and
at least one patient requiring intense nursing observation during March.

3.4 Acacia
The use of unregistered night staff was below the 80% of the established threshold this was
due to a Band 2 vacancy. All other staffing levels during March 2016 were within the >80%
and <120% thresholds. There remains a Band 5 vacancy, this post is being held for a
potential redeployment from Station Road. Incidents of illicit substances have reduced from
13 in February to 6 in March.
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3.5 Blake Ward
During the month of March Blake ward required an additional 368 shifts (391 previous
month) above establishment 5 patients were placed on 1-1 and 2-1 observations for a variety
of reasons including violence, self harm and suicidal intent. For these reasons use of
unregistered staff on days and nights remains above the 120% threshold. There were three
vacancies during March one of which was recruited in to. Violence and aggression incidents
have reduced 57 to 36 compared to the previous month.

3.6 Juniper Ward
During March between 4- 6 patients were placed on intensive nursing observations including
2-1 and 3-1 levels observations requiring 129 additional shifts above establishment. The
Primary reasons were due to Violence and aggression. This has been reflected in fill rates
above the 120% threshold of unregistered staff on days and nights to undertake
observations. There are three vacancies currently being recruited to. Violence and
aggression incidents have seen a small reduction from the previous month. There have been
between 2-4 staff suffering sickness in March.

3.7 Bronte Ward
Bronte is the largest acute adult ward in the Trust in terms of both bed numbers (30) and
floor space. It is one of the largest acute mental health inpatient wards in the country.
During March 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. One patient required 2-1 nursing whilst being cared
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for on a General medical ward. This required an additional 153 shifts above establishment.
Bronte ward during March had a significant number of staff suffering sickness and several
requiring carers or compassionate leave. There has been a small increase in Violence and
aggression incidents compared to the previous month.

3.8 Laurel Ward
During March 2016, 2 patients were placed on observations, for risks that included, Sleep
apnoea and Aggression. All staffing was within threshold.. There were 4 members of staff
suffering sickness in March. Two Band 5 vacancies were filled with block booked temporary
staff. There has been a small increase in Violence and aggression incidents from last month
(from 7-9).

3.9 Elm Ward
During March 2016 5 patients were placed on intensive observations. Reasons include
aggression, risk of falls, ECT and physical health. In addition 5 staff had suffered sickness;
one member of staff was on Suspension and one member of staff required carers leave.
There are also two staff on Maternity leave. Elm ward required 90 additional shifts above
establishment in order to provide safe and effective care. This accounts for day and Night
unregistered staffing levels being above the 120% thresholds . There were 5 vacancies with
two awaiting a start date. Violence and aggression incidents remain at the same level as
February.
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3.10 Mulberry Ward
Mulberry used unregistered day and night staffing establishment above the 120% threshold
during the month of March 2016. The additional staffing was due to 7 staff suffering sickness
in March and two patients requiring intensive nursing observations .Violence and aggression
incidents have increased from 7 to 12 compared to the previous month.

3.11 Redwood Ward
During March 2016 2 patients required observations to mitigate risks around aggression.5
staff suffered sickness during March and one member of staff was on Maternity leave.
Redwood ward required 17 additional shifts above establishment to provide safe and
effective care. This saw an increase in the use of unregistered care staff on days and nights
above the < 120% threshold. There were 2 RMN vacancies. Violence and aggression
incidents have increased from 11 to 12 this month. The matron team are to follow up the
implementation of safe wards and meaningful activity with the ward manager to support the
management and support for these incidents.
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3.12 Anderson Ward
Anderson routinely used staffing that was in keeping with the available establishment. There
had been one patient on intensive nursing and between 1 and 3 members of staff suffering
sickness. One occasion on the 22nd February when one member of staff had reported sick
prior to the commencement of the shift. The Bleep holder was able to support in order to
establish safe staffing and ensure staff were able to access their breaks. There has been a
reduction in Violence and aggression. There had been one incident that occurred in March
when a member of staff was seriously injured responding to a violent incident on the Acute
Ward. This member of staff has been supported by the team and the incident has been
reported under Riddor. Staffing levels on Anderson ward at the time were at safe and
effective levels.

3.13 SAFIRE
Use of unregistered staffing on days in March 2016 was above the 120% threshold due to 2
patients requiring 1-1 observations in order to mitigate against risk to others. Safire required
3 shifts above establishment in order to maintain a safe and effective environment.
Registered nurses were slightly below establishment on days but remained within the >80%
and <120% thresholds. This was due to 1 Band 5 vacancy and the sickness of three staff.
Violence and aggression incidents have increased compared to last month.
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3.14 Poplar Ward
Poplar used staffing in line with the established thresholds during March, with no exceptions
to report. Violence and aggression incidents have reduced slightly compared to previous
months. However the number remains significant. This will be further explored with the
Matron and Management team in order to understand and place appropriate controls to
monitor and reduce harm.There has been an increase in medication incidents. This will be
further explored and supported by the medication management nurse.

4.0 Benchmarking with other city Mental Health Trusts
Ward

MMH All Wards
MMH AOWA
MMH Later Life

Use of Day
Use of Day Care
Use of Night
Registered Staff
Staff against Est.
Registered Staff
against Est.
against Est.
95.8%
148.9%
111.1%
91.1%
143.2%
96.0%
123.8%
182.9%
201.6%
Other Trust Average Figures
104%
124%
100%

SLAM (December
figures)
Mersey Care
93.15%
GMW
98.4%
Within threshold >80 and <120
Above 120 threshold
Below 80 threshold

95.25%
100.5%

94.3%
100.4%

Recommendations:
Trust Board is asked to note the safer staffing position for March 2016.
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Use of Night Care
Staff against Est
147.3%
139.1%
196.8%
175%
94.0%
100.0%
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To provide an update on delivery of the CQC action plan in response to the Care
Quality Commissions Inspection of the Trust in March 2015
To confirm actions undertaken and delivered following receipt of CQC Inspection
report in September 2015.

Purpose of
Paper:

To provide assurance from Lead Directors that all actions have been delivered to
address the 13 requirement notices received from the CQC

Assurance and evidence that all requirement notices were addressed by 31st
March 2016 received from Lead Directors:•
•
•
•

Key Points:

Action Required

Anita Rolfe, Chief Nurse & Director of Quality Assurance
Carol Harris, Acting Director of Operations
Debbie Hodkinson, Director of Workforce & OD
Dr J S Bamrah, Medical Director

To approve sign off of the CQC action plan.

Monitoring and assurance framework summary
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Directorate Annual Objective(s)
Link to Corporate Risk Register
Have
all
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IM&T
Estates
Users and Carers
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Trust Board Paper
Date: 28th April 2016
Agenda Item: 14

Reference
/
Link
Objective/s & Risks
1,2,3,4,5

to

Corporate

Description

n/a
Yes
√
√
√
√
√
√
√
Yes
Y

Any Action Required?
Yes
N/A
Detail in
report
No
“
“
“
“
“
“
No

Comment

√

Page 1 of 4

Manchester Mental Health and Social Care Trust
CQC Action Plan
1. Introduction
A CQC Inspection was undertaken in March 2015. Upon receipt of the CQC report, a Trust
action plan was developed to address the issues arising from the inspection. The CQC
report was received in September and an action plan presented to Board in October 2015
and approved. Monthly updates have been provided to Board since that time to ensure
delivery by the end of March 2016 was achieved.
The Trust received 13 CQC Requirement Notices which encompass ‘Must Do’ actions and a
number of ‘Should Do’ recommendations.
A governance framework for delivery of the actions, which included the establishment of a
CQC Task and Finish Group, with commissioner membership, has met monthly to ensure
delivery of each of the actions.
2. CQC Action Plan Sign Off

Signed summary sheets have been submitted by the Executive Directors that provides
assurance that each of the 13 Requirement Notices have been delivered. The summary
sheets for each requirement notice have been completed to demonstrate how actions have
been embedded into practice and will be audited going forward to ensure continuous quality
improvement and to demonstrate how actions will be incorporated into business as usual.
In relation to the 45 ‘Should Do’ contained within the CQC Action plan, a summary sheet
was reviewed at the CQC Task and Finish Group in April 2016. For each action, Lead
Directors have provided assurance that each have been adequately met.
The full CQC action plan is attached as an appendix and provides further detail on the
actions taken and tracked through the process. It was agreed at April’s CQC Task and
Finish Group that the CQC Action Plan could be proposed to the Trust Board for sign off and
closure.
3. Assurances Received
3.1

Lead Director Assurance

Lead Directors were assigned for the 13 Requirement Notices and signed ‘Confirmation of
Assurance sheets received from each Director (full detail at appendix 1):
•
•
•
•

Chief Nurse & Director of QA, Anita Rolfe, Requirement Notices: 1a&b, 2, 3a&c, 4a&b, 7,
8, 9, 10,11, 12.
Acting Director of Operations, Carol Harris, Requirement Notices: 4c, 13.
Medical Director, Dr J S Bamrah, Requirement Notices: 1b, 5, 6.
Director of Workforce & OD, Debbie Hodkinson, Requirement Notice 3b.
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3.2

CQC Task and Finish Group

Monthly review and scrutiny has been undertaken at the CQC Task and Finish Group with
any items for escalation reported through the Executive Team throughout the process. The
Risk Manager has collated a repository of evidence throughout the process which has been
discussed at the Task and Finish meetings.
At the final meeting of the CQC Task & Finish Group held on 11th April 2016 members,
including the commissioner representative agreed that all actions had been delivered as
reported on the attached appendices and recommended presentation to the Board for sign
off and closure
4. Embedding and Continuous Quality Improvement
The signed summary sheets submitted by the Executive Directors describe how the work
delivered in line with the CQC Action Plan is to be embedded into ‘business as usual’
practice and monitored through the Trust’s committee structure in line with their agreed work
plans. The Clinical Audit Plan for 2016/17 has been produced and includes:
•
•
•
•
•
•
•
•
•
•
•
•

CPA
Physical Health
Medicines Management
Shared Care
Clinical Risk Assessment
Safeguarding
Record Keeping
Access to Services
Supervision
Patient/Carer Support
Mental Health Law
Care Environment

5. External Support
Whilst the Trust has met all requirement notices included within the CQC Inspection Report
the following action requires external support to fully embed and is summarised here:
Psychological Therapies
“Requirement Notice 2 - Where the trust shares responsibility for providing care and
treatment with other services through partnership working, a clear care and/or treatment
plan, which includes agreed goals, must be developed and made available to all staff and
others involved in providing the care.”
Must Do 16: The trust should identify how patients will have access to psychological
intervention and therapies in accordance with published research and guidance
The Trust identified that in order to meet this action external support was required from
commissioners to ensure that adequate resource be commissioned to allow this
Trust Board Paper
Date: 28th April 2016
Agenda Item: 14
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Requirement Notice to be fully met. Whilst the Trust has provided a small amount of
resource to support inpatient areas, further work to resolve this issue is required.
An update was provided to the Trust by commissioners in April 2016 as follows:
“Commissioners have recognised that there is a resource challenge with providing the
required 15% access to IAPT step 3 psychological therapies and business plans have been
developed and approved by the CCG’s for further investment. Within the contract ,the
current quality requirement of expected numbers of people entering therapy is appropriate
to the current level of investment. This quality requirement will change once the level of
additional investment is understood and secured.
However, commissioners would welcome a plan for redesign of services within
commissioned resource to enable access to psychological therapies within all secondary
care mental health services provided by MMHSCT . Discussions to enable this will form part
of the work plan within the contract”.

Recommendations
•
•
•
•

To note the work undertaken to date.
To receive the assurances provided by the Lead Directors and CQC Task and Finish
Group.
To note how the improvements will be monitored in usual business and reported through
Quality Board.
To approve the action plan as complete in order to the CEO to contact the CQC with
confirmation of actions and plans to ensure continuous quality improvement.

11th April 2016
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A University Teaching Trust

CQC CIOH Inspection
Summary Action Plan
September 2015

Where People Matter Most

Key
Delivered and closed– No further action required as part of the action plan.
On track – Actions underway; no issues
Some issues – Actions underway; however, some issues needing attention
Not on track to deliver – Urgent action required

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15

Assumed as being managed within normal business in future and is not
revisited by this action plan
If actions are not completed within the stated timeline, converts to “Some
Issues” the next working day
If actions are not completed within the stated timeline, converts to “Not on
track to deliver” the next working day.
Urgent action taken by the lead Director with daily reports to the Chief
Executive until the action is back on track

Page 2 of 59

About the Trust
Manchester Mental Health and Social Care is the main provider of specialist mental health, social care and health and wellbeing services to the people of Manchester. It is the
only mental health Trust located within the city’s boundaries and its catchment area is coterminous with that of Manchester City Council and the city’s three Clinical
Commissioning Groups. We serve a culturally and socially diverse population of over 511,000, our workforce of approximately 1500 staff cared for more than 14,000 people
last year and we have an annual turnover of £104m. We are a market leader in research and innovation, with the second largest mental health research income of all Mental
Health Trusts in the U.K.
How We Are Learning
The Trust has recently been audited by Mersey Internal Audit for how we learn throughout the Trust. The audit opinion was Significant Assurance; however there were a small
number of medium and low level recommendations made that resonate with this CQC report. The Trust has improved how it learns and continues to steadily improve. The
quality team is being strengthened with the appointment of a quality lead for community services in October 2015, which will enable the mirroring of the inpatient matron
role across community.
What are we doing?
Summary
The Trust welcome feedback and always want to learn and develop to improve services
• The Trust received the report from the Chief Inspector of Hospitals in September 2015, with the overall outcome being Requires Improvement
• The Trust is pleased to report that, there were no enforcement actions brought against the Trust.
• The overall quality of clinical care was rated as ‘Good’.
• The trust was rated as ‘Requires Improvement’ for safe, effective, responsive and well led.
• The Improvements the Trust have been requested to deliver can be characterised as the following
“MUST Do” Actions
• The Chief Inspector made a number of recommendations, which the Trust MUST undertake to improve Patient Experience at the Trust. The MUST Dos are described
in detail within this action plan. The Board of Directors have reviewed the Action Plan at the September Board Meeting and are supportive of the proposed actions for
improvement. It is intended that the Board will oversee the progress of the action plan to completion.
“SHOULD Do” Actions
• There are also a number of actions which the CQC has advised the Trust should implement to further strengthen and improve the quality of the services it provides
• The Trust will provide the same level of rigour to the implementation of the Should Do Actions alongside the Must Do Actions
Partnership Working
• Manchester Mental Health and Social Care Trust welcome the support of key partners such as the Trust Development Authority and Health and Social Care
Commissioners in achieving the outcomes within this action plan. Offers of expert resource where needed has been offered by the Trust Development Agency
• This action plan will be underpinned by other strategic processes within the Trust such as the Clinical Strategy, The Quality Strategy, The Workforce Strategy and the
Estates Strategy.

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15
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Quality Summit Discussions and feedback
TDA Feedback
• All organisations (CQC, TDA, CCG, NHSE) need to work together to stop the Trust having to develop multiple forms of the same information.
CCG Feedback
• Crisis and place of safety , there is a need to work with organisation, however help from wider system partners is necessary to address the issues
• The CCGs queried if there had been a mixed sex breach on Cavendish ward. CQC stated what was seen and that it was rectified by the Trust at the time. MMHSCT
added that when the Trust tried to report it, the centre advised them that it was not a reportable breach, so no further action was taken following this discussion.
• The CCGs have queried the CQC comment regarding “Insufficient resources to manage the incident management function of the Trust”. The response from the Trust is
that the systems and processes have been audited since the CQC visit and a Significant Assurance audit opinion was awarded by MIA
• The CCG’s asked “How will the trust risk register be shared with Commissioners because some of the things on the register such as lack of pharmacist support in
community is concerning?” The published Board papers regularly include the risk register. The link for the board papers is on the Trust website
NHSE Feedback
• There is a need to ensure that the process is facilitative
• NHSE Risk Summit planned for 27th October 2015 –with expected outcomes that the process is now closed down.
• Professional nurse leadership support can be available to the Trust.
• Dissemination of learning - need to demonstrate, consistently evidence it to patients/carers/commissioners. Later Life community services is a good practice exemplar.
General Feedback on specific points in the action plan
• There were other suggestions made that have been incorporated into the action plan as items specific to individual actions points
Other Feedback
• Areas of good practice were highlighted such as good working relationship with social care, physical healthcare, person centred care, almost without exception good
service user feedback
• Very pleased to see all good for caring.

Manchester Mental Health and Social Care Trust
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Part A - MUST Do Actions
Regulation
/Requirement
notice

‘The Must Do ‘Summary
of action required

Actions

Timeline

Assurance /evidence What good looks like

Person – centred care in community services for adults of working age – Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 1
(1a) The provider
did not ensure that
each patient had an
effective recovery
focussed care plan
and discharge plan
in place to make
sure they did not
remain in services
longer than was
clinically
appropriate.

Must Do 1: The trust
must ensure that there
are effective recovery
focussed care plans and
discharge planning in
place for each patient to
make sure patients do
not remain in services
longer than is clinically
appropriate

In order to ensure that the Trust has effective, recovery focused
care plans and discharge planning in place for each patient, the
Trust has established a system to review and implement high
quality:
• Recovery focussed care plans
• Discharge plans
• Discharges and Finished Consultant Episodes

Report states:
“ CMHT staff we spoke to
had experienced
difficulty accessing crisis
and home based
treatment teams,
Assertive outreach teams
reported problems in
accessing CMHTs “

Team managers will work with individual care coordinators to
bring improvements. Project management and weekly review to
be maintained by Acting Director of Operations. Project plan in
place.

From
31-Oct-15
Achieved

Full audit report on progress to be submitted by the Heads of
Profession to Quality Board.

9-Dec-15
Deferred
to
February
2016
Achieved

Caseload checklist to be used by team managers to systematically 20-Oct-15
Achieved
review all care records commenced.

Status: Delivered and
closed
Team Managers’
management
supervision notes caseload audit will
show as completed

Each patient will have
a recovery focussed
care plan and
discharge plan in
place.

Quality
Requirements Audit

Those Patients
needing to be
discharged in a timely
manner in line with
their discharge plan
will be discharged,
with discharges
expected from
September onwards to
ensure patients do not
stay in services longer
than is clinically
appropriate.

December Audit
Report to measure
care plans and
discharge plans
CMHT Team
Meeting minutes
Trajectory of
discharges achieved

External support Commissioners to support review of GP services to
enable step down of patients where appropriate (shared care). CCG
Primary Care leads to support GP practices. CCG GP lead for Mental
Health to support GPs where needed CCGs are working with GPs on the
improvement of meds management to support step down.
Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance /evidence

Person – centred care in community services for adults of working age Lead - Medical Director
Requirement
Notice 1
(1b) The provider
did not ensure
that care and
treatment was
delivered and
reviewed in line
with CPA best
practice guidance.
This included
medical
representation at
patients’ CPA
reviews and
ensuring patients
were discharged
from hospital
without their
community care
coordinator and
consultant’s
knowledge and
involvement.

Must Do 2: The trust
must ensure that care
and treatment is
delivered in line with
CPA best practice
guidance. This
includes medical
representation at
patients’ CPA reviews.
Report states:
“There was a lack of
medical input into CPA
reviews which often
consisted of the care
coordinator and the
patient only. Staff told
us they ‘piggy backed
‘onto the back of
outpatient
appointments in order
to facilitate CPA
reviews”

31-Oct-15
Achieved

CPA to be overseen by the Professional Head of OT with immediate
effect and further supported by the community matron when
recruited to in December 2015.

31-Oct-15
Achieved

The Medical Director and Chief Nurse to issue a joint communication 20-Oct -15
to remind all staff within this area of the need to meet good practice Achieved
guidelines for CPA.

The Medical Director to liaise with the GMC to arrange the
workshops for clinicians

CPA meetings have
medical
representation
commencing with
immediate effect.
Evidence via CPA
minutes.

Care and treatment is
delivered in line with
CPA best practice
guidance with medical
representation at
patients’ CPA reviews.

Joint communication
issued by
communications
team

30-Nov-15
Deferred to Audit of CPA process
February
2016
Achieved
Training Records
31 -Oct -15
Achieved

Workshops provided by GMC
31-Dec-15
Deferred to
March 2016
External Support
Peer review to be arranged with MH provider in Jan 2016 to
benchmark improvement
GMC have offered training/focussed informal workshops re
professional obligations -professional requirements are.

Manchester Mental Health and Social Care Trust
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Status: Delivered and
closed

The Medical Director and the Director of Operations to ensure that
where appropriate there is medical representation at all CPA
meetings

Audit of CPA process to monitor changes by professional Head of
OT, attendance to be undertaken by end of October and reported
for
February 2016

What good looks like

April’s CQC Task and Finish Group agreed that
this action be closed and addressed through
business as usual arrangements in 2016/17
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance /evidence

Person – centred care in community services for adults of working age Lead – Medical Director
Requirement
Notice 1
(1b) The provider
did not ensure
that care and
treatment was
delivered and
reviewed in line
with CPA best
practice guidance.
This included
medical
representation at
patients’ CPA
reviews and
ensuring patients
were discharged
from hospital
without their
community care
coordinator and
consultant’s
knowledge and
involvement.

Must Do 6: The trust
must ensure that
patients are
discharged from
hospital in line with
the CPA guidance
and with their
community care
coordinator and
consultant’s
knowledge and
involvement.
Report states:
“Staff gave us
examples of patients
who had been
discharged without
the knowledge of
their care
coordinators or
consultant
psychiatrists”

There is now a system in place for Managers to cascade and support
information from the professional heads and matrons to ensure
implementation of the standards.
The Acute and Urgent Care Board has established a system to ensure
that Team Managers and Ward Managers will ensure discharge
arrangements meet CPA guidance and that consultants and care
coordinators have knowledge of and are involved in the discharge.
Reinforcement of the requirement will also be cascaded through team
meetings and managerial supervision.
The Medical Director is to discuss the expected changes with clinicians
to ensure that best practice improvements are made.
The Head of OT and the Matron team to commence audit cycle of
compliance with the CPA best practice discharge arrangements to
monitor the whole process.
The Medical Director will be included in audit feedback in order to
ensure improvements in clinician response is made.

What good looks like

Status: Delivered and
closed
20-Oct -15 Refresh of advice to
Achieved be provided by
02/10/15 and then
routine audit to
20-Oct -15 follow up
Achieved implementation

From
31-Oct-15
Achieved

Patients are
discharged from
hospital in line with
CPA best practice
guidance

Acute and Urgent
Care Board Minutes

Team Managers
supervision notes –
20-Oct -15 will demonstrate
Achieved that the checklist has
been applied to all
From
cases
31-Oct-15 Team meeting
Achieved minutes from
05/10/2015
31-Dec-15
Deferred Consultants meeting
to
minutes - From
February September 2015
2016
Achieved As part of routine
audit cycle from
October 2015.

External Support CCG agreement to complete an audit of CQC
compliance in Quarter 4 of 2015/16

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15

Page 7 of 59

Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance /evidence

Person-centred care in acute wards for adults of working age and psychiatric intensive care units at Park House and Laureate House
Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 2
(2a) Care plans
were not always
person-centred
and did not
reflect personal
preferences.
Patients had not
been provided
with relevant
information and
support when
they need it to
make sure they
understand the
choices available
to them.

Must Do 14: The trust
must ensure that care
plans are holistic,
personalised and
patient focused.

There is now a system in place for operational managers to receive and 20-Oct -15
cascade support information from the professional heads and matrons Achieved
to ensure implementation of the standards. This will be done via
supervision and team meetings.

What good looks like

Status: Delivered and
closed

Best practice cascade Care plans that are
Supervision Notes
holistic, personalised
Team meeting
and patient focused.
minutes

Report states:
“Many Care plans
were not holistic,
personalised or
recovery focussed”

Matrons will audit
• Person centred approach
• Reflection of patient’s personal preferences
• Information provided to patients as part of the care planning
process
• Patient’s understanding of the choices offered to them

Audit of practice to
Standards are
01-Nov-15 commence as part of cascaded and
Achieved routine audit cycle.
monitored on an
ongoing basis

“The care plans were
regularly reviewed”

Review of assessments

01-Nov-15
Achieved

Audit cycle is routinely
reviewing
implementation

(2b) Assessments
were not always
being reviewed
regularly and
whenever needed
throughout the
person’s care and
treatment.
External Support CQC guidance on sourcing best practice care plans
that can be used as a learning tool with staff

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance
/evidence

Acute Wards for Adults of Working Age and Psychiatric Intensive Care Units Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 2
(2a) Care plans
were not always
person-centred
and did not reflect
personal
preferences.
Patients had not
been provided
with relevant
information and
support when they
need it to make
sure they
understand the
choices available
to them.

Must Do 13: The
trust should ensure
patients' have
access to activities
to meet their needs
effectively

Review Trust ward activities standards and guidance – update and
disseminate as required.

Embed service user engagement in planning delivery by ensuring that 31-Oct-15
regular safe wards mutual help meetings are in place
Achieved
Audit of the content of safe wards mutual help meetings with
evidence that activity choice and access if discussed
Improvement of ward activity resources inducing:
• Resubmission of application for exercise facility within North
Manchester Site
• Embed library facility on all wards
• Accessible internet for service users in place
• Regular review of review of ward activity data and report
omissions to ward managers.
Audit of ward activity resources.

Peer-to-Peer groups established
Improve staff confidence and skills in providing access to and
delivering ward activities through:
• Ward activities training developed.
• Occupational Therapists deliver training and model best
practice standards for delivery.

Increase capacity of ward staff to deliver activities.
• Review of ward activities, staffing levels, safe observations
Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15

20-Oct -15
Achieved

31-Dec 15
Deferred to
Feb 16
Achieved
31-Oct-15
Achieved
31-Oct-15
Achieved
31-Oct-15
Achieved
31-Oct-15
Achieved
30-Nov-15
Deferred to
Feb 16
Achieved
31-Dec-15
Achieved

31-Dec-15
Achieved
31-Dec-15
Achieved

What good looks like

Status: Delivered and
closed
Revised guidance
and standards
developed and
disseminated

Patients' have access
to activities to meet
their needs
effectively.

Records of safe
wards mutual help
meetings
Audit of the
content of safe
wards mutual help
meetings
Peer-to-Peer group
(CQUIN) reports
Ward activities
training delivered.
Audit of ward
activity resources
Review of ward
activity data
StarWards data
collection
completed
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

and incidents to recommend a future model of delivering
ward activities
Ensure data collection and monitoring is robust.
StarWards data collection tool reviewed and revised – January 2016
Develop Reference group for Acute services.
All wards complete the revised StarWards data collection tool.

Assurance
/evidence

What good looks like

Jan-16
Deferred to
February
2016
Achieved
Jan-16
Achieved
March-16
Achieved
March-16
Achieved

Service user regular attend the Ward Activities steering group

Manchester Mental Health and Social Care Trust
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Regulation
/Requirement
notice

‘The Must Do ‘Summary of
action required

Actions

Timeline

Assurance /evidence

Acute Wards for Adults of Working Age and Psychiatric Intensive Care Units Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 2
(2c)Where the
trust shares
responsibility for
providing care and
treatment with
other services
through
partnership
working, a clear
care and/or
treatment plan,
which includes
agreed goals, must
be developed and
made available to
all staff and others
involved in
providing the care.

Must Do 16: The trust should
identify how patients will
have access to psychological
intervention and therapies in
accordance with published
research and guidance.

The Trust will carry out a review of all psychological
31-Dec-15 Review report completed
services provision with commissioners to inform what Not
and service redesign
services need to be commissioned to deliver this action achieved commissioned.
Review report completed and service redesign to be
considered by end of the financial year.

External Support This will be dependent on appropriate
commissioning of services by the CCG. Commissioner
review of psychological services by 31 Dec15 to inform
future commissioning.

Manchester Mental Health and Social Care Trust
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31-Mar-16

What good looks like

Status: Delivered and
closed
Access to
psychological
therapies is in
accordance with
published research
and guidance, and is
appropriately
commissioned

April’s CQC Task and Finish Group agreed that this
action is closed and will be addressed as part of
the Trust’s ongoing business. Discussions to
enable full achievement of this action will form
part of the work plan within the contract.
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance /evidence

Acute Wards for Adults of Working Age and Psychiatric Intensive Care Units Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 2
(2c) Where the trust
shares responsibility
for providing care
and treatment with
other services
through partnership
working, a clear
care and/or
treatment plan,
which includes
agreed goals, must
be developed and
made available to
all staff and others
involved in
providing the care.

Must Do 17: The trust Work to strengthen existing SOPs to guide and signpost access to
should ensure they
professionals that support patient care.
work effectively with
other professionals
These professionals include; Advocacy Services, Dieticians, Tissue
Viability Nurses, Heads of local A&E department, Physiotherapy,
Geriatricians, Learning Disability Service, CAMHS, IPC Team, Social
Work , Fire Service, Chaplaincy.
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SOP completed and in place by December 2015.

What good looks like

Status: Delivered and
closed

31-Dec-15 Updated SOP in place The Trust works
Not
effectively with other
Achieved
professionals.

31-Dec-15
Not
Achieved

Update April 16:
Exception report
detailing actions
agreed at IRMCGC in
February 2016.

April’s CQC Task and Finish Group agreed that
this action be closed and addressed through
business as usual arrangements in 2016/17
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance
/evidence

Acute Wards for Adults of Working Age and Psychiatric Intensive Care Units Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 2
(2d) There were
not nutritional
and hydration
assessment
Completed to
support the
wellbeing and
quality of life.

No corresponding
Must or Should Do
action.
Report states:
“Staff on Laurel and
Elm wards had a
confused
understanding of
the MCA. A patient
who was
nutritionally
Compromised was
assessed as lacking
capacity. Staff
Struggled to
motivate this patient
who routinely
declined breakfast
and lunch so was
given a supplement
shake instead. No
best interest
meeting had been
arranged despite
evidence that the
patient continued to
lose weight.”

Manchester Mental Health and Social Care Trust
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Matrons, (supported by the Head of Social Work) as part of their
rounds to review the understanding of MCA with ward staff on
Laurel and Elm

To
commence
31/10/15
Achieved

Physical health lead nurse to provide advice on managing the
nutritional needs of patients on Elm and Laurel. Report to be
provided to IRCGC

31/10/15
Achieved

Matron team
minutes
Ward team minutes

What good looks like

Status: Delivered and
closed
Nutrition and
hydration
assessments
undertaken when
required.

Ward team minutes
IRCGC minutes
November 2015
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance
/evidence

Good governance in community services for adults of working age Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 3
(3a) The trust did
not ensure that
incidents were
investigated in line
with trust policy
and there were
robust systems in
place to make sure
learning or good
practice was
shared within and
across the service.

Must Do 3: The
trust must ensure
that incidents are
investigated in line
with trust policy and
there are robust
systems in place to
make sure learning
or good practice is
shared within and
across the service.
Report states:
“Staff we spoke to
told us there was no
or limited feedback
from incidents.
Incidents were
discussed in team
meetings or
supervision but with
no formal structure”

Manchester Mental Health and Social Care Trust
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The Risk manager to work with the community services managers to
further develop the systems that investigate incidents in line with
Trust policy, and to ensure that learning and good practice is shared
within and across the Trust.

Commenced
14-Sep-15.
Initial
workshop
held 21-Sep15
Achieved

Thematic analysis of community incidents to be completed by the
Heads of Professions and the Risk Manager, and a learning theme to
be led by each Head of Profession and managed in conjunction with
the Learning and Development service. Education and Training leads
to support with the coordination of training where required.

From
31-Oct-15
Achieved

Automatic Incident Feedback to be established using Datix to ensure
staff are informed regarding remedial actions that have been taken.

20-Oct-15
Achieved

Pulse survey to be established to evaluate access to lessons learned
information.

From
31-Oct-15
Achieved

What good looks like

Status: Delivered and
closed
Workshops for
community
services followed
by rolling
programme of
events. Initial
workshop to be
held for
community
managers
The themes from
Serious Incidents
are being led by
each Head of
Profession and
are to be
cascaded across
all services

All incidents will be
investigated in line
with Trust Policy
Workshops will have
commenced with
ongoing attendance
to be reported on
November 15
Pulse check to be
undertaken by
November 2015
Reduction in
incidents as a result
of this learning from
April 2016

Programme of
updating
community
services of the
learning that is
required to
commence, using
effectiveness
days, newsletters,
midday mail and
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance
/evidence

What good looks like

team brief.
Pulse survey
results
Mersey Internal
Audit have
audited ‘learning’
from incidents
and have returned
a significant
assurance
opinion.
Achieved
20-Oct- 15
External Support The Trust has sourced a practice exemplar from
another Trust that will be used to inform the Thematic Analysis
process being implemented by the Heads of Profession.

Manchester Mental Health and Social Care Trust
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Good governance in community services for adults of working age Lead – Director of Workforce and Organisational Development
Requirement
Notice 3
(3b) The trust did
not ensure that all
staff received
mandatory
training and
appraisals in line
with trust policy.

Must Do 4: The
trust must ensure
that all staff
receives mandatory
training and
appraisals in line
with trust policy.

Review of staff skills, competencies and experience to be
reviewed by the Acting Acute Services Manager and the Deputy
Chief Nurse

31-Dec-15 Report that identifies skills
Achieved competencies and
experience.

Director of Workforce and OD to support with any learning and
development required for this group of staff.

31-Dec-15 Training and development
Achieved plan completed

What good looks
like
Status: Delivered and
closed
All staff will receive
mandatory training
and appraisals in
line with Trust
Policy.

To benchmark compliance targets for mandatory training and
personal reviews (appraisals) with other Trusts and review own
targets

20-Oct -15 Performance report
Achieved
Revalidation programme
underway which will
To ensure that no service is below a minimum of 75% compliance 31-Dec-15 underpin improvements
for mandatory training and 50% for personal appraisals
Not
amongst clinical staff
Achieved
To improve the compliance with mandatory training by the
provision of targeted support and action planning to services
31-Dec-15
with less than the above stated compliance
Achieved
To escalate non-improvement in compliance to directorate
managers for action in accordance with policy, Action will include 31-Dec-15
timed, individual performance monitoring to ensure sustained
Achieved
improvements. To achieve Trust overall target in relation to
mandatory training and personal review compliance
With regard to continuing professional development (CPD), to
ensure that all operational services have submitted
Development Plans comprising the CPD requirements to meet
service user needs and that these are appropriately prioritised
To further develop clinical supervision uptake across the Trust
by:

Manchester Mental Health and Social Care Trust
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Managerial Supervision
31-Dec-15 minutes
Achieved
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

•
•
•

Timeline

Reviewing the content of the supervision training
Delivering the revised training programme
Supervision steering group members liaising with ward
managers to identify and address barriers to uptake

Assurance /evidence

What good looks
like

CPD plans received by L&D

Head of OT report on the
31-Dec-15 uptake of clinical
Review recruitment processes. Review JDs on ongoing basis to
Achieved supervision and delivery of
ensure the core skills required for particular job roles are
training.
standardised
• Through recruitment training, ensure managers are
Director of workforce and
testing out skills and competencies, not just time served
Organisational
in role
Development (OD) to
• Values based recruitment – through recruitment training
oversee actions and report
ensure managers are exploring the attitude of staff to
on progress.
service users, working as part of a team, managing
conflict etc and not just their clinical skills.
April’s CQC Task and Finish Group agreed that this action be
closed and addressed through business as usual arrangements in
2016/17

Manchester Mental Health and Social Care Trust
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Good governance in community services for adults of working age Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 3
(3c) The trust did
not ensure there
were systems in
place to
effectively
monitor, improve
and evaluate the
quality of service
provision across
the service
including
feedback from
patients.

Must Do 5: The
trust must ensure
there are systems
in place to
effectively monitor,
improve and
evaluate the quality
of service provision
across the service.
Report states:
“There was limited
evidence of a
consistent
approach to
improvement.
There was little
evidence to show
how the service
monitored and
improved service
provision by the
use of audits ,
performance or
quality outcome
measures”

Status: Delivered and
closed

The risk manager and the deputy chief nurse, and Informatics to
expedite the production of team dashboard.

20-Oct -15 Team dashboards on
Achieved display in community
offices

Quarterly aggregation and analysis of incidents, claims,
complaints and other patient feedback to be reported to Quality
Board.

11-Nov-15 Quarterly aggregation
Achieved presented to Quality Board
that shows an improving
position
20-Oct -15
Achieved Named quality champion
displayed alongside the
From
team dashboard
31-Oct-15
Achieved Team Managers meeting
Minutes/ Team meeting
minutes

Service users and carers feedback to be included in the team
dashboards.
Identification of local quality champions at team level to ensure
that the dashboards are used to improve practice. The matrons
and the community managers to use the dashboard
benchmarking information as a discussion item for action within
community team meetings with team managers to review the
dashboards.
Matron to review “hotspots” with teams as they occur.

Team managers to discuss the improvements required from the
dashboards with teams

From
31-Oct-15
Achieved
From
31-Oct-15
Achieved

What good looks
like

The Trust has
effective systems in
place to monitor
improve and
evaluate the quality
of service provision.
Team leadership is
effective and
learning is applied
and adhered to by
staff

Matron Round Summary
Mersey Internal Audit
have audited ‘learning’
from incidents and have
returned a significant
assurance opinion on
23/09/15

External Support MCC children’s services template regarding
local peer review to be sourced to enable pace of
implementation

Manchester Mental Health and Social Care Trust
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Good governance in inpatient adults of working age – Laureate House Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 4
(4a) In some of
the areas visited
there were not
systems or
processes to
assess, monitor,
and improve the
quality and safety
of the service

Must Do 11: The
trust must ensure
that there is an
effective system in
place to monitor
and analyse
incidents.
Report states:
“ There was no
evidence of
effective analysis of
these incidents in
order to facilitate
and promote
shared learning or
good practice”

20-Oct -15 Ward dashboards on
Achieved display

Quarterly aggregation and analysis of incidents, claims,
complaints and other patient feedback to be reported to Quality
Board by November 2015.

11-Nov-15 Quarterly aggregation
Achieved presented to Quality Board
that shows an improving
position
20-Oct -15
Achieved Named quality champion
displayed alongside the
From
ward dashboard
31-Oct-15
Achieved Ward Managers meeting
Minutes

Identification of local quality champions at ward level to ensure
that the dashboards are used to improve practice. The matrons
and the ward managers to use the dashboard benchmarking
information as a discussion item for action within ward meetings
with ward managers to review the dashboards.

The Trust has an
effective system in
place to monitor
and analyse
incidents.
Team leadership is
effective and
learning is applied
and adhered to by
staff

Matrons Round Summary
Matrons to review themes with teams as they occur.

Ward managers to discuss the improvements required from the
dashboards with teams.

Manchester Mental Health and Social Care Trust
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Status: Delivered and
closed

The risk manager and the deputy chief nurse, and Informatics to
expedite the production of ward dashboard plans.

Service users and carer’s feedback to be included in ward
dashboards.

What good looks
like

From
31-Oct-15
Achieved
From
31-Oct-15
Achieved

Team meeting minutes
Mersey Internal Audit
have audited ‘learning’
from incidents and have
returned a significant
assurance opinion on
23/09/15 Achieved
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Good governance in inpatient adults of working age – Laureate House Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 4
(4b) Some wards
did not have
systems and
processes that
enable them to
identify and
assess the risks to
health after and
/or welfare of
people who use
the services

Must Do 18: The
trust must have an
effective
governance system
to ensure
improvements are
made
Report states:
“ The local
governance
processes did not
always enable
identification of
where services
need to improve;
where they did, no
effective action
plan was
formulated”

Ward Managers Meetings will be restructured to incorporate a
review of ward dashboards to focus on improvement areas.

From
31-Oct-15
Achieved

The teams at Laureate House will routinely review the quality of
service provision through the evaluation of incident, complaint,
claims and patient feedback information on a monthly basis at
Divisional Governance Meetings.

From
31-Oct-15
Achieved

Subject specific steering groups chaired by Heads of Professions
to oversee the learning against themes from serious incidents.

From
31-Oct-15
Achieved

What good looks
like
Status: Delivered and
closed

Divisional Quality
Exception Report.
Refreshed quality strategy
Top level themes reviewed
by IRCGC/IRCGC minutes
Quality Board Minutes

There are effective
governance systems
in place to
effectively identify
and implement
improvements.

External Support Assistance sought from a local trust who has
achieved outstanding for this domain to facilitate pace of
implementation
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CQC CIOH Inspection Summary Action Plan – V15

Page 20 of 59

Regulation
/Requirement
notice

‘The Must Do
Actions
‘Summary of action
required

Timeline

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Acting Director of Operations
Requirement
Notice 4
(4c) Where risks had
been identified, the
service had not
always introduced
measures to reduce
or remove the risks
within a timescale
that reflects the
level of risk and
impact upon people
using the service

Must Do 7: The
trust must ensure
that environmental
risk assessments for
ligature points of
SAFIRE unit are
updated to include
the grab rails in the
bathroom and the
use of plastic bags
in the patients’ bins.

Manchester Mental Health and Social Care Trust
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The environmental risk assessments for ligature points of SAFIRE
unit will be updated to include the use of plastic bags in the
patients’ bins and grab rails, with mitigations in place on an
individual patient basis.

What good looks like

Status: Delivered and
closed
31-Aug-15 SAFIRE risk register to
Achieved reflect the risks identified

Environmental risk
assessments for
ligature points on
Safire include grab
rails in the bathroom
and the use of plastic
bags in patient bins.

.
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Regulation
/Requirement
notice

‘The Must Do
Actions
‘Summary of action
required

Timeline

Assurance /evidence

Good Governance in Acute Wards for Adults of Working Age Lead – Acting Director of Operations
Requirement
Notice 4
(4c) Where risks had
been identified, the
service had not
always introduced
measures to reduce
or remove the risks
within a timescale
that reflects the
level of risk and
impact upon people
using the service

Must Do 9: The
trust must ensure
that where
environmental risks
have been
identified action is
taken to ensure the
safety and wellbeing of patients

The committee work plans reflect that Risk registers are reviewed
monthly in the divisional meeting and six monthly in Integrated
Risk Management and Clinical Governance Committee.

Report states:
“ on some wards,
staff did not have a
clear line of sight to
all patients”

Health and Safety Officer to discuss with each ward and complete
Health and Safety
an environmental safety assessment with the ward manager. The
30-Nov-15 Committee Minutes
ward manager to include any issues as part of the ward risk register Achieved
for escalation. Equipment such as mirrors to be sourced to improve
line of sight.
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What good looks like

Status: Delivered and
closed

20-Oct -15 Risk Registers at ward and Risk register review
Achieved divisional level
will have commenced
with an update on the
mitigations to be
Plans to remove such risks are to be considered and implemented. 30-Nov-15 Environmental Safety
reported.
Achieved Assessments and
Health and Safety
The reviews will focus on the actions to mitigate and eradicate the
associated actions have
review of all wards will
risks to ensure that these are delivered in order to manage the risks 30-Nov-15 been completed.
be completed
and ensure wellbeing and safety.
Achieved
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Older People Lead – Medical Director
Requirement
Notice 5
At the office base
of the north east
and north west
community older
people mental
health teams, the
arrangements for
recording the
stocks of
medication and
ensuring safe
access to
medication were
not adequate.

Must Do 22: The
trust must ensure
that appropriate
arrangements are
in place for the
storage and
recording of
medication in
community older
peoples’ services.
Report states:
“North East and
North West teams
, the locked room
was not fully
supervised
because it was
outside of the
restricted access
area”
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What good looks like

Status: Delivered and
closed

Arrangements in line with Trust policy ensure weekly link nurse
audits are underway to address prescribing and storage of
medicines.

20-Oct -15 Community medicines
Achieved management SOPs in
place.

The lead nurse for medicines management will issue a reminder
to all teams via the medicines link nurses in September and
address the issue at the medicines management study day.

30-Sep- 15
and
ongoing
Achieved

Weekly audit in place
around general
community medicines
management

The team manager is responsible for checking medicines
management arrangements within services on a daily basis.

31-Oct-15
Achieved

Memo to all community
staff and minutes of
divisional meetings to
demonstrate discussion
of the issue.

There are
appropriate
arrangements in
place for the storage
and recording of
medication in
community older
peoples services.

Presentation at
community medicines link
nurse event
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Anson Road Lead - Medical Director
Requirement
Notice 6
The MHA
medication
records were
incorrect on Anson
ward regarding
their agreed
medication limits
on the T2 and T3
certificates when
checked against
the medication
prescribed to
patients. There
was no evidence
that the
responsible
clinician had
informed patients
about the purpose
or side effects of
the medication

Must Do 19: The
trust must ensure
that medication
records and the
agreed medication
limits of patients
detained under
the MHA are
correct at Anson
ward. Also, that
patients are
informed about
the purpose or
side effects of
their medications.

What good looks like

Status: Delivered and
closed
Pharmacist has been appointed to work at Anson road 2 sessions
per week from 1st October 2015
Lloyds will support Anson road with 3 days a month additional
pharmacist and technician input to ensure that resolving any
medication supply issues is not impacting on the clinical role of
the new appointment.
Pharmacist will continue to work with ward manager to
implement medication groups on commencing work to ensure
side effects are discussed and documented.

20-Oct -15 The new pharmacist in
Achieved post is to demonstrate
the improvements made
20-Oct -15 from the support received
Achieved by Anson Road at the
Medicines Management
Committee as part of
usual business
20-Oct -15
Achieved

Medication records
and agreed
medication of
patients detained
under the MHA are
correct and Anson
Road.
Patients will be
informed about their
purpose and the side
effects of their
medications.

Report states:
“Staff on Anson
Ward had not
prescribed or
administered
medication safely.
Two patients out
of nine reviewed
had medicine
charts with a
higher dose of
medicine
prescribed than
agreed”
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Acute wards at Park House Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 7
The use of shared
bays did not
ensure that when
people receive
care and
treatment they
were treated with
dignity and
respect at all
times.

Must Do 10: The
trust must ensure
privacy and dignity
is promoted

Status: Delivered and
closed

Standards regarding how each ward manages privacy and dignity
in shared bays will be developed with patients, matrons and ward
staff. Standards to be cascaded and monitored on an ongoing
basis from November using staff supervision meetings and ward
meetings.

From
31-Oct-15
Achieved

Audit by the matrons will have commenced.

From
31-Oct-15
Achieved

Ongoing compliance against privacy and dignity achievements to
be reported by matrons and PALS service.
Discussion in ward community meetings.

What good looks like

Review of standards to be
submitted to Integrated
Risk Management and
Clinical Governance
Committee in December
2015
Matron Audit
commenced

Privacy and dignity is
promoted
consistently.

Ward meeting minutes
30-Nov-15
Achieved PALS report on patient
experience to be shared
From
with ward staff by Ward
31-Oct-15 Managers.
Achieved

Standards to be clearly displayed in each dormitory and advised to From
patients on admission.
31-Oct-15
Achieved
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of action
required

Actions

Timeline

Assurance /evidence

Older people’s wards at Park House Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 8
Cedar and Maple
wards had kitchen
fridges with
broken door seals
and thermometers
which did not
record an accurate
temperature.
Temperatures
were seen to be
operating above
the maximum safe
storage for food
and dairy products

Must Do 23: The trust
must ensure that Cedar
and Maple wards have
the kitchen fridges
safety tested and door
seals replaced to
ensure the fridges are
operating at safe
temperatures,
operating
temperatures
monitored, recorded
and kept in a clean
state.

Cedar Ward is closed

Status: Delivered and
closed
30-Sep-15 Both fridges now
Achieved removed

Maple Ward fridge has been replaced in September 2015
All inpatient wards to regularly check their fridge as part of
their daily infection control audit.

What good looks like

Infection control report
refers to the monitoring
of fridge temperatures at
the DIPC meeting

Cedar and Maple
wards have the
kitchen fridges safety
tested and door seals
replaced to ensure
the fridges are
operating at safe
temperatures,
operating
temperatures
monitored, recorded
and kept in a clean
state.

Report states:
“On Maple ward the
fridge temperature was
recorded as operating
above the maximum
safe temperature since
October 2014, and that
the ward were waiting
for estates to respond.
On Cedar ward the
fridge door seal was
also damaged“
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Older people’s wards at Park House and Laureate House Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 9
The Mental Health
Act and Code of
Practice and
Mental Capacity
Act Deprivation of
Liberty Safeguards
were not being
adhered to.

Must Do 24: The
trust must ensure
that Mental Health
Act documentation
is completed
correctly for
patients on Cedar,
Cavendish and
Maple wards to
ensure people are
being supported to
understand their
rights, their
medication is
authorized, their
leave is approved
and their detention
is legally supported
by the appropriate
documentation
being in place.

Status: Delivered and
closed

Training for staff on Maple and Cavendish Wards during October From
then ongoing throughout the year.
31-Oct-15
( Cedar Ward is closed)
Achieved

Matron audit of compliance with MHA processes on these 2
wards.
The Chief Nurse and the Director of Adult Services from MCC to
meet to discuss how the DOLS process can be improved.
Head of Social Work to advise all ward areas on process to
expect once an application has been submitted
The Trust and MCC to work closely together to monitor the
response of MCC in relation to DOLS will work with the Trust on
DOLS and tightening of process

What good looks like

Training Attendance
Records

From
Audit outcome
01-Nov-15
Achieved Manchester Safeguarding
Adults Board oversight for
DOLS

Mental Health Act
documentation is
completed correctly
for patients on
Cavendish and Maple
wards.

Report states:
“At this inspection
we saw continued
examples of hoe the
MHA and code of
practice were not
being adhered to “

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15

Page 27 of 59

Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Staffing Within Long Stay Rehabilitation Wards - Anson Road/Acacia Ward Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 10
• Ward managers
did not monitor
staff clinical
supervision to
ensure it was
compliant with
the trust
protocol.
• We found that
50% of staff had
completed their
annual
appraisals on
Acacia ward

Must Do 20: The
trust must ensure
all qualified
nursing staff have
appropriate
clinical
supervision.
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The clinical supervision plan to be provided by the ward managers 30-Nov-15 Clinical Supervision plan
to the Chief Nurse.
Achieved
Clinical Supervision plan to have commenced for those staff
currently not accessing.

30-Nov-15 Audit against plan
Achieved

What good looks like

Status: Delivered and
closed
All qualified nursing
staff have
appropriate clinical
supervision plan in
place.

The appraisal plans to be provided by the ward manager of Acacia 30-Nov-15 Audit of overall plan
to the Director of Workforce and OD.
Achieved
The Professional Head of OT to support the ward managers in
compiling their clinical supervision plans for all staff.
Supervision steering group supports each ward.

30-Nov-15 Anson Road registered
Achieved nursing staff will each
have an identified clinical
20-Oct -15 supervisor
Achieved
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Acute wards for adults of working age: Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 11
(11a )In some
areas, there were
insufficient
numbers of
suitably qualified,
competent, skilled
and experienced
persons deployed.

Must Do 12: The
trust must ensure
there is sufficient
staff with
appropriate skills
and competence
to meet the needs
of patients' at all
times.

(11b) Not all of the
staff had received
appropriate
support, training,
professional
development,
supervision and
appraisals to
enable them to
carry out the
duties they are
employed to
perform
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Review of staff skills, competencies and experience to be
reviewed by the Acting Acute Services Manager and the Deputy
Chief Nurse

Status: Delivered and
closed
31-Dec-15 Report that identifies
Achieved skills competencies and
experience

Director of Workforce and OD to support with any learning and
development required for this group of staff
To benchmark compliance targets for mandatory training and
personal reviews (appraisals) with other Trusts and review own
targets

Training and
development plan
completed

To ensure that no service is below a minimum of 75% compliance
for mandatory training and 50% for personal reviews.

Revalidation programme
already underway that
will enable improvement
in achievement

To improve the compliance with mandatory training by the
provision of targeted support and action planning to services with
less than the above stated compliance.
To escalate non-improvement in compliance to directorate
managers for action in accordance with policy, Action will include
timed, individual performance monitoring to ensure sustained
improvements.

What good looks like

There is sufficient
staff with
appropriate skills and
competence to meet
the needs of
patients' at all times.

Performance report

Managerial Supervision
minutes

Performance report

To achieve Trust overall target in relation to mandatory training
and personal review compliance.

CPD plans received by
L&D

With regard to continuing professional development (CPD), to
ensure that all operational services have submitted Development
Plans comprising the CPD requirements to meet service user
needs and that these are appropriately prioritised.

Head of OT report on the
uptake of clinical
supervision and delivery
of training
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks like

To further develop clinical supervision uptake across the Trust by:
• Reviewing the content of the supervision training
• Delivering the revised training programme
• Supervision steering group members liaising with ward
managers to identify and address barriers to uptake
Review recruitment processes
Review JDs on ongoing basis to ensure the core skills required for
particular job roles are standardised
• Through recruitment training, ensure managers are
testing out skills and competencies, not just time served
in role
• Values based recruitment – through recruitment training
ensure managers are exploring the attitude of staff to
service users, working as part of a team, managing conflict
etc and not just their clinical skills.

Director of workforce and
Organisational
Development ( OD) to
oversee actions and
report on progress

Specific examples of workforce development include
• MDT decision to prescribe and reduce observations that
enables all staff to manage risks on the ward.
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

Acute wards for adults of working age Lead – Chief Nurse and Director of Quality Assurance
Requirement
Notice 11
(11a) In some
areas, there were
insufficient
numbers of
suitably qualified,
competent, skilled
and experienced
persons deployed.

Must Do 15: The
trust must ensure
staff are suitably
qualified,
competent and
skilled.

(11b) Not all of the
staff had received
appropriate
support, training,
professional
development,
supervision and
appraisals to
enable them to
carry out the
duties they are
employed to
perform

Review of staff skills, competencies and experience to be
reviewed by the Acting Acute Services Manager and the Deputy
Chief Nurse.
Director of Workforce and OD to support with any learning and
development required for this group of staff.
To benchmark compliance targets for mandatory training and
personal reviews (appraisals) with other Trusts and review own
targets.
To ensure that no service is below a minimum of 75% compliance
for mandatory training and 50% for personal reviews.
To improve the compliance with mandatory training by the
provision of targeted support and action planning to services with
less than the above stated compliance.
To escalate non-improvement in compliance to directorate
managers for action in accordance with policy, Action will include
timed, individual performance monitoring to ensure sustained
improvements.
To achieve Trust overall target in relation to mandatory training
and personal review compliance.
With regard to continuing professional development (CPD), to
ensure that all operational services have submitted Development
Plans comprising the CPD requirements to meet service user
needs and that these are appropriately prioritised.
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What good looks like

Status: Delivered and
closed
31-Dec-15 Report that identifies
Achieved skills competencies and
experience
Training and
development plan
completed

There is sufficient
staff with
appropriate skills and
competence to meet
the needs of
patients' at all times.

20-Oct -15
Achieved Performance report
Revalidation programme
already underway that
will enable improvement
in achievement

Managerial Supervision
minutes

Performance report
CPD plans received by
L&D
Head of OT report on the
uptake of clinical
supervision and delivery
of training
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Regulation
/Requirement
notice

‘The Must Do
‘Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks like

To further develop clinical supervision uptake across the Trust by:
• Reviewing the content of the supervision training
• Delivering the revised training programme
• Supervision steering group members liaising with ward
managers to identify and address barriers to uptake
Review recruitment processes
Review JDs on ongoing basis to ensure the core skills required for
particular job roles are standardised
• Through recruitment training, ensure managers are
testing out skills and competencies, not just time served
in role
• Values based recruitment – through recruitment training
ensure managers are exploring the attitude of staff to
service users, working as part of a team, managing conflict
etc and not just their clinical skills.
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Director of workforce and
Organisational
Development ( OD) to
oversee actions and
report on progress
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Regulation
/Requirement notice

‘The Must Do ‘Summary of
action required

Actions

Timeline

Assurance /evidence

Acacia ward at Park House Lead – Chief Nurse and Director of Quality Assurance
Requirement Notice
12
• In several clinical
areas the beds
provided were in
bays.
• The beds in these
areas were only
separated by
curtains.
• There was no clear
guidance in the
ward information
about how the
dormitories
operate.
• The curtains in
these areas were
not drawn around
the bed spaces at
all times.
• There was no
guidance for those
patients sharing a
dormitory to ensure
people are
respectful of each
other’s privacy and
dignity.

Must Do 21: The trust
must provide a plan of
how bed bays can be
replaced with single
rooms. The plan should
include the interim
measures that will be put
in place to ensure the
privacy and dignity of the
patients using shared
accommodation is
improved.
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Standards regarding how each ward manages privacy
and dignity in shared bays will be developed with
patients matrons and ward staff
Audit by the matrons
Discussion in ward community meetings
Standards to be clearly displayed in each dormitory
and advised to patients on admission
Estates plan to be compiled for Acacia by November
2015 to enable interim solution.

What good looks like

Status: Delivered and
closed
From
30-Nov-15
Achieved
From
30-Nov-15
Achieved
30-Nov-15
Achieved
From
30-Nov-15
Achieved
From
30-Nov-15
Achieved

Privacy and Dignity
Standards received at
Integrated Risk
Management and Clinical
Governance Committee

Interim measures to
ensure privacy and
dignity is maintained
are in place

Matron Audit will have
commenced with ongoing
compliance against
privacy and dignity
achievements to be
reported on by matrons
and PALS
Ward meeting minutes –
PALS report on patient
experience

External Support
Reconsideration by the CQC of the requirement for
full change to be made, due to the organisational
changes that are likely to occur in 2016.
Commissioner and TDA support for this plan is also
required.
The GM locality plan and associated resources to
enable estates reconfiguration is a possible source of
support from commissioners
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Regulation
/Requirement
notice

‘The Must Do ‘Summary of
action required

Actions

Timeline

Assurance /evidence

Safire ward at Park House Lead - Acting Director of Operations
Requirement
Notice 13
At SAFIRE ward,
care was provided
in mixed sex
accommodation,
which did not
meet the guidance
on same sex
accommodation
(SSA) and the
Mental Health Act
(MHA) Code of
Practice (CoP).

Must Do 8: The trust must
ensure that it provides care in
line with the same sex
accommodation guidance.
Report states:
“Bathroom, shower room and
toilets were not identified as
gender specific. No separate
day/dining area was provided
for female patients.”
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Signs added to bathroom, shower room and toilets to
clearly identify as gender specific following inspection
in April 2015.
Estates to undertake minor adjustments to enable a
female only lounge.

Creation of a safe environment to enable female only
lounge to be provided on SAFIRE by end of November
2015

What good looks like

Status: Delivered and
closed
20-Oct -15 Divisional Governance
Achieved Report to detail the
action taken for gender
specific lounges
From
31-Oct-15 Female patients using the
Achieved female only lounge on
SAFIRE

Care is delivered in
line with the same
sex accommodation
guidance.

30-Nov-15
Achieved
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Part B - SHOULD Do Actions
The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Adults of Working Age Lead – Chief Nurse and Director of Quality Assurance
Should Do 1: The trust should
ensure that the recording of
information to support risk
management is consistently
recorded in patients’ care
records.

Operational managers will cascade and support information on From
good recording of risk from the professional heads and
31-Oct-15
matrons to ensure implementation of the standards. This will
Achieved
be shared via supervision and team meetings.
Service manager will instruct team managers to use
From
management supervision to check that information is recorded 31-Oct-15
accurately and consistently to support risk management.
Achieved
The Community Quality Lead will develop and implement an
audit process once in post.

From Jan-16
Achieved

To include on external audit schedule in 2016/17

April 2016

Audit of case notes identifies
consistent recording in patient’s
care records.
First audit cycle to commence
December 2015 with ongoing
audits.

What good looks
like
Status: Delivered and
closed
Risk management
information is
consistently
recorded in
patients’ care
records.

April’s CQC Task and Finish Group agreed that this
action be closed and addressed through business as
usual arrangements in 2016/17

Manchester Mental Health and Social Care Trust
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Adults of Working Age Lead – Chief Nurse and Director of Quality Assurance
Should Do 2: The trust should
ensure consistent use of
caseload weighting tools in the
allocation of caseloads. There
was limited evidence that
acuity and numbers within
each area had been
considered. This impacted on
the equity of caseload
distribution.

The ‘Should Do’ Summary of
action required

Operational managers to identify and agree the caseload
weighting tool measures to be used.

30-Nov-15
Deferred to
Feb 16
Team managers will assist by providing the information needed Achieved
against the caseload weighting measures to be used. The Head
of Occupational Therapy is to support the process and provide From
an analysis of information once received from the team
30-Nov-15
managers
Deferred to
Feb 16
Caseload redistribution to be considered where appropriate to Achieved
do so, by the Director of Operations.
To have
.
commenced
31-Dec-15
Deferred to
Feb 16
Achieved

Caseload weighting
measures applied to each
team’s caseload and are
reported and discussed at
Heads of Profession
meetings and community
divisional meetings .

Actions

Assurance /evidence

Timeline

The Trust will carry out a review of all psychological services
provision with commissioners to inform what services need to
be commissioned to deliver this action
Review report completed and service redesign to be
considered by end of the financial year.
External Support This will be dependent on appropriate
commissioning of services by the CCG. Commissioner review of
psychological services by 31 Dec15 to inform future commissioning.
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Status: Delivered and closed
Consistent use of
caseload weighting
measures in the
allocation of caseloads
will allow for equity of
caseload distribution.

Heads of Professions
Meeting Minutes.

Audit reporting cycle
results will be available
from December 2015
onwards.

Community Based Mental Health Services for Adults of Working Age Lead - Acting Director of Operations
Should Do 3: The trust should
ensure that access to
psychological therapies is
equitable across all services.

What good looks like

What good looks like
Status: Delivered and closed

31-Dec-15
Review report completed
Not Achieved and service redesign
commissioned.
31-Mar-16

Access to psychological
therapies is in accordance
with published research
and guidance, and is
appropriately
commissioned

April’s CQC Task and Finish Group agreed that this
action is closed and will be addressed as part of the
Trust’s ongoing business. Discussions to enable full
achievement of this action will form part of the work
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plan within the contract.

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Chief Nurse and Director of Quality Assurance

What good looks
like
Status: Delivered and
closed

Should Do 4: The trust should
ensure that information is
provided at the ward door of
SAFIRE ward as to how
patients who are informal can
leave the ward

Notice put in place.

20-Oct -15
Achieved

Notice remains in place and is
checked by the matrons
regularly.

Information is
provided at the
door of SAFIRE
ward as to how
patients who are
informal can leave
the ward.

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks
like

Mental Health Crisis Services and Health Based Places of Safety Lead – Acting Director of Operations
Should Do 5: The trust should
ensure that blanket
restrictions placed on the use
of the outside space for
patients on SAFIRE unit are
reviewed based upon an
individual risk assessment.

Status: Delivered and
closed

Ward Manager to use management supervision to ensure that
individual risk assessments on all patients include access to
outside space.

From
31- Oct-15
Achieved

Report to Divisional Board to
advise completion of this action.

Ward Manager will report to Divisional Board on completion.
Divisional Board will determine the frequency of updates to
monitor sustainable improvements.

From
31-Oct-15
Achieved

Divisional Board minutes

Manchester Mental Health and Social Care Trust
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Blanket restrictions
placed on the use
of the outside
space for patients
on SAFIRE unit are
reviewed based
upon an individual
risk assessment.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Chief Nurse and Director of Quality Assurance
Should Do 6: The trust should
ensure that staff are provided
with equipment, which will
enable them to summon
assistance if required.

The ‘Should Do’ Summary of
action required

Local Security Manager reviewed all available equipment in
August 2015. All wards have sufficient pieces of equipment to
issue to each staff member.
Ongoing monitoring by Health and Safety Committee.

Actions

20-Oct -15
Achieved

Timeline

Status: Delivered and
closed

Audit reported by LSMS
completed in August 2015 that
identified all staff had
equipment to summon help.

Staff are provided
with equipment
which will enable
them to summon
assistance if
required.

Assurance /evidence

What good looks
like

Mental Health Crisis Services and Health Based Places of Safety
Lead – Director of Workforce and Organisational Development
Should Do 7: The trust should
ensure that all staff complete
the mandatory training.

What good looks
like

Status: Delivered and
closed

To benchmark compliance targets for mandatory training and
personal reviews (appraisals) with other Trusts and review own
targets

20-Oct -15
Achieved

To ensure that no service is below a minimum of 75% compliance
for mandatory training and 50% for personal reviews

31-Dec-15
Achieved

Performance report

All staff complete
mandatory training

Managerial Supervision minutes
Performance report

To improve the compliance with mandatory training by the
31-Dec-15
provision of targeted support and action planning to services with Achieved
less than the above stated compliance
To escalate non-improvement in compliance to directorate
managers for action in accordance with policy, Action will include
timed, individual performance monitoring to ensure sustained
improvements.

31-Dec-15
Achieved

To achieve Trust overall target in relation to mandatory training
and personal review compliance

31-Dec-15
Achieved

Manchester Mental Health and Social Care Trust
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Acting Director of Operations
Should Do 8: The trust should
ensure that copies of
paperwork for detained
patients are made before the
original paper work leaves the
ward. The trust should ensure
that a copy of the AMHP
report is available in the
patients file.

This action is within the standard operating procedures for
inpatient wards (SOP). SAFIRE will implement the SOP and the
associated admission, transfer and discharge checklist from
August 2015. (This issue had been identified by the Trust prior
to the receipt of the action plan and corrective action had
already been taken)

Aug-15
Achieved

The ‘Should Do’ Summary of
action required

Actions

Timeline

Status: Delivered and
closed
The audit planned for October
2015 will provide assurance of
implementation
Audit reported to the Divisional
Board.

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Chief Nurse and Director of Quality Assurance
Should Do 9: The trust should
ensure that roles and
responsibilities regarding
patient care are clear between
the acute and mental health
trust.

The Chief Nurse and Medical Director to liaise with peers from
local acute Trusts to agree local responsibilities.

30 - Nov-15
Achieved

Development of standardised agreements.

From Dec-15
Achieved

What good looks
like

Standardised agreements
achieved and in place across all
relevant organisations.

Copies of
paperwork for
detained patients
made before the
original paper work
leaves the ward
with copies of the
AMHP report
available in the
patients file.

What good looks
like
Status: Delivered and
closed
Roles and
responsibilities
regarding patient
care are clear
between the acute
and mental health
trusts.

External Support
Cooperation from other provider organisations to be sought.

Manchester Mental Health and Social Care Trust
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Acting Director of Operations
Should Do 10: The trust should
develop an audit system that
monitors patients who receive
treatment from the HTT for
longer than six weeks to
ensure patients are receiving
the most appropriate service
and are not being disabled by
service provision when it is not
needed.

What good looks
like
Status: Delivered and
closed

The specialist practitioner for urgent care will develop a system to 31-Oct-15
review patients, who have been with the HTT for 6 weeks or
Achieved
longer, with the Area Team Managers and consultants.
The review will include the determination of whether care is to
be continued or should be transferred to a more appropriate
service.

Review process in place.
A trajectory of reducing
numbers of patients under the
Home Treatment Team Care for
longer than 6 weeks.

Patients receive
appropriate care
and do not stay on
the HTT caseload
for more than 6
weeks.

Audit Reports

Establish a baseline of patients that have been on the caseload for 30-Nov-15
more than 6 weeks.
Achieved
An audit will be established and undertaken.

From
Nov-15
Achieved

Audit will be included on the Audit Forward Plan for 2016/17.

April 2016

The ‘Should Do’ Summary of
action required

Actions

Timeline

April’s CQC Task and Finish Group agreed that this
action be closed and addressed through business as
usual arrangements in 2016/17

Assurance /evidence

Mental Health Crisis Services and Health Based Places of Safety Lead – Acting Director of Operations
Should Do 11: The trust should
ensure that the daily handover of
information is done without
interruption.

The Area Team Manager for Home Treatment will develop
local standards for handover with teams in line with the
Clinical Handover of Care Policy.

20-Oct -15
Achieved

The Community Quality lead will observe handovers to
ensure standards have been implemented.

From
01-Dec-15

Manchester Mental Health and Social Care Trust
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What good looks
like
Status: Delivered and
closed

Community Quality Lead Report

Daily handover of
information is done
without
interruption.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults – Anson Road Lead- Medical Director

What good looks
like
Status: Delivered and
closed

Should Do 12: The trust should
make sure that patients at
Anson ward have a consistent
approach to their medical
treatment.

Appointment of lead clinician during summer of 2015

20-Oct -15
Achieved

Lead clinician appointed in
August 2015.

Patients have a
consistent
approach to their
medical treatment
at Anson Road

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks
like

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults – Anson Road
Lead – Chief Nurse and Director of Quality Assurance
Should Do 13: The trust should
make sure that patients are
involved with the development
of their care plans on Anson
ward.

Status: Delivered and
closed

The Ward Manager will through management supervision
ensure that named nurses are developing care plans with
service users

20-Oct -15
Achieved

The Community Lead for Quality will carry out care plan audits
from November 2015.

From Nov-15
Achieved

Manchester Mental Health and Social Care Trust
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Management supervision
records.
Community Lead for Quality
audits reported to the Chief
Nurse.

Anson Road
patients are
involved with the
development of
their care plans.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults – Anson Road Lead – Acting Director of Operations

What good looks
like
Status: Delivered and
closed

Should Do 14: The trust should
ensure that staff at Anson
ward are able to find all the
patient information

Ensure all staff are aware of how to access patient care records 20-Oct -15
using Amigos.
Achieved

Management supervision
records

Staff at Anson Road
are able to find all
patient information

The ‘Should Do’ Summary of
action required

Actions

Assurance /evidence

What good looks
like

Timeline

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults Lead – Acting Director of Operations
Should Do 15: The trust should
ensure that patients have
access to psychological
therapies, to help them
recover from their mental
health problems and regain
the skills and confidence to
enable them to live
successfully in the community.

The Trust will carry out a review of all psychological services
provision with commissioners to inform what services need to
be commissioned to deliver this action

31-Dec-15
Review report completed and
Not Achieved service redesign commissioned.
31-Mar-16

Review report completed and service redesign to be
considered by end of the financial year.

External Support This will be dependent on appropriate
commissioning of services by the CCG. Commissioner review of
psychological services by 31 Dec15 to inform future commissioning.

Manchester Mental Health and Social Care Trust
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Status: Delivered and
closed
Access to
psychological
therapies is in
accordance with
published research
and guidance, and
is appropriately
commissioned

April’s CQC Task and Finish Group agreed that this
action is closed and will be addressed as part of the
Trust’s ongoing business. Discussions to enable full
achievement of this action will form part of the work
plan within the contract.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults – Anson Road Lead – Acting Director of Operations
Should Do 16: The trust should
ensure that a local
rehabilitation care pathway for
patients with complex mental
health needs is agreed and
implemented at Anson ward.

The rehabilitation pathway and service specifications are
From Dec-15
currently being agreed as part of the established Rehabilitation Achieved
Task and Finish Group
Implementation will commence in April 2016 and reported to
the Division’s Quality and Governance meetings in 2016

From Apr 16

Quality and Governance
Minutes
Rehabilitation Pathway
document

What good looks
like
Status: Delivered and
closed
Local rehabilitation
care pathways for
patients with
complex mental
health needs are
agreed and
implemented at
Anson Road.

April’s CQC Task and Finish Group agreed that this
action be closed and addressed through business as
usual arrangements in 2016/17
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults Lead – Acting Director of Operations
Should Do 17: The trust should Managers will develop a local agreement for access to the
ensure that patients who are
internet on Acacia and Anson Road through mobile devices.
risk assessed and safe to do so
have access to the internet on
the wards.
Available mobile devices
The Trust IT Strategy indicates that wifi provision will be available
for inpatients from 2017.

The ‘Should Do’ Summary of
action required

Actions

Status: Delivered and
closed

30-Nov-15
Achieved

Divisional Quality and
Governance Meeting receives
local agreement for
consideration.

31- Dec-15
Achieved

Mobile Devices available

Timeline

To review the approach to delivering mandatory training in
From
order to take the training to the teams to increase compliance. 31-Oct-15
Achieved
L&D to work collaboratively with Operational Team to take
training to the wards/community bases – from October 2015
From
Baseline of compliance established at MHA-60% and MCA-58% 31 -Oct-15
- Achieved
Achieved

Manchester Mental Health and Social Care Trust
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Patients that are
safe to do so have
access to internet
on the wards

WIFI access
2017

April’s CQC Task and Finish Group agreed that this
action be closed and addressed through business as
usual arrangements in 2016/17

Assurance /evidence

Long Stay/Rehabilitation Mental Health Wards for Working Age Adults Lead – Chief Nurse and Director of Quality Assurance
Should Do 18: The trust should
ensure that staff have access
to MHA and MCA training.

What good looks
like

Staff have access to MHA and
MCA training. 80%
achievement by December
2015.

What good looks
like
Status: Delivered and
closed
Improved trajectory
of staff attendance
figures for MHA
and MCA training.

95% achievement by March
2016
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Older People Lead - Chief Nurse and Director of Quality Assurance
Should Do 19: The trust should
ensure there are clear
processes in place to ensure
that risk is monitored and
reviewed regularly.

The ‘Should Do’ Summary of
action required

Risk Management Strategy in place articulating the clear
process for the monitoring and review of risk.

20-Oct-15
Achieved

Later Life Manager to undertake a full review of the Later Life
Risk Register to strengthen treatment plan.

20-Oct-15
Achieved

Later Life Divisional Governance Meeting to review divisional
risk registers on a monthly basis to review adequacy of
management plans.

20-Oct-15
Achieved

Later Life Divisional Managers to present Divisional Risk
register to the Integrated Risk Management and Clinical
Governance Committee on a quarterly basis.

20-Oct-15
Achieved

Actions

Timeline

Status: Delivered and
closed
Annual Audit of Risk
Management Strategy included
in Risk Management Annual
Report
Risk Registers review at
Integrated Risk Management
and Clinical Governance
Committee
Divisional Governance Meeting
minutes
Integrated Risk management
and Clinical Governance
Committee minutes.

There are clear
processes in place
to ensure that risk
is being monitored
and reviewed
regularly.

Assurance /evidence

What good looks
like

Community Based Mental Health Services for Older People Lead – Acting Director of Operations
Should Do 20: The trust should
ensure there are clear
processes in place to ensure
that care needs are monitored
and reviewed regularly.

Status: Delivered and
closed

The Later Life Team Managers will through management
supervision ensure that care coordinators develop care plans
with service users and that these are monitored regularly.

From
31-Oct-15
Achieved

Management supervision
records.

The Community Quality Lead will develop and implement an
audit process when in post.

From
31-Jan-16
Achieved

Audit process
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What good looks
like

There are clear
processes in place
to ensure that care
needs are
monitored and
reviewed regularly.

Page 45 of 59

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Older People Lead – Acting Director of Operations
Should Do 21: The trust should
work with its partner agencies
to ensure information stored is
not duplicated or at risk of
being missed.

The community based older people’s teams use of Amigos and
the social care staff’s use of Micare to be reviewed by the
Heads of Profession to ensure that information is consistent.

What good looks
like
Status: Delivered and
closed

31-Dec-15
Achieved

Review completed
Recommendations included in
the IT strategy

The Trust has in
place a common IT
system with
partner agencies.

External Support
MCC as commissioner of this service to be requested to
support this change with appropriate resource or solution by
31- Mar-16

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Older People Lead – Acting Director of Operations
Should Do 22: The trust should
take steps to address the
amount of staff time lost due
to computer systems and time
spent travelling.

The Trust has taken interim steps to address the amount of
staff time lost due to computer systems and time spent
travelling with the roll out of the mobile working programme.

What good looks
like
Status: Delivered and
closed

20-Oct 15
Achieved

The Trust will further the work to enable the ability to write up 31-Dec-15
contacts when staff are mobile will be delivered later this year. Achieved

Access to enter information into
Amigos from the tablet devices.
The IT programme has seen the
roll out of over 600 ‘tablet’
devices to community services
Staff travel time to and from
base should significantly
diminish

The Trust provides
an IT infrastructure
that supports
mobile working
that reduces the
amount of staff
time lost due to
computer systems.

Conference call facilities
Email protocol and meeting
Manchester Mental Health and Social Care Trust
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protocol in place
The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Community Based Mental Health Services for Older People Lead – Chief Nurse and Director of Quality Assurance
Should Do 23: The trust should
ensure staff are consistent in
using the system provided to
maintain their personal safety.

Lone Worker Policy to be fully implemented by team
managers.

30- Nov -15
Achieved

Any staff member identified as a lone worker has access to and
is encouraged to use Argyll. Through managerial supervision
20-Oct 15
and joint union encouragement.
Achieved
Team managers to record instances where lone workers do not From
use Argyll and to follow up in managerial supervision .
01-Nov-15
Achieved

What good looks
like
Status: Delivered and
closed

The Trust currently has over 600
staff registered on the lone
working system across all
services provided in the
community
Argyll Database populated with
all staff details.
LSMS bi monthly report to
Health & Safety Committee.
Monthly usage report sent to
Performance Board.
Attendance records at training
for new starters and refresher
sessions for staff.

Staff are consistent
in using the system
provided to
maintain their
personal safety.

Assurance /evidence

What good looks
like

External Support
Staff side colleagues requested to reinforce the need to
adhere to the Lone Worker Policy with members from 01Nov-15

The ‘Should Do’ Summary of
action required

Actions

Timeline

Older people’s wards at Park House Lead – Chief Nurse and Director of Quality Assurance
Should Do 24: The trust must
ensure fridges used for storing
medicines are maintained and
cleaned regularly

The infection control team along with the lead nurse for
prescribing have a monitoring programme of all fridges in use.
Spot checks have occurred in September 2015 followed by the
routine audit programme
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Status: Delivered and
closed
20-Oct 15
Achieved

Report by the IPC team to the
Infection Prevention and
Control meeting as part of the
annual DIPC plan.

fridges used for
storing medicines
are maintained and
cleaned regularly
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead- Acting Director of Operations

Status: Delivered and
closed

Should Do 25: The trust should
ensure food left in fridges in
correctly labelled to show a
date opened and a use by
date.

Ward Managers to ensure all food is clearly labelled and to
audit compliance with immediate effect.

20-Oct 15
Achieved

Ward monitoring and ward
audits

Infection control team to routinely audit as part of audit cycle.

20-Oct 15
Achieved

IPC audit to chief nurse

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead – Medical Director
Should Do 26: The trust should
ensure prescribed medicines
of the same type but with
different batch numbers and
expiry date are not stored in
one box, when a new supply
had been received from the
pharmacy.
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Food left in fridges
is correctly labelled
to show date
opened and use by
date.

What good looks
like
Status: Delivered and
closed

Chief Pharmacist to issue reminder to ward managers advising 20-Oct 15
all qualified nursing staff that the medicines policy states that Achieved
medicines stay in their original container.
Pharmacy Technicians to continue to check as part of top up
expiry date checking process .

What good looks
like

20-Oct 15
Achieved

Memo cascaded and to be
repeated 01/11/15

Ongoing “top ups” fortnightly
per ward

Systems in place to
ensure prescribed
medicines of the
same type but with
different batch
numbers and expiry
date are not stored
in one box.

Page 48 of 59

The ‘Should Do’ Summary of action
required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead- Acting Director of Operations
Should Do 27: The trust should ensure staff
working on wards for older people can
clearly articulate through patient centred
care planning how they are supporting
patients to keep safe in terms of the
ligature risks on the ward.
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Ward Managers will ensure through management
supervision that individual patient care plans
include risk assessments that reflect the
environmental risks presented by ligature risks on
the ward.

What good looks
like
Status: Delivered and
closed

20-Oct 15
Achieved

Supervision records
Inpatient care plans
Patient Risk Assessments

Staff can clearly
articulate through
patient centred
care planning how
they are supporting
patients to keep
safe in terms of the
ligature risks on the
ward.
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The ‘Should Do’ Summary of action
required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead- Acting Director of Operations
Should Do 28: The trust should ensure
patients in the services have regular access
to and input from clinical psychologists as
part of their assessment, treatment and
recovery as recommended by the national
institute for health and care excellence
(NICE).

The Trust will carry out a review of all
psychological services provision with
commissioners
Review report completed and service redesign to
be considered by end of the year.

External Support Commissioner review of
psychological services whole service offer by
31Dec15 to inform future commissioning
arrangements
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What good looks
like
Status: Delivered and
closed

31-Dec-15
Review report completed and
Not Achieved service redesign.

31-Mar-16

Access to
psychological
therapies is in
accordance with
published research
and guidance, and
is appropriately
commissioned

April’s CQC Task and Finish Group agreed that this
action is closed and will be addressed as part of the
Trust’s ongoing business. Discussions to enable full
achievement of this action will form part of the work
plan within the contract.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead – Chief Nurse and Director of Quality Assurance
Should Do 29: The trust should
ensure that where patients are
subject to a deprivation of
liberty safeguards that the
authorisations pending
agreement from the local
authority are kept under
review, updated as needed
and decisions about time
limitations is communicated to
the relevant managers.

The Head of Social Work has established a system with ward
managers that enables review of DOLs applications made.

20-Oct-15
Achieved

Status: Delivered and
closed
System in place
Audit report results

An audit has been completed with ward managers.
Further support to improve understanding and consistent
application is to be provided to the Later Life teams by Head of
Social Work and the Mental Health Act team.

Head of Social Work will collaborate with MCC with immediate
effect to improve communication of decisions about time
limitations.

20-Oct-15
Achieved
From
31-Oct-15
Achieved
From
31-Oct-15
Achieved

What good looks
like

MCC Contract Meeting
minutes

Where patients are
subject to a
deprivation of
liberty, their
authorisations are
reviewed in a
timely manner, are
updated as needed
and communication
to relevant
managers is robust.

External Support
MCC are required to support the delivery of this action with
timely authorisation of DOLs applications

Manchester Mental Health and Social Care Trust
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Wards for Older People With Mental Health Problems Lead – Medical Director
Should Do 30: The trust should
follow guidance on dementia
friendly environments.
Research from Bradford and
Stirling universities could be
more widely used to promote
dementia friendly
environments.

What good looks
like
Status: Delivered and
closed

Deputy Director of Nursing and the Matrons to review the
work already completed in relation to developing dementia
friendly environments.

From
31-Oct-15
Achieved

Review report discussed at Later
Life Divisional Governance
Meeting.

The Later Life Matron to work with the Operational Staff to
make further improvements as identified in the above review.

From
31-Oct-15
Achieved

All further developments
reported through Later Life
Divisional Governance Meeting.

Later Life wards are
demonstrating
evidence based
dementia friendly
environments.

Later Life Divisional Governance
Meeting minutes
Integrated Risk Management
and Clinical Governance
Committee minutes

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Substance Misuse Services – Brian Hore Unit Lead – Chief Nurse and Director of Quality Assurance
Should Do 31: The trust should
increase the security and
accountability for all people
entering the Brian Hore unit.

LSMS has completed a security review with the substance
misuse services manager.

Status: Delivered and
closed
Achieved
20-Oct 15

The Director of Operations is to consider the recommendations 02-Nov-15
from the report and will report action taken.
Achieved
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What good looks
like

LSMS Report received by
Executive Team by 15/09/2015
Director of Operations to report
to Executive Team on 02/10/15

Security and
accountability for
all people entering
the Brian Hore Unit
is increased.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Substance Misuse Services – Brian Hore Unit Lead- Acting Director of Operations
Should Do 32: The trust should
ensure staffing levels are
adequate to accommodate
unexpected sickness or ensure
contingency plans are
developed so prevent lone
working.

What good looks
like
Status: Delivered and
closed

Protocol to be developed including first, attempt to cover with
bank staff, (develop a list of suitably skilled bank staff to
support short notice cover at BHU who are employed by
MMHSCT at least for this purpose.

30-Nov-15
Achieved

Lone Worker Policy to be fully implemented by the team
manager at the Brian Hore Unit.

30- Nov-15
Achieved

Safe staffing protocol submitted
to Director of Operations
Argyll Database populated with
all staff details.
LSMS bi monthly report to
Health & Safety Committee.
Monthly usage report sent to
Performance Board.

Staff safety is
maintained in the
Brian Hore Unit.

Assurance /evidence

What good looks
like

Any staff member identified as a lone worker has access to and 20-Oct 15
is encouraged to use Argyll.
Achieved

The ‘Should Do’ Summary of
action required

Actions

Timeline

Substance Misuse Services – Brian Hore Unit Lead- Acting Director of Operations
Should Do 33: The trust should
ensure all groups of people
using the service have up to
date recorded risk
assessments and management
plans.

The Brian Hore Unit Manager will ensure through management 30-Nov-15
supervision that individual management plans include risk
Achieved
assessments.
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Status: Delivered and
closed
Supervision records
Management care plans
Management plans include risk
assessments

All patients using
the substance
misuse service have
up to date recorded
risk assessments
and management
plans.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Substance Misuse Services – Brian Hore Unit Lead – Medical Director

Status: Delivered and
closed

Should Do 34: The trust should
ensure individual prescription
numbers are recorded in a
central location to enable an
effective audit trail

The Chief Pharmacist has a robust system in place to ensure
recording of individual prescription numbers.
The team manager is ensuring implementation of recording
procedure

20-Oct 15
Achieved

The ‘Should Do’ Summary of
action required

Actions

Timeline

Chief Pharmacist records.
Team Records

Assurance /evidence

Substance Misuse Services – Brian Hore Unit Lead- Chief Nurse and Director of Quality Assurance
Should Do 35: The trust should
ensure all groups of people
using the service have
individual, up to date and
recovery focused care plans.

The Brian Hore Unit Manager will ensure through management 30-Nov-15
supervision that individual management plans are up to date
Achieved
and recovery focused.
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What good looks
like

Individual
prescription
numbers are
recorded in a
central location.

What good looks
like
Status: Delivered and
closed

Supervision records
Management care plans
Management plans are recovery
focused

All groups of people
using the service
have individual, up
to date and
recovery focused
care plans.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead – Acting Director of Operations
Should Do 36: The trust should
ensure that there is a
comprehensive visiting policy
in place with thorough risk
assessments where special
considerations are required. In
particular relating to fathers
remaining on the ward
through the night.

The ward has not allowed overnight visitors since 27/03/2015.

The ‘Should Do’ Summary of
action required

Actions

An overnight visitor’s protocol has been developed and
implementation is available for use when the flat is needed.

Status: Delivered and
closed
20-Oct 15
Achieved
20-Oct 15
Achieved

Divisional Board minutes

Comprehensive
visiting policy in
place where special
considerations are
required

Assurance /evidence

What good looks
like

Protocol to be approved by the Adult of Working Age Divisional 30-Nov-15
Board by November 2015
Achieved

Timeline

Perinatal Services Lead- Chief Nurse and Director of Quality Assurance
Should Do 37: The trust should
ensure that fridge
temperatures on the ward are
checked daily and
temperatures recorded

What good looks
like

Status: Delivered and
closed

The Ward Managers in conjunction with the infection control
team and lead nurse for prescribing have a monitoring
programme in place for all fridges in use.

20-Oct 15
Achieved

Spot checks occurred in September 2015 and are to be
followed by the routine audit programme

20-Oct 15
Achieved
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Report by the IPC team

All fridges in use
within the Trust are
maintained and
cleaned regularly.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead- Chief Nurse and Director of Quality Assurance

What good looks
like
Status: Delivered and
closed

Should Do 38: The trust should
ensure there is a robust
system for monitoring the
availability of mobile alarms
for staff use.

Local Security Manager reviewed all available equipment in
August 2015. All wards have sufficient pieces of equipment to
issue to each staff member. Ward managers continue to
monitor the availability of alarms, and the Health and Safety
Committee oversee availability.

20-Oct 15
Achieved

Audit reported by LSMS
completed in August 2015

Staff are provided
with equipment,
which will enable
them to summon
assistance if
required.

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

What good looks
like

Perinatal Services Lead- Chief Nurse and Director of Quality Assurance
Should Do 39: The trust should
ensure there is provision to
review the reduction of levels
of observations every day
including the weekend period.

Status: Delivered and
closed

The Deputy Director of Nursing will undertake a review of
practice in relation to observation levels.

20-Oct 15
Achieved

Report to October Quality
Board

Acting Acute Inpatient Services Manager will ensure the
findings of the review are implemented.

31-Dec-15
Achieved

Quality Board minutes
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Observation levels
are proportionate
and in line with
patient need.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead- Chief Nurse and Director of Quality Assurance
Should Do 40: The ward
should ensure that care plans
are individualised to meet the
needs of patients.

The ‘Should Do’ Summary of
action required

Status: Delivered and
closed

The Ward Manager will through management supervision
ensure that named nurses are developing individualised care
plans with service users.

20-Oct 15
Achieved

The matron will carry out care plan audits.

From
31-Oct-15
Achieved

Actions

Timeline

Management supervision
records.
Matron audits reported to the
Chief Nurse
Royal College of Psychiatrists
Quality Network report.

Patients have
individualised care
plans in place.

Assurance /evidence

What good looks
like

Perinatal Services Lead – Acting Director of Operations
Should Do 41: Patients should
always be offered a copy of
their care plan and this should
be clearly recorded.

The Ward Manager will through management supervision
ensure that named nurses are developing care plans with
service users and recording that service users are offered a
copy.
The matron will carry out care plan audits.
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What good looks
like

Status: Delivered and
closed
20-Oct 15
Achieved

Management supervision
records.

From
31-Oct-15
Achieved

Matron audits reported to the
Chief Nurse
Royal College of Psychiatrists
Quality Network report.

Patients are always
offered a copy of
their care plan and
this is clearly
recorded.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead – Director of Workforce and Organisational development
Should Do 42: Mandatory
training should be undertaken
to the standard set by the
trust.

To ensure that the service is achieving a minimum of 75%
compliance for mandatory training.

What good looks
like
Status: Delivered and
closed

31-Dec-15
Achieved

Performance report

All staff complete
mandatory training

Managerial Supervision minutes
To improve the compliance with mandatory training by the
provision of targeted support from the ward manager

Royal College of Psychiatrists
Quality Network report.

To escalate non-improvement in compliance to directorate
managers for action in accordance with policy

The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead- Chief Nurse and Director of Quality Assurance
Should Do 43: Clinical and
managerial supervision should
be undertaken, structured and
recorded in accordance with
the trust policy.

Ward Manager to ensure staff have access to clinical and
managerial supervision in accordance with Trust Policy.

Manchester Mental Health and Social Care Trust
CQC CIOH Inspection Summary Action Plan – V15

What good looks
like
Status: Delivered and
closed

From
31-Oct-15
Achieved

Evidence that staff are accessing
clinical and managerial
supervision.
Management supervision
records

All staff are
properly supported
and supervised.
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The ‘Should Do’ Summary of
action required

Actions

Timeline

Assurance /evidence

Perinatal Services Lead – Medical Director
Should Do 44: The ward
should consider how the
administration of medication is
improved, monitored and
audited for accuracy.

The Chief Pharmacist has a process to monitor the omitted
doses. There is a monthly audit undertaken by medicines link
nurse that is fed back to the ward.

The ‘Should Do’ Summary of
action required

Actions

20-Oct 15
Achieved

Monthly audits to ward
manager
Data collection over 4 months
by ward pharmacist

Ward takes part in the omitted doses research which
commenced in September 15 sponsored by Manchester
university.

Timeline

The Ward Manager will review the available space and provide 31-Dec-15
a proposal for an examination room.
Achieved
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What
looks

Status: Delivered and
closed

Assurance /evidence

Perinatal Services Lead- Acting Director of Operations
Should Do 45: The ward
should consider an appropriate
space for clinical examinations
of mothers and their babies
other than the mother’s
bedrooms by providing an
examination couch in the
clinical room.

What good looks
like

Administration of
medicines is
monitored and
audited for
accuracy

What good looks
like
Status: Delivered and
closed

Availability of an examination
couch.

There is an
appropriate space
for clinical
examination within
the perinatal
service.

Page 59 of 59

What
good
looks
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A University Teaching Trust
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Workforce and Equality Monitoring Quarterly Performance Report
11th April 2016
Debbie Hodkinson
Director of Workforce & Organisational Development
Tel: 0161 882 1060
To present to the Board information regarding a range of workforce
performance data for 2016 Quarter 1 (January to March 2016).
• This report highlights trends in employee resourcing and relations
activities and the associated action and future plans to support
improvements.
• The report provides benchmark data with ONS cluster groups for
Turnover and Sickness rates and now also benchmarks sickness
with other NW mental health trusts over 12 months (January to
December 2015).
• The report contains data and analysis from the most recent Listening
In Action Pulse Check.
To note the contents of the report.

Monitoring and assurance framework summary
Reference/Link to Corporate
Objective/s & Risks
Link to Trust Corporate and
Directorate Annual Objective(s)

2.1.2
2.1.3
2.3
2.5
3.8
5.1
5.2
5.3

Link to Corporate Risk Register
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Have all implications been considered?

Description
Governance & Quality
Delivery
Engagement

Yes

Workforce
Any Action Required?
Yes
N/A

Comment

Detail in report

Legal
Financial
Human Resources
IM&T
Estates
Users and Carers
Equality and Diversity

√
√
√
√
√
√
√

Yes

No

To include in 2012 Quality Account?
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Human Resources

Quarterly Workforce &
Equality Monitoring Report
January to March 2016

Lead: Debbie Hodkinson, Director of Workforce & Organisational
Development
Data produced on 11th April 2016
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HUMAN RESOURCES QUARTERLY PERFORMANCE REPORT - SUMMARY
Commentary
Complementing the monthly combined performance report, this quarterly report for the period January to
March 2016, contains detailed information with regard to a range of Workforce Performance data. The
information is drawn from Iview, Electronic Staff Record (ESR), NHS Jobs and financial reporting systems.
The report is in two sections. Section one relates to HR performance targets and Section two profiles Trust
staff by equality and diversity strands. Section two also includes data on sexual orientation, where data
exists.
Unless otherwise stated within the report, this information relates to all staff employed directly by
Manchester Mental Health & Social Care Trust, as at 31st March 2016 and excludes the Temporary Staffing
Bank, Junior Doctors and honorary clinical academics.

Data Assurance
Data provided in this report is subject to a number of checks to ensure its accuracy and completeness. Any
anomalies are investigated to ensure the data is accurate and reflective of the current performance position.
This includes discussions at the monthly Divisional Performance meetings and the targeted challenge
meetings with reference to Division/Team/Ward specific reports.
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Section 1 – Workforce Performance - Areas for Attention
1. Turnover – The Trust turnover rate for the period January to March 2016 was 4.52%, an increase of
0.51% from the adjusted figure from the previous quarter, which was 4.01%. The current quarterly
turnover rate is 1.12% higher than the same period last year. The cumulative Trust figure for the 12
months to March 2016 is 17.42%, an increase from the previous 12 months, which was 14.79%.
2. Sickness – The unadjusted sickness figure March 2016 is 4.85%, which is above the Trust’s 4% target.
The sickness rate for the quarter ending March 2016 is 5.48%, which is 0.04% lower than the previous
quarter and lower than the 6.00% reported for the same quarter last year. The 12 month average
sickness rate from April 2015 to March 2016 is 5.31%, which is lower than the previous 12 months, which
was 5.81%.
The report also identifies that the highest level of absence for the period Jan – Dec 2015 occurred in
Nursing at 6.62%, followed by Additional Clinical services which includes non-registered clinical staff
6.25%. Both these staff groups when combined represent the largest cohort of the Trusts workforce.
Admin & Clerical sickness then represents the third highest level of sickness absence at 4.03%.
3. PADR Completion – The Personal Appraisal Development Review rate in accordance with policy was
77% at the end of March, which is an increase in comparison to the end of the previous quarter figure
(75%).
4. Bank and Agency Usage – compared to the previous quarter, inpatient bank, agency and overtime
spend has increased by an average of £11.2K to £87.3K per week. The average number of weekly
inpatient shifts has increased from 404 shifts in the previous quarter to 474 from January to March. This
is higher than the same period last year (427 shifts).
•

•

Recruitment is on-going to 60 inpatient posts. An electronic DBS system has been introduced which
provides online tracking of DBS applications. This has helped to reduce time spent on queries
relating to applications and alerts the Recruitment team once certificates have been issued, helpling
to reduce the time spent on recruitment checks.
The Trust remains largely compliant with the agency caps introduced earlier this year. The
exceptions are some medical staff and specialist Band 6 nurses.

5. Job Planning – Progress against the 2015/16 Job Planning window shows that of the 43 Consultants
that require a Job plan to be in place, 41 have already had a Job planning meeting.
6. Listening in Action. The Trust is seen in the third best quadrant regarding staff responses, indicating
below average against the peer group, but trending positively compared with 2014.
7. Mandatory Training – Mandatory training Core compliance has increased to 84% at the end of March.
•

Adult in-patients, Health & Wellbeing, and Corporate Services have all achieved at least 90%
compliance.
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Section 2 – Trust Profile & Equality Monitoring
1. Staff in Post – At the end of March 2016, there were 1522.11 FTE directly employed staff in post, which
is a decrease of 9.71 FTE since the end of June. There were 37 (headcount) substantive new starters
within this quarter, compared to 87 leavers.
2. Equality – The average age of Trust employees remains at 43 and is consistent with mental health
trusts nationally. In comparison, the average age of applicants to vacant posts is 34 years. 31% of
applicants are male, compared to 27% currently employed and 38% of starters. The percentage of staff
employed from an ethnic minority background is 15.93%, compared to 28.82% of applicants.
3. Recruitment - The Trust is currently recruiting to 135 permanent and fixed term vacancies (148.4 FTE).
60 in-patient posts are currently being recruited to.
4. Employee Relations – Within the quarter ending March 2016, there were 33 open ER cases, including
16 new cases that began within this quarter. 7 cases has been resolved within the quarter.

.
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Quarterly Key Performance Indicators
Item

Trust
Target

Trust
Annual
Performance

Turnover

N/A

17.42%

Item

Trust
Target

Trust
Performance
as per policy

Sickness this
Quarter

4%

5.48%

PADR

90%

77%

Weekly Inpatients
Bank & Agency
Spend

£54K

£87K
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RAG
Rating

Performance
Against Last
Period

Performance Against
Last Period
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Section One: HR Performance Targets
This section of the report focuses on the HR KPI’s, as reported in the monthly Performance Board report.

Turnover
The Trust’s turnover rate for the previous 12 months is shown in Graph 1, reported Trust
by month. The Trust cumulative turnover rate for this 12 month period is 17.42%, Cumulative 17.42%
which equates to 1.45% per month, on average.
Position
The annual turnover rate has increased in comparison to the previous 12 months,
which was 14.89%. In comparison with the same quarter last year, turnover has
increased by 1.12% from 3.40% to 4.52%.
Turnover has increased within the ACSI division due to the TUPE transfer of staff
out of the Community Alcohol / Brian Hore Unit teams at the end of March, affecting
almost 30 staff.
Graph 1 – Trust turnover for previous 12 months

Source: ESR

Graph 2 – Turnover by Care Group / Directorate
Source: ESR Business Intelligence
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Turnover by Staff Group
Graph 3 below shows the compraison between turnover rates for different staff groups for the periods of April
to March for 2014/15 & 2015/16. The graph shows that turnover has increased across all staff groups except
Medical & Dental from 14/15/ to 15/16.
Graph 3 – Turnover by Staff Group

Cluster Group Comparison
Using data taken from Iview (NHS Information Centre), a benchmarking exercise has been undertaken with
comparable mental health trusts (ONS cluster group). The data within Iview is not live, therefore the
reference period used is February 2015 to January 2016. Graph 4 shows how MMHSCT compares to those
Trusts.
Graph 4
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Sickness
The unadjusted sickness figure for March 2016 is 4.85%, which is 0.85% Target
above the 4% target set by the Trust. This is a decrease from 5.45% in
February. The average sickness rate for the quarter ending March 2016 is Trust Position
5.48%, which is 0.04% higher than the previous quarter (5.44%). Compared to
the same period last year (6.00%), there has been a decrease of 0.52%.
HR Business Partners have been providing 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 identify areas needing support with managers through divisional business
meetings and individual one to one meetings with line managers.
Two new HR Advisors have been appointed however, one has since resigned
and the recruitment process is underway for a replacement. Inpatient adults
service have appointed a Workforce Assistant for a three month period to
assist with transactional management around sickness and investigations.
They will review the current position and conduct an audit of the last 12 months
of sickness cases, including return to work interviews (for quality and
consistency of application) and whether all employees are on appropriate
stages in the attendance management process. Investigations under Trust
Employment Relations policies will be reviewed and any delays identified.
Once done, action will be taken to ensure best practice and timely
management.
The HR team continue to provide management development training sessions
in relation to managing sickness absence regularly.

Trust Board Meeting
Date 28th April 2016
Agenda Item: 16

Page 9 of 38

4%
4.85%
March
2016

Graph 5 – Sickness Rates for Previous 12 Months

Source: ReportsPlus

Graph 6 below shows the breakdown between short and long term sickness episodes during the quarter.
Under the Trust’s Sickness Absence Policy, long term sickness is 14 days or more of continuous certified
sickness; however, the data represents long term sickness absence of 28 days or more, which is widely
recognised as long term absence.
The percentage of long term sickness within this quarter equates to 3.47% on average, compared to
2.01% for short term sickness, which is a decrease of 0.18% in long term but an increase of 0.22% in short
term sickness, compared to the previous quarter.
Graph 6 – Long & Short Term Sickness Analysis

Source: ESR

Reasons for sickness absence
Graph 7 shows the reasons for sickness, by the percentage of FTE days lost, for the quarter ending March
2016. The number of FTE days lost to Stress related illnesses between January to March was 1,789
which is similar to the previous quarter (1,774 days). The number of days lost to “Other known causes…”
has increased within the past year and a total of 1,434 FTE days were lost due to this between January
and March, an increase of 579 days compared to the same period last year (855 days). This issue is being
raised with managers by HR Business Partners but is partly linked to the e-rostering system, where there
is a question regarding data protection and sickness reasons. The e-rostering project lead is looking in to
how this can be addressed.
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Graph 7 – Sickness Reasons

Source: ESR

Table 1 below highlights the lowest (green) and highest (red) number of days sickness absence within the
Trust from April 2015 to March 2016. The month with the most days lost to sickness was January(3,130
days). The 3 month period with the most days lost to sickness November to January (10,507 days),
whereas the period with the least days lost was the 3 months ending January (8,859 days).
Table 1 - Highest / Lowest Number of Days Sickness in Previous 12 Months

Source: ESR Business Intelligence

Cluster Group Comparison
Using data taken from Iview (NHS Information Centre), a benchmarking exercise has been undertaken
with comparable Mental Health Trusts within our ONS cluster group and also with local NHS mental health
organisations. The data within Iview is not live, therefore the reference period used is January to
December 2015. Graphs 8 and 9 show that the MMHSCT rate for this period is 5.36% against an average
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of 4.98% (cluster group) and 5.77% (locally). National benchmarking reports that the North West has the
highest level of sickness of all regions, with 4.82% against a national average of 4.24% for the 12 months
to December 2015
Graph 8

Graph 9

A comparison has also been made against the sickness rates across different staff groups. This is
illustrated in graph 10 below and shows the comparison between Mental Health trusts nationally versus
MMHSCT for the 12 month period to December 2015.
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Graph 10

Source: Iview

Personal Review Compliance
Compliance is showing an upward trajectory during the last quarter as indicated in the
table below:
Table 2 – PR Compliance
Month
Jan 16
PR compliance
74%

Feb 16
77%

March 16
77%

The graph below indicates compliance over the past 12 months:

Target

90%

Trust
Position

77%

Graph 11
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Personal review compliance continues to be monitored against incremental dates. 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.
The Directorate continues to produce reports mid-month and at the end of the month to
help managers to closely monitor progress.
Organisational Development have continued to deliver a 2 hour training session as part
of the internal Trust Leadership and Management Development Programme. This now
incorporates management supervision. The on-line video is also available on the
Organisational Development Personal Review pages of the intranet.
The requirement to undertake personal reviews in line with incremental dates has been
communicated widely to staff and managers. This has included direct targeting of staff
that are approaching their incremental date to encourage them to have an appraisal that
is in line with their incremental date, as well as acknowledging all Personal Review
submissions and asking that future Personal Reviews are done in line with incremental
dates if they fall out of this arrangement.
Personal Reviews submitted to Organisational Development are collated and the
summary PDP objectives are reported to the Organisational Development Strategy
Group and are taken into account to inform Organisational Development activities and
spend.

Bank & Agency Usage
During the period Jan, Feb and March an average of 474 nursing in-patient shifts
have been filled each week. This is an increase when compared to last quarter
when 404 were filled each week. This is also an increase on the same period last
year which saw an average of 437 shifts filled a week. On average, 58% of shifts
over the quarter were requested due to increased observations / acuity, in
comparison with 61% in the last quarter. An average of 26% of shifts were
requested due to vacancies, compared to 23% last quarter. The bank / agency fill
ratio was 38% bank, 53% agency and 9% unfilled, whereas last quarter it was 42%
bank, 49% agency and 9% unfilled respectively. When compared to the same
quarter last year the ratio was 39% bank fill and 44% agency fill with unfilled shifts
17% which shows a good improvement with the fill rates.

Weekly
Inpatients
Target
(average
throughout
quarter)
Weekly
average
Inpatients
Trust Position

The in-patient substantive establishment and vacancy position has a direct impact
on the number of temporary staffing shifts requested. This variance position has
decreased from an average 317 shifts per week last quarter to 297 in this quarter.
The 297 shifts equate to approximately 74 inpatient vacancies.
At the end of the quarter, 60 in-patient posts were being actively recruited to, in
comparison to 74 in the last quarter; 12 of these posts are for Support Workers and
31 for Band 5 Staff Nurses; the remaining 17 consist of Acute Services Manager,
Ward Managers, Deputy Ward Managers, CPL’s, OT, Modern Matron, Activity
Coordinator/Housekeeper, Consultant, Locum Consultant and Trust Doctor Of the
60 in-patient posts, 22 are at advertising/short listing/interview stage, 20 offers have
been accepted and checks are being undertaken, whilst 18 have been given start
dates. It is anticipated that this will deliver a reduction of 212 shifts per week once all
53 (Support Workers and Staff Nurses) have commenced in post and assuming a
more stable attrition rate.
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£54K

£87,294

It is now 18 months since the Trust started using Meridian as our main agency for
handling out of hours requests and during this quarter Meridian filled 28% of agency
shifts. The Trust works with a number of additional TDA approved framework
agencies along with Meridian and during this quarter these agency fill rates for the
inpatient wards are as follows; Medacs 26%, Pulse 10%, Hays 8%, Randstad 7.3%,
Arcadia 6%, Care Staff Solutions 5%, the remaining shifts are picked up by a
number of other framework agencies the Trust has developed relationships with.
The average inpatient weekly bank, agency and overtime spend during this quarter
was £87.3K per week which is £11K higher than the last quarter. 66% of this total
spend was attributed to agency, 25% to bank and 9% overtime.
Monitor and the NHS Trust Development Authority (TDA) implemented phased caps
on the amount of money that trusts can pay per hour for agency staff working for the
NHS. The first took effect from 23 November 2015, the second from 1st February
2016 and the last from 1st April 2016.
The Trust has remained compliant with these caps in general with a small number of
exceptions which have been reported on weekly. These have included some
medical staff and band 6 nurses in one specialist area. These breaches are now
resolved. The Trust has communicated with neighbouring Trusts about their
experiences and adhered to an informal local agreement to not pay above the price
caps. Whilst reducing headline spend per hour on agency workers, this change has
required considerable investment of time from the Trust. There has also been a
significant drop in the number of Doctors in training (CT and ST level) making
themselves available for locum work. The full impact of the price capping remains to
be seen.
In September 2015, NHS TDA issued non-Foundation Trusts with targets for a
reduction in Registered Nurse agency expenditure. Having undertaken work to
determine projected agency usage having regard to turnover and available
recruitment, the Trust made application to the TDA for an adjusted target for Q3&4
which was agreed. In March 2016 a further submission for an adjusted ceiling for
the end of the 2015/6 financial year was made and agreed.
Work continues to ensure we comply with this revised ceiling as well as reducing
agency expenditure overall.
The average weekly expenditure for medical locums during this quarter was
£41.5K per week. When compared with the previous quarter there has been an
increase of an average of £0.9K on weekly spend. The average weekly medical
locum agency spend for the quarter is £39.5K. In comparison with the same quarter
for last year there has been an increase of £6K.
The increase in medical locum spend is largely due to Consultant vacancies. Some
substantive recruitment has already taken place and in addition, Trust appointed
Locum Consultants have also been recruited to reduce this spend.
Within this quarter the recharge to A&E Liaison for covering nursing gaps with
agency locum medical staff amounted to £800. This figure is a lot lower than the
figure of £9.2K for the previous quarter.
Almost 60% of the average weekly spend is due to consultant vacancies, which
totals £25K. The remaining spend was for junior doctor cover; including 24/7 rota
cover, ad-hoc absences, 4 vacant CT/GP trainee gaps and 1 trainee maternity leave
gap and middle grade vacancies, totalling an average weekly expenditure of
£16.8K.
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In relation to the vacant Consultant posts; Consultant interviews were scheduled to
take place on 24 March 2016 to substantively recruit to Poplar ward. However, the
interviews had to be cancelled as the two shortlisted candidates withdrew from the
interview process. Recruitment to 6 Consultant posts - 4 CMHT (including 1 AOT
post), 1 NMGH Inpatient and 1 Later Life is being planned.
The funded establishment for the six Adult Community Mental Health Teams is
159.07 FTE. As at 31th March 2016, the contracted staff in post figure was 150.65
FTE. The Trust is recruiting to 14 vacancies (1 CPN,1 Admin, 2 Assistant Team
Manager, 1 Carer Support Worker, 5 Social Worker, 1 Nurse Practitioner,2
Occupational Therapists, 1 Support Worker).
Total agency Social Worker expenditure across the Trust averaged £13.8K per
week over the quarter, a continued decrease of approx £2.8K per week in
comparison to the last quarter.
Total Bank and Agency Nursing expenditure (excluding inpatient) has increased
from £25.2K per week last quarter to £28.7K per week this quarter.
Admin & Clerical bank and agency worker expenditure averaged £19.1K per week
over the quarter, an increase of £5.4K in comparison to the last quarter. Agency
administrative workers continue to account for the majority (90%).

Graph 12 – Total costs for bank, agency and overtime (inpatients)
Source: Finance reports
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Job Planning Update
The table below provides details of the current status of the 2015/16 job planning round. One job plan has
not been received, which the Medical Director is aware of.
Two formal requests were made for mediation, following which one appeal meeting is scheduled to take
place in April 2016. A third job plan has not been agreed and is out of the timeline for mediation.
The job plan position as at 31st March 2016 is indicated by division in table 3 below:
Table 3
Total
Consultants

MHSC
Consultants

Clinical
Academics

Actual
Required

Booked

Not
booked

Received
(complete)

Returned
(incomplete)

10

3

12

11

1~

11

0

ACSI
13

~1 Job Plan not received
Discounted: 1 – GP
AOWA
13
11

2

12

12

0

11*
1**
*1 Job Plan awaiting appeal
**1 Job Plan not agreed

Clinical Academics: 1 does not require a job plan
1 split post which is counted within AC&SI
Later Life
8
6
2
8

8

0

8
0
All Job Plans received

2 new Consultants - Job Plans not required
Specialties
13
10
3

11

0

11
0
All Job Plans received

1

41

11

Clinical Academics: 2 do not require a job plan
Note: 1 Specialty Doctor within the division - job plan received
Total Figures
47

37

10

43

42

1

Plus 1 specialty doctor - Job Plan received.

Listening Into Action (LiA)
Listening into Action was launched within the Trust in June 2014. The aim of this approach is to help NHS
organisations empower frontline staff and ‘invert the pyramid' by enabling the large number of grass-roots
staff to make change happen.
Working to improve staff engagement has been a key priority, but efforts have not produced the outcomes
hoped for. These are challenging times; employees are facing on-going pay-restraint, increasing work
intensity and seemingly constant organisational change.
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The Trust intends to use the insight from the 2015 Staff Survey to inform a “Safe Transition” project, which
is being developed as an LiA initiative focusing on how best to support staff during a significant
organization change and enable to Trust to retains the best of its own culture as we become part of another
organization.
The 'LiA Scatter Map' for NHS Mental Health & Learning Disability Trusts captures an analysis of NHS staff
responses to 20 of the Picker Institute’s Key Findings from the 2015 National Staff Survey. The comparable
questions from 2014 to 2015 offer an insight into how NHS staff rate their Trust's leadership and the culture
across 28 published Mental Health & Learning Disability Trusts.
Trusts positioned above the horizontal 'x axis' - staff responses to the 20 Key Findings rank the Trust on or
above average for the peer group. Below the horizontal means staff responses put the Trust below the
average. Trusts positioned to the right of the vertical 'y axis' had a positive response trend from staff relative
to responses in 2014. Trusts to the left of the vertical had a declining trend from 2014 with staff feeling less
positive overall.
Manchester Mental Health and Social Care Trust is seen in the third best quadrant - the bottom-right,
indicating below average against the peer group, but trending positively compared with 2014. However this
is a real challenge in relation to how staff feel.
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Section Two: Trust Profile & Equality Reporting
The following information provides details of full time equivalent (FTE) Trust staff in post, applicants, new
starters, leavers, training data and employees subject to employee relations procedures.
Where ethnicity details have been produced, the broad ethnic groupings have been used. Appendix A
provides information on the full details of each ethnic group.
The information presented is in line with the Healthcare Commission requirements, CQC standards and the
Equality Act 2010 in the publishing of equality and diversity information. Where relevant, comparisons are
made between the Trust profile and that of the local population and other NHS Mental Health providers.

Staff in Post
As at 31st March 2016, the total number of staff employed within the Trust was 1522.11 (FTE) and 1,657
(headcount). These figures only include staff employed directly by the Trust and does not therefore include
Bank staff, Junior Doctors and honorary clinical academics.
Graph 13 – Staff Groups within the Trust as at 31st March 2016
The graph below shows the breakdown of substantively employed staff within the Trust. The split between
clinical and non-clinical roles has changed slightly compared to previous reports and is now 77% clinical
and 23% non-clinical.

Source: ESR
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Bandings
The diagram below (graph 13) represents the Agenda for Change (AFC) grades of Trust staff in the NHS
“Christmas Tree” model as well as those staff on local Trust pay scales and Medical Terms and Conditions
as at 31st January 2016. For the staff employed within the pay scales listed below (Agenda for Change),
there has been an overall decrease of 8.12 FTE staff when compared to the previous quarter. Due to the
difference in pay scales for the staff that transferred from Manchester City Council, these have been shown
separately in graph 14.
Graph 14 – Staff in post by NHS pay scale

All staff in bands 8A to 8D have been shown as band 8

Graph 15 – Staff in post by local authority pay scales
The graph below has been arranged in order of salary, Grade 1 being the lowest salary range and PO 6 the
highest salary range. Due to organisational changes during the previous 12 months, there remains just
42.61 FTE staff (45 headcount) on LA terms & conditions, which may reduce further with service changes
from April 2016 onwards.
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Trust AfC Band Profile Benchmarking
The information below is a percentage comparison between the Mental Health Trusts (MHT) in England
and the Trust (MMHSCT), of staff in post in each Agenda for Change pay band. Within MMHSCT, 56.29%
of AfC staff are employed within Bands 5 - 7, compared to 51.87% nationally. 9.42% of Trust staff are
employed in Bands 8 & 9 compared to 8.04% nationally. The percentage of staff employed within the Trust
below AfC Band 5 is 34.30%, compared to 40.09% nationally.
Table 4 – comparison of staff in post as a percentage of total staff in Agenda for Change pay bands.
AfC
Band
1
2
3
4
5
6
7
8
9

MHT
(%)
1.40
9.44
19.86
9.38
18.39
21.71
11.78
7.93
0.11

MMHSCT
(%)
0
9.07
15.56
9.67
17.03
25.69
13.57
9.22
0.20

Source: ESR and Iview (NHS Information Centre )
Information taken from Iview on 11th April 2016 and relates to data from Jan 2016

Staff on Pay Protection
It should be noted that the above table does not include details of staff receiving protection to a higher pay
band. The table below contains details of the FTE number of staff on AfC T&Cs receiving pay protection.
At the end of March 2016, there were 54 staff (47.41 FTE) receiving pay protection.
Table 5 – Details of Pay Protection

Actual Pay
Band
8B
8A
7
6
5
4
3
2
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Pay Band
Protected to
8C
8B
8A
7
6
5
4
3

FTE
2.00
1.00
1.80
34.61
1.00
3.58
2.85
0.57
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Graph 16 – Trust AfC Band Profile Benchmarking

Source: ESR and Iview (NHS Information Centre )
Information taken from Iview on 11th April 2016 and relates to data from Jan 2016

Profile of Current Staff
The information in this section shows the breakdown of Trust staff by ethnicity, gender, age and disability.
The ethnic profile of the Trust shows that the largest minority group of staff remains ‘Black/Black British’
with 128 staff (7.81%). The overall substantive number of BME staff within the Trust is 264 (15.93%). The
age bands with the highest number of staff fall within ages 41 – 55, which account for 46% of staff,
compared to 16% of staff aged between 16 and 30. The overall age range of staff has remained consistent
for all age groups and the average age of Trust staff remains 43 years. The split between female and male
staff is 73% to 27%, compared to 77% / 23% for mental health trusts nationally.

Graph 17 – Ethnicity
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Graph 19 – Age

Graph 20 – Sexual Orientation

Graph 21 – Religious Belief

Source: ESR

Gender comparison: Mental Health Trusts in England V MMHSCT
The graphs below show the comparison of the gender of staff employed in MMHSCT and all other mental health
trusts in England. The information is presented as a percentage of total staff and is broken down by Agenda for
Change pay band. In total (male and female), there are more staff employed within the Trust (66%) in higher
pay bands (Band 5 & above) than there are in comparison to mental health Trusts nationally (60%).
The gender split between the Trust and other mental health Trusts shows that, whilst there are fewer male staff
employed within the Trust (27.28%), this is higher than the national figure (23.12%). Within the Trust, there is a
lower percentage of male staff (64.22%) employed in AfC Band 5+ posts than females (66.26%). This is lower
than Mental Health Trusts nationally, where the figures are 59.09% and 60.16% respectively.
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Graph 22

Graph 23

Source: ESR and Iview (NHS Information Centre )
Information taken from Iview on 11th April 2016 and relates to data from Jan 2016

Comparison Between MMHSCT and Local population
The information below is shown as a comparison between employees of the Trust and the population within
Greater Manchester to highlight the differences or similarities in profiles of ethnicity, gender, age and disability.
The statistics used for the local population have been obtained from Manchester City Council’s Corporate
Research & Intelligence Population Publications (see Appendix B for further details of specific reports used).

Graphs 24 to 26– Comparisons between local population (MCC) v MMHSCT by ethnicity, gender and
age.

Figures obtained from ESR and Manchester 2011 population estimates.
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Disability Monitoring
Disability Comparison – Local Population v MMHSCT
The percentage of the Greater Manchester population with a known disability is 5.2%, compared to 3.86%
of Manchester Mental Health & Social Care Trust staff. There are currently 64 members of staff within the
Trust with a declared disability.
Number of job applicants with a disability
During the period January to March, of the 1,508 applications received, there were 78 job applications
received from applicants with a stated disability, which equates to 5.17% of applications received within that
period.
Number of new starters with a disability
Including Bank workers, of the 57 new starters within this period, 2 people declared a disability, equating to
3.51% of new starters.
Number of leavers with a disability
Including Bank workers, of the 81 staff that left within this quarter, 7 declared a disability, equating to 8.64%
of leavers.
Employee Relations Cases & Disability Monitoring
Of the 33 employees involved in an employee relations procedure between January and March 2016, 5
people declared a disability, which equates to 15.15%.
Recruitment Activity January to March 2016
Vacancies
The Trust is currently actively recruiting to a total of 135 permanent or fixed term vacancies across the
Trust which equates to 148.4 FTE posts.
Disclosure & Barring Service (DBS) Activity
1st January 2016 to 31st March 2016, 62 applicants/staff were subject to DBS checks. Two of these
applicants had a positive disclosure, of which one had declared their convictions. 1 had their provisional
offer withdrawn.
Recruitment information for the period 1st January to 31st March 2016
In the period from 1st January to 31st March 2016, the Trust placed 64 adverts, equating to 78.96 FTE
posts, for which there were 1,508 applicants. These details are shown below in graph 27, broken down by
staff group. The average number of applications per FTE vacancy for this quarter was 23.56.
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Graph 27

Graphs 28 – 32 provide the breakdown of applicants by staff group, ethnicity, gender, age range, sexual
orientation and religious belief from January to March 2016.
Graph 28

Graph 29

Graph 30

Graph 31
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Graph 32

New Starters
Between January and March, there were 37 substantive new starters to the Trust. Of these starters, there
were 7 admin staff, 6 Support Workers, 1 Consultant, 3 IAPT Counsellors, 2 Occupational Therapists, 2
research staff, 5 Social Workers, 1 Apprentice and 10 qualified nurses. In addition to the above, nonsubstantive staff commenced in the following roles: 1 locum Consultant, 20 Bank Support Workers and 3
qualified Bank nurses.
Graphs 33 – 37 display the number of substantive new starters by ethnicity, gender, age, sexual orientation
and religious belief
Graphs 33 - 37
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Leavers
There were a total of 80 leavers, including 3 Bank staff, between January and March 2016. Of the leavers
in this quarter, 5 were dismissed, 1 left due to the end of their fixed term contract, 6 were made redundant,
5 retired, 35 left voluntarily, 27 were TUPE transferred to another organisation and 1 member of staff died
in service.
Graphs 38 - 42 show the breakdown of leavers by ethnicity, gender, age range, sexual orientation and
religious belief between January and March 2016.
Graphs 38 - 42
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Employee Relations
HR Business Partners work together with managers to review individual cases within their respective
service areas and provide advice and support as well as coaching managers in the handling of employee
relations cases. Employee relations case data continues to be provided to operational managers at monthly
Operational Manager Team (OMT) meetings.

Table 6 - New Cases - All instances of employee relations procedures with a process start date between
January and March. There were 16 new Employee Relations cases in this quarter.
Procedure
Harassment
Grievance
Capability - Underlying Health Reason
(UHR)
Capability - No UHR
Disciplinary

Jan
1

Month
Feb
2

March
1

1

2

1

7

1
Source: ESR
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Table 7 – Concluded Cases – There were 7 employee relations cases concluded between January and
March.
Procedure

Month
Feb

Jan

Harassment
Grievance

1

March
1

Capability UHR

1

Capability No UHR
Disciplinary

4
Source: ESR

Table 8 - On-Going Cases - All current cases with a process start date prior to January 2016, that have
yet to be resolved. There are currently 17 on-going Employee Relations cases.
Procedure
No of Cases
Harassment
Grievance
Capability UHR

4

Capability No UHR
Disciplinary

1
12
Source: ESR

Employee Relations Cases – Equality Monitoring
Graphs 43 – 47 provide a breakdown of all on-going cases by ethnicity, gender, age range, sexual
orientation and religious belief, as at 31st March 2016.
Graphs 43 - 47
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Source: ESR

Mandatory Training
Mandatory training compliance for the core elements has increased by 1% over the last quarter and in
addition, the overall compliance on all reportable training has increased by 2% from 80% to 82% as shown
in the table below.
Table 9

Date
31 March 2016
29 February 2016
31 January 2016

Core Mandatory
Training Compliance
%

Total Mandatory
Training Compliance
%

84%
84%
83%

82%
80%
80%

Services and divisions have been making concerted efforts to increase their compliance. These are
illustrated by the following services achieving 90% or above at the end of March 2016: Adult in-patients,
90%, Health and Wellbeing 94% and Corporate Services 91%.
The momentum and focus on mandatory training from an OD perspective has continued during the last 3
months with targeted emails to staff who are non-compliant offering various methods to gain compliance
such as face to face training sessions provided, distance learning workbooks as well as facilitated elearning sessions. We have continued to report weekly each Monday on the mandatory training figures
though from 01/04/2016 we plan to report fortnightly

During the last quarter, Dual Diagnosis- inpatient has increased (36% in January- 54% in March 2016).
Physical interventions compliance has not increased as much as anticipated (68% in January -73% in
March) due to the sickness of a Skills Trainer, whilst MCA /DoLS compliance has increased by 6% (80% in
January – 86% in March ). However there will be concerns that this will not be sustained with the recent
announcement that the trainer will not have capacity within their current role to continue to deliver this
training from July 2016 and an alternative trainer will need to be identified.
Overall mandatory training compliance by division is shown in the graphs below, followed by overall
compliance against core training requirements.
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Graphs 48 – 58 – Training Compliance
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DNAs and course and place cancellations continue to be monitored on a monthly basis. Course
cancellation, attendance and non-attendance is reviewed and reported back through
Divisional group, performance meetings and the line management structure.
An overview of reasons for non-attendance over the past 12 months is shown below in graph 59.
Graph 59
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Talent for Care
The Trust successfully bid for £30k from HENW to support the Talent for Care initiative which is a strategic
framework which aims to guide employers, partners and staff in the development of the healthcare support
workforce (bands 1-4). The strategic approach is summed up by the phrase “Get in, get on, go further”
which encompasses 10 strategic aims.
As part of our approach to supporting the widening participation agenda and to meet the strategic aims, the
Trust pledged to engage with local schools and colleges to ensure that NHS careers are promoted at the
earliest opportunity across a range of career options within the NHS with particular reference to mental
health and social care, whilst also raising awareness regarding mental health.
To meet this pledge, we participated in a ‘Skills Club’ programme commissioned and fully funded by Health
Education North West and coordinated by the Skills for Health Academy North West as part of their
widening participation activity. The 6 week programme is a voluntary after-school initiative that provides a
vocational taster programme for year 9 students from schools across the region that are known to be in
areas where there is potentially lower than average educational attainment levels.
The Skills Club has given staff the opportunity to be involved in the programme as each session involved
students taking part in interactive workshops where staff gave their time to talk to and deliver activities to
the students about their specific roles and careers and the service we provide. This enabled the students to
ask questions regarding specific occupational areas, including roles and responsibilities to support their
understanding of what is involved in the different job roles within a mental health and social care
organisation.
The workshops included promoting awareness in dignity, values and behaviour, alcohol awareness, basic
life support, infection control, dementia awareness and promoting the wider occupational areas within the
mental health sector.
Additional pledges we made to support Talent for Care included developing and implementing an in-house
Care Certificate programme for support staff and to continue to actively promote and manage
apprenticeships within the Trust. Both of these pledges are in place and are being actively progressed.
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Appendix A

The full ethnicity details are shown below in relation to the broad descriptions used within this
report.
Trust
Description
White

All Ethnic Groups
White British, White Irish, any other white background

Mixed

Mixed White & Black Caribbean, Mixed White & Black African, Mixed White &
Asian, any other mixed race

Asian

Asian - Indian, Asian – Pakistani, Asian – Bangladeshi, any other Asian
background

Black

Black Caribbean, Black African, any other Black background

Chinese
Other

Chinese
Any other ethnic background

Appendix B
The details of source information for local population comparisons are shown below.
Comparison
Gender
Age
Ethnicity

Disability

Source Information
Registrar General’s Population Estimate Mid-2011 for Manchester City (Sept 2012).
Figures for Adults of Working Age used.
Registrar General’s Population Estimate Mid-2011 for Manchester City (Sept 2012).
Figures for Adults of Working Age used.
Manchester City Council – Estimated Resident Population in Manchester by ethnic
group, age & sex, mid-2009 (experimental statistics). Figures for Males are for 1664 age group, figures for Females are for 16-59 age group.
Prevalence of Disability by Type & Severity for Manchester – March 2011 (Ages 1659).

Corporate Research & Intelligence Population Publications
https://cms.manchester.gov.uk/downloads/download/4220/corporate_research_and_intelligence_populatio
n_publications
Appendix C
ONS Cluster Groups
The Trusts below are used for comparisons with Manchester Mental Health & Social Care Trust for
information relating to Turnover and Sickness rates.
•
•
•
•
•

Birmingham & Solihull Mental Health Foundation Trust
Leicestershire Partnership NHS Trust
North East London Foundation Trust
Nottinghamshire Healthcare Trust
Black Country Partnership Foundation Trust

End of report
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Performance Monitoring 2015/16
Revenue and Capital Financial Report for the year ended
31st March 2016
Date of Trust Board: 28th April 2016
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Title of Report: Revenue and Capital Financial Report for the year ended 31st March 2016
Date
Produced:
Author:

18th April 2016
Sam Simpson
Director of Finance
Tel: 0161 882 1381

Purpose of
Paper:

Key Points:

To update the Board on the Revenue and Capital financial position for the year ended
31st March 2016.
•

The Trust is reporting a deficit for 2015/16 of £4.155m before impairment. This is
against a plan for the year of £6.1m deficit.

•

The position for the year compares against a forecast deficit at Month 11 of
£4.190m.

•

Following revaluation of the Trust’s land and buildings there is an overall increase
of £2.797m reflected in an increase to the revaluation reserve and an impairment of
£0.767m has been recorded in the income & expenditure account.

•
Action
Required

The Trust has remained within its CRL and EFL limits and the final cash balance at
31st March 2016 was £2.888m.
The Board is asked to note the contents of this report and the unaudited financial
position for 2015/16.

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 2015 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 2015/16
Revenue and Capital Financial Report for the year ended 31st March 2016

1

Introduction

1.1

The purpose of this report is to advise the Board of the Trust’s financial position for the year
ended 31st March 2016. The work to prepare the accounts for the financial year is underway
with unaudited accounts due for completion and submission to the Trust’s External Auditors,
Ernst & Young LLP and NHS Improvement by 9am on 22nd April 2016.

1.2

The table below outlines the key tasks and timescales leading up to the formal meeting where
the Board will be asked to approve the Audited Accounts for 2015/16.
Date
nd
22 April 2016 (9am)
th
25 April 2016
th
th
25 / 26 May 2016 (tbc)
th
26 May 2016
nd

2 June 2016 (5pm)

2

Event
Submission of unaudited Accounts to NHS Improvement
External Audit starts
Audit Committee consider Annual Accounts and External Auditors report
Board meeting to approve the Annual Accounts, complete certificates
and Directors’ statements
Final submission by External Auditors

Revenue position (Appendix 1)

Plan: £6.1m deficit

Actual: £4.155m deficit
before impairment

Variance: £1.945m lower
deficit than planned

Summary

•

Non-recurrent measures including capital to revenue transfer, additional settlement from
CCGs and improved financial performance have contributed to the final reported position
for 2015/16 of £4.155m deficit. Whilst this is an improved position in 2015/16, the
underlying deficit remains going forward into 2016/17.

Fixed Asset Impairment
•

The Trust’s land and buildings have been re-valued in line with International Accounting
Standards (IAS 16 and IAS 36). The impact is an overall increase of £2.797m reflected
in an increase to the revaluation reserve. As a result of the capital expenditure on Poplar
Wards which has not increased the market value, an impairment of £0.767m has been
recorded in the Income & Expenditure account which results in an overall deficit for the
year of £4.922m.

•

An impairment is a technical accounting approach to amending the book value of an
asset in line with the realistic market valuation as determined independently by the
District Valuer.

•

The Department of Health treats this impairment as a technical adjustment and it is not
taken into account when measuring financial performance.
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Restructuring Costs
•

£3.015m for the year incorporating:
o payments to date relating to changes to MCC commissioned services;
o provision for changes resulting from the in year cut to public health grant; and
o provision for the potential costs associated with the service retractions.

Risk Share
•
•

Forecast total expenditure £7.8m: £2.5m overspend against the planned £5.3m.
Overall private bed usage in March averaging 14 beds (9 acute and 5 PICU). The
numbers at the point of writing are 12 private acute beds and 4 private PICU beds.

Inpatient Services
•

Overspends driven mainly by patient complexity and associated observation levels;
£2.1m compared to £1.3m in plan.

Medical
•

Locum usage: £1.1m to cover consultant vacancies and gaps in the junior doctor on-call
rota.

Under-spending Areas
•

Mitigation against over-spending areas, mainly driven by vacancies and non-pay underspending across operational services.

3

2015/16 Stretch Target

3.1

The TDA allocated an income and expenditure stretch target for the Trust of £4.113m. The
original position was initially improved by £0.3m. Further non-recurrent measures including
capital to revenue transfer, additional settlement from CCGs and improved financial
performance have contributed to the improvement in the reported outturn for 2015/16 of
£4.155m deficit.

4

Financial Risk Rating
NHS Trust Development Authority Financial Risk Rating: the Trust’s overall rating has been
assessed as RED based on the reported deficit in 2015/16.

5

Cost Improvement Programme (CIP) Performance

5.1

The position remains the same as reported previously and is summarised in the table below:
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Original 2015/16 Plan

Category

In year
£m
Corporate efficiencies
Operational efficiencies
Medical staffing efficiencies
Estate rationalisation / SLA review
Station Road – service change*
Service retraction proposals*
(supported by commissioners)
Other service retraction proposals
Total
Original Target Set
Gap

Forecast Delivery

Full Year
Effect
£m

In year
£m

Full Year
Effect
£m

0.7
2.7
0.1
0.6
0.1
0.2

0.7
2.9
0.0
0.7
0.5
1.0

0.7
2.7
0.0
0.4
0.1
0.0

0.7
2.9
0.0
0.4
0.5
1.0

0.2
4.7
6.9
(2.3)

0.7
6.5
6.9
(0.4)

0.0
3.9
6.9
(3.0)

0.0
5.5
6.9
(1.4)

th

* Proposals submitted to Health Scrutiny Committee 29 October 2015

6

Capital Programme (Appendix 2)

6.1

Capital Expenditure for 2015/16
Capital Resource Limit:
£1.764m
•

Actual Expenditure:
£1.760m

Expenditure for the year is within the confirmed Capital Resource Limit (CRL) for
2015/16.

7

Statement of Financial Position (Appendix 3)

7.1

Cash
31.03.15: £2.394m
•

7.2

Variance: £4k below CRL

31.03.16: £2.888m

The closing cash balance at 31st March 2016, after receipt of the approved Interim
Revenue Support Loan and repayment of the Revolving Working Capital Facility, was
£2.888m.

Working Balances
Debtor Days
(Trade Debtors / Income x 365)

(Trade Creditors / Expenditure x 365)

Creditor Days

12 days

32 days

_____________________________________________________________________________________________________________
Trust Board Paper
Page 4 of 5
28th April 2016
Agenda Item 17

8

Recommendation
The Board is asked to note the contents of this report and the unaudited financial position for
2015/16.

Sam Simpson
Director of Finance
18th April 2016
APPENDICES
Appendix 1
Appendix 2
Appendix 3

Income & Expenditure Summary
Capital Programme
Statement of Financial Position
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APPENDIX 1

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

FINANCIAL MANAGEMENT & REPORTING

Income & Expenditure Summary
For 12 Months to 31 March 2016

Total Income (gross excluding CIP)
Pay
Non Pay
Restructuring Costs
Provisions for other liabilities and charges
Total Expenditure (gross excluding CIP)
Expenditure

CIP

Budget

Full Year
Actual

Variance

£000

£000

£000

(104,300)

(107,296)

(2,996)

81,644
28,114
3,000
0
112,758

79,373
30,332
3,015
752
113,472

(2,271)
2,218
15
752
714

(4,643)

(3,950)

EBITDA

3,815

2,226

Depreciation & Amortisation
Dividends
Interest payable
Interest receivable
Fixed Asset Impairment

1,889
173
229
(6)
0

1,511
166
271
(19)
767

(Surplus) / Deficit for Period

6,100

4,922

693
(1,589)
(378)
(7)
42
(13)
767
(1,178)

APPENDIX 2

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

FINANCIAL SERVICES

2015/16 CAPITAL PROGRAMME
as at 31 March 2016
Initial Annual
Plan

£000
IT Schemes
IT Equipment Replacement
Data Centre
Digital Medical Records
Windows 7
Wi-Fi
Fax Alternatives
Qpulse
Anti-virus
Centralised Scanning
IT Software
Prison
Total IT Schemes

Revised Plan and
Actual
Capital Resource Expenditure at 31
March 2016
Limit (CRL)
£000

£000

Variance

£000

300
200
800
100
80
60
20
50
85
0
0
1,695

394
85
0
0
0
65
0
0
3
75
60
682

339
81
0
0
0
65
0
0
3
75
42
605

248
421
0
0
0
0
0
0
0
0
669

0
0
164
25
0
25
28
789
0
13
1,044

0
0
168
14
0
103
28
791
0
13
1,117

Medical Equipment
ECT Machines
ECG Machines
Total Medical Equipment

0
0
0

38
0
38

38
0
38

0
0
0

Contingency

0

0

0

0

2,364

1,764

1,760

4

Estates Schemes
Backlog Maintenance
Estates Developments
Adult Ward Windows
Fire Safety
Privacy & Dignity
Anti-ligature Work
Clinic Room - Temperature Control
Inpatient Ward Refurbishment
Air Locked Ward Entrances
Victoria Park Refurbishment
Total Estates Schemes

Total

55
4
0
0
0
0
0
0
0
0
18
77

0
0
(4)
11
0
(78)
0
(2)
0
0
(73)

APPENDIX 3

MANCHESTER MENTAL HEALTH & SOCIAL CARE TRUST

FINANCIAL SERVICES

STATEMENT OF FINANCIAL POSITION
as at 31 March 2016

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

As Per Audited
Accounts
31 March 2015

31 March 2016

Movement

£000

£000

£000

Draft Accounts position

17,609
180
7,413
25,202

19,871
197
8,587
28,655

2,262
17
1,174
3,453

4,863
2,394
7,257

3,599
2,888
6,487

(1,264)
494
(770)

32,459

35,142

2,683

(10,779)
(425)
(546)

(9,843)
(324)
(1,309)

936
101
(763)

NET CURRENT ASSETS / (LIABILITIES)

(4,493)

(4,989)

(496)

TOTAL ASSETS less CURRENT LIABILITIES

20,709

23,666

2,957

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

(3,764)
(3,421)
(285)
13,239

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

1,126
(5,114)
6
(1,025)

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

14,302
(9)
1,328
(2,382)
13,239

14,002
(4,931)
4,125
(982)
12,214

(300)
(4,922)
2,797
1,400
(1,025)

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 this month with performance at 2.5% for all delays and 1.7%
excluding social care delays. This equates to a total of 6 service users delayed at the snapshot date at the
end of March. Performance according to the Monitor definition of the indicator was 3.2% in March
compared to 3.6% in February.
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 248 in
February to 240. A further 701 bed days were lost due to non-reportable delays compared to 590 in
February. 75% of bed days lost were on adult wards with 53% 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 17 days in February to 16
days in March which is 2 days below the 18 day HES national average. The median for the Later Life
specialty increased from 39 days in February to 65 days in March which is 13 days above the 52 day HES
national average.
The median length of stay for Adult Acute wards decreased from 45 days in February to 32 days in March
against the local target of 25 days. The mean length of stay for Adult Acute wards decreased from 84 days
in February to 69 days in March 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. 5 out of the 61 discharges in March 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. We expect to produce the April report showing the 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) increased from 2.1% in
February to 6.8% in March. The actual number of readmissions increased at 6 in February with 4 out of the
6 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 increased from 98.2% in February to 98.6% in March. Later Life occupancy increased
from 93.5% to 96.4% during the same period. The target is 85%.

4. CRHT Gatekeeping
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Performance has remained static at 100% in March. This is above the 95% target. 20 out of 20 admissions
were gatekept in March and the year to date performance is currently 98.9%.

5. A&E 4 Hour Waits
The number of Trust-attributable 4 hour waits increased from 108.5 in February to 151.5 in March. 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 68% of Trust-attributable waits.
The monitoring of 1 hour breaches is a Quality Requirement in the contract and the target is that 70% of
referrals have an assessment starting within 1 hour of the referral being received. The Trust was above
target this month but performance decreased from 76.4% in February to 75.9% in March.

6. PbR & Clustering
The figure measured is that of users with a valid in date cluster. Performance in this indicator decreased
from 79.5% in February to 77.2% in March.
Performance remains good in some areas with Later Life CMHTs at 78.5% and Adult Area Teams at
87.0%.
Consultant performance is lower with Later Life consultants at 74.7% and Adult of Working Age consultants
at 65.9%.

7. CPA 7 Day Follow-Up
Performance has decreased from 100% in February to 98.5% in March and is over the 95% target. There
was one breach in the Adult Division. This is another metric that is being monitored to ascertain if
Rehabilitation wards should be included. Data Definitions will be published for each metric that include or
exclude Rehabilitation and PICU wards once a decision has been made through the agreed process. From
next month, the figures will also include those people discharged from the SAFIRE unit.

8. CPA Review Within 12 Months
Performance has decreased from 95.7% in February to 95.2% in March and is currently 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 81.7%. The Later Life care group is currently under target but has
increased from 92.5% in February to 94.6% in March. The Adult Community care group is above target and
has decreased from 96.0% in February to 95.3% in March.
9. Communication to GP of A&E Attendance
Detailed analysis of this metric showed that refinements in the data collection were required to accurately
reflect the true position. Performance has decreased from 89.5% in February to 89.1% in March against a
target of 95%. A number of scenarios where a letter wasn’t being sent have been identified and the
Remedial Action Plan has been updated and presented to Quality Board. This was the subject of a
separate board report last month. The start time for this measure is also being reviewed and will be
discussed with commissioners.
10. Feedback to GP referrers
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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 increased from 98.4% in February to 99.2% in March, the Trust is still above the 95% target.

11. Argyll
As requested by Board, the figures and associated performance for use of the Argyll system are shown.
Since the beginning of the reporting of this through the performance meeting, there has been a failure to
meet the performance target. Performance tables have been included this month in the Appendix.
The actions taken to re-enforce the need to use the system more fully have been set out in previous reports
and the Board papers.

Team managers are contacting all staff where performance has fallen below that expected and whilst there
has been an improvement in the figures for March, it should be noted that the impact of the new process
will only have a part month effect and the figures for April are expected to show significant improvement.

12. Out Of Area Bed Placements
During March there were seven out of area Adult Acute bed placements and two out of area PICU
placements.

13. Serious Incidents
The Trust has in place and is currently working through the implementation of a Remedial Action Plan to
improve contractual performance in relation to the Serious Incident Requiring Investigation (SIRI) process.
The Trust has reviewed its Serious Incident Process and has implemented a number of mechanisms to
strengthen the process as follows:•
•
•
•
•
•
•

A full review and update of all SIRIs recorded on the Trust’s SIRI tracker.
A weekly review of all on-going SIRIs is undertaken at the weekly Mortality Meeting.
Training for newly designated SIRI investigators has been developed and rolled out from November
2015 to increase the Trust’s capacity to undertake good quality investigations. (There are now 42
trained SIRI investigators).
Vacant Patient Safety Manager role has been recruited to.
A change to the internal timescales for SIRI reports that ensure that all draft investigations are
submitted after 20 working days for initial review and feedback.
Additional Quality checking mechanisms using a standardised checklist that was introduced to
guarantee that all SIRI investigation reports meet the required standard.
A “Breakfast Meeting” every Wednesday morning to review investigation reports and to support SIRI
panel chairs as required.

Up to the end of March 2016, the Trust has a total of 22 SIRI investigations that are on-going, all of which
are within date and on track for submission within the 60 day timescale.”
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Key Indicators
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Monthly Quality Requirements
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Charts
1. Delayed Transfers of Care

2. Length of Stay
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3. Bed Occupancy
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4. CRHT Gatekeeping

5. A&E Waits
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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

7. CPA 7 Day Follow-Ups
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8. CPA Review Within 12 Months

9. Service Users In Settled Accommodation
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10. Service Users in Employment

11. Quality Requirement M3a (Communication to GP of A&E Attendance)

12.Quality Requirement M3b (Communication to GP of Outcome of Referral to Gateway)
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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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A University Teaching Trust

Minutes of the Quality Board
Wednesday the 16th March 2016, 12.30 – 14.30
The Boardroom, Chorlton House

Chair:
Present:

Vicki Baxter

Non-executive Director

Anita Rolfe
Patrick Cahoon
Michele Moran
John Harrop
Alexa Taylor
David O’Reilly
Gary Gillett
Ilsa Finigan
John Scampion
Petra Brown
Karen Keighley

Chief Nurse and Director of Quality Assurance
Head of Patient Experience
Chief Executive
Director of Strategy
Project Manager
Pharmacist
Deputy Chief Nurse
Divisional Director Community and Place Based Care
Non-executive Director
Chief Pharmacist
Lead Nurse

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

Action
Welcome and apologies for absence
Apologies were received from Jenny Blackshaw, Carol Harris, Helen Hobday,
Mary Smith, Stuart Logan, David Marsden, Sam Simpson and JS Bamrah.

2.

Declaration of Interests
No declarations were made.

3.

Minutes of last meeting
The minutes of the 17th of February were approved as an accurate record.

4.

Action Log
The action log was noted.

5.

External Visits to the Trust
AR presented the reports to the Committee.
a) MIAA Feedback of learning to staff review
The report, which received significant assurance, was noted. All
recommendations from the report will be followed up and reported back to
Quality Board.
RK

Action: Title on front sheet to be amended.
b) Safeguarding Audit
The overall audit assurance rating for this audit is substantial.
The audit focused on the effectiveness and embeddedness of the Trust’s
Quality Board Minutes
16th March 2016
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Quality Assurance (QA) process and noted that the Trust has continued to
improve and has plans in place to deliver the Care Act’s Making Safeguarding
Personal Agenda.
The auditors reported that the QA process had been well designed.
There were two moderate recommendations, one for the Trust and one for
Manchester City Council and the Trust action is already completed.
c) Cavendish Commissioner Visit
To date the report is not available for circulation. The general overall feedback
was good and the improvements since the CQC visit were noted.
GG

Action: For April QB agenda.
d) Juniper Commissioner Visit
Currently in the process of collating responses.

GG

Action: To be submitted to QB once responses received.

e) Maple CQC Visit
The CQC report was received last week and has been sent to the team for
response. The report was very positive.

6.

Action: For April QB agenda.

GG

Action: Themes from external visits to be collated into future Quality
Board reports and to be included in Quality Report.

GG

CQC Peer Review Process
GG provided an update.
There have been no further peer to peer inspections since the January report.
The action plans continue to be updated and remain on track within the time
scales. The next inspection is due in April.
Action: For April QB agenda.

7.

GG

CQC Intelligent Monitoring Report
AT presented the report which provided a brief overview of the most recent
CQC Intelligent Monitoring report.
The latest draft CQC Intelligent Monitoring reports were received on the 12th of
January 2016 for factual accuracy checks with final reports published on 25th
February 2016.
Updated reports include 11 new indicators, while 6 existing indicators were
amended and 2 previous indicators deleted.
In the latest report, the Trust has 9 risks and 2 elevated risks out of 68
applicable indicators giving a proportional risk score of 9.85%. In comparison,
the previous June 2015 report the Trust had 12 risks and 4 elevated risk out of
57 applicable indicators with a proportional risk score of 17.70%.
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The proportion of discharged patients without a recorded crisis plan is a new
indicator. The Trust process for returning MHLDDS information has not been
configured to provide the information relating to Crisis Plans in MHLDDS
returns to date. As such all returns to date have included a blank table in the
submissions and this has not been raised by the HSCIC. The figure recorded
for patients discharged without a recorded crisis plan was 57%, but this may not
be accurate as information may be recorded elsewhere.
There are issues with recording on Amigos and a new programme is being
written to capture this information. This has been raised with the Quality
Improvement Group and is a CQUIN for next year. It was also mentioned in the
Service Users’ survey.
A brief comparison of the Trust’s position against other mental health trusts
across the country indicates that out of the 57 reports published, the Trust had
the seventh highest proportional risk score. This is an improvement on the
previous report where the Trust had the second highest proportional risk score.
As with the previous Intelligent Monitoring Reports, there are a number of areas
where performance is below that which is expected; however, the majority are
issues on which the Trust is fully cited and where necessary remedial action
plans are in place with detailed reporting being made available to the Trust
Board on a monthly basis. The introduction of the new indicator in relation to
Crisis Plans will be explored further and links with ongoing work in the Trust.
Action: MM suggested a deep dive be done by QB but VB said to leave to
Quality Improvement Group. Quality Improvement Group to do deep dive
and report back to QB with position statement.

8.

Revalidation Update
GG presented the report.
Three members of staff have successfully revalidated in March. The remaining
staff are being followed up to ensure they are on track and supported.
An effectiveness day is taking place on the 12th May (international Nurses Day)
with the main focus being revalidation. The training, workshops and support
meetings have been promoted on the Trust website including a weekly OD
bulletin. Knowledge Services have created a resource on the Trust website to
support revalidation. Articles and news items around Reflective Practice will be
published on the OD Bulletin.
Workshops are held on a monthly basis after the Professional Nurses Forum
and Training Champions are in place.
The feedback from the nurses who have revalidated indicates that submission
is relatively simple.
The Chair commended the progress made.

9.

Annual Business Plan
JH presented the draft Annual Business Plan for 2016/17 and associated high
level objectives to the Committee for comment.
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The first draft was taken to February Transformation Programme Board and
February Trust Board for discussion. The objectives for inclusion in the 2016/17
Annual Business Plan include elements which are a continuation of work from
2015/16 and others which have been suggested following discussion with ops
and corporate managers.
Further work regarding the objectives detail, including the Critical to Quality
Characteristics and the Metrics/ Key Performance Indicators, is to be done
before submission to March Board.
The Committee requested a stronger statement around equality and diversity
and asked if the vision statement could be amended. JH stated that the vision
statement could not be amended.
The Chair noted that the Quality Improvement Strategy provided to her was out
of date (2013-2016) and requested an updated version.
Action: Updated version of the Quality Improvement Strategy to be
uploaded to intranet.

AT
ALL

Action: QB to forward any comments to JH or AT.
JH and AT left at 12.55
10.

Corporate Risk Register
AR provided an update.
There are 22 Risks on the Corporate Risk register which continue to be
managed and no risks proposed for removal.
There is one risk proposed for addition to the Corporate Risk Register.
The Fragmentation of liaison services at the three acute hospital providers
presents a threat to patients receiving uncoordinated care. There are no
agreed responsible clinician arrangements at the acute sites which leads to a
reliance for MMHSCT’s consultants to provide this facility leading to the
potential for stretched capacity.
The Committee queried whether this risk score (15) should higher and the Chief
Nurse agreed to review with the Risk Manager. There is a plan in place which
will continue to be monitored. No timeframe was agreed at the Quality and
Performance meeting on the 16th of March.
Action: Quality Board approved the addition of the above risk to the
Corporate Risk Register.
The Chief Pharmacist brought up the “Role of Accountable Officer for CDs”
which is rated at 15. This relates to HMP and Lifeline. Concerns were
expressed and it was agreed to discuss and amend if necessary at the April
IRMCGC meeting. The Home Office will visit the prison in April.
Action: For April IRMCGC agenda.
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MM queried some residual risks are the same as inherent. If a plan is in
place should it become less?
Action: The Chief Nurse and Risk Manager to review and present report to
Board.
11.

Audit 3044 Training Issues
KK presented the report to provide Quality Board with an overview of work
completed in relation to National Early Warning Scores (NEWS) and monitoring
physiological parameters.
Three audits have been completed over 12 months which show an
improvement in clinical care.
Action: The system to identify out of date policies to be reviewed at April
QB.
KK

Action: KK to review the policy for April IRMCGC.
The Trust has provided an eLearning package to train clinical staff. practice and
there are policies in place to guide staff. Support workers are a huge resource
on the wards and a training plan needs to be developed for this group.
There is currently no training on neurological observations, which staff are
required to complete when a patient has an un-witnessed fall or a fall where
they sustained a head injury and a training plan needs to be developed.
The “Essential care after a fall” policy was due for renewal in November 2015.
Action: This policy will be submitted to the newly established Physical
Health Group in May.

KK

The Trust compliance for NEWS e-learning has improved significantly and on
the 7th of March the figure stood at 80%.
12.

Medicines Management Internal Audit Findings
PB presented the recently published Mersey internal audit report on medicines
management. The Trust was awarded a high assurance level relating to the
audit.
The baseline review of medicines management was undertaken in quarter 2 of
2015/16 and the findings were sent to the Trust in January 2016.
The review confirmed that overall the Trust had robust and effective systems
and arrangements in place for Medicines Management and that tasks were
clearly defined and performance assessed on a regular basis.
Remedial actions and risk escalation controls were found to be in place and
operating effectively.
The 2 recommendations made will be completed by July 2016.
Action: For agenda at Quality and Performance meeting with CCG.
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The Committee thanked PB and team and congratulations were noted.

13.

Volunteers
PC presented the report to Quality Board.
The Trust volunteer policy has undergone amendments in light of the Lampard
review, and is compliant with the specific volunteering recommendations set out
within it.
All volunteering activity should take place in an environment that is safe, both
for volunteers themselves and also for service users, carer and visitors to Trust
services.
It is recommended that no volunteering activity should commence, unless the
Trust is fully satisfied that the required identify, DBS, confidentiality and training
procedures have been fully carried out in line with the policy and procedure.
An annual review, supported by bi-annual audit activity and regular monitoring
within the Trust governance framework will provide assurances that the policy is
being correctly implemented in all cases, in order to ensure that safe,
meaningful and well supported volunteering activity takes place.
The policy is monitored at the Patient Experience Committee and the IRMCGC.
The PEC Terms of Reference have been amended to include this item. The
policy has also been included in the Clinical Audit Plan.
The CEO thanked PC for his work.

14.

POMH

DOR presented the report which provides an update of the last 12 months of
work with The Prescribing Observatory for Mental Health (POMH-UK).
The Trust has been a member since 2008 and subscribe to POMH-UK each
year.
The POMH-UK work is co-ordinated by the medicines management team and in
the past 12 months the team has been involved in audits looking at ADHD
treatment, valproate prescribing in bipolar disorder and the management of
alcohol withdrawal.
The Quality Improvement Programme (QIP) for “Prescribing for ADHD in
adults”was undertaken in June 2015 in the Trusts’ adult ADHD clinic. Data
collection was undertaken by a junior doctor working with the team. This was a
re-audit of work originally done in 2013 and was a clinical records-based audit
of prescribing for ADHD in adults who had a recorded clinical diagnosis of
ADHD. A total of 43 patients were audited.
Baseline tests are higher than the national sub-sample, with the exception of
assessing cardiovascular risk and substance misuse.
Monitoring of service users on maintenance treatment reflects the poor national
picture, however the service in Manchester is commissioned to only see people
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for the first 3 months therefore the data collected at 12 months would only be
reflective of practice if GP records were also accessed. This is not the case.
Feedback is not provided to GPs however they do attend Medicines
Management meetings for updates.
These results have been shared with the ADHD team for their comments and
recommendations about future practice.
Audit results are taken to the Medicines Management Committee for discussion
and fed back to participating teams. POMH-UK produces presentations that
have been presented at consultant CPD events, locality audit meetings and
effectiveness days. Following these events recommendations are made on how
to improve practice in each area. An area of particular improvement has been
the use of high dose antipsychotics on in-patient wards. Significant
improvement has been seen in this area since the commencement of the
POMH-UK programme which has been reported previously at governance
meetings. High dose prescribing reduced from 69% to 44% including when
required, antipsychotics for management of aggression and violence.
POMH-UK has a cycle of quality improvement audits and re-audits charting how
practice improves over time.
The Trust has signed up to the POMH-UK programme for 2016-17 and the
medicines management team will continue to co-ordinate this work. The next
QIPs are:
•
•
•
•

Prescribing antipsychotic medication for people with dementia (April
2016)
Monitoring of patients prescribed lithium (June 2016)
Rapid tranquillisation (September 2016)
Prescribing high-dose and combined antipsychotics (January 2017)

The Committee agreed it was a very interesting report.
15.

Safer Staffing
GG presented the report.
The paper demonstrates the Trust’s Safer Staffing position for February 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, which is
captured more fully within a deep dive report to the Board.
Benchmarking against other mental health providers demonstrates the Trust is
not an outlier in terms of the inpatient staffing levels.
The Committee discussed the thresholds and agreed that for some wards, this
is not a true reflection and relates more to established levels.
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Action: To discuss safer staffing ward staff establishment outside of this
forum.

GG

The CEO asked if e-rostering is being linked into the report. This is not
happening at the moment and will be investigated for future reports.
GG

Action: GG to discuss with the e-roster manager.
The Committee discussed the incidents of illicit substances reported on Acacia
for February. This information has not been captured in previous reports and it
was agreed to include in future papers in order to track.

16.

Action: Illicit substance use to be included in future safer staffing papers.

GG

Action: Report on legal highs and illicit substances to be submitted to
May QB.

GG

CPA Quality Improvement Report

Action: Deferred to April QB

17.

DM

CQUIN Quarterly Report
PC provided an update to the Committee.
The Q3 submission was returned on 21st January 2016. 5 of the 7 CQUINs
were rated as passed and 2 required some further information. These were the
GM partnerships (crisis concordat CQUIN) and the physical healthcare CQUIN.
The required amendments were made and these were then issued back to the
commissioners on 11th February. These were confirmed by the commissioners
on the 16th of March and they have now been invoiced for the full amount.
Details on national CQUINs were published by NHS England on the 10th of
March and include:
• Health and wellbeing
• Physical Health
• GP Communication
The 2016-17 CQUIN scheme is nearing completion and an update will be
submitted to April QB prior to CQUINs being finalised for contract.
Action: Final report for 2015-2016 and 2016-17 contract to be submitted to
QB in April.

18.

College Inpatient Consultation
Action: Report to be amended to include implications for the organisation
and recommendations and submitted to April QB.

19.

PC

JSB

Mental Health Taskforce – 5 Year Forward Plan
AR provided an update.
The Five Year Forward View for Mental Health was published by the Mental
Health Task Force in February 2016. This report is intended to provide a
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summary overview of the report to brief the Quality Board members and to
indicate further action required.
The strategy acknowledges key problems with access to, quality of,
commissioning of and report of data related to mental health services.
There are 58 recommendations for government bodies.
Action: More detail required from quality point of view. Also include Devo
Manc information.

20.

DM

Lessons Learned
AR presented the report which details the structures the Trust has in place to
learn lessons when things go wrong.
The Trust has reported more incidents so far in 2015/16 than for the same
period in the previous year, yet the volume of incidents that have resulted in
harm have reduced. This is a trend the Trust should continue to encourage.
Over the course of 2015/16 there are a number of recurrent themes that have
been observed to be part of the root causes for Serious Incidents. These
themes are as follows:
o
o
o
o
o
o
o
o

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

A Pulse Survey was undertaken within in October 2015 that provided assurance
that 89% of staff have access to lessons learned information either through
discussion at Divisional and Team meetings or via Team Brief. The Pulse
survey will be undertaken again in March 2016 to track whether the work in line
with the CQC Improvement plan has improved this position.
Quality Improvement Groups have been established and are being managed by
the Heads of Professions.
Action: More proof required for report to demonstrate to Trust Board that
we DO learn lessons and show how this is measured. More work to be
done with report.

21.

NCISH
AR presented to the Quality Board the revised Trust Safety Scorecard supplied
to the Trust by the National Confidential Inquiry into Homicides and Suicides by
people with Mental Illness (NCISH).
The Trust has observed a rate of 4.1 suicides per 10,000 people under the
Mental Health Act which is below the national median of 7.65 per 10,000 people
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SL

under the Mental Health Act.
The Trust has observed a rate of 4.1 suicides per 10,000 people under the
Mental Health Act which is below the national median of 7.65 per 10,000 people
under the Mental Health Act.
The data used for the report was from 2011- 2013.

22.

AMHPs
AR presented the report.
Referral numbers show a steady year on year increase. AMHP numbers remain
healthy and slightly increased since the transfer of the team. AMHPs ability to
complete duty has been and remains reduced.
Short term measures are being considered to maintain the AMHP rota
MS
MS

Action: Provide assurance that AMHPs are working safely.
Action: Report to be submitted to ET and back to QB in May.

23.

CQC Regulation of Substance Misuse
PB presented the recent CQC inspection findings when substance misuse
treatment services have been reviewed.
The CQC issued a communication on the 22nd of January about the first 16
inspections of substance misuse treatment services undertaken.
In 7 out of 16 inspections, they found serious failings in the services provided
and these were highlighted in the letter.
The Trust sub contracts substance misuse treatment services in the two prisons
to Lifeline. Concerns raised at the commencement of the contract mirrored
many of the areas identified by the CQC in their early inspections and the Trust
has been working closely with Lifeline to support them in the delivery of the
service. Work continues to ensure the services provided by Lifeline are to the
required standard.
The prison care group management team also reviewed the findings relating to
some possible gaps around care planning. Lifeline have now confirmed that
care planning is to the required standard.
The medicines management assurance systems were revised in 2015 to
incorporate better the two prisons and substance misuse service. An
overarching prison medicines management group now meets monthly with the
issues identified by the CQC already part of the meeting. All the issues relating
to prescribing had been identified during the early months working with Lifeline.
The Trust initially supplied the required policies and procedures for both the
clinical management of service users and also those required to ensure
medicines are managed appropriately. All bar two new Lifeline medicines
management protocols and clinical guidelines were approved on the 1st of
March to replace those initially adopted.
The two outstanding procedures relate to Lifelines understanding of the
Accountable Officer for CDs role within a sub contract. Two meetings with the
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Trust and Lifeline have taken place in the last week and a better understanding
has been achieved,
The CQC are due to visit HMP in the very near future and the Home Office will
visit on the 20th of April.
The Committee thanked the Chief Pharmacist and colleagues.

24.

CLAHRC
This report was presented for information.

25.

IRMCGC Report
AR presented the report which details the key discussions and the decisions
made at the Integrated Risk Management and Clinical Governance Committee
meeting on the 10th of February 2016.
SL

Action: Future reports to highlight how issues are being dealt with.

26.

Medicines Management Committee
The minutes were noted.

27.

Patient Experience Committee
The minutes were noted.
PC asked QB to note that Volunteers, Quality Requirements and Safe Wards
will be included in PEC Terms of Reference.

28.

Integrated Risk Management and Clinical Governance Committee
The minutes were noted.

29.

Operational Management & Performance Committee
The minutes were noted.

30.

Heads of Professions
The minutes were noted.

31.

Matters for Escalation
Covered under agenda item 10.

32.

Any Other Business
Quality accounts to be submitted to April QB.
Date and time of the next meeting
Wednesday the 20th April 2016, The Boardroom, Chorlton House,
12.30 – 14.30

33.
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